outsourcing
Your Hospitality Siaffing Profassionals

Employment Application

Acrobat Outsoureing is an equal opportunity employer dedicated to non-discrimination in all employment practices. Acrobat
Outsourcing selects the best qualified individual for the job based on job-related qualifications regardless of race, age (404},
color, religion, gender, national origin, ancestry, marital status, sexual orientation, disability or any other status protected by
applicable law. .

Full Name %L\MA :de‘)f:fi' Date: Q-Df; / Q %, 20/(7
Home Telephone (HOU)§ )3 - @_O}“)“) Other Telephone (
Present Address j /0 2 LKI/[_}J-J—(I,J P;rhe_ 9)/&’&(’/

FPermanent Address, if different from present address:

Ermai Address 31'\5\()@\ 5 @)Sm@i r Goyn

—

EMPLOYMENT DESIRED

Pasition applying for: Salary desired: $ /Q - C@
Are you currently registered with any staffing and/or employment agencies? If so, please list

o

Are you applying for: Full-time work? Yes_g No__ Parttime work? Yes_  No_
Temporary work, e.g., summer or holiday work? Yes__ No_ From: To:

How did you find out about our open position? (Flease check fifl in proper name of source):
Referral Kj Name of Referral g[ﬂd'm( k&fﬂo ka) Newspaper [] Job Fair ] Agency [] Company Website ]
Other Web Posting ] Other Source [

Could you work overtime, if necessary? Yes_)g__No_ i hired, on what date could you start working? L//Q-q / /Ci
K4 7 f 4

Please keep in mind that schedules and shifis may vary depending on position and season. Additionally, the hours may vary from
week fo week, depending on the company needs. Please list only the times/days you're available to work below.

SPECIFY HOURS SUNDAY MONDAY TUESDAY WEDNESDAY THURSDAY FRIDAY SATURDAY
AVAILABLE
DAILY

AM
M

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

Have you ever applied to or worked for Acrobat Quisourcing before? Yes_ NUE if yes, when?

Do you have friends or relatives working for Acrobat Outsourcing? Yes_No}Q if yes, please state name and relationship
If hired, would you have a reliable means of franspartation to and from work? Yes_‘)Q No_

If hired, can you present evidence of your legal right to five and work in this country? Yes& No_

Siate age if you are under 18 - It you are under 18, hire is subject to verification that you are of minimum legal age o work.
Are you able to periorm the essential functions of the job for which you are applying? Yes' No_

If no, describe the functions that cannot be perfiormed. (Note: We comply with the ADA and consider reasonable accommaodation
measures that may be necessary for eligibie applicantsfemployees to perform essential functions.,)




sutsoureing
Your Hosplality Staffing Professionals |

Dates of Employment: From 1 1 [ ’_1 To D'L’ IQ

Reason for Leaving: ne i ;ﬂds J\\Lﬁ/,q

Name and Address of Employer

Type of Business Telephone No, ( ) Supervisor's Name

Your Position and Duties

Bates of Employment: From To

Reason for Leaving:

Have you ever been fired from any previous place of employment? If so, please explain:

Have you obtained any special skills or abilities as the result of service in the military? Yes No Q
If so, describe:

JOB RELATED REFERENCES

List bei ree persons not related fo you who have knowledge of yaur work performance within the last three L’Xears

Name (,(‘1'"/” Hr qfi‘r ~ Telephone No. (3/2. ¥ <7~ g dJ
Address . [&%Q‘S 2 b(»t \Lﬁ\ G&f

Occupation: B(\% Vir / Ca/{’«zu/ Relationship: lﬁwfc:a gl e NumberorYears Acquainted: ___/Q
name: BV 1ty }\,E,»Pdn Teteprone No. (629 y 93 - £5%|
Address Noreose Lo
Occupation: ¥ Mecod i / Worehmstretationship: kio-CAmder Number of Years Acquainted: g
— PU N}uq Telephone No. (77X \5%/ - 7753‘;7

Address bé &au
Occupation; Cé"m’P ib‘ ru&y Relationship: ng&“ﬂ%# Number of Years Acquainted: s




Non-Profit Associate, Subcontractor and Temporary Employee
HEALTH REPORTING AGREEMENT*

" Applies to all assoviates of Non-Prafit Group, Subcontractor or Temporary Empioyee
This form must be completed at least once every 12 months.

The purpose of this agreement is to ensure that you notify the Levy manager or othsr person in charge
when you experience any of the conditions listed so that management can take appropriafe steps fo
prevent the frarismission of foodborne iliness.

| AGREE TO REPORT TO THE MANAGER OR OTHER PERSON IN CHARGE:

FUTURE SYMPTOMS AND CONDITIONS:

IMPORTANT. It is not necessary to report sympioms, such as diarrhea, associsted with chronic medical conditions or finesses.

1. Diarrhea

2. Vomiting

3. Jaundice (yellowing of the skin and/or eyes)

4. Sore throat with fever

5. Infected cuts or wounds, or lesions containing pus on the hand, wrist, an exposed body part, or

other body part and the cuts, wounds, or lesions are not properly covered (such as boils and
infected wounds, however small) :

FUTUREMEDICAL DIAGNOSIS:

1. Anydiagnosis of foodborne iliness

2. Diagnosis of being il with Norovirus, Typhoid Fever (Salmonella Typhi), Shigellosis,
Salmonellosis, E. coll 0157:H7 or other EHEC/STEC infection, Hepatitis A infection or
(Californiz only) Amebiasis,

FUTUREHIGH-RISKEXPOSURES:

1. Exposure to or suspicion of causing any confirmed outbreak of foodborne iliness

2. Ahousehold member diagnosed with & foodborne iliness

3. Ahousehold member atiending or working in a sstting experiencing a confirmed outbreak of
foodborneillness

} HAVE READ (OR HAD EXPLAINED TO ME) AND UNDERSTAND MY RESPONSIBILITIES UNDER THIS AGREEMENT TO
COMPLY WITH:

1. Reporting requirements specified above invoiving symptoms, conditions, diagnoses, and high-
. risk exposures

2. Work restrictions or exclusions that are imposed upan me

3. Goodhygienic practices

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

Name (please print): Ao \a ﬁ)&)[}; k
Signature: (R Undo Date: ()q /2‘{ / ,C,

X \,X T 1 l J
Levy Managet's Signature; . .. Date:

(or other person in charge)
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STATE OF GECORGIA EMPILOYEE'S WITHHOLDBING ALLOWANCE CERTIFICATE
1a. YOUR FULL NAME 1b. YOUR SOCIAL SECURITY NUWVBER

, GOLCA«W NoeS

23, HOME ADDRESS {Number, Streat, or Rural Routz) 2b. CITY, STATE AND ZIP CODE :

‘\»\()(}r\ \6—0’\)\@\4 CP\ re_. @(%ae, ' \x\a\j’\/\ olm,\ gq/. 8 U223

PLEASE READ INSTRUCTIONS ON REVERBE SIDE BEFORE COMPLETING LINES 3-8
3 MARITAL STATUS

(it you do nat wish 1o claim an allowance, anter “0" in the brackets beside your marital ststus.)

J

s

A Bingle: Enter 007 1o il 4, DEFENDENT ALLOWARNCES [:L
B. Marrisd Filing Joint, both spousas working:
EMEr0orT e i)
C. Married Filing Joint, one spouss working: 5. A_ED{TEO&AL ALLOWANCES [
Enter0or 1072 oo [] - {worksheet below must be compisied)
0. Married Fifing Separate:
Enter0or1 e [ ] _
" E. Head of Housshold: 6. ADDITIONAL WITHHOLDING b3
EnterOor 1 R PPN IUPRUISORIY £ B
WORKSHEET FOR CALCULATING ADDITIONAL ALLOWANCES .

. {Must be completed in order fo enter an amount on step §)
1. COMPLETE THIS LINE ONLY IF USING STANDARD DEDUCTION:

Yourseli: I Age 65 orover [ Biind

Spouse: OO Ags 685 orover [J Biind Number of boxas chackad e xA300..5
2. ADDITIONAL ALLOWANCES FOR DEDUCTIONS:
A, Federal Estimated hemized Daduciions {(If ltemizing Deductions)’-........_...____..______.___S
B. Georgia Siandard Deduction (enter one): Single/Hsad of Housshold 34,600

cach Spouss $3,000 g

C. Subiract Line B irom Line A {If zero or @88, BNler Zero). .o e s
D. Alioweble Deducticns to Fedsral Adjusied Gross Income e e $
E. Addths Amounis on Lines 1, 20, N6 2D .u.eooocceveeonneens oo $
F. Estimate of Taxable Income not Subiect to WINBOIRING oo 5
G. Subiract Line Firom Line E (if zero or less, stop BB ) oo &
H. Divide the Amount on Line G by 33,000. Enter total here znd on Line 5§ above

i
{This is the maximum numbsr of additional allowances you can claim. If the remainder is over $1,500 round up}

7. LETTER USED (Madital Status A, B, ¢, D, or £) X /&7 TOTAL ALEOWANCES (Totel of Lines 3 - 5 i
(Employer: The [stier indicates the tax iables in Employer's Tax Guide) '

8, EXEMPT: (Do notcompleie Lines 2 -7 if claiming exempt) Reed the Linz 8 instructions on page 2 beiore compieting this ssction.
a} | claim exemption from withholding because | incurred no Georgia income tax lizbility last year and  do not expact io

have a Georgia incore tax liability this year. Check here [

b1 certily that { am not subject to Gsorgia withhoiding becausa | mest the condiions set forth under the Sanvicemambers

Civit Refief Act as armended by the Military Spouses Residency Relief Act 2s provided an page 2. My state of residence is

. My spouse’s (servicemembar) state of residence is . The siates of residence

must be the same 10 be exempt. Check here [J
t certify under penally of pgriury thai | am entitled io tha number of withholding allowances ar the exampiion from withholding staius
claimed.on this Form G-4\lso, { authorize my employer to decluct per pay peticd the additional amount listed above.

Employee's Sigﬁaﬁure W S Date 0 1£ —Z'Z [ ’q

Emplover: Complete Line @ and mai} tire form only if the employee claims ovar 14 allowances dr exempiirom withhaolding,
[Fnecessary, mail form fo: Georgia Depar¥nent of Revanue, Withhelding Tax Unit, P.O. Rex 48432 Atlanta, GA 30350,
9. EMPLOVER'S NAME AND ADDRESS: . EMELOYER’S FEIN: | o . .

_ _ EMPLOYER'S Wiif:
Do not accept forms claiming additionat aflowances unfess the warksheet has bazn completed. Do not accept forms
claiming exempt i numbers are writfen on Lines 3 . 7.,




