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Employment Application

Acrobat Outsourcing 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 (40+), color, religion, gender, national origin, ancestry, marital status,
sexual orientation, disability or any other status protected by applicable law.

Full Name g%ﬁf Eﬁ.\\mﬂ
Home Telephone Agv 23 V\%@; Vm\ _ Other Telephone (3/3 ) SIS 250 ¢
Present Address / s R\\ B«U\ﬁ\ \A

Permanent Address, if different from Uﬁmm@aﬂmmm” Ser €.
Email Address @\\k%\&:\l = V\@W

nt
_—

) tdaop A

Position applying for: Salary desired:

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

Ny

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 position? (Please check fill in proper name of source):

Referral ] Name of Referral § N WMMEB \.b Newspaper [] Job Fair T Agency [J
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
AVAILABLE
DAILY
AM
PM
Do you have any vacations or extended leaves planned in the next 12 months? If so, please list dates:

14
14

3018

3
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List below all present and past employment starting with your most recent employer (last 10 years is sufficient). Account for
unemployment periods of three months or more.

Are you currently employed? Yes___ No m If so, may we contact your current employer? Yes___ No

Name and Address of Employer

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

Your Position and Duties

Dates of Employment: From NEI To &\ Q N %
i
Reason for Leaving: @?@X AMN\ \\ND.

zm:_m m_..n_ Address of mav_o<mq NRENN ( r “WN NMN WE % [ mwﬁ\ﬁh\m %RT

Type of Business  Telephone No. AW.PWV Supervisor's Name mw" m m_nw& c m mg&
Your Position and Duties \EAW.M‘\M&%}P \.\ \s\\\\\\.ﬁr \\. bﬁm\* \Q

 empnts, MralPstily  $%[xS.

Dates of Employment: From E To %\ m

Reason for Leaving: \hb%g\xm\ﬁ;

Name and Address of Employer A&M\L\\&\ \\%\\‘\ .r.§\.\ .\N\\A §§§\ .hw
N@\%\R\% Di /

Type of Business ﬁm_mwzo e zo mc_um_,smoﬂ.m Name

Your Position and Duties \\Mn\~ Ii \\u \A bﬁ\\; Q§B\
3 StedrS ronbd Adwators 15 §§w Vet

\
Dates of Employment: From R M To NWQ v
Reason for Leaving: m\nm (thESS \V \Dm ﬁ&

mmwmm&nhmﬁm w.v_o«.mq § NM FW \ \@\?/\h\b\ %.ﬁ\h\\

/
/
= —
Type of Business E Telephone No. ( ) Supervisor's Name ((/
4750 NW 77 Court, Suite 100 | Miami Lakes, FL 33016

4_ uuu.mwm.r 8800 » F 305.681.8804 » theservicecompanies.com
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Please Read Carefully, Initial Each Paragraph and Sign Below

¢

\M,_Cu I hereby certify that | have not knowingly withheld any information that might adversely affect
my chances for employment and that the answers given by me are true and correct to the best
of my knowledge. | further certify that I, the undersigned applicant, have personally
completed this application. | understand that any omission or misstatement of material facts
on this application or on any document used to secure employment shall be grounds for
rejection of this application or for immediate discharge if | am employed, regardless of the
time elapsed before discovery.

I hereby authorize Acrobat Outsourcing to thoroughly investigate my references, work record,
education and other matters related to my suitability for employment and, further, authorize
the references | have listed to disclose to the company any and all letters, reports and other
information related to my work records, without giving me prior notice of such disclosure. In
addition, | hereby release the company, my former employers and all other persons,
corporations, partnerships and associations from any and all claims, demands or liabilities
arising out of or in any way related to such investigation or disclosure.

-

\l
DN

I hereby authorize Acrobat Outsourcing and its authorized representatives to solicit information
regarding my background, which may include but not be limited to, information about my
employment, education, and/or criminal history, which may be in the files of any federal,
state, or local criminal justice and law enforcement agency and general public records history.

sm——
W ,E I understand that if selected for hire, it will be necessary for me to provide satisfactory evidence
of my identity and legal authority to work in the United States, and that federal immigration
laws require me to complete an [-9 form in this regard within three days of my hire date.

-

AW (ia Acrobat Outsourcing is an at-will employer. | understand that nothing contained in the
application, or conveyed during any interview, which may be granted or during my
employment, if hired, is intended to create an employment contract between me and the
company. In addition, | understand and agree that if | am employed, my employment is for no
definite or determinable period and may be terminated at any time, with or without prior
notice, with or without cause, at the option of either myself or the company, and that no
promises or representations contrary to the foregoing are binding on the company unless made
in writing and signed by me and the company's designated representative.

| hereby acknowle that | have read and understand the above statements.

Applicant’s Signature 2 Tb ( \q\\mﬁ Gate _ A4 \\m h\ M%

N

. AT pips mwrh o~
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=

oy :, FL 33016
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Name-Based Criminal Background History Record Information ‘Consent/Inquiry Form

| hereby authorize Alto Police Department to conduct an inguiry for
Agency/Company
mﬂq\O mUQL\ (company) with the purpose (s) listed below and receive any Georgia

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

k Full Name (print) ‘ AW.\&C@\JN‘\& ?\\—\\E,\Mm Eq\\h&m
R AKA name(s) »U \A‘)

t : f
Address _ &n& ) g ?N“ \ \ EQL \.\,
Sex Race Date of Birth Social Security Number
[~ BIR /8709 BRI 1l 5260
D This authorization is valid for days from date ofsignature.

D %&N wﬁ“r \ N«b&m , Eive consent to the above-named

perform periodic criminal history background checks for the duration of my employment.

lotn L Ar A 18

vc_.no._wm Code Used: (check one that apply)
\ P E- Employment

N - Warking with Elderly

W - Working with Children

Inguiry: Time of Inguiry: Operator's Initials:

The inquiry resuited in the following: (check all 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
HEALTH REPORTING AGREEMENT*

" Applies to all essociates of Non-Proitt Group, Subcontracior or Temporany Empioyee
This form must be completed at least once every 12 months.

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

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

FUTURE SYMPTOMS AND CONDITIONS:

IMPORTANT: It is not necessary 1o r=port symptoms, such as diarmhea, associated with chronit medical condifions or illnesses.
Diarrhea

Vomiting

Jaundice (yellowing of the skin and/or eyes)

Sore throat with fever

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, howewver smaf)

SN

FUTUREMEDICAL DIAGNOSIS:

1. Anydiagnosis of foodbome ilinass

2. Diagnosis of being ill with Norovirus, Typhoid Favar (Salmonella Typhi), Shigellosis,
Salmonelicsis, E. cofi 0157:47 or other EHEC/STEC intection, Hepatitis A infection or
(Californiz only) Amehiasis.

vCﬁCWmI_OIrEﬁmKW&uOmCmmm”

1. Exposuretoor suspicion of causing any confirmead outbreak of foodborne iliness
2. Ahouszhold member diagnosed with 2 foodborne iliness

3. Ahousehold member attending or working in a setling experiencing a confirmed outbraak of
foodborneiliness

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

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

2. Work restrictions or exclusions that are imposed uponme -
3. Good hygienic 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); A\L \ . S R

{
Signature: Vm\.\\&\ﬁx%w E% Date; m ANR\_W 2

7
Levy Manager's Signature: R : Date:
——— (orother person.in charge))/ . i A
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STATE OF GEORGIA EMPLOYEE’S WITHHOLDING ALLOWANCE CERTIFICATE

1a. YOUR F Z>?~m . 1b. YOUR SOCIAL SECURITY NUMBER
M e Lnle A5l el |

2a. HQME ADDRE E.:Un.r Street, or Rural Route 2b_LCITY, STATE >QG ZIP :
[453 T el i Zaonaprodle, ZH 30045 _

PLEASE mm»o INSTRUCTIONS ON REVEREE SIDE BEFCRE COMPUETING LINES 3-8
3. MARITAL STATUS

{If you do ot wish to claim an allowance, enter “0” in the brackets beside your marital status.)

A. Single: EnterO or 1.. e | 4. DEPENDENT ALLOWANGCES [ }

B. Married Filing Joint, _un&._ m_uocwmm working:
=g t= R | —— S | ;

C. Married Filing Joint, one mvo:mm anr_nm 5. ADDITIONAL ALLOWANCES [ ]
Enter0or Tor2 $ : : (worksheset below must be completed)

D. Married Filing Separate: :
Emer 0 or 1 e vemneecmemeeec ]

E. Head of Household: 8. ADDITIONAL WITHHOLDING  §
ERERDOY  smsserssssnuarsssnesssel

WORKSHEET FOR CALCULATING ADDITIONAL ALl OWANCES
(Must be completed in order to enter an amount on step 5}
1. COMPLETE THIS LINE ONLY IF USING STANDARD DEDUCTION:

Yoursal. O Age 85 orover O Blind

,mﬁocmm” O Age 65 orover [ Blind Number of boxes chacked X 1300...............%
| 2. ADDITIONAL ALLOWANCES FOR DEDUCTIONS:
A ‘Federal Estimaled lemized DEdLCHDRS ww e o s s s s s
8. Georgila Standard Deduction (enter one): Single/Head of Housshold $2,300
Ezch Spouse 31560 5

C. Subtract Line BTom LINg Ao cme s
G. Allowable Deductions io Federal Pn:cn.wmn_ Gross Income .. N . OO N ..
E.. AddtheAmounts.on Lines f, 20,800 2D e s s masss s s v i s o i e coe o
F. Estimate of Taxable Income not Subject to Withholding
G. Subiract Line F from Line E (if zero or less, siop herg)........

H. Divide the Amount on Line G by $3,000. Enter total here and on Line 5 above ..

(This is the maximum number of addifional allowances you can claim. if the remaindar is over $1,500 ﬂocma up)

7. LETTER USED (Marital Staius A, qu C,D,or U TOTAL ALLOWANCES (Total of Lines 3 - 5)
(Employer: The letier indicates the fax tables in Employar's Tax Guide)

8. EXEMPT: (Do not complete Lines 3 - 7 if claiming exempf) Read the Line 8 instructions on page 2 before complefing this section.
a) | claim exemption from withholding because [ incurmad no Georgia income tax liabiiity Jast year znd | do not expact to

have a Georgia income tax fizbifity this ysar. Check here [

b) I cerfify that | am not subject to Georgia withholding because | meet the conditions sat forth under the Servicemembers

Civil Relisf Act as amended by the Military Spouses Residency Relief Act as provided on page 2. My stata of residence is

- My spouse’s (servicemember) state of residence is . The staies of residence

must be the same to be exampi. Check here O

| certify under penalty of perj at | am entifled fo the number of withholding allowances or the exemption from s_a,._:o_aﬁm_ stafus
claimed on this Form G-4. uthorjze my employex, to de par pay period the additional amount listed abo

Employee’s Signature Date

Employer: Comple#f/Line 8 and mail entire form only if the employee ﬂm?ﬂml over 14 allowances‘or exempt from withhelding.
If necessary, mail fgpm to: Georgia Department of Revenue, Withholding Tax Unit, P.O. Box 48432, Aflanta, GA 30359.

8. EMPLOYER'S HAME AND ADDRESS: EMPLOYER’S FEIN:

EMPLOYER’S WH#:

Do not accept forms n_mw_.:wmw additional allowances unless the worksheet has been completed. Do not accept forms
claiming exempt if numbers are written on Lines 2 - 7. .




