T ¥ ACROBAT OUTSOURCING
be TSC GROUP

Employment Application

Acrobat Outsourcing is an equal opportunity employer dedicated to non-discrimination in all empioyment
practices. Acrobat Outsourcing selects the best qualified individual for the job based on job-related
qualifications regardiess of race, age (40+), color, religion, gender, national origin, ancestry, marital status,
sexual orientation, disability or any other status protected by applicable law.

Full Name \f\}i\\mw_\ K—e.\\q,;‘ Date: 1-15 -390
Home Telephone (M1e ) ©18~ 2030 Other Telephone ( )

Present Address 434 | Coccade. @5 3w Adlgwa- G 2427
Permanent Address, if different from present address:

Email Address l,J{fJf‘ﬂaﬂ— /(-nf(uu,/ G(, @ Gﬂnﬁ'( [ e

Position applying for: Dl b/ac ke z/ Loyl Salary desired: / Z4A—

Are you currently registered with any staffing and/or employment agencies? [f so, please list

Are you applying for: Full-time work? Yes___ No___ Part-time work? Yes _}__/ No_
Temporary work, e.g., summer or holiday work? Yes___ No From: To:

How did you find out about our open pasition? (Please check fill in proper name of source):

Referral [0 Name of Referral Newspaper [ Job Fair [] Agency Q/
Company Website [ ] Other Web Posting [ ]  Other Source []

Could you work overtime, if necessary? Yes__No___ If hired, on what date could you start working?

Please keep in mind that schedules and shifts may vary depending on position and season. Additionally, the

hours may vary from week to week, depending on the company needs. Please list only the times/days you're
available to work below.

SPECIFY SUNDAY MONDAY TUESDAY | WEDNESDAY | THURSDAY FRIDAY SATURDAY
HOURS 1

AVAILABLE
DAILY

AM
PM 1Opp, |Ope~| 10 o

Do you have any vacations or extended leaves planned in the next 12 months? If 50, please list dates; :

14750 Nw 77 Court, Suite 100 | rafami Lakes, FL 33048
T 305,681.5800 « F 305.6£1.8804 « theservicecompanies.com



e L1111 §

1511004011

STATE OF GEORGIA EMPLOYEE'S WITHHOLDING ALL OWANCE CERTIFICATE
1§.\§OUR FULL NAME ‘ 1b. YOUR SOCIAL SECURITY NUMBER

S

Man Relley 053 -0 -Gy |

2a. HOME ADDRESS (Nurabser, ﬁ‘ir&t, or Rural Rouiz) 2b. CITY, 8TATE AND ZIP CODE

gl Poccale #d Al G Ao Gn 033§

FLEASE READ INSTRUCTIONS ON REVERSE SIDE BEFORE COMPLETING LINES 3— 8§
3. MARITAL STATUS
{If you do not wish to claim an allowance, enter “0" in the brackets'beside your marital status.)

A Singie: Enter 0 00 1o ) 4, DEPENDENT ALLOWANCES P
B. Married Filing Joirt, both spouses working:
EEr0or T e vvsrassvsresenend] ]
C. Mamied Filing .Joini, cne spouse working: 5. ADDITIONAL ALL OWANCES il
Enier0or1or2  iacemrceeecseceerneeend| ] ) {workshest below must be completed)
D. Married Filing Separate: :
EmerJor T e cceeeaeemsnsne].
E. Head of Household: 8. ADDITIONAL WHTHHOLDING $
Erer COF 1 ettt aevesevmnmmesesmeeeee L ]

WORKSHEET FOR CALCULATING ADDITIONAL ALLOWARNCES
{Must be completad in order to enter an amount on skep 5)
1. COMPLETE THIS LINE ONLY IF USING STANDARD DEDUCTION:

Yoursaff: [J Age 85 orovar [ Blind

‘Spouse: I Age 65 or over O Blind Number of boxss checked X 1300, B
12, ADDITIONAL ALLOWANCES FOR DEDLUCTIONS:
A, Federal Estmated Remized DedUthions o e e e e oo e e rena 5
B. Georgia Standard Deduciion (enier sne): Sinple/Head of Housshold $2,300
Each Spouse 51,500 5

C. Subiract Line B DM LINS Al ettt emee e et e
D. Allowable Deductions 1o Federal Adjusied Gross incormns et r et e g e s mSaeae b e sn e esamemeee B
E. Addthe Amounis on Lines 1, 2C, and 20 oo e eveeeeeeeaa e SRS
F. Estmzie of Taxabie Income not Subject to WIhHSKENG oo B
. Subiract Line F irom Line E (if zero or 1ess, SIOp Nare) .o 8
H. Divide the Amourt on Line G by $3,000. Enter total here and on Line 5 above oo oo -

(This is the maximum number of addiional allowances you can ciaim. If the remainder is over $1,500 round up)

7. LETTER USED (Marital Status A, B, C, D, or E) TOTAL ALLOWARNCES (Totzl of Lines 3 - 5)

(Employer: The lsiier indicates the fax tsbles in Employer's Tax Guide)

8. EXEMPT: (Do not complaie Lines 3 - 7 if claiming exempf) Read the Line & instructions en page 2 before completing this section.
g} | claim exemption from withholding because | incurmed no Georgiz income fax fiabifiy last yearand | do not expecito

have a Georgia income fax liabifity thls year. Checkhera O

b) | cartify that | am not subject to Georgia withholding because | mest the conditions sef frh under the Servicemambars

Civil Relie? Act as amended by the Mifitary Spouses Residency Rellsf Act as provided on page 2. My sizie of residence is

- My spouse’s (servicameamber) siale of residence is . The staies of residencs

must be the same fo be exampt. Check here O

{ cerfify undsr penalty of perjury that | am entified io the number of withholding allowancss or ihe exarnption ffom witﬁholding staius
claimed on this Form G-4. Also, | authorize my employar to deduct per pay period ihe additional amount lisiad above.

Employee’s Signaiure Date

Employer: Compiste Line 9 and mail entire Torm only if the employee claimns aver 14 allowances or exempt from withholding.
if necessary, mail form {o: Georgia Depariment of Revenue, Wiihhelding Tax Unit, P.O. Box 49432 Atlanta, GA 30350,

3. EMPLOYER'S NARE AND ADDRESS: EMPLOYER’S FEIN:

EMPLOYER'S WH#:

Do not accept forms claiming additional allowances uniess the worksheet has heen cormpleted. Do not accent forms
claliming exempt if numbers are written on Lines 3 - 7. '



Name-Based Criminzal Backsround History Record Information Consent/Ingquiry Form

I hereby authorize Alto Police Department to conduct an inguiry for
Agency/Company
_/QCI:”O bﬁ"" (company) with the purpose(s) listed below and receive any Georgia

and/or national criminal background history record information as authorized by state and federa! law.

Full Name {print) LJ; Hem w~ 54.\\-&4;-
7
AKA name(s)
Address |y 1¢” A—Ubw S A ch Ao~
Sex Race Date of Birth Social Security Number
M Blah— OH-035-15%5 OS3~70 -y |
D This authorization is valid for days from date ofsignaturs.

L__, l, , Elve consent to the above-named
entity to perform periodic criminal history background checks for the duration of my employment.

i)KZ/\JinM/L“&/’W 2-25"- 20

N L4
Signature

Date

Purposg Code Used: (cheek one that zpply)
E - Employmant

N - Working with Elderly

W - Working with Children

Officiel use orily:

inguiry: . Time of Inguiry: Operztor's Initials:

The inguiry resufted in the following: (check ail that apply)
-No Criminal Record Available

Criminal Record (Attached/ Released)

No NCIC/GCIC Warrant

Possible NCIC/GCIC Warrant {List Wanting Agency Below)

Wa nting Agency Name:

Wanting Agency Telephone:

Agency Designee Signature and Title Date

Revised March 2019



Non-Profit Associate, Subcontractor and Temporary Employee

HAEALTH REPORTING AGREEMENT*
" Applies fo il associates of NonProfit Group, Subcontactor or Temporany Employze
This form must be completed atleast onee every 12 months.

The pumose of this agreement is fo ensure that you notify the Levy fnanager or other person in charge
when you experience any of the condifions fisted so that management can fake appropriate steps to
prevent the transmission of foodborne flnegs.

| AGREE TOREPORT TO THE MANAGER OR OTHER PERSON IN CHARGE!

FUTURE SYMPTOMS AND CONDITIONS:

IMPORTANT: It is not NBCeSsary 1o report symptoms, such as diamhea, associsted with chronic medical condifions or ifnessas.

1. Diarrhea

2. Vomiting

3. Jaundice (vellowing of the skin and/or eyes)
4. Sore throat with faver

5

Infected cuts or waounds, or lesions Comtaining pus o the hang, wrist, an exposed body part, or

other body part and the Guts, wounds, ot lesions are not properly covered (such as boifs and
Infected wounds, however smalj)

FUTUREMEDICAL DIAGNDS|S:

1. Anydiagnosis of foodboma ilness _
2. Diagnosis of being ilf with Norovirus, Typhoid Fever (Salmonzllz Typhi), Shigeliosis,
Salmonelicsis, £, coli 04 ST:H7 or othar EKEC/STEC infection, Hepatitis Alrfecticn or
(Calffornia only) Amiabiasis,

FUTUREH?GH-RISKE‘{PDSURES:

1. Exposursioor suspicion of causing any coniirmed outbreak gf foodboine iliness
2. Ahousehold member diagnosed with a foodbome illness

3. Ahousehold member attending or working in a setting ex

periencing a confimad ouibreak of
foodbome iilness

[ HAVE READ (DR HAD EXPLAINED TO ME) AND UNDERSTAND MY RESPONSIBILITIES UNDER

THIS AGREEMENT TO
COMPLY WITH:

risk exposures

2. Work restrictions or exclusions that ars imposed upon-me -
3. Good hygienic practices

1. Reporiing requiremenis specified above involving Symptoms, conditions, diagnoses, and high-

| UNDERSTAND THAT FAILURE TO COMPLY WITH THE TERMS OF THIS AGREEMENT WAY LEAD TO DISCPLINARY ACTION
UP TO ANY INCLUDING TERMINATION OF EMPLOYMENT WiTH LEVY,

Name (please prinf): LJ e Kz ((ug

Signature: . QJWUL/L——/"‘ Date: - A5 —2°

Levy Manager's Signature: |

Date:

for nfhnr‘ﬂﬂrs:on.iq charge)



