s -
Y ¥ ACROBAT OUTSOURCING
fexd  TSC GROUP

Employment Application

Acrobat Qutsourcing 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 regardiess of race, age (40+), color, religion, gender, national origin, ancestry, marital status,
sexual orientation, disability or any other status protected by applicabie law.

Full Name W(‘J'Ci& = L o NS pater B —~TD
Home Telephone (& SS1-SHLES Other Telephone (__ )
Present Address ‘,CEDQ\ Noeo=x~lie LM%'*L"‘EDS

Permanent Address, if different from present address:

Email Address ~Ebalrn s i@, \T @QAH@“\QQM

Position applying for: . Salary desired:

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

Are you applying for: Full-time wor 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 __ =1 = Newspaper [J Job Fair ] Agency ]
Company Website ] Other Web Posting ]  Other Source [J '

Could you work overtime, if necessary? Yesﬁﬁé;w 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 heeds. Please list only the times/days you're
available to work below.

SPECIFY SUNDAY MONDAY TUESDAY WEDNESDAY | THURSDAY FRIDAY SATURDAY
HOURS j

AVAILABLE
DAILY

P} P! E2em | Bow| Do sona o 8;:;«

Do you have any vacations or extended ieaves planned in the next 12 months? If s0, please Hst dates;

14750 MW 77 Caurt, Suite 100 | #iami Lalies, FL 33048
T 305.681.8800 « F 305.681.8504 « theservicecompanies.com
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List betow all present and past employment starting with your most recent employer (last 10 years is sufficient). Account for
unempioyment periods of three months or more.

Are you currently employed? Yes___ No /n" s0, may we contact your current employer? Yes_ _ No___

Name and Address of Employer ( /:& i O ﬂkm.\ DETVILD

Type of Business Telephone No, ( ) Supervisor's Name T e & G\TC\

Your Position and Dutie o~ Eu o {Looasen ’igr?.l(l_!_gl— Q:é.e .

Dates of Employment: Fram4 l/ e ( (2

Reason for Leaving: ‘\’Ri_\SDQ

Name and Address of Employer N C,% - E&QIE.D\ e G

\ e, 2
Type of Business Telephone No. ﬁ’ S""“'5""‘,T‘:-JSuprer\.fiscuf's Name
Your Position and Duties :‘——oal/\b O C&:al

L)

Dates of Employment: Fram —(( (S 1o S/ ( &

Reason for Leaving: %&QQ

1% -
Name and Address of Employer (""’"’"’ Cstrone s 6! AT E—

= .
Type of Business P Telephone No. (cth QM “‘}"‘{‘D S)upewisor‘s Name
Your Pasition and Duties ‘q:&_a'fb [P P

Dates of Employment: From 4—/ [D To fo( (]

'
Reason for Leaving: VAP%:LI@ T \!\90-@,< e <l

Name and Address of Employer

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

14750 Hw 77" Court, Suite 100 | Miami Lakes, FL 33015
5.681.8800 « F 305,581.8804 - theservicecompanies. cormn
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Please Read Carefully, Initial Each Paragraph and Sign Below

\/'J 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 undersighed 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.

\‘/ 3_’ I hereby authorize Acrobat Outsourcing to thoroughly investigate my references, work record )
education and other matters related to my suitabitity 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.

\[5 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.

\/ < | understand that if selected for hire, it will be necessary for me to provide satisfactory evidence
of my identity and tegal authority to work in the United States, and that federal immigration
laws require me to complete an 1-9 form in this regard within three days of my hire date.

\/5: 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 acknowledge that | have read and understand the above statements.

; [
— f‘\E 1 )
Applicant’s Signature \;. ) G Date o=~

14750 Nw P Courr, Suite 100 b miam Laies, FL 33098
T 305.687.8800 « F 305.581.8804 - theservicecompaniss.com



Name-Based Criminal Backeround History Record Information Consent/Tnquiry Form

| hereby authorize Alto Police Department to conduct an inguiry for
Ageney/Company
_BG?’O ba+ (company) with the purpose(s) listed below and receive any Georgiz

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

Full Name (print) \KC}_EDQ \'SQAEL_ Y N T L
AKA name(s) 'Mm e s i A -
Address | | ¢\ OIS oc kel E (0 %AG\"‘ D

Sex Race Date of Birth Social Security Number
B\ DU A-1-(ST- DS (T -
D This authorization is valid for days from date ofsignature.

D ], » 8ive consent to the above-named
entity to perform pericdic criminal history background checks for the duration of my employment.

N Q%—— S~ oo

“ -
Signature J -~ Date

Purposg Code Used: (check one that apply)
\ 1 E- Employment

N - Working with Eldery

W - Working with Children

[Ingquiry: Time of Inquiry: Operator's Initiats:

The inquiry resufted in the following: (check alf that zpnly)
-No Criminal Record Available

Criminal Record (Attached/Released)

No NCIC/GCIC Warrant

Possjble NCIC/GCIC Warrant (List Wanting Agency Below)

Wa nting Agency Name:

Wanting Agency Telephone:

Agency Dasignee Signature and Title Date

Revised March 2019



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

" Applies fo afl associates of Non-Profit Group, Subconiractor or Temporany Empioyee
This form must be complated 2t least onge every 12 months.

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

FUTURE SYMPTOMS AND CONDITIONS:

IMPORTANT: It is not necessary fo report sympioms, such as diamhea, associated with chronic medica/ condifions or

finessas,
1. Diarrheg

2. Vomiting

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

4. Sore throat with faver

5

Infectad cuis or WOouUNds, or lesions eontaining pus on the hand » WIist, an exposed body par, or
other body part and the cuts, wounds, or lesions are not bropertiy covered {such as boils and
infected wounds, however small)

PUTUREMEDICAL DIAGNOSIS:

1. Anydiagnosis of foodbome illness

2. Diagnosis of being il with Norovirus, Typhoid Faver {Salmonella Typhi}, Shigallosis,
Saimonzlicsis, E, colj 01 ST:HT or oiher EHEC/STEC infeciion, Hepatitis A infaction or
(Californiz only) Amabiasis,

FUTUREHIGH-RISK EXPOSURES:

1. Exposuretoor suspicion of causing any confirmed outbreak of foodborne illness
2. Ahousghold member diagnosed with a foodborme ilness
3.

Ahouseghold membar attending or working in a setting exXperiencing a confirmed outhreak of
foocdborne illness

| RAVE READ (OR HAD EXPLAINED TO WE) AND UNDERSTAND MY RESPONSIBLITIES UNDER THIS AGREEMEKT TD
COMPLY WITH:

1. Reporiing requirements speciiied above involving sympioms, conditions, diagneses, and high-
risk expostres :

2. Work restrictions or exclusions that are imposed upon-me

3. (ood hygienic practices

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

~ :
Name (please print): \ (i y 2T-N \ . < )mk\h_‘: s
'3
Signature: \ . @(m Date: "3 — "y ~ ey
> 3
Levy Manager's Signaiure: . : . _ Date: :

{orother person in charge)



ok [ [T T '

1511004011

STATE OF GEORGIA EMPLOYEE'S WITHHOLDING ALLOWANCE CERTIFICATE
1a, YOUR FULL NAME -1 1b. YOUR SOCIAL SECURITY NUMBER

R 1 Oedaos RS~y TSRS

2a. HOME ADDRESS (Number, Strest, or Rurat Rouig) 2b. CITY, STATE AND ZIP CODE

\ Ao\ o ER = K (s l_wd.t% Lre. Ga. O\

PLEASE READ [RSTRUCTHONS ON REVERSE SIDE BEFORE COMPLETING LINES 3-8
3. MARITAL STATUS
(If you do not wish to claim an allowance, enter “0” in the brackeis beside your marital status.)

A, Single: ERer O of Te e \] 4. DEPENDENT ALLOWANCES g
B. Married Filing Joink, both spouses worldng:
EMer Gor 1 e vimrerscsnsesranenel
C. Married Filing Joint, one spouse working: 3. ADDITIONAL ALL OWANCES [}
Enmr0orior? o] ] ) : {(worksheet beiow must be compieizd)
B. Married Filing Separate: :
[ = L oy U [ |
E. Head of Household: 6. ADDITIONAL WITHHOLDING 5
EMer 00T 1 e srvernsscnsescnmeead ]

WORKSHEET FOR CALCULATING ADDITIONAL ALLOWANCES
(Musi be completed in order io enter an amouni on step 5)
1. COMPLETE THIS LINE ONLY IF USING STANDARD DEDUCTION:

Yourself [0 Age &5 orover O Blind

‘Spouse: I Age 85 or over [ Blind Nurnber of boxes chacked X 1300 %
1 2. ADDITIONAL ALLOWANCES FOR DEDUCTIONS:
A Federal Baiimaiad Hemizag Do liot oS oot are e e e 3
B. Gsorgia Standard Deduction (entsr ons): SingleftHead of Housshold $2,300
Esch Spouss $1,500 3

(OIS 4 {nrry=Tor Mg Tl = By yw Iy SRR L
D. Allowable Deductions 1o Federal Adjusied Gross INCCME ..o et 5
E. Add the Amounis on LIS 1. 20, 800 200 oo
F. Estimate of Taxabie Income not Subject 10 WIthNOING e 5
G. Subirect Line F from Line E {(if zero or less, Stop hera) e DR

H. Divide the Amount on Line @ by $3,000. Enter total here and on Line Sabove ..o
(This is the maxirmum number of addifional allowaneas you can claim. If the remainder is over $1,500 round U

7. LETTER USED (Marital Staius A, B, C, D, or E)' TOTAL ALLOWANCES (Tofal of Lines 3 - 5).

{Employer: The leiier indicates the tax tables in Employer's Tax Guide)

8. EXEMPT: (Do not compiete Lines 3 - 7 if claiming exempf) Read the Line 8 instrictions on page 2 before compizting this section.
&) | claim exemption from withholding because | incurred no Georgia income tax liabiifty ast year and | do not expectio

hiave a Georgia income tax liebiliy this year. Checkhere O

b) | cerifiy that { am not subject to Georgia withholding because | mest the conditions set forth under the Servicamermbers

Civil Relfief Act as amended by the Milliary Spouses Residency Relisf Act a3 provided an page 2. My state of residence is

. My spouse’s {servicemamber) stale of residence is . The states of residence

st be the same io be exempt Check here [

I certify under penalty of perjury that | am entiiied to the number of withhoiding allowances or the exermption from wﬁ:ﬁholding staius
claimed on this Form G4. Jiso, _ ize my empioyer to deduct per pay period the additional amount fisied above,

=
Employes's Signature\é < ) Date_ =2~ fo B T

Employer: Compiete Line 8 and mail entié form only if the employee claims Gver 14 allowances or exempt from withheiding.
I necessary, mail form to: Georgia Depariment of Revenus, Withhalding Tax Uni, P.O. Box 49432, Allanta, GA 30358,

2. EMPLOYER'S NANE AND ADDRESS: EMPLOYER’S FEIN:

EMPLOYER'S WHE;

Do not accept forms claiming additional allowances unless the worksheet has hesn compieted. Do not zccept forms
claiming exempt if numbers ars writfen on Lines 3 - 7. _



