
Position(s) Applied For:
Required Wage  $______________/Hour

Date of Application

How did you learn about us?

               Advertisement Friend Walk-In Other_________________________

           Employment Agency Relative   Visited Jobsite

Last Name Social Security Number

Address

Telephone Number(s)

Home Cell Other

Have you filed an application with us before? Yes           No  

Have you been employed with us before? Yes             When?________________   No

Are you currently employed? Yes           No  

May we contact your present employer? Yes           No  

Are you prevented from lawfully becoming employed in this country because of Visa or Immigration Status?      Yes

                  No

On what date would you be available for work?

Are you currently on "lay-off" status and subject to recall? Yes            No

Can you travel if a job requires it? Yes           No   

Have you been convicted of a felony within the last seven years? Yes            No

If yes, please explain:

First Name Middle Name

-           -

WE ARE AN EQUAL OPPORTUNITY EMPLOYER

(Proof of citizenship or immigration status is required.)

Conviction will not necessarily disqualify an applicant from employment.

CenState Contractors,Inc.         

(863) 324-3882

2288 Executive Road (33884)                               

P. O. Drawer 552                                                 

Winter Haven, FL 33882-0552  

We consider applicants for all positions without regard to race, color, religion, creed, gender, national                                                                                

origin, age, disability, marital or veteran status, sexual orientation, or any other legally protected status.

(PLEASE PRINT)

APPLICATION

FOR

EMPLOYMENT



Name and Address Years Diploma /

of School Course of Study Completed Degree

Elementary School

High School

Undergraduate 

College

Graduate / 

Professional

Other (Specify)

FLUENT GOOD

SPEAK

READ

WRITE

Describe any job-related training received in the United States Military.

Indicate any foreign languages you can speak, read, and / or write.

FAIR

EDUCATION

Describe any specialized training, apprenticeship, skills,                                                             

extra-curricular activities, and any licenses you hold.



Employment Experience

1

Starting Final

2

Starting Final

3

Starting Final

4

Starting Final

Dates Employed                 

From              To
Work Performed / Job Duties

Hourly Rate/Salary

Dates Employed                 

From              To
Work Performed / Job Duties

Hourly Rate/Salary

Telephone Number(s)

Hourly Rate/Salary

Dates Employed                 

From              To
Work Performed / Job Duties

Hourly Rate/Salary

If you need additional space, please continue on the back of this sheet.

List professional, trade, business or civic activities and offices held.  You may exclude membership which                             

would reveal gender, race, religion, national origin, age, ancestry, disability or other protected status.

Reason for Leaving

Employer

Address

Telephone Number(s)

Job Title Supervisor

Job Title Supervisor

Reason for Leaving

Employer

Address

Employer

Address

Telephone Number(s)

Job Title Supervisor

Reason for Leaving

Start with your present or last job.  Include any job-related military service and volunteer positions.  You may exclude 

organizations which indicate race, color, religion, gender, national origin, disabilities or other protected status.

Reason for Leaving

Supervisor

Telephone Number(s)

Job Title

Employer

Address

Dates Employed                 

From              To
Work Performed / Job Duties



Applicant's Statement

I authorize investigation of all statements contained in this application for employment as may be

necessary in arriving at an employment decision.

This Application for Employment shall be considered active for a period of time not to exceed 45 days.

Any application wishing to be considered for employment beyond this time period should inquire as to

whether or not applications are being accepted at that time.

Arrange Interview Yes No

Remarks

Employed Yes No

Job Title

By:

Notes:

Department/

Job Number

Name and Title Date

FOR PERSONNEL DEPARTMENT ONLY

Hourly Rate/

Salary

I certify that answers given herein are true and complete to the best of my knowledge.

I hereby understand and acknowledge that unless otherwise defined by applicable law, any employment 

relationship with this organization is of an "at will" nature, which means that the Employee may resign at 

any time, and the Employer may discharge the Employee at any time, with or without cause.  It is further 

understood that this "at will" employment relationship may not be changed by any written document or by 

conduct unless such change is specifically acknowledged in writing by an authorized executive of this 

organization.

In the event of employment, I understand that false or misleading information given in my application or 

interview(s) may result in discharge.  I understand, also, that I am required to abide by all rules and 

regulations of the employer.

Signature of Applicant Date



NAME

ADDRESS

PHONE NOS.

SOC. SEC. NO.

HAVE YOU EVER: YES NO HAVE YOU EVER: YES NO

Received Workers' Compensation (in any State) Worn a knee brace

Had any prolonged hospitalization Had surgery to your knee

Had any serious medical illness Had an injury to your ankle

Been advised to have surgery Had surgery on your ankle

Been rejected for the military service Had an injury to your feet or heels

Been in an auto accident Had surgery to your feet or heels

Been hurt playing any sport Had a fracture to any bones

Receive or have received a pension or disability Had an injury to your shoulder or elbow

for an injury Had surgery to your shoulder or elbow

Been refused life insurance Had an injury to your wrist or hand

Been refused a driver's license Had surgery to your wrist or hand

Had driver's license suspended Do you use a hearing aid

Had a hernia or rupture Do you have a hearing loss

Worn a truss Had an injury to your head

Sprained or injured your back Been given a prescription for a back support

Had surgery to your back Had to wear a back support or brace

Sprained or injured your neck Do you use any medication regularly,

Had surgery to your neck    over the counter or prescription

Had an injury to your knee Do you receive chiropractic or physical therapy

Have you ever had: YES NO Have you ever had: YES NO

Tuberculosis Back pain on lifting

Hay Fever Fainting spell / dizziness

Paralysis Epilepsy

Polio Seizures or convulsions

Allergy / reaction to drugs Heart trouble

Have you ever had: YES NO Have you ever had: YES NO

Swelling of legs / ankles Dislocations

Nerve trouble Arthritis or Rheumatism

Foot/leg/arm/hand amputated Skin rashes or Eczema

Partial or total loss of one or both eyes Stomach Ulcer

Uncontrolled bleeding problem (hemophilia) Joint disease 

Muscular Dystrophy Cerebral Palsy

Nervous Breakdown Multiple Sclerosis

Headaches (frequent) Parkinson's Disease

Diabetes (sugar problem) Bone Inflammation (Osteomyelitis)

High Blood Pressure Blood Clots (Thrombophlebitis)

Asthma

MEDICAL QUESTIONNAIRE



MEDICAL QUESTIONNAIRE  (continued) 

If answer is YES to ANY of the listed items, please descript in detail below.  Use backside of sheet if necessary. 

 

____________________________________________________________________________________ 

 

____________________________________________________________________________________ 

 

____________________________________________________________________________________ 

 

____________________________________________________________________________________ 

 

____________________________________________________________________________________ 

Employer Comments:__________________________________________________________________ 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

I warrant that the information given here is true, accurate, and complete.  I understand and agree that any 

misrepresentation by me in this questionnaire may result in revocation of my job offer or termination of 

employment, and may prevent me from receiving workers’ compensation benefits in the event of a job-related injury 

or illness. 

I give the employer the right to investigate all references and to obtain additional information about me from my 

physicians, former employers, and others. 

I hereby release from liability the employer for seeking such information and all other persons for furnishing such 

information. 

 

 

____________________________________________  ______________________________________ 

Signature        Date 

 

____________________________________________ 

Employer Representative Signature 



 
 
 

TO ALL CENSTATE APPLICANTS FOR EMPLOYMENT: 
 
 
 
 
CenState Contractors, Inc. is a drug-free workplace.  All employment 
applicants are required to undergo drug screening prior to being hired. 
 
Due to the costs of drug testing, each hired employee is required to 
complete a minimum of ninety (90) consecutive days of employment after 
being hired, or $40.00 for the cost of the drug screening will be deducted 
from your final pay. 
 
The only exception to this rule is an employee being terminated by his 
supervisor.  However, if the termination is due to misconduct, excessive 
tardiness or unexcused absences, the employee will still pay the $40.00. 
 
This is a condition of your employment with CenState Contractors, Inc., 
and your signature below constitutes your agreement to these terms. 
 
 
 
 
 
 
 
 
_______________________________________ _____________________ 
Applicant’s Signature     Date 
 
 
 
 
 
Witnessed by:_____________________________________ 



      CenState Contractors, Inc. Representative 



PRE-EMPLOYMENT DRUG TESTING CONSENT AGREEMENT 
 
 
I hereby consent to submit to urinalysis and/or other related drug tests as determined 
by CenState Contractors, Inc., in the selection process of applicants for employment. 
 
I agree that Occupational Health Center will receive my specimen for analysis and 
forward its findings to a designated Medical Review Officer, who will review the 
findings and make their confidential report of results to a designated Officer at 
CenState Contractors, Inc.  I agree to and hereby authorize the release of the results 
of said test to CenState. 
 
I further agree to hold harmless CenState and its agents (including the above-named 
facilities and MRO) from any liability arising in whole or in part, out of the collection of 
specimens, testing, and use of the information from said testing. 
 
I further agree that a reproduced copy of this pre-employment consent and release 
form shall have the same force and effect as the original. 
 
I have carefully read this Agreement and understand its contents.  I acknowledge that 
my signing of this Consent and Release form is a voluntary act on my part, and I am 
signing this document of my own free will. 
 
 
APPLICANT: 
 
 
_________________________________        ________________________________ 
Signature               Printed Name 
 
 
 
_________________________________        ________________________________ 
Social Security Number                       Phone No. where you can be reached 
 
WITNESS: 
 
 
_________________________________        ________________________________ 
Signature               Printed Name 
 
 

__________________________ 
Date 



NOTICE TO APPLICANTS: 
 
We are an equal opportunity employer.  We adhere to a policy of making employment decisions without regard to 
race, sex, religion, national origin, age, disability, handicap, marital status or any other basis protected by law.  The 
opportunity for employment will be based solely upon your qualifications and ability to perform the job for which you 
are being considered.  We also reasonably accommodate individuals with disabilities, handicaps and bonafide 
religious beliefs. 
 
We comply with the American with Disabilities act of 1990.  During the interview process, you may be asked 
questions concerning your ability to perform job-related functions.  You will also be required to complete a “post-job 
offer” medical history questionnaire and/or undergo a medical examination.  Upon request, all entering employees in 
the same job category will be required to complete the same medical questionnaire and/or examination.  All medical 
information will be kept in confidential files. 
 
We also maintain a Drug-Free Workplace as defined by the Florida Drug Free Workplace Statutes 440.101 & 
440.102, the Rules of the State of Florida, Agency of Health Care Administration, Chapter 59A-24, Florida 
Administrative Code, Drug Free Workplace Standards, and the Florida Department of labor and Employment 
Security pursuant to Rules for Worker’s Compensation Drug Testing, 38F-9, a complete copy of which is maintained 
by the employer for review by employees upon request. 

 
PLEASE READ, INITIAL AND SIGN STATEMENTS BELOW: 
 
 I understand that in accordance with Florida Statute 443.131(3)(a)(2), if hired, I will be placed on a 90-day 
probationary status, and that I can be terminated for unsatisfactory work performance or due to a positive pre-
employment drug screen within this 90-day probationary period.     __________(initial) 
 
 I understand that under the Rules of the State of Florida for Drug Free Workplace, as a condition of my 
employment, I must take and pass a pre-employment urine and/or blood test at authorized threshold levels for any or 
all of the drugs or alcohol listed by the employer’s Drug Free Workplace Policy statement, copies of which have been 
provided to me and a copy, executed by me, returned to the employer, prior to the beginning of employment.     
__________(initial) 
 
 If the results of the pre-employment test are identified as positive for drugs or alcohol, the employer (following the 
rules of confidentiality) is under no obligation to place me in a position of employment and may offer the position to 
another qualified applicant.     __________(initial) 
 
 If modified, amended, or deleted by the employer, with or without notice to me of such change(s); that the 
employer’s policies and procedures are not intended to be a contract of employment nor do they give me a right of 
continued employment; and if hired, my employment may be terminated at my option or at the option of my employer, 
with or without prior notice to either party.  I also agree there are no other written or oral arrangements, agreements, 
or understandings regarding the terms of my employment, and that any amendments or exceptions to this statement 
must be in writing and signed by a person(s) duly authorized by the employer.     __________(initial) 
 
 I certify that all information given to the employer by me in the form of an employment application, resume, or 
related papers, or answers given by me during oral interviews, are true and correct.  I understand the employer will 
make a thorough investigation of my past work and personal history.  I authorize the giving and receiving of any such 
information requested by the employer in the course of such an investigation and hereby release from liability all 
persons who provide such information to the employer.  I understand that falsification or any derogatory information 
discovered as a result of investigation may subject me to immediate dismissal for cause, and the employer may seek 
to deny any unemployment benefits I might attempt to obtain as a result of my termination.     __________(initial) 

 
 
____________________________________  ____________  __________________________________ 
Signature                 Date          Printed Name 
 
 
____________________________________  ____________ 
Witness Signature                Date 



MOTOR VEHICLE LICENSE REPORT 

 

 

 

To become eligible to operate any company-owned vehicle and to be listed 

as an authorized driver under CenState’s insurance, you must provide us 

with a satisfactory Motor Vehicle License Report. 

 

Due to new rules and guidelines under the Federal Fair Credit Reporting 

Act, effective January 1, 2010, our insurance carrier is no longer able to 

obtain the report for us.  Therefore, you must obtain the report on your own 

through the Department of Motor Vehicles. 

 

If you are to be assigned a company vehicle, or your job requires that you 

operate a vehicle for company business, you will be required to obtain the 

report for our use before we can add you to the company insurance. 

 

If this is a condition of the position for which you are applying, please 

acknowledge below that you understand and agree that your employment 

with CenState is conditional upon this Motor Vehicle License Report. 

 

 

 

 

 

 

_____________________________________    ___________________ 

Applicant’s Signature        Date 

 

 

 

_____________________________________ 

Witness Signature 
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Personal Allowances Worksheet (Keep for your records.) 
Enter '1" for yourself if no one else can claim you as a dependent . . . . . . . . . . . . . . . . . .  A-  

[ 
l You are single and have only one job; or 

Enter 'ln if: l You are married, have only one job, and your spouse does not work; or I . . .  B -  
a Your wages from a second lob or your spouse's wages (or the total of both) are $1,500 or less. 

Enter '1" for yaur sporrse. But, you may choose to enter '-0-" if you are married and have either a working spouse or more 
than one job. (Entering '+" may help you avold having too little tax withheld.) . . . . . . . . . . . . . .  = -  
Enter number of dependents (other than your spouse or yourself) you wifl claim on your tax retum . . . . . . . .  D 
Enter '1" if you will file as head of household on your tax return (see conditions under Head of household above) . . E-  
Enter '1" if you have at least $2,000 of chfld or dependent care expenses for which you plan to claim a credit . . .  F 
(Note. Do not include child support payments. See Pub. 503, Child and Dependent Care Expenses, for details.) 
CMld Tax Cmdit (fndudlng addlinal chikl tax credtt). See Pub. 972, Child Tax Credit, for more information. 
H your total fnwme will be less than $65,000 ($95,000 if rnanied), enter '2" for each eligible child; then legs 'In if you 

have three to six eligble children or less Y" if you have seven or more eligible children. 
l If your total im will be between %0M) and $84.000 ($95,000 and 51 19,000 if manied), enter '1" for each efigible child . . .  G 
Add lines A thmugh O and enter total here. (Note. This may be different from the numb  of exernptlons you claim on yaur tax retwn.) b H 

l If you pian to Itemize or dalm aqusimemts to Income and want to reduce your withholding, see the Deductions 
For accuracy, and Adjuatmmta Workshea on page 2. 

alfyouares l  leandhavemorethanoneoboraremerrtedand~andywr both work and the combined 
earnings fiorn2i ( ~ b .  ex- 80,000 ~200d0 I r n a " ~ ~ .  see the ~-7 pte ~obs wwkshnet on page 2 to 

that apply. avoid having too Mtle tax withheld. 
l If dther  d the abwe slhratfons appk. stop here and enter the number fnnn line H on rme 5 of Form W-4 below. 

------------------------------..-. Separate hem and give Form W 4  to ywr employer. Keep the top part for your records. ................................ 

I I 
Home &dress (h and sbeat m d mute) 1 3  anted W, but withhotd at - w e r o t a .  

w-4 Fonn 

IntsrulRamrs8cr*iao 

I Nata M ~ , M l o g a l l y s e p a a $ a o r ~ k a m l r e s M a n t ~ c h e d c t h e S i n g l e ' b a x .  
Ctty or town slate, and ZIP mde 1 4  ~ y o r ~ t = t n a m o d l ~ a r s ~ t o m * ~ o n r w ~ ~ ~ .  - - 

I chock hero. You must call 1-800-772-1213 o re@aurmunt card. b 
S Total number of allowances you are claidmg (from l i e  H abwe or from the applicable worksheet on page 2) 
6 AddHW mount. if anv. vou want withhdd from each mvchedc . . . . . . . . . . . . . .  

Employee's Wtthholdlng Allowance Cettlficate . W h o m a r y o u ~ m o l t W o d ~ d a t n e ~ ~ l r b c r o f ~ r r s n c m o r o . ~ h m ~ ~ b  
s l r b ~ t o r e v l o r ~ ~ I ~ Y o v o m p l ~ m ~ y b o m q u l m d m B o n d a f o p y d ~ h t w m t o t h e l R S .  

. . . . . . .  . -.- . . 
7 1 claim exemption from withholding for 2014, and I certify that I meet both d the fdlowing conditions for exemption. I 

OMB NO. 1545-0074 

1 Your fust name and middle lnftial 

l Last year I had a right to a refund of a11 federal inmme tax withheld because I had no tax fiabibty, and - I 

Last name 

l This vear I exoect a 

2014 
2 Your social mcufty number 

refund of aU federal income tax withheld because I expect to have no tax liability. 
if you rkei  both awrdttims, write '~xempr here. . 1 7 1 

I 

. . . . . . . . . . . . . .  
Under penalties of perjur/, I declare that I have examined this cartiRcate and, to the best of my knowledge and belief, it is true, correct, and complete. 

I I 
For Prlvacy A d  and Paperwork Reductton Ad Notlce, see page 2. Cat No. 10220Q Form W-4 got4) 

Employee's elgnaturn 
(This form is not velid uniess you sign it.) b Date b 

8 Employeh name and address (Employac Complete llnes 8 and 10 only Ifmndlng to the IRS.) 9 Ofkemde(optiPnaQ 10 Empbyur i d e n t i f a  number(EfN) 



I the result him and & Fonn W-4. T i  6, page 1. This is-the sddltkml amount io'be withheld f r o m r o m ~  paycheck 9 $ I 

Fcrm W-4 (2014) page 2 
Deductions and Adiustments Worksheet 

Note. Use this worksheet on& if you plan to itemize deductkm or claim certain credits or adjustments to income. 
1 tiaermesthnate~yaur2D14~dedircbbrrPTheseindudequaliiyinghomemm$aeeintereslcharitablecantribrdionq~ 

a n d t o c a l t a x e s , ~ ~ i n ~ o f l O % ~ % i f e i t h e r y o u o r ~ s p o r s e w b o m b e f m S a n r a r y 2 , 1  dyour 
l n a m d W ~ d e d ~ W 2 0 1 1 ) a t ~ h n D - ~ l t n 8 d ~ f ~ l ~ b a V e r % S 0 s 0  
artdyouaremanfedfding~o1maWnying~$279,65(1  ifyouareheadd~S254,2OOilparesingleandnol . . . .  haadofhasehddcra~~wkl~~cf$l~525~youateman(edFdingseparately.SeeRm.505C~ls 1 $ 

. . . . . . . . . . .  
$12,400 if mEnt8d film jointly or qualifying widow(@ 
$9,100 H head of household 2 %  
$6,200 if sfngle w married fahg separate 

3 Subtracttine2frwnKml.Hzemarlass,enter'-lb-" . . . . . . . . . . . . . . . .  3 $ 
4 Enter an estimate of your 2014 d j n t s  to income and any additional standard deduction (see P&. 505) 4 8 
5 Add lines 3 and 4 and enter the total. (Include any amount for credii from the Conuedhg Credh to 

Withholdinghmcesfor2014fwmW4worksheetkPub.505.). . . . . . . . . . . .  g $ 

6 Enter an estimate of your2014 nonwage income (such as dMdends or interest) . . . . . . . .  6 $ 
7 Sublraot line 6 from lie. H zero or less, enter 'W . . . . . . . . . . . . . . . .  7 $ 
8 DMde the amount on lh 7 by $3,950 and enter the result here. Drap any fractkm . . . . . . .  8 
9 Enter the number from the Personal AIbwances Worksheet, line H, page 1 . . . . . . . . .  B 

10 Add lines 8 and 9 and enter the total here. If yau plan to use the TLvo-Earnem/MullIpfe Job Worksheat, 
also enter this total on line 1 bdow. Otherwise, stop here and enter this total on Form W-4, lime 5, page 1 10 

Two-Eamers/Multiple Jobs Worksheet (See Two or muttiple jobs on page 1 .) 
Note. Use this worksheet on& if the instructians under line H on page 1 direct you here. 
1 Enter lhe nu& from tine Y page 1 (or trwn 6ne 10 above if yw used the Deductions and Adjusbnenta W o r W t a )  1 
2 FInd the number in Table 1 helow that applies to the LOWEST paying job and enter it here. However, if 

you are married mimg jolnlly and wages from the h i i  paying job are $65,000 or less, do not enter more 
than'3" . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  2 

3 If line 1 is more then ar equal to fine 2, subtract tine 2 from line 1. Enter the here (if zero, enter 
. . . . . . . . .  '-0-7 and on Form W-4, Bne 5, page 1. Do not use the rest of this woksheet 3 

Note. tf line 1 is less than line 2, enter 'Q" on Form W-4, Ihe 5, page 1. Complete nnes 4 through 9 below to 
mure the a d d m  withholding amount necess;uy to avoid a year-end tax MI. 

4 Enter the number from line 2 of this wodcsh-t . . . . . . . . . .  4 
5 Enterthenumberfromlinelofthisworkshset . . . . . . . . . .  5 

. . . . . . . . . . . . . . . . . . . . . . . .  6 Sublraut line5 fmm l i d .  6 
. . . .  7 Flnd the amount in Table 2 below that app- to the HIGHEST paying job and enter it here 7 $ 

8 MuMply tine 7 by K n e  6 and enter the result hem. This is the additlunal annual WHhhoIdhg needed . . 8 $ 
9 Wv#e tine 8 by the rarmber of pay perkds mmahhg In 2014. For example, d i e  by 25 if yw are paid every hvo I ~ e e k s a n d ~ u a n n ~ l e t e ~ b ~ m a d a t e I n J s n u a n w h a n ~ . n 2 5 p v ~ s ~ m ~ i n Z O l C h t a  

I T a w  1 I T@le 2 
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I 
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FWbNm 
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60,001 - 75.000 
75.001 - 60.000 
00,001 - 1 0 0 , ~  

1co.OOl - 11s.m 
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If-hnLOWEBT 
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So - $6,000 
0.W - 16,000 

16.001 - 25000 
25,001 - 34,000 
34,001- 43P00 
43,001 - W 
70.001 - 85.mO 
85,001 - 1 1 Q m  

11Qool - 125000 
125,OOl - 140,OOO 
140,OOl and over 
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7 
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nwagaofmmHmEm 
poylnejabare-- 

$0 - s74.m 
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4oQcm sndo~er  
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so0 
080 
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$0 - $37,000 
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175.001 - 385,000 
385001endo~r 

mercn 
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$500 
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I Section 2. Employer or Authorized Representative Review and Verification 1 . - 
(Employem or their authorired mpmsenbthw must complete and sfg S d o n  2 within 3 business days of the employee's first day of employment You 
must physic~ll), examine one document hum Lid A OR examine a combinelion of one document hvm List B and one document lram Lkt C 8s iisfed on 
the +Isls of Acceptaltte hcuments'en the next page of lhis fonn. For each document you review. m c d  the fohwing inbmatlon: document fitk. 
lssuing authority. document number. and expiration date. I f  any.) 

Employee Last Name, First Name and Mlddle lnltlal from Section 1: I 
List A OR Llst B AND Llst C 

Identity and Employment Authorization Identity Employment Authorization 
Document Tllle: Document T i :  Document Ti%: I 

I I 
Issuing Authority: Issuing Authority: Issuing Aulhom: I 

I I 
Oocument Number: Document Numbec Document Number: I 

I I 

Explratbn Date (if any)(mm/dd/hryy): Expbation Date (il any)(mm/d@yyy): Expbabn Date (it eny)(mm/dd/hryy): 

lssulng Authow: 

Document Number: 11  
Expiration Date (H anH(mm/d@yJy): 

Oocumont T ' :  

Issuing Authority: 1 
Document Number: 1 
I~xpiratbn Date (ifany)(mm/dd&yyy): 

Do Not Write in This Space 

Certification 
I attest, under penalty of perjury, that (1) I have examined the dooument(s) presented by the abovenamed employee, (2) the 
above-lisbed document(s) appear to be genulne and to relate to the employee named, and (3) to the best of my knowledge the 
employee Is suthorlted to work In the Unlted States. 

The employee's first day of employment (mmldUyyyyJ (See lnsbuctions fir exempUons.) 

Signature of Employer or Authorized Representative 

I I 

Last Name (Family Name) First Name (Given Name) 

I 

I I 

C. If employee's previous grant d empbymant auhxizatbn has exp id ,  prwlde (he b k m a h  for the doameni hwn Ust A or Ust C the empfayee 
presanted that establishes anant emplayment authorhation in the space mvhd below. 

Date (mm/dcVyyw) 

Employer's 6usBusbress or Organization Name 

Employer's Business or Olganization Address (Street Number end Name) 

I I I I I 

Section 3. Reverification and Rehires (To be completed and signed by emfloyer or authorized representetive.) 

T i  of Employer or Authorbed Representative 

A. New Name (if apmble) last Name (Family Name) First Name (Given Name) MWdb I&l 

I attest, under penalty of perjury, that to the best of my knowledge, thls employee is authorlzad to work In the Unlted States, and if 
the employee presented dwment(s), the doaumnt(s) 1 have examlned appear to be genuine and to relate to the Individual. 

City or T o w  

B. Date of Rehire (if applicable) (mm/d-): 

. - . . 
Oocumont Tltlo: 

Form 1-9 03/08/13 El Page 8 of 9 

Sbte 

Signature of Employer or Authorized RopresentaHve: 

ZfpCode 

Document Numbec Expbatbn Doto f l  any)(mm/drl)ryyy): 

Date (mm/dd/yyyy): Prfnt Name of Employer or Authorized Representative: 
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