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Pre-Application:

I 1 understand that prior to filling out an employment application; | will have to consent to a background
test and drug screening.

T wi not consent to a background check and/ or
I Applicant not hired
I Phone applicant

Can you perform the essential functions of the position for which you are applying with or without
reasonable accommodation(s)? I Yes | No

Applicant name Date

Applicant Signature

To be completed by an OST/BTS employee:
I Applicant not hired:

Reason (Optional):

OST/ BTS Employee Date

OST/ BTS Employee Signature
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PERSONAL PROFILE
Last Name: M.I. First Name:
Street Address City, State, Zip:
Home Phone: Work Phone:
Pager: Cell Phone:
Social Security Number Date of Hire (mm/dd/yy):
Place of Birth: Birth Date (mm/dd/yy)
Citizenship Country: Ethnic Origin: Gender:
(optional, for EEO only) (optional, for EEO only)
Name of Desighated Physician: Marital Status: Disabled Veteran?:
(optional, for EEO only)
Address of Physician: Physiciands Phone Number:
#1 Emergency Contact: Relationship:
Phone Number: Home/Office: | Phone Number: Home/Office:
#2 Emergency Contact: Relationship:
Phone Number: Home/Office: | Phone Number: Home/Office:
Paycheck Delivery (please check one) ‘ A Mail ’ A Pick Up

All information will be kept confidential (unless otherwise indicated by the employee), and will only be used by Outsource
Telecom / Building Technology Staffing as required by business need or regulatory guidelines.

Employee Signhature

Employee Name (Please type or print) Date:
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EMPLOYMENT APPLICATION DATE:

Outsource Telecom / Building Technology Staffing is committed to providing equal employment opportunities, without regard
to race, color, sex, age, disability, religion, national origin, martial status, sexual orientation, ancestry, political belief or
activity, or status as a veteran.

Please answer all questions and complete all sections of the Employment Application fully. The application is a legal document, and as
such must be completed by all applicants whether or not you have submitted a resume or attached same. Your assistance is greatly
appreciated.

Personal Information (please print):

Date of Birth (mm/dd/yy): Social Security Number:
Name: Last, First, Middle Initial Daytime Phone:
Address: Street Evening Phone:
Address: City, State, Zip Cell Phone or Pager:

Email Address:

Employment Desired

Position(s) applied for: Salary Desired:

What days are you available to work?: What hours are you available to work?:

If hired, what date are you available to start work?:

Are you available to:

Work Weekends: yes [] no [] Work Overtime: yes [] no [J Travel: yes [J no [
How did you hear about this opening at Outsource Are you at least 18 years old?
Telecom / Building Technology Staffing? Who referred yes [ no [J

you to us?

Have you been previously employed by Outsource or BTS? *If yes, title of last position held:
*yes [ no (1

*If yes, dates of employment:

Do you have any relatives employed by Outsource Telecom / Building Technology Staffing?: *yes [J no [
If yes, please provide the following information

Name of relative: Relationship:

Do you have the legal right to work in the United States?: yes [] no [
If hired, you will be required to provide proof of identity and legal authority to work in the United States.

Have you ever served in the armed forces?: *yes [ no [ If yes, which branch:
This information is for census purposes only and is optional. You may elect not to complete it if you wish.
Are you currently employed?: If yes, may we contact your current employer?:

Paycheck Delivery (please check one) A Mail A Pick Up




References:
Please list 2 individuals, not related to you, who have direct knowledge of your work performance within the last 3-5 years.

Name: Phone Number:
Company during work relationship: Current Company (if different):
Title during your relationship: Number of years acquainted:

Nature of relationship (i.e. supervisor, colleague, subordinate etc.):

Name: Phone Number:
Company during work relationship: Current Company (if different):
Title during your relationship: Number of years acquainted:

Nature of relationship (i.e. supervisor, colleague, subordinate etc.):

It is the policy of Outsource Telecom/ Building Technology Staffing to comply with all relevant and applicable provisions of

the Americans with Disabilities Act (ADA). Outsource Telecom/ Building Technology Staffing will not discriminate against

any qualified applicant because ofsahlity. ODuntgsbureeiTdlecam /@BsildipchTechnotogyl o r
Staffing also will make reasonable accommodation wherever necessary for all applicants with disabilities, provided that the
individual is otherwise qualified to safely perform the duties and assighments connected with the job and provided that any
accommodations made do not require undue or significant difficulty or expense.

Can you perform the essential functions of the *If no, please describe the functions that cannot be performed:
position for which you are applying with or without
reasonable accommodation(s)?

yes [ *no [J
Do you weigh no more than 250 pounds with your
tools on your belt, so that you can climb a Class | yes ] no [

ladder that is safety rated at 250 pounds?

Outsource Telecom/ Building Technology Staffing will not deny employment solely on the grounds of conviction of a criminal
offense. Each situation will be considered on a case by case basis; and as such the nature, date and surrounding
circumstances and relevance of the offense(s) may be considered.

Have you ever been convicted of a criminal *If yes, please describe the nature and date(s) of the offense(s):
offense(s) (felony)?
*yes [ no (1

Have you ever been convicted of a criminal *If yes, please describe the nature and date(s) of the offense(s):
offense(s) (Misdemeanor)?

*yes (] no [

Please read carefully, initial each paragraph and sign below:
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, complete and correct to the best of my knowledge. | further certify that |,
the undersigned applicant, have personally completed this application. | understand that any omission or misstatement of material fact
on this application or on any documents 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.
| hereby authorize the company to thoroughly investigate my references, work record, education and

other matters related to my suitability for employment. 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.

| understand that employme nt at this company is dAat will o, which n

terminate the employment relationship at any time, with or without prior notice, and for any reason not prohibited by statute. Further, |
understand that nothing contained in this application, or conveyed during any interview which may be granted or during my employment, if
hired, is intended to alter the at will relationship between me and company. | also understand that this application shall be considered
active for a period of time not to exceed 90 days.

Signature: Date:
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Reference Check Waiver Form

To the prospective employee/temporary employee:
Please read this document carefully. If you agree to the statements, terms and conditions set forth herein
please sign and date this form at the bottom.

Release of Claims Against Providers of References and/or Other Employment - Related Information

With the exception of contacting my current employer (discussed below), | fully authorize the investigation and verification
of any statements made by me in my resume and other materials submitted by me in connection with my effort to obtain
employment with/placement through Outsource Telecom. | expressly authorize you to contact all listed past employers
and/or references. | further authorize any person, school, past employer, or other person, organization, or entity listed in
my resume or other materials submitted by me to provide Outsource Telecom with any information requested that might
be relevant and useful to Outsource Telecom in making a hiring/placement decision. | expressly release any such
persons, organizations or entities from any and all legal liability for making disclosure of any information about me, which
is permitted, by law, to release.

Contact Current Employer:

| do | do not authorize you to contact my current employer. If, and only, if | have authorized you to contact

my current employer, | agree to the terms set forth in the above paragraph as applicable to my current employer.

Signature:

Print Name:

Date:
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REST AND MEAL PERIOD ACKNOWLEDGMENT

As an employee, | understand that | am required to take meal and rest periods as follows:

If an employee works or is scheduled to work: The employee is required to take:

Less than 3.5 hours No rest or meal period.

Between 3.5 and 5 hours One (1) paid 10 minute rest period

Between 5 and 6 hours One (1) paid 10 minute rest period and one 30

minute unpaid meal period

Between 6 and 10 hours Two (2) paid 10 minute rest periods and one (1)
unpaid 30 minute meal period starting no later than
the end of the 5" hour of work.

Between 10 and 12 hours Three (3) paid 10 minute rest periods and two (2)
unpaid 30 minute meal periods

I acknowledge that | have been made aware of this policy and understand that | must take my meal and rest
periods as required. | further understand that if, at any time, a violation occurs, | am required to notify Human
Resources immediately.

I understand that my failure to take meal and rest periods as required may result in disciplinary action, up to
and including termination.

Date Signature

Print Name
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General Safety Quiz

Metal ladders can be used near electrical sources if it has rubber feet at the bottom.
A) True
B) False

How far must a ladder extend beyond the roofline if you are going to climb onto the structure?
A) 1 foot

B) 3feet

C) 10 feet

D) None of the above

The base of a ladder should be placed so that it is one foot away from the structure for every four feet of
height to where the ladder rests against the building.

A) True

B) False

A ladder whose top support is 16 feet high should be how far from the building?
A) 2 feet

B) 4 feet

C) 3feet

D) None of the above

Portable stepladders longer than feet should not be used.
A) 10 feet
B) 25 feet
C) 20 feet
D) 15 feet

Ladders should be inspected annually for defects.
A) True
B) False

Extension ladders should be equipped with a metal spreader or locking device.
A) True
B) False

Short ladders can be spliced together to make long ladders.
A) True
B) False

Single ladders longer than feet should not be used.
A) 30 feet
B) 40 feet
C) 60 feet
D) 45 feet

Ladders can be used in the horizontal position for scaffolds or work platforms.
A) True
B) False

Which of the following is true of back injuries?
A) Very painful

B) Result in only a short-term disability

C) Are inexpensive to diagnose and treat

Which of the following is NOT a cause of back pain?
A) Poor posture

B) Kinetic movements

C) Tension and stress
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D) Repetitive trauma

Before you lift a load, you should test the weight by lifting a corner.
A) True
B) False

Which of the following should you NOT do while carrying a load?
A) Keep your back straight or slightly arched.

B) Walk slowly and surely.

C) Twist your back.

D) Avoid lifting a load over your head.

Which of the following is NOT true concerning the use of handtrucks and pushcarts?
A) ltis easier and safer to push than to pull.

B) When pulling a load, lean over.

C) Use both hands to control the hand truck or pushcart.

D) Avoid stairs and inclines.

Exercise is NOT good for your back.
A) True
B) False

Safety-related work practices involve the use of electrical protective devices such as:
A) Rubber gloves

B) Rubber mats

C) Metal ladders

D) BothA&B

A worker has been trained in avoiding the electrical hazards of working on or near exposed
energized parts.

A) ungualified

B) qualified

C) blue-collar supervisor

Conductors and parts of electrical equipment that have been de-energized but have not been locked out
or tagged shall be treated as energized parts.

A) True

B) False

Electrical voltage (V) can be thought of as:
A) Flow Rate

B) Resistance

C) Pressure

D) None of the above

Flexible electric cords connected to equipment may be used for raising or lowering the equipment.
A) True
B) False

Flexible cords may not be fastened with staples.
A) True
B) False

Conductive articles of jewelry and clothing may be worn around exposed energized parts.
A) True
B) False

When a "Qualified Electrical Worker" is required to work on an energized electrical circuit, electrically
insulated tools and gloves may be required.

A) True

B) False
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26.

27.

28.

29.

Non-conductive head protection should be worn whenever there is a danger of head injury from electric

shock.
A) True
B) False

Portable ladders shall have non-conductive side rails.

A) True
B) False

Which is the highest rung from the top you can stand on when using a stepladder

A 1
B) 2
C) 3

D) None of the above

What is the highest rung from the top you can stand on when using a straight ladder.

A 1
B) 2
C) 3

D) None of the above

Expla i n

t

he

i 3

point
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when

climbing

up
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Technician Questionnaire

1. What would you do if you see another tech stealing at the work site?

2. How do you handle a stressful environment at work such as a disrespectful supervisor?

3. ltés Friday afternoon. Before you |l eave you give your
that he will sign it on Monday afternoon. How would you handle this situation, given that your timecard is due
Monday by 5pm.

4.  What would you do if you see a tech that gets injured at the worksite?

5. You decide to not to sign up for direct deposit and have your check mailed home thru postal service. For
three months Outsource mails your check on Thursday and you receive it on Saturday; one week when you
are |l ow on cash you dondét receive your check on Satur
this situation? Would you show up to work on Monday?

6. Youareschedued t o work Monday thru Friday, but on Thursda
work Friday, because of an emergency. How would you handle this situation?

7. You have worked for Outsource for six months but you changed residence and you receive your check thru
the postal service. How would you handle this situation?

8. You are hired to pull cables but the lead asks you to move furniture for three days, how would you handle the
situation?

9. You are on a jobsite with a large crew. You are the only Outsource person on the crew and notice that you
are always asked to do the riskier tasks. How would you handle this situation?

10. You notice that your supervisor is consistently breaking basic OSHA safety guidelines. What do you do?
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This is an abridged copy of the Outsource Telecom/ Building Technology Staffing Employee Handbook and Safety Handbook.
The complete versions are available on line at www.outsourcetelecom.com and www.buildingtechnologystaffing.com or by asking your
Recruiter for a hard copy._lt is your responsibility to review the handbooks within 5 days of completion of this packet. The
handbooks provide you with general policy information, our illness and injury program and instructions to follow if an accident occurs.

Outsource Telecom/ Building Technology Staffing is committed to providing equal employment and career opportunities,
without discrimination or harassment on the basis of race, color, sex, age, disability, religion, national origin, marital or
veteran status, sexual orientation, ancestry, political belief or activity, cancer related medical condition, genetic
characteristics or any other category protected by law. All Company decisions, including but not limited to compensation,
benefits, transfers, promotions, dismissals, Company-sponsored training and educational programs and any other terms
and conditions of employment will be made without regard to those factors. Further, Outsource Telecom/Building
Technology Staffing will not tolerate discrimination or harassment based on these or any other legally protected categories

Harassment

Outsource Telecom / Building Technology Staffing is committed to providing a work environment that is free from all forms of
discrimination and conduct that can be considered harassing, coercive or disruptive, including sexual harassment. Actions, words,
jokes or comments based on an individual's sex, race, color, national origin, age, religion, disability, sexual orientation or any other
legally protected characteristic will not be tolerated. Anyone engaging in harassing conduct will be subject to discipline, up to and
including termination.

Sexual Harassment

Outsource Telecom / Building Technology Staffing has a zero tolerance policy for sexual harassment or any other type of
harassment. Sexual harassment is a form of misconduct that undermines the integrity of the employment relationship. Sexual
harassment is defined as unwelcome sexual advances, requests for sexual favors and other verbal or physical conduct of a sexual
nature. All employees have the right to work in an environment free from all forms of discrimination and conduct which can be
considered harassing, coercive, or disruptive, including sexual harassment.

Sexual Harassment conduct includes, but is not limited to:
-Sexual Flirtations, touching, gestures, advances or propositions
-Verbal Abuse of a sexual nature (Sex-based taunts or teasing, sexual comments, jokes, or innuendos)
-Graphic or suggestive comments about an individual
-Using sexually degrading words to describe an individual
-Staring or leering at anyone
-Offensive phone calls, letters, emails, etc.
-Unwelcome requests for sex
-Flashing
-Stalking
-Intimidation
-Racial, age, or gender orientation innuendos or harassment
-Use of foul or obscene language or gestures

Drug Free Workplace

The use, manufacture, purchase, sale, offer for sale, distribution or possession of any illegal drugs or controlled substances on
Outsource Telecom / Building Technology Staffing premises is prohibited, as is being under the influence of illegal drugs or controlled
substances upon reporting to work, while working or on duty or while on Outsource Telecom / Building Technology Staffing property
or in a Outsource Telecom / Building Technology Staffing vehicle. Reporting to work or working while under the influence of alcohol
is also prohibited. Violation of this policy is considered gross misconduct and may result in immediate dismissal.

Any associate who has information concerning possible violations of Outsource Telecom / Building Technology Staffing Drug Free
Workplace policy should contact Human Resources. Similarly, if a supervisor suspects that an associate has a drug or alcohol abuse
problem, the supervisor should contact Human Resources.

Outsource Telecom / Building Technology Staffing encourages employees with drug or alcohol problems to obtain treatment.
Notwithstanding such problems, employees are subject to dismissal if the problems persist and they are unable to perform their jobs
satisfactorily.

Drug Tests will be required in the following situations:

o] Pre 7 employment
o] If there is a reasonable suspicion that an employee is under the influence of alcohol or drugs while on duty
o] Post - injury

The following will result in disciplinary action up to and including termination of employment:
e Drug screen results that are positive (based on federally prescribed cut-off levels) for prohibited drugs
e Alcohol screen results that indicate an alcohol level of 0.04% or greater
e Refusal to participate in the screening process


http://www.outsourcetelecom.com/
http://www.buildingtechnologystaffing.com/

Workplace Violence

Outsource Telecom / Building Technology Staffing strongly believes that all employees should be treated with dignity and respect.

Acts of violence will not be tolerated. Anyinst ances of violence must be reported to the
Resources Department. All complaints will be fully investigated.

The Company will promptly respond to any incident or suggestion of violence. Violation of this policy will result in disciplinary action,
up to and including immediate termination.

Safety
Outsource Telecom / Building Technology Staffing works with the goal in mind of ensuring that you are provided a safe and healthy

work environment. Although we will never knowingly allow your assignment to continue in unsafe working conditions, sometimes
unsafe situations or accidents occur. If your job description and/or duties change or if you feel your work environment is unsafe,
please contact us immediately.

Employees are responsible for attending scheduled safety meetings; complying with safe and healthy work practices described in
Outsource Telecom / Building Technology Staffing lliness and Prevention Program,; utilizing all office equipment safely in accordance
with their design and immediately reporting any potentially unsafe conditions to the Program Administrator.

If an associate is injured on the job, Outsource Telecom / Building Technology Staffing provides coverage and protection in
accordance with the Worker's Compensation Law. When an injury is sustained while at work, it must be reported immediately to the
associate's supervisor, who in turn will notify Human Resources of the incident.

Failure to report accidents is a serious matter as it may preclude an associate's coverage under Worker's Compensation Insurance.

Top Reasons Why our Technicians Get Fired
1. Poor Work Ethic

Standing around with your hands in your pocket
Too Slow

Too many Cigarette Breaks

Bad Attitude

Attendance

Tardiness

Leaving Early

Too Many Days Off

10 Tools

11. Too Much Fraternizing

14. Overstating Technical Ability

©COoNOOR~WN

Employee Information
I understand and agree to the following: (Initial by each item and sign at the bottom)

1. I will review the Employee Handbook (located on the Outsource Telecom and Building Technology Staffing perspective
websites or by contacting an Outsource Telecom / Building Technology Staffing representative) within 5 days of signing this
agreement and agree to abide by the policies outlined there in.

2. I have read and understand the information in this packet:

3. | understand that my employment with Outsource Telecom / Building Technology Staffing and assignments at our client
compani es ar e -wiolnlsoi.dtend thateitidagarty can terminate assignments at any time with or without cause.

4. | understand that, in the course of my temporary assignments with Outsource Telecom / Building Technology Staffing

Clients, | will be expected to drive my own vehicle (whether privately owned, rented, or leased). | hereby warrant and represent that |
have a valid driverds license with a clean driving r easmquicedbyand
law.

5. | agree to indemnify and hold harmless Outsource Telecom / Building Technology Staffing, their Clients, their agents

and employees, from and against all loss and expense that may be incurred as a result of my operation of a vehicle, including claims

for bodily injury or property damage.

6. | authorize Outsource Telecom / Building Technology Staffing to request and obtain all records regarding any industrial
accident/ injury or occupation disease involving myself and Outsource Telecom / Building Technology Staffing. This is to include
doctords reaporrtep,orftesl,l ammwr se ds n o tetesA facemildadr phatd stabicicdpy qf thi$ amtharizatiore s ul t s
shall be considered as effective and valid as the original. This release shall remain in effect until specifically rescinded by me.

7. | understand that | am being hired by Outsource Telecom / Building Technology Staffing to work at various job sites. |
understand that my compensation at these sites will depend upon my performance and that | will be compensated accordingly.

8 I understand | need to calll my recruiter: Wi thimt48 h
go to an assignment, if | d&dve been injured, myfaddiessbrphome nanber,df et y c

have been offered regular full time employment from our client and if | have any issues or concerns with your assignment, supervisor
or co-workers.

9. | understand that my timecards are due no later than 5 pm every Monday.

10. If an adjustment is necessary on my check or timecard or if | have been denied any type of earnings | will contact
Outsource Telecom / Building Technology Staffing immediately. Timecards or payments may be disputed within thirty days after
receipt. After that time, | release Outsource Telecom/ Building Technology Staffing and the client company from any liability for those
hours, wages or any other compensation.



11. | understand that a stop payment will not be issued on any mailed paychecks prior to 10 business days from the date of
the check.

ACKNOWLEDGMENT
Please read and sign below:

| acknowledge that | will review the Outsource Telecom//Building Technology Staffing Temporary Employee Handbook (located
online at www.outsourcetelecom.com and www.buildingtechnologystaffing.com or by contacting an Outsource Telecom/ Building
Technology Staffing representative) within 5 days of signing this agreement and agree to abide by the policies outlined there in. |
agree to read it thoroughly, including the statements in the introduction describing the purpose and effect of the Handbook. | agree
that if there is any policy or provision in the Handbook that | do not understand, | will seek clarification from the Human Resources
Department. | understand that Outsource Telecom/ Building Technology Staffing is an "at will" employer and, as such, employment
with Outsource Telecom/ Building Technology Staffing is not for a fixed term or definite period and may be terminated at any time at
the will of either party, with or without cause, and with or without prior notice. No supervisor or other representative of the company
has the authority to enter into any agreement for employment for any specified period of time, or to make any agreement contrary to
at will employment except for the CEO or President of the Company and then only expressly in writing signed by one of them. In
addition, | understand that this Handbook states Outsource Telecom/ Building Technology Staffing policies and practices in effect on
the date of publication. | understand that nothing contained in the Handbook may be construed as creating a promise of future
benefits or a binding contract with Outsource Telecom/ Building Technology Staffing for benefits or for any other purpose. | also
understand that these policies and procedures are continually evaluated and may be amended, modified or terminated by the
Company at any time, without prior notification. | understand that | can request an amended Handbook at any time.

Date:

Signature:

Print Name:
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OMB No. 1615-0047:; Expires 08/31/12
Department of Homeland Security Form l_—?, EmPloyment
LS, Citizenship and Immigration Services Ellglb]]]t}’ Verification

Read instructions carefully before completing this form. The instructions must be available during completion of this form.

ANTI-DISCRIMINATION NOTICE: It is illegal to discriminate against work-authorized individuals. Employers CANNOT
specify which document(s) they will accept from an employee. The refusal to hire an individual because the documents have a
future expiration date may also constitute illegal discrimination.

Section 1. Employee Information and Verification (7o be completed and signed by employee at the time employment begins.)

Print Mame:  Last First Middle Initial | Maiden Name
Address (Sireet Name and Number) Apt# Date of Birth fmomihday/yvear)
City State Zip Code Social Security #

. [ attest, under penalty of perjury, that [ am {check one of the following):
I am aware that federal law provides for

imprisonment and/or fines for false statements or
use of false documents in connection with the
comp]etion of this form. EI A lawful permanent resident (Alien #)
|:| An alien authorized to work (Alien # or Admission ¥)
until (expiration date_ i applicable - month/dayiyear)

D A citizen of the United States
’:l A noncitizen national of the United States (see instructions)

Emplovee's Signature Date (monthydayyvear)

. _—
Preparer and/or Translator Certification (7o be completed and signed if' Seciion | is prepared by a person other than the employee ) | atiest, under
penaity of perjury, that [ have assisted in the completion af this form and that 1o the best of my knowledge the information ks trie and correct.

Preparer's/TTanslator's Signature Print Name

Address (Sireet Name and Number, City, State, Zip Code) Date (month/deyiyear)

Section 2. Employer Review and Verification (T be completed and signed by employer. Examine one document from List A OR
examine one document from List B and one from List C, as listed on the reverse of this form, and record the title, mumber, and
expiration date, if any, of the document(s).)

List A OR List B AND List C

Document title:

Issuing authority:

Document #

Expiration Diate (i any):

Document #:

Expiration Date (i any):

CERTIFICATION: [ attest, under penalty of perjury, that I have examined the document(s) presented by the above-named employee, that
the above-listed document(s) appear to be genuine and to relate to the employee named, that the employee began employment on

{manth'day/vear) and that to the best of my knowledge the employee is authorized to work in the United States. (State
employment agencies may omit the date the employee began employment.)

Signature of Employer or Authorized Representative Print Name Title

Business of Organization Name and Address (Street Name and Number, City, State, Zip Code) Date fmonth/dayvivear)

Section 3. Updating and Reverification (To be completed and signed by emplayer.)
A New Name (i applicable) B. Date of Rehire (monihdavivear) (if applicable)

. If employee’s previous grant of work authorization has expired, provide the information below for the document that establishes current employment authorization.

Document Title: Document # Expiration Date (& amy):
I attest, under penalty of perjury, that to the best of my knowledge, this employce is authorized to work in the United States, and if the employee presented
document(s), the document(s) | have examined appear to be genuine and to relate to the individual,

Signature of Employer or Authorized Representative Date (monthedayvear)

Form 1-9 {Rev. 08/07/089) Y Page 4



LISTS OF ACCEPTABLE DOCUMENTS

All documents must be unexpired

LIST A LIST B LISTC

Documents that Establish Both Documents that Establish Documents that Establish

Identity and Employment Identity Employment Authorization
Authorization OR AND

1. U.S. Passport or U.S, Passport Card 1. Driver's license or ID card issued by 1. Social Security Account Number

a State or outlying possession of the card other than one that specifies
United States provided it contains a on the face that the issuance of the

photograph or information such as card does not authorize

2. Permanent Resident Card or Alien name, Idate “Lh"ﬁl: gender, height, employment in the United States
Registration Receipt Card (Form eye color, and address
1-551)

. - 2. Certification of Birth Abroad
2. 1D card issued by federal, state or issued by the Department of State

3. !"LJ["L‘IIE,I] passport that contains a local government aga_:ncicﬁ or | {(Form FS-545)
temporary 1-351 stamp or temporary entities, provided it contains a |
1-351 printed notation on a machine- photograph or information such as l
readable immigrant visa name, date of birth, gender, height, o ) o

eye color, and address 3 ccruhcauon of Report of B!rl‘ln
issued by the Department of State
. L . Form DS-1350)

4, Employment Authorization Document | 3, School 1D card with a photograph {
that contains a photograph (Form |
1-766 do pemictrat] : . . -

) | 4. Voter's registration card 4. Original or certified copy of birth
i certificate issued by a State,

5. Inthe case of a nonimmigrant alien In 5. U.S. Military card or draft record county, |‘[1L!nicip?] lﬂllthi’rlL}'+ or
authorized to work for a specific territory of th{f l:mlcd States
employer incident to status, a foreign | 6 Military dependent's 1D card bearing an official seal
passport with Form [-94 or Form ’

1-94 A bearing the same name as the — ) .
passport and containing an 7 g;&ﬁmhl Guard Merchant Mariner 5. Native American tribal document
endorsement of the alien's
IltmrTlmmJ‘g,nml status, as long as the 8. Native American tribal document
period ol endorsement has not yet ; .
sxpired ¢ opc . . . . . 6. U.S. Citizen 1D Card (Form 1-197
expired and thc prop osed . . 9. Driver's license issued by a Canadian ( )
employment is not in conflict with sovernment authority
any restrictions or limitations Ea ¢ |
identilied on the form . ) ) |
dentitie For persons under age 18 who 7. Identification Card for Use ol
are unable to present a Resident Citizen in the United _

. document listed above: States (Form [-179) |

6. Passport from the Federated States of
Micronesia {FSM) or the Republic of . 4 ..
the Marshall Islands (RMI) with 10. School record or report car 8. gmpinqunt au:jhgnflm
Form 1-94 or Form 1-94A indicating ocument issued by lhe
nonimmigrant admission under the 11. Clinic, doctor, or hospital record Department of Homeland Security
Compaet of Free Association
Between the United States and the 12, Dav-care o nursery school record
ESM or RMI . Day-care or nursery sche

Illustrations of many of these documents appear in Part 8 of the Handbook for Employers (M-274)

Form 1-9 {Rev. O8/07049) Y Page 5



Form W-4 (2010)

Purpose. Complete Form W-4 so that your
employer can withhold the comect federal income
tax from your pay. Consider completing a new
Form W-4 each year and when your personal or
financial situation changes.

Exemption from withholding. If you are
exempt, complete only fines 1,2, 3,4, and 7
and sign the form to validate it. Your exemption
for 2010 expires February 16, 2011. Seo

Pub. 505, Tax Withholding and Estimated Tax.

Note. You cannot claim exemption from
withhaolding if (a) your income exceads $950
and inzludes more than $300 of unsamed
income (for example, interest and dividends)
and (b) another parson can claim you as a
dependant on his or her tax return.

Basic instructions. If you are not exempt,
complete the Personal Allowances Worksheet
below. Theworksheets on page 2 further adjust
your withholding allowances based on itemized
daductions, certain cradits, adjustments to
income, or two-samears/multiple jobs situations.

Complete all worksheets that apply. Howaver, you
may claim fewer {or zaro) allowances. For regular
wages, withholding must be based on allowances
you claimed and may not be a flat amount or
percantage of wages.

Head of household. Generally, you may claim
head of housshold filing status on your tax
return only if you are unmarried and pay more
than 50% of the costs of keeping up a home
for yoursalf and your dependent(s) or othar
qualifying individuals. Ses Pub. 501,
Exemptions, Standard Deduction, and Filing
Information, for information.

Tax credits. You can take projected tax
cradits into account in figuring your allowakile
number of withholding allowances. Cradits for
child or dependent care expanses and the
child tax credit may be claimed using the
Personal Allowances Worksheet below. See
Pub. 919, How Do | Adjust My Tax
Withholding, for information on converting
your other credits into withholding allowances.

Nomwage income. If you have a large amount
of nonwage income, such as interest or
dividends, consider making estimated tax

payments using Form 1040-ES, Estimated Tax
for Individuals. Otherwise, you may owea
additional tax_ If you have pension or annuity
income, see Pub. 919 to find out if you should
adjust your withholding on Form W-4 or W-4P.

Two eamers or multiple jobs. If you have a
working spouse or more than one job, figure
the total number of allowances you are entitied
to claim on all jobs using worksheets from only
one Form W-4. Your withholding usually will
be most accurate when all allowances are
claimed on the Form W-4 for the highest
paying job and zero allowances are claimed on
the others. See Pub. 819 for details.

Nonresident alien. If you are a nonresident
alien, see Notice 1382, Supplemental Form
W-4 Instructions for Nonresident Aliens, before
completing this form.

Check your withholding. After your Form W-4
takes effect, use Pub. 919 to see how the
amount you are having withheld compares to
your projected total tax for 2010. See Pub.
919, especially if your eamings exceed
£120,000 (Single) or $180,000 (Married).

Personal Allowances Worksheet (Keep for your records.)

A Enter “17 for yourself if no one else can claim you as a dependent . . . . . .
* You are single and have only one job; or

B Enter “1" if:

#® You are maried, have only one job, and your spouse does not work; or oo B

& Your wages from a second job or your spouse’s wages (or the total of both) are $1,500 or less.

C Enter *1" for your spouse. But, you may choose to enter “-0-" if you are married and have either a working spouse or
more than one job. (Entering “-0-" may help you avoid having too little tax withheld.)

mmo

Enter “1™ if you will file as head of household on your tax return (see conditions under Head of household abcwej

. G
Enter number of dependents (other than your spouse or yoursalf) you will claim on your tax return . _ . . D
E
Enter “17 if you have at least $1,800 of child 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.)
G Child Tax Credit (including additional child tax credit). See Pub. 972, Child Tax Credit, for more information.
» |f your total income will be less tham $51,000 ($90,000 if mamied), enter “2” for each digible child; then less “17 if you have thres or more eligible children.

» [f your total income will be between $81,000 and $84,000 ($20,000 and $119,000 if married), enter “1
additional if you have sk or more eligible children.
H Add lines A through G and enter total here. (Note. This may be different from the number of exemptions you claim on your tax retum.) »= H
# |f you plan to itemize or claim adjustments to income and want to reduce your withholding, s=e the Deductions
and Adjustmentis Worksheet on page 2.
» |fyou have more than one job or are married and you and your spouse both work and the combined eamings from all jobs exceed
$18,000 ($22,000 if married), ses the Two-Eamers/Multiple Jobs Worksheet on page 2 to avoid having too little tax withheld.

child plus *17

For accuracy,
complete all
worksheets
that apply.

" for each eligible

# [f neither of the above situations applies, stop here and enter the number from line H on line 5 of Form W-4 below.

Farm W'4

Dapartment of the Traasury
Intemal Revenue Service

Cut here and give Form W-4 to your employer. Keep the top part for your records.

Employee’s Withholding Allowance Certificate

= Whether you are entitled to claim a certain number of allowances or exemption from withholding is
subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS.

OMB No. 1545-0074

2010

1 Type or print your first name and middle initial. Last name 2  Your social security number
B I HE [ e ey 3 [ single [ Mamied [ Married. but withhioid at higher Single rats.
Mote. If mamied, but legally saparsted, or spouse is & nonresident elien, chack the "Single™ boo.
City or town, siate, and ZIF code 4 If your last name differs from that shown on your social security card,
check here. You must call 1-800-T72-1213 for a replacement card. » [
& Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5
6 Additional amount, if any, you want withheld from each paycheck . _ 6%

7 | claim exemption from withholding for 2010, and | certify that | meet both Df the fulluwmg cundnmns fn}r e:(emptln}n
» Last year | had a right to a refund of all federal income tax withheld becauss | had no tax liability and
® This year | expect a refund of all federal income tax withheld because | expect to have no tax liability.

If you meet both conditions, write “Exempt” here _ | _ _ .. ..

..o 7]

Undar penalties of perjury, | declars that | have examined this ::sr'trﬁcaha and to 'Iha best of my knowledge and bel naf it is true, comect, and complata.

Employee's signature
{Form is not valid unless you sign it)

Date »

a8 Employer's name and address (Employer. Complete lines 8 and 10 only if sending to the IRS)

0 Office code optional]

10 Employer identification number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2

Cat. No. 102200

Form W-4 2010



Form W-4 (2010) Page 2
Deductions and Adjustments Worksheet
Note. Use this workshest only if you plan to temize deductions or claim certain credits or adjustments fo income.

1 Enter an estimate of your 2010 itemized deductions. These include qualifying home mortgage interest,
charitable contributions, state and local taxes, medical expenses in excess of 7.5% of your income, and
miscellaneous deductions . _ . e e e e .o oo 1

$11,400 if rnamed filing jDIr'ItI‘_." ar quallfymg mduw[er)

2 Enter: $8,400 if head of household S

%$5,700 if single or married filing separately
Subtract line 2 from line 1. If zero or less, enter * L. L.
Enter an estimate of your 2010 adjustments to income and any additional standafd dedmton [F‘ub 919:1 .- .
Add lines 3 and 4 and enter the total. (Include any amount for credits from Worksheet & in Pub. 919]
Enter an estimate of your 2010 norwage income {such as dividends or interest) . . _ . _
Subtract line 6 from line 5. If zero or less, enter “- - ...
Divide the amount on line 7 by $3,650 and enter the result here. Drop any fractlon oL .
Enter the number from the Personal Allowances Worksheet, line H, page 1 _

Add lines & and 9 and enter the total here. If you plan to use the Two- Eamers.FMumple Jobs Wurltsheet
also enter this total on line 1 below. Otherwise, stop here and enter this total on Form W-4, line 5, page 1 40

(=TT =T I T & -
L= - - = B - ]
| 6 |60 |60 En

e

Two-Eamers/Multiple Jobs Worksheet (See Two eamers or multiple jobs on page 1.)
Note. Use this worksheet only if the instructions under line H on page 1 direct you here.
1 Enter the number from line H, page 1 (or from ling 10 above if you used the Deductions and Adjusiments Worksheet) 1

2 Find the number in Table 1 below that applies to the LOWEST paying job and enter it here. However, if
you are married filing jointly and wages from the highest paying job are $85,000 or less, do not enter more

than “3a." _ _ _ . . _ . . L L, 2
3 If line 1 is more than or equal to line 2, subiract line 2 from line 1. Enter the result here (if zero, enter
“-0-") and on Form W-4, line 5, page 1. Do not use the rest of this worksheet . . _ 3

Note. If line 1 is fess than line 2, enter “-0-" on Form W-4, line 5, page 1. Complete lines 4—9 belw.' tu- figure the additional
withholding amount necessary to avoid a year-end tax bill.

4 Enter the number from line 2 of this workshest . . _ . _ . . _ . 4
& Enter the number from line 1 of this worksheet . . _ . _ . _ _ . &
6 Subtractline 5 from line 4 . _ - 6
7 Find the amount in Table 2 below that applles tt} ihe HIGHEST paying Jcrb and enter it here R 7 $
8 Multiply line 7 by line 6 and enter the result here. This is the additional annual withholding needed . 8 §
9 Divide line 8 by the number of pay periods remaining in 2010. For example, divide by 26 if you are paid
every two weeks and you complete this form in December 2009. Enter the result here and on Form W-4,
line 6, page 1. This is the additional amount to be withheld from each paycheck . . . . _ . . . 9 %
Table 1 Table 2
Married Filing Jointhy All Others Married Filing Jointly All Others
If wages from LOWEST | Enfer on If weges from LOWEST | Enter on i wages from HIGHEST | Enter on If wages from HIGHEST | Enter on
paying job are— line 2 above paying job are— lire 2 above | paying job are— line 7 above| paying job are— line 7 above
$0 - $7,000 - i %0 - $6,000 - 0 $0 - %85,000 $550 80 - $35,000 8550
7,001 - 10,000 - 1 6,001 - 12,000 - 1 65,001 - 120,000 a1 35,001 - 90,000 10
10,001 - 16,000 - 2 12,001 - 19,000 - 2 120,001 - 185,000 1,020 90,001 - 165,000 1,020
16,001 - 22,000 - 3 19001 - 26,000 - 3 185,001 - 330,000 1,200 165,001 - 370.000 1,200
22001 - 27,000 - 4 26,001 - 35,000 - 4 330,001 and over 1,280 370,001 and over 1,280
27,001 - 35000 - 5 35001 - 50,000 - 5
35001 - 44,000 - & 50,001 - 65,000 - &
44001 - 50,000 - T 65,001 - 60,000 - T
50,001 - 55,000 - . 80,001 - 00,000 - 8
55001 - 65,000 - a 90,001 -120,000 - a
65,001 - 72,000 - 10 120,001 and over 10
72,001 - 85,000 1
85,001 -105, 000 - 12
105,001 -115,000 - 13
115,001 -130,000 - 14
130,001 - and owar 15

Privacy Act and Paperwork Reduction Act Notice. We ask for the information on this ou are not required to provide the information requested on a form that is
form to camy out the Intemel Revenue |lews of the United Stetes. Intemal Revenue Code subject to the Papenwork Reduction Act unless the form displays a valid OMB

sections 3402(f2) and 6109 and their regulstions require you fo provide this control mumber. Books or records relating to a form or its instructions must be
information; your employer uses it to determine your federal income tax withholding. retained as long as their contents may become material in the administration of
Failure to provide a property completed form will result in your being freated as a single any Internal Revenue law. Generally, tex retums and retum information are

person who claims no withbolding allowsnces; providing fraudulent informetion may confidential, as required by Code section 6103,

subject you to penalties. Routine uses of this information inchude giving it to the The average time and expenses required to complete and file this form will vary
Department of Justice for civil and criminal itigation, to cities, stetes, the District of depending on individual circumstances. For estimated averages, see the

Columbia, and U5, commonwealths and possessions for use in administening their tax instructions for your income tax returm.

laws, and using it in the National Directory of New Hires. We may also disclose this If you have suggesticns for making this form simpler, we would be happy to hear
information to other countries under a tax treaty, fo federal and state agencies to from you. Ses the instructions for your income tax returm.

anforce federal nonfex criminal laws, or to federal law enforcement and intelligence
agencies to combat tarmorism.
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ACHT CK AUTHORIZATION DUTSOURCE o
America, Inc. e STAFFING

For
BACKGROUND INVESTIGATION

The sufe way o the right way

To Whom It May Concern:

I, . hereby authorize A-Check America, Inc. and/or its agents to make an
independent investigation of my background, which may include my character, general reputation, personal characteristics,
and mode of living in connection with an application of employment with Outsource Telecom.

The Scope of the report may include information concerning my driving record, civil and criminal court records, credit,
worker’s compensation record, education, credentials, identity, past addresses, social security number, previous employment
and personal references.

I authorize and request any present or former employer, state/federal government office, state department of motor vehicles,
credit bureaus, school, police department, court records, including those maintained by both public and private
organizations, financial institution or other persons having personal knowledge about me to furnish A-Check America, Inc.
with any and all information in their possession regarding me for the purpose of confirming the information contained on
my Application and/or obtaining other information which may be material to my qualifications for employment. [ am
willing that a photocopy of this authorization be accepted with the same authority as the original, and [ specifically waive
any written notice from any present or former employer who may provide information based upon this authorization request.

The following is my true and complete legal name and all information is true and correct to the best of my knowledge:

Print Full Name:

Print Maiden Name or Other Names Used:

Present Address:
City: State: Zip Code:
Date of Birth (for 1.D. purposes only): / /

Social Security Number: - -

Driver's License Number: State of Issue:

A-Check America will need to contact you if additional information is needed to process your Background
Investigation. Please provide a telephone/cell phone number and email address where we may contact you.

Phone: ( ) - Cell: ( ) -

Email Address:

Signature: Date: A

California, Minnesota and Oklahoma Residents Only:
If a consumer background report is ordered, would you like a free copy of the report mailed to your home?

vEes [ NoJ
Signature: Date: / /

A-Check Amerlca, Inc.. P O Box 5615, Riverside, CA 92517 Telephone (951) 750-1501 Fax (951) 750-1301

KP 2/18/10



Initials

Initials

Initials

Initials

Initials

Initials

Initials

Initials

Initials

Initials

10.

BUILDING

() UTS D U RD E F/ TECHNOLOGY

\SLIN 2=l STAFFING

POLICIES AND PROCEDURES CHECKLIST

| understand thiOutsource Telecom / Building Technology Stafiikees their responsibility as my
employer very seriously, and thatey have gone to great lengths to provide a safe work environment. If |
am injured on the job, thi©utsource Telecom / Building Technology Staffifipdeal promptly with
legitimate claims and has workers compensation insurance that will pay medicalsagand wages. |

also understand that thi®utsource Telecom / Building Technology Staffiag extensive experience
investigating claims and will fight fraudulent claims with all available resources.

If | sustain an injury on the job, I will inform thikent andOutsource Telecom / Building Technology
Staffingimmediately, who will coordinate with the client and myself the proper procedures for treatment
and reporting of the accident.

Outsource Telecom / Building Technology Stafiigd I & ( NJOGG ! ®{ddzda & 2t A O& X ¢
a consent form to submit to drug testing. | understand that my failure to comply with this agreement will
be grounds for my immediate termination.

I understand and will comply with th@@utsource Telecom / Building drenology Staffingafety rules and
regulations and hazardous communication program explained to mtsource Telecom / Building
Technology Staffingrientation.

| am telephone accessible and | have reliable transportation.

| understand that | am an gotoyee ofOutsource Telecom / Building Technology Staféind only

Outsource Telecom / Building Technology Staffinjcan terminate my employment. When an

assignment ends | must report ©utsource Telecom / Building Technology Staffargny next job

assignment. Failure to do or to accept my next job assignment will indicate that | have voluntarily quit and
will not be eligible for unemployment benefits.

| understand that | am expected to complete any job assignment | accept. | understand thanibt d
complete or promptly notify of my inability to complete the assignment, or if | do not report for my
assignment therDutsource Telecom / Building Technology Staffiray assume that | have voluntarily
quit, and | will not be eligible for unemploymebéenefits.

If for some unexpected reason, such as an emergency or illness, | cannot make it to work or will be late, |
will contact thisOutsource Telecom / Building Technology Staféisgoon as possible.

| understandOutsource Telecom / Building Teaiogy Staffingequirements for receiving information,
documenting hours worked, the method of providing this information, and the time frame for me to
provide this information. | understan@utsource Telecom / Building Technology Staffiiignot recognke
or pay for any hours worked by an employee without proper documentation verifying hours worked.

| have read and fully understand the above statements regar@aigource Telecom / Building Technology
Staffingpolicies and procedures and agree to thenga | understand that failure to comply withese
policies and procedures could lead to my termination and may jeopardizesuyance benefits.



BUILDING

() UTS OURCE TECHNOLOGY
REE L

CABLING| | STAFFING

CONFIDENTIALITY AGREEMENT

| understand that in the course of my employment with Outsource Telecom (OST) / Building
Technology Staffing (BTS) ;1 will become acquainted with TRADE SECRET information of a
conf idential and proprietary nature . The TRADE SECRET information follows:

Names of OST/BTS Clients

Names of people within the Clients

The phone number(s ) of OST/BTS Clients and Contacts within Clients.
The OST/BTS hiring process

The OST/BTS Training process

OST/BTS Policies and Procedures

| understand that the items listed above are TRADE SECRETS of Outsource

Telecom /Building Technology Staffing and that all of the above are vital to the financial
success of Outsource Telecom /Building Technology Staffing . Therefore, | agree that | will
not disclose any of the above mentioned TRADE SECRETS, directly or indirectly to any of Outsource
Telecom/Building Techn ology Staffing competitors, staffing companies or anyone outside of the

Outsource Telecom / Building Technology Staffing organization.
I f at any ti me | di sclose any of Outsource Telecombs T
may be vulnerable to a lawsuit from Outsource  Telecom/Building Technology Staffing

Signing below signifies that you agree to the terms and conditions of the agreement stated above.

Employee Name Date

Employee Signature

OST/BTS Employee Signature Date



BUILDING
OUTSOURCE F/ TECHNOLOGY

| CABLING | STAFF'NG

Nondisclosure Agreement

THI' S NONDI SCLOSURE AGREEMENT (this AAgreememayo) i ¢
of between Qutsource Telecony Building Technology ( i OSaThod A)BT SO
and ( Bmployeed ) .

OST/BTS wishes to employ Employee for certain business opportunities and in connection with such
opportunities, the Company may disclose to Employee the names and contacts of our clients which

the Company desires Recipient to treat oaEsplogeenf i d.
agrees not to discuss his employment, thename of the company(s) he is contracted to, the names of

the managers within those companies or any aspects of projects he is working on with any
competing staffing agencies, recruiters, or any third parties.

Empl oyee understands and acknowledges that any d
breach of this contract and is likely to cause severe financial harm to OST/ BTS. Employee
understands that any financial harm resulting from a breach of contract may result in legal action

against Employee.

Employee OST/BTS Representative

Date Date



BUILDING

O UTS D U CE TECHNOLOGY
ROE

[ TELECOM/ CABLING, | STAFFING

APPEARANCE & ATTITUDE AGREEMENT

I understand and agree to abide by the following guidelines. Additionally, | understand that | may suffer a
decrease in pay if | fail to follow any of the 12 following guidelines:

Please read and initial all guidelines.

1. ATTIRE - | am expected to work in a clean blue collared shirt, tucked into a long pair of pants (no holes,
standard jeans accept abl e but not HAbaggyo) & whblrak ndiio apprepriaest e e
attire, | understand that | will be sent home without show-up pay.

2. TATTOOS - You must have all tattoos covered.
3. JEWELRY - | will refrain from wearing visible jewelry or visible body piercing allowed.
4. PERSONAL APPEARANCE - | agree to be clean-shaven and well groomed (NO
OFFENSIVE BODY ODOR). In the event | have facial hair such as a mustache or a goatee, | agree to be

neatly groomed and presentable. Long hair must be tied back in a ponytail.

5. TOOLS - | agree to show up to the job site with all of my tools ready to start work.(This
means that you will have your tools in hand, please do not leave them in your car).

6. ATTITUDE - | agree to show up to work on time with a positive attitude.

7. COMPLAINTS - | agree not to complain to the client or anyone else on the job site
about the following issues: my pay rat e, personal

9. PROFANITY - | agree to use appropriate and professional language on the job site.
10. CELL PHONES - | agree to turn my cell phone off when | begin work.

By signing below | am acknowledging that | have read the above stipulations and agree to abide by
OUTSOURCE TELECOM / BUILDING TECHNOLOGY STAFFINGA APPEARANCE & ATTI TUDE Gl

Agreed:

Print Name Date

Signature



BUILDING

() UTS D U RD E F/ TECHNOLOGY

\SLIN 2=l STAFFING

SHOW UP TO WORK AGREEMENT

| understand that | am being hired by OUTSOURCE TELECOM/ BUILDING TECHNOLOGY STAFFING
(AOSTO/ ABTSO0) to work at various job sites. I unde
performance and that | will be compensated in accordance with the following schedule:

1. I understand that notifying my OST/ BTS rep. of my inability to make it to work by leaving
a voicemail is unacceptable. | understand that | have been given a copy of the
emergency cell phone numbers and | have no excuse for not talking to my rep. on the
phone if | have any problems.

2. If I voluntarily walk off the job before the end of any work day and abandon my position,
with no notice to my OUTSOURCE TELECOM/ BUILDING TECHNOLOGY STAFFING
contact, then | shall be paid minimum wage for all outstanding hours worked on the
project. | understand that voicemails are unacceptable when giving my ONE
WEEK notice. | understand that | must talk to my OST/ BTS contact in person or
on the phone.

3. Additionally, [ ANO $idphVitis derstGod that ® hawer
abandoned the position and voluntarily quit, thereby forfeiting any unemployment
benefits from OST/ BTS and | shall be paid for all outstanding hours at minimum wage.

4. If I call OUTSOURCE TELECOM/ BUILDING TECHNOLOFY STAFFING and give
proper notice of my inability to make it to my job assignment for the next day, it is
understood that | must show documentation or proof in the form of a receipt or paper
document for any of t he f oihtrheotwamargency kospiias
visit for myself or any member of my family, dental appointment, court date, DMV
registration, car maintenance, etc. If | fail to show proper documentation within 48 hours
of my verbal notice, then it is understood that | have voluntarily quit, thereby forfeiting
any unemployment benefits from OST/BTS and | shall be paid for any outstanding hours
at minimum wage.

| understand that | have read and initialed all of the above stipulations shall be paid in
accordance with this schedule:

Date Print Name

Signature

rst .

i

e s :



BUILDING

() UTS O U RD E F/ TECHNOLOGY

CABLING 2=l STAFFING

UNIFORM POLICY

In an effort to present a more professional appearance to customers and the public, employees on
selected assignments will be issued Outsource Telecom/ Building Technology Staffing polo style shirts.
As an employee you are being issued these shirts for an upcoming assignment. Please read the
following rules concerning these shirts and sign the acknowledgement of receipt.

Outsource Telecom/Building Technology Technician Work Shirt Policy:

1. Each technician will be issued (5) work shirts by the Company. There is no charge for these

shirts upon issuance.

One of these shirts is to be worn during all working hours while at the job.

These shirts are to be kept clean and in good repair.

Technicians will be responsible for the laundering of these shirts while in their possession.

Shirts that have become excessively soiled or damaged beyond normal repair will be returned

to Outsource for replacement.

Lost shirts will be replaced at the cost of $10.00 per shirt. This amount can be taken as a

payroll deduction.

7. Uponterminaton all shirts in the technicianbs posses
same condition (considering normal wear and tear) as issued. If all shirts are not returned at the
time of termination, a single $25 charge will be deducted from your last paycheck.

arwnN

o

I understand the above policy and will abide by it. | understand | am responsible for the shirts that have
been issued to me and | will keep them laundered and in good repair. Further, | understand that | am
responsible for these shirts and if lost, | will pay the cost of $10.00 per shirt for a replacement. |
understand that this amount can be taken as a payroll deduction.

Employee Date

Signature

Outsource Telecom
(Employee Notification)



Date: June 8, 2009

To: All Tower Select Insurance Company; Outsource Telecom, LLC
Employees

From: OQutsource Telecom, LLC

Re:Wor kersdé6 Compensat i odhetvibekdWetdGmp MANo vi d e

California Law requires your employer to provide and pay for medical treatment if you are

injured at work. Your employer is pleased to provide this medical care through a Medical

Provider Network approved by the Administrative Dire ct or of t he Di vision
Compensation. A Medical Provider Network (MPN) is a group of healthcare providers used by

your employer to treat employees injured on the job.

Your employer has chosen the WellComp MPN to provide medical care for work related injuries
and illnesses. The effective date of the MPN is July 8", 2009. You may access MPN
information through your claims administrator York Insurance Services Group.

All treatment for work related injury and illness on or after the effective date will be under this
MPN. However, you may treat with your personal physician instead of with an MPN physician if
you have properly notified your employer prior to your injury or illness of the pre-designation of
your personal physician

If at the time of implementation of this MPN you already have an injury or illness and your
physician is or becomes a patrticipating physician in the MPN, you are automatically covered
under the MPN unless your physician was pre-designated. In some instances your treatment
may or may not be transferred into the MPN. Please refer to the transfer of care policy for
details.

Enclosed is the WellComp Medical Provider Network pamphlet which provides information
about the MPN and describes your rights in choosing medical care for your work related injuries
orillness. Please read this pamphlet.

This pamphlet was recently updated, you may access the most recent version of the WellComp
Medical Provider Network pamphlet, the MPN Employee Handbook, the Transfer of Care Palicy,
or the Continuity of Care Policy, from the WellComp website: www.wellcomp.net or by
contacting WellComp Patient Services Department by telephone at 800-544-8150. For
additional information about the MPN, please contact the WellComp Patient Services
Department.



http://www.wellcomp.net/

Outsource Telecom
(Notificacion al empleado)

Fecha: Junio 8, 2009

PARA: Todos empleados de Tower Select Insurance Company; Outsource Telecom, LLC

DE PARTE DE: Outsource Telecom, LLC

Referencia: Red de Proveedores de compensacion de Trabajadores: WellComp MPN

Se le requiere la ley de California que su empleadores proveen y paguen para tratamiento medico si
sostiene usted una lesion en su lugar de trabajo. Su empleador se complace en ofrecer esta atencion
médica a través de una Red De Proveedor de Medico aprobado por el Director Administrativo del Divisién
de Compensacion de Trabajadores. La Red de Proveedor de Medico (MPN) es un grupo de proveedores
de asistencia medica usado para tratar empleadores lastimado por trabajo.

Su empleador ha seleccionado el WellComp MPN para proveer cuidado medico para
lesiones/enfermedades relacionado por trabajo. La fecha de entrada en vigor del MPN es Julio 8, 2009.
Usted puede tener acceso a la informacién MPN por su administrador de reclamaciones York Insurance
Services Group.

Todo tratamiento para todos los trabajos relacionados con lesiones y enfermedades en o después de la
fecha de entrada en vigor sera en virtud bajo del MPN. Sin embargo, usted puede tratar con su medico
personal envés de con un medico participante del MPN si tiene debidamente notificada su empleador
previa a su lastimadura o enfermedad a la designacion de su medico personal.

Si en el momento de aplicacion del MPN que usted ya tiene una lesidon o enfermedad y su médico es o se
convierte en un médico participante en el MPN, estara usted automaticamente forrado bajo del MPN hasta
gueso doctor fue pre-designado. En algunos casos, su tratamiento puede ser o no ser transferido en el
MPN. Por favor refiérase a la transferencia de la politica de atencion para mas detalles.

Se adjunta el WellComp Red de proveedores médicos folleto que contiene informacién sobre el MPN vy
describe sus derechos a elegir la asistencia médica para su trabajo relacionado con las lesiones o
enfermedad. Por favor, lea este folleto

Este folleto ha sido recientemente actualizado, puede acceder a la version mas reciente de la WellComp
Red de proveedores médicos folleto, el MPN Empleado Handbook, la transferencia de la Atencién
Politica, o la Continuidad de la Atencion Politica, desde el WellComp sitio web www.wellcomp.net o
poniéndose en contacto con WellComp Paciente Departamento de Servicios de teléfono al 800-544-8150.
Para obtener informacion adicional acerca de la MPN, por favor, péngase en contacto con el WellComp
Departamento de Servicios para Pacientes



Welcome to WellComp

Your employer has elected to provide you
with the choice of a broad scope of medical
services for work-related injuries and illnesses
by implementing a Medical Provider Network
(MPN), called WellComp. WellComp delivers
quality medical care through wyour choice
of a provider who is part of an exclusive
network of healthcare prowiders, each of
whom possess a deep understanding of the
Califormia workers’ compensation system and
the mmpact their decisions have on you. Your
employer has received the approval from the
State of Cahfomia to cover your workers’
compensation medical care needs through the
WellComp Network. You are automatically
covered by the WellComp Network if your
date of injury or illness is on or after your
emplover’s implementation date and if vou
have not properly pre-designated a personal
physician prior te your injury or illness.

In the event that you have an mjury or illness,
please complete the front of this card and camry
1t with you to present to your medical service
providers for access to care.

This card is not reguired te receive medical services.

This empizyes Is coveredl By B Wellomp Meiwoek far woskers! compensafion
medical case. Fozseszion aruse of By ced does not guarnize eligichiy for besefls,
Tezstreent mast be fumished ar sizesd by 8 WelGanp mzckcal prodder wih iz
ERCEDENN of SMEFENDY IR OF N2CEs2aRy Deatmiend while the Empirpes BB out of tee.
atnte of Calomia. Al rextmerl regsies pae-2Uhaszeton 28028 S0 ETENENCY CERE

For treasment awhesization

contact WallComp Provider Sarvices.

For WellComp Patisnt Services:

Tell Fres (800) 344-5150

fax: (351) 683-373%

e e
s, illing

Faf Smegency care of icesaary beatment whils &
stase of Califiormis, plesse sotify WelCurg o
sl pammens, i well s Lrimalis of eare

Access to Medical Care

B Initial Care

In case of an emergency, you should call 911 or go to the
clozest emergency room.

In the svent rhar you experience a work-relared fnjury or
illeess, immediarely notfy your supervisor sed obtzin medical
authorizzton fom vour ewplover to desiznate an wital care
provider within the network. If vou are unable to reach your
supervisor or emplover, plesse comtact the patient services
depanmuent 3t WellConap. For non-emergency services, the MPI
st ensure thar you are provided an sppoinmment for imital
treamment within 3 basiness days of your emplover’s or RPN
recaips of request for treamuent within the RPN

B Subsequent Care

If you sull need meamment following your mdtal evaluation,
vou may be meated by a phyvsician of your choice, or the initial
physician mey refer you w a medically snd seographically
approprizte specialist within the network who can provide the
Approprizts treannent for your injury or condition. Your employer
iz required to provide you with at least three physicians of each
spacialty expectsd to meat commnon injudes experisnced by
injured employess based on your occupation or industry. These
physicians will be availabls within 30 nrutes or 15 miles of
vour workplace or residence and specialists will be available
within 60 mimwtes or 20 miles of your residence or workplace.
For a directory of providers, please visit www WellComp nes ar
call WellConp Patisnt Services.

B Emergency Care

In an emergaecy, defived ac 3 medical condinon starting with
the sudden onset of severe symptoms that withowt immediate
1edical attertion could place your health in serious jeopardy, go
o the nearest healtheare provider regardiess of whether they area
WellCowp participant. If your injury is work-related, advise your
amergency care provider o conmact WellComp to ammangs for a
transfer of your care to 2 WellComp provider at the medically
B Hospital and Specialty Care

Your prmary treatnz provider m the WellComp Network
will make all of the pecessary amangements and refermls for
specialists, inparient hospital, outpatent surgery center services,
and ancillary care sarvices,

B Choosing a Treating Physician

Ifvou stll require restment after vour initial evaluation witk your
amplover’s desimnated provider, you may socess the WellComp
Direcrory and selact an sppropriate physician of your chotce who
can provide the necessary meanuert for vour condition or iness.
Far assistance determuiring physician options, pleass contact e
WellComp Padent Sarvices Deparment or discuss vour options
With your initial care provider.

B Scheduling Appointments

If you are having difficulty scheduling an appomiment
with wour initial provider or subsequent provider, pleaze
contact youwr WellComp Patient Services Department.

B Changing Primary Treating Physician
If you find it necessary to change your reatng physician and it iz
determinad that you require cngoing medical care for your infury or
tlness, vou may select 8 new physician fom the WellComp Diractory
and schedule sn appointment. Once your appedciment i3 scheduled,
mmmedistely comtact WellComp Pettemt Services who will then
coordinate the transfer of your medical records to your new provider.

B Obtaining a Specialist Referral
As long as you contnue to require medical meanuent for your
tjary of dleess, there are altematives for obtaming a refemal to
a specialist
1. "Your prmary tr=afing provider In the WeiComp Nebwork can make al of
e MECEsEary ATANJETENt: fof rEfamas 10 3 specilist TRIS refamal Wil
e mace within in2 network or oulside of the network Hnscded
2. You may sekct an appronviate spectalist by acoessing the WelComp
oir=story.
3. You may confact WellComp Fatient Services who c3n help coordnate
PECEEEANY AMANJETEN:.
Ifvour privnary wesriss provider mskes 3 refsmal 1o 3 type of spadalist
not inchuded m the network, you may selac @ spedalist S ouside
e netwark.
For nop-emergency specialist serices, the MPN nmsr ensure tat yon
areprovided anappoiremenewitin 20 siness days of vourenmployer's
or W] receipt of 3 refermal w2 specialist within the 3PN,

B Continuity of Care

What if I am being treated by a WellComp doctor and the
doctor leaves WellComp?

Your employer has 3 writen “Continuity of Care™ Policy that
mexy allow you to contimes weament with your doctor if your
doctor is no longer actively pamicipatng m WellComg.

Ifyou are being treated for a work-related mjury in the WellC omp
Tlerwork and vour doctor no longer has 2 conmactwith Well Conap,
wour doctor may be allowad 1o continue 1o meat vou if your mjury
or illness meets one of the following conditions:

» jvcute] Ameckal cenaion inat Inchades 3 sudten onset of symploms tnat
require promad cars and has 3 duraon of 12s6 than 50 days.

« |Sarkaus of Chronle) Sourinjuryarliness 1= ane that s serous and contiruzs.
wilnout a0l cure of WorsEns and requires ongoing Teatment over 20 dayE.
"ol @y e 3lDwSt 10 b tealse by wour cument reaing dectorior up i one
e, Unl 353tz Tanster of care can be mad.

« (Terminal) ‘You have an incurais INSss of Meversioie conalion tat s fely
"o cause desth wilfin one year or less.

- (Pancing Surgary] You aready have 3 EURGEry of oher proceauws tat haz
been auinorized by your emplayer of Inswer that wil cecurwiinin 180 cays of
fhe MEN conract fermination date.

If sy of the sbove condidons eds:, WellComp mey require your
doctor fo agTes I wiiting o the same terms he or she agread towhen
he or she was a provider in the WellComyg Metwvork. If the doctor
does not, be or the may not be abla to contme w weat yow

If the conmact with vour doctor was tenminated or mot renewed
Ty WellComp for reasons relating to medical disciplinary canse
or reason, frand or criminal activity, you will not be allowed to
complete westment with that doctor. For a complete copy of the
Contivrnity of Care policy, please visit woaw WellComp net ar
call WellComp Paten: Services.

B Transfer of Ongoing Care

What if you are already being treated for a worl-related
injury before the WellComp Network: begins?

Wour empleyer has 3 “Transfer of Care” policy which describes
whar will happen if you are currently meating for 2 wark-related
injury with a phyvsicizn who is not 3 member of the WellComp
Merwark.

If vour current freating doctor is a8 member of WellComp, then
you may contimee to weat with this doctor and your oeatment
will be under WellComp. Your current doctor may be allowed to
become a member of WellComp.

Ifyour cuzrent mrearing phoysician iz nota partdpstng physician within
WellComyp, you are not covered under dve MEN and your pliysicisn
can make refermals to providers within or outside the M.

"o will wot be wansferred m a docror in WellConp if wour mpary or
illness mssts vy of the following conditions:

+ {AcuiB) The Teatment for your Inpury o iness wil be compistas In l=ss han
20 dase.

* [S&rious or Chronic) Your mury of INess 15 one Tal 15 Eerus ang continues
winout full cure or wOTEENE ower 50 d¥E. ou may be akawed 1o 02 rsals
oy your cusent reating doctor for up o one year fom the dafe of recelnt of
1M NONEAI0n hat you Nave 3 5enous chionc conaman

+ [Terminal) ou nave an incuraie Iness of Imeverstie condition Tat s Thaly
12 caUsS g2 WINM one year or less. Treadment wil be providad for ne
auration of the temingl linsse.

+ [Pending Swgery) You arsady Rave 3 BTDEry o 0N pRocSaure INEt nas
oeen aulharized by your employeror Insurer inakwill occurwithin 120 days of
he MPN efechve date.

B Care Transfer Disputes

IEWellComp is going to mansfer your care and you disagee, vou
may ask your wreating doctor for 3 report that addresses whether
you are i one of the carsgories lised above. Your meating
physician shall provide a report to you within rwenty calendar
days of the request. If the weating physician fails ro issue the
report, then you will be required to select 3 new provider from
within the MNP,

If erther WellComp or you do not agree with your oeating
doctor’s repart, this dispare will be rasolved according to Labor
Code Section 4042. You nmst notify WellComp Padent Services
Deeparnnens, if vou diszgres with this report.

If your mesting doctor agress that your conditton does not mest
cae of those Lsted above, the mansfer of care will go forward
while you conrme to disagres with the decision.

If vour meating doctor believes that vour conditon doss masst
one of those listed above, you may contimes to meat with him
or her until the dispute is resolved. For a complete copy of the
Transfer of Cara policy, please visit www. WellContp net or call
WellComyp Patent Services.



Second Opinion, Third
Opinion and Independent
Medical Review Process:

If you dizagree with vour dector or do not like your
doctor for any reason, you may always chooze another

dector in the MPX,

B Obtaining Second and Third Opinions
If vou disagzrse with the diagnosis or Teatment plan
determomed by yowr treatmgz physician or vewr second
opimion physician, and would ke z second cr tnd
opimon, you must take the followmg staps:
¥ Motify your elaims examiner whe will provide you
with a regiomal avea listing of physicians and'or
specialists within the WellComp MNetwork who have
the recozmized expertize to svaluate or treat your
myury or condition.
¥ Select a physician or specialist from the st
¥ Within 60 days of recerving the list, schedule
an appointment with your sslected physician or
specialist from the list providad by vow claims
examuner. Should vou fail to schedule an appomtment
within 60 days, your right to seek another opimon
will be warvad.
¥ Inform your elaims exannner of your salection and
the appomiment date so that we can enswre your
medical records can be forwarded m advance of
vour appointment date. You may also request a copy
of your medical racords.
¥ Wom will be provided mfomeation and 2 request
form regardmg the Independent Medical Eeview
(IVE) process at the time you sslact 2 third opimon
physician. Information about the IME. process can
be found in the MPN Emplevee Handbook.

B Obtaining an Independent Medical
Review (IMR)

If you dizazree with the disgpesis or meameent plan
determined by the third opinion phyvsician you may file the
completed Independent MMadical Review Application form
with the Adminismrarive Diirecror of the Division of Workers'
Compensation. You may comtact your claims examiner or the
WellComp Patient Services Deparnuent for information shour
the Independent hedical Review process and the form o request
an Independear Madical Review.

If the second opimion, third opinion or IME. agrees with vour
treating doctor, you will need to cowbone 1o receive medical
treanuent with a network physician. If the IME does oot agres
with your weating network plysician, you will be allowed
receive that medical teanvent from a provider etther mside or
ourside of the WellConp Metwark.

B Treatment Outside of the Geographic Area

WellComp has providers throughowt Califormia. If a
simafion arises which tzkes you out of the coverage
arez, such as temporary work, trzvel for work, or lnang
temporanly or permanently outside the MFW geographic
service arez, please comtact the WellComp Patient
Services Department, your claims examuner, or your
primary treating provider, and they will provide you with
a selection of at least 3 approved out-of-network providers
from whom you can obtamn treatmeent or zet second and
third epmions from the referred selection of physicians.

Covered Medical Services:

The following is a summary of Workers’
Compensation medical services that are available to
employess covered by the WellComp Network.

Primary treating and specialty services
including consultations and referrals

Examples of primary treating or specialfy
providers include: general medical pracitionars,
chiropractors, denfists, orthopedists, surgeons,
psychologists, internists, psychiatrists,
cardiologists, neurelogisis.

Inpatient Hospital and Outpatient
Surgery Center services

Examples of inpatient hospital and outpatient
surgery center providers include: acute hospital
services, general mursing care, aperafing room and
related facilifies, mfensive care unit and services,
diagnesfic lab or x-ray services, necessary
therapies.

Ancillary Care services

Examples of ancillary care providers include:
diagnostic lab or x-ray services, physical
medicine, occupational therapy, medical and
surgical equipment, counseling, mursing, medically
appropriate home cave, medication.

Emergency services including outpatient
and out-of area emergency care

WELLCOMP

WellComp Provider Directory

To access a directory of medical providers in the
WellComp Network., go to www. WellComp net
where you can search by medical specialty. zip
code, physician or provider group. To receive
a hard copy of the regional area listing or the
complete WellComp directory, please contact
WellComp  (vour emplovers designated
medical provider network administrator):

WellComp Information

To access meore information, regarding the
WellComp Network., go te www WellComp.
net/download’. You can download the Employee
Handbook, Transfer of Care Policy or the
Continuity of Care Policy. To recerve a hard copy
of this information please contact WellComp.
MPN Liaison: Gale Chmidling. MPIN Manager
(800) 544-8150

WellComp
Patient Services Department
PO Box 39914
Riverside, CA 92517
Toll Free (800) 544-8130
fax: (951) 683-353% or
e-mail: info@ WellComp net

This pamphlet 15 available in Spanish. For a
free copy. please contact WellComp.

Este folleto esta disponible en el Espafiol. Para
una copia gratis, favor de llamar a WellComp.

Pew 310&

WELLCOMP

This pamphlet contains 1mportant
information on accessing the WellComp
Medical Provider Network:

+ Find out 1f you are covered

+ Access medical care

+ Learn about continuity of care

+ Choose your own physician

« Transfer into the WellComp Network
+ Contact WellComp

M WELLCOMP

Emgployee Name:
Emgployer Name:
Date of Injury:

Madical Treatment for Workers' Compensation

MPN Liaisen, Gale Chooidling, MPIN Managar

PO. Box 59914 Faverside, CA 92517
Toll Free (300) 544-8150
fax: (O51) 683-3539 ar
e-mail: mfoi@ WellComp net




Bienvenidos a WellComp

Su empleador ha elegido proveerle a usted con
unz amplia seleccion de servicios médices en
casos de lesiones y enfermedades relacionadas
con su trabajo, y para elle ha establecido
una Red de Proveedores Meédicos (MPN per
sus siglas en mglés). llamada WellComp.
WellComp sumimstra cuidado médico de
calidad a través de su eleccidn de un proveader
medico gue esta afihado a ima red exclusiva
de proveedores de asistencia samitaria, donde
cada une posee un profundo entendimiento
del sistema del Seguro de Indemmnizacién por
Accidentes de Trabajo del estado de California
v el impacto que sus decisiones tienen en su
persona. Su empleador ha recibado aprebacion
del Estado de Califormia para cubnr sus
necesidades de cuwdado médico relacionadas
con el Segure de Indemmizacion por Accidentes
de Trabajo a traves de la Red WellComp. Usted
esta protegide automaticamente per la Fed
WellComp s1la fecha de su lesion o enfermedad
es en o después de la facha del establecimiento
de WellComp por parte de su empleador, v 51
usted no ha pre-designade un doctor personal
antes de su lesion o enfermedad.

En caso de que usted suffa una lesién o tenga
unz enfermedad, por favor llene el frente de esta
tarjeta y llévela con usted para preséntesela a su
proveedor de servicio médico para acceder a la
atencién necesaria.

Estag tareta no & requeriaa para recibir sanicios médices.

Esir smplsso es® profegico por el culizde del Segum oe Indsmniacin por
J.Odd'n'xs]r'l'lul.,hubau"d' = Fed Welomp. Fosesion o uso de esin tadets oo
gerenizs a eleghbilded parm los bereficls. Trafamiesic | oue =er aimhisiado
0 refenida por prosstor médkcs fe WelCams con i escepd :
Emagense o miamlerls naceas mientes & enkas

Todos Ion mmmisnizs sxquieren pressisrizac
atenrion ax smarparcia

v gal mminan 2
® zarepdiin de

Para padir autenizaci¢s para us tratamiszio, comuniquese
cez &l Sarvicis de Provesdorss de WellCemp.

Parz sl Sarvicto 2l Paciente de WallComp:

Gratis al [ 344-8190

fax- (891) 633-3538

Fars serdcn de emsgesce o balamleic neossads mheries o erplesds es®
fusrg oo evmds ot Cafomis, por fnaor Somunicerse Sor \WelComp cers faziiar &
aprobazion, Factis ¥ pagass, Rl zamE tarIzian I panstasencis del culzegs mazics

Accesibilidad al Cuidado Médico

B Cuidado Inicial
Eun caso de emergencia usted debe llamar al 911 o ir a Ia sala de
BINETEENCIA AT CerCALA.

En casp deqmsuﬁammommﬂﬁmh;mdacmmtamp
nodfige tnnedistaments 3 1 saperviser v ditenss sutorizacion medics
de su enplesdor para desiznar 1= proveedor medico denimo de la Bed
peara &l cuidsdo imicial. 5t usted no pusde conmmicarse con s APLrisor
o enpleador, por fvor conmmiquese con el Deparmmenio del Servicio
al Pacente de TWellCornp. Pars senicios que no sean de emerzencis el
[P0 tendra que ssemmar queusted es proveidods) una ot o Tataniento
micial dertro de 3 diss de megocio de que su enpleador o el 2P a
recibide o pedide de ratamierto denmro del MPT.

B Cuidado Subsiguiente

51 vsted sim mecesita atencion despuss de ls evaluacion micial vsted
puede ser atendido por un doctor de su azrado. o el doctor inidal puede
referirle 3 usted a 1m especilista medicamente v geosraficamente
apropiado denro de la Fed, el cusl pusde proveer &l mataisno sdecnado
para su lesion o condicien. S entpleador e: reguerido 3 provearle de por
lo menes 3 medicos de cada especislidsd esperada para tamar leciones
experimentdss por emplesdes lecionsdos basade en s ooupacion
o indestrda. Estos medicos estaran dispondbles devao de 30 mimsos
o 15 miillzs de su luzar de msbajo o residencia v especialistas estaran
dispomibles dentro de G0 mimmens o 30 millas de su hear de websjo. Pam
comsesuir 1 drecodo de los provesdores madices, por Swor visie
e WallComp et o [lame 3 Servicio al Paciense de Well Conp.

B Cuidado de Emergencia -

En uma smergencia, definids como mna condicion medica que se
mﬁgmumgmmmm,cmﬂmmsmmlnsmmsﬂn
atencidn madics mmediata pueden poner en auno riesge su salud,
vaya al proveador de arencidn médica mdés cercane s imporar 5
participan en [z Fed da WellComp. 5§ s lesion esta relacionada
con s rabaje, pidale al provesdor del cuidado de smergencia, que
s connmigue con WellComp para preperar la wansferencia de s
atencidn medica, 3 vn provesdor de WelComp cusndo sea el tengpo
adicamente adecusdo pars kacerlo.

B Cuidado Especializado y de Hospital

El proveador privcipal de la Red WellComp de su tratamiento, kera
todos los ameglos v referencias pecesarias pars los especialistas,
hespitales, cenfro de cimgla de servicio subulatorio v servicios de
cuidados aueoliares.

B Eleccion de Doctor para el Tratamiento

51 usted alm pecesita atencion después de la evaluacion indciz] por el
‘provesdor desizrado por su empleador, nsted prede accederel directorio
da WellComip v seleccionsr un docor apropiade. &l onal pueda provesr
el watamients necesario para su condicion o enfermedad Asuda para
determinar las opcicenes acerce de Jos doctores, commmguese con el
Diepartarmente del Servicio 2l Pacients d2 WellCornp o tmbisn paeds
consultar com suproveador de cuidade fxiczal

B Cambiando el Doctor Principal de su Tratamiento

5 wsted necesits cambiar de doctor y se detennins que usted necesita
cuidade medico contuo para s leside o eafennadad, usted pasds
elagirm mevo doctor del Directorio de WellCowp ¥ reservar una cita.
Uz vez que baya echo su dta, meedismnens conmmiguess con &l
Servicio 2l Pacienrs de WellComp el cuzl coordinara la wansferencia
de su historial madizo al doctor elegido por ustad

B Reservacion de Citas

i vsted tene problemas haciendo sus ressrvaciones de citas con el
proveedor indcial o el proveedor subsiguiente, por favor connmicarse
con &l Deparmaments de Sarvicio al Pacients de WellComp.

B Obteniendo una Recomendacion a un Especialista
Siempre ¥ cusndo usted contimie pecesitande cuidsde wadico para
am lesion o enfenmedad hay varias altemarivas para obtener una
recomendacion a un especialists:

1. Su provesdor principal en la Red e WellComp pueds hacer
w06 105 tramIes NEcesanos para la recomendacian 3 um
egpeclalista. E5%3 recomendacion 5erd echa dentro de 13 Red ¥
1 &5 necesario Tuera de la Red.

Usten puede sslecclonar un 2speclalista adscuads usanda 2l
Carectorio g2 WellComp.

Usted puede comunicarse cor &l Senviclo 3l Paglente ds
WellComp, & cual pueds coordingr 15 AMegias Netesanas.

Sl su proveedor de TEamient prmare nace un reterde 3 und clase e
espacialsa gue no esta Inchiide denTo 1 red, ustad pusde selzcdonar un
expeniaElst e oe 3 r2a.

Para senvicles que no sean de emergencia, &l WPM fnora que aseguiar
UE UET 86 PIOWEIn(E) UNA ¢I3 denim de 20 i35 02 n2gosn 08
empisador o el MAN 3 racbion un refenids 3 un 2specialEE dento del MPN.

B Continuidad de su Cuidado
Qe pasa si estoy siendo tratade por un docter de Wellcomp v el
doctor deja a Wellcomp?
S empleador ha suscriso uns paliza de “Contioidad de Cuidsdo™ que
puede penitile 3 usted contiuar el ratamisnto con su dector, = m
doctor ne estd actushnente participendo en WellComm.
%insted esta siendo iratzdo denao de la Red WellComp por uaa lesion
relacionads con su trabajo v s doctor deja de tener wm comirato coa
WelkComyp, su doctor puede o ontimsr trasandolo sienpre v cuande sa
lesion o enfermedad satisfiace wna de lss signientes condiciones:
= (Aguda) Condicion MACa QuUE INcluys INmas que 52 manmestan
de forma Imprevista y que reguleren pronta aiencian meédica, y tiena
OUr3Cion Menos 02 20 0ias.
= (S&rla o Cronlca) Sulesin o enfermedad 25 561 y conlinua sin cura
complzta o empearando y requiers iratamiento continuo, por mas g2
90 dias. S& e pusde pemitir que siga slenoe tratada por &l doctor
que aciuaimenta Io esia Tratando por un periade de hasta un afio,
N3sta que UNa TANGMErEncia de culdano puS0a sSr efEcluada oe una
Manera 5ana y salva.
= [Tarminal) Ustesd Seng urna enfermedad Incuraliie o condlcion Irevers bl
blements caUse i musne tentra de un afo o mence.
= [Clrugla Pendlents) Ustzd ya ene una crugla u oiro procedimiento
autarizado por 5u empleador o sagure de salud y &l cual scurira
dentro de los 160 dias de la fecha efectiva de |a Rad de Provaedornes
Medicas (MPM por Su Sigias en Ingis).
i cualguisra de las condiciones antes mencionadas extste Wellcomgp
puade requeric que s docior acapte par escrito los nEsmes Ermines
que el habia sceptado cuando era wm proveador del Fed de Wellcop.
=i el doctor no essd de acuerdo o wo acapia los tEnmnes, no podda
coutitaar ratidslo.
% el comrato con sn dector fie clavsurado o oo fie renovado
por Welloomp por razones relacionadas con camsas de discipline
medica, frande o actividad criminal ve le serd peritde corapletar
&l mamndanm con ese doctor. Para obtener wma copda complecs de la
poliza de la Contirnidad de Cridade, por faver visite g Welleorap,
met o llame 2] Servicio al Pacients de Welloomp.

a

B Transferencia del Cuidado Actual y Corriente

JQué paza si wsted va estd siendo iratado por uma lesion
relacionada con su trabajo, antes de comenzar el programa Red
de WellComp?

S enpleador fene ues pélizs de “Tramsfranda de Cridade” que describe
lo que pasard st usted esta actuslmente dends matado par 1ma lesitn
relacionada con s rabajo, porun docor que no es perbro de la Fed de
WelCowmp.

%1 sn doctor acmal del matmmiento es o mismbro participante de
Wellcomp, earonces uwsted puede contmuar el maranuento oo su
doctor ¥ =0 matamiento se harad bejo la Red de Wellcomp. 32 le
puede pernitr ser mismbro de WellComip a su doctor actual.

51 =1 medico de watamiente scmual po es pamicipante denmo de
WellComp, no sstz usted forrado bajo el MFEN v m medico de
raramiiento puede hacer referidos a los proveedores denmo, o afiera
del BN

Usted no sera rransferido 3 mn doctor de Wellcomp =i sn lesion o
enfenmedsd satisface cualguiers de las sipnientes condiciones:

- [Aguos) El fraamienis se su lesion o enfermedad sera completaeo en
menas de 90 dEs.

» [9orla o Cronica) Su lesken o enfermedad €5 sena v continuara por
mas de 90 dias e cua completa o empecrands y raquiere fratamiento
coNUNUD. S 2 puede permilir que SIga Glendo Tataoo por & doclor que
acluFmenis 1o 2613 1ralanda por un penode de nasta un aia o2 13 f=ena
g NoNCacian que UsE Tens LNG conlzan s81a o Cronica.

+ [Tarminal) Ushed tiene ura erfamedad Incurable o condlicion imeversibie
que probablementz cause la muere gentro de un afic o menos.
Tratamlenta mediea 52ra proporchonado par 3 durasion de |3 enfermedad
terminal

- [Clrugla Pendienfs) Usted ya tiere una cnugla o procedmiento
autorizads por sU eMpleador 0 Segurs de E3lud ¥ &l cual acurmra dento
d& ko6 130 Qi35 de |3 fecha efectiva de 13 Red de Proveedorss Medicos
[MPM por sus siglas en nglés).

B Disputas de Transferencia de Cuidado

51 Wellcomp va & mansferir su cnidade medics ¥ usted no ssta de
acnerdo, vsted puede pedirle al doctor que Lo estdratando acnzslmerte.
nn informe o parte madico alezando que sucendicion perfenece o esta
dentro de una de las condiciones antes mencionadas, Su doctor que lo
esta ratndo scmalments 5 le provesr un infomme denro da veints
deas del calendano de 12 fecha de solicitacion. 51 su doctor que 1o esta
tratando actuslmente no logra emdtir €] mfonme, extonces wsted sera
requeride 3 selacionar un meewo provesdor dewme el ME.

i Welleamp o usted o estd de sonerdo con el informe del doctor
que Lo estd watands, esa disputz serd resusla de acuerdo a la
Saccion 4062 del Codigo del Trabsjo. Usted tere que petificar al

dal Semvicio al Paciente de WellComp, = usted no
mmm.erdn con el informe o parte medico.

i el docror que lo estd watando exd de acnerdo de que su condicion
1o perienece o o esta deno da las condiciones antes mencionadas,
e comtinnara con la mansferancia da su cwidado médice, ain cuando
nsted no estd de acuerds cow [a decizion.

% su doctor cree que su condicion satisface ves de las cordiciones
anres mencionadss nsted pueds contimar el tratamiento con ese
doctor hasta que la disputa sea resuelts. Para obtener una copia
complets de la paliza de Transferencia de Cidado, por favor vistte
mwy Wellcopyp pet o Hame al Servicio al Paciente de Wellcomp.



Proceso para Segunda Opinién,
Tercera Opinién y Examen
Médico Independiente:

51 usted no esta de acuerdo con su dector o no le gusta
zu doctor zea cual sea la razém, usted siempre puede
elegir otro doctor en el MPN (Red de Proveedores).

B Obteniendo Segunda y Tercera
Opiniones

5t usted no esta de acuerdo con 2l diagnostico o con el plan de

tratamisnrs de su doctor acmal o con el doctor de la sezimda

opinidn, ¥ quisiera uns segunds o tercera opiuion, usted debe de

torear los signientes pasos:

¥ Totficar al Admimisraden(z) de s oreclime a3 quisn le
provesrd vna listz de doctores vo especialistas en el ares
tegional denmo de |z Fed de WellComp, quisnss tensn
pericia reconocida para evalusr o watar sn lesicn o condicicn.

" Elijam doctor o especializsta de la st

~" Dienmo de los 60 dizs de recibir 1a Hsta, reserve ma cits con el
docter o especialism selecdonado de la listz proporcionads 3
trives del por Adnivisrader(s) de su reclamo. 51 dentro da
los 60 dias, decide nsted en o confimsr cits s derecho en
‘trascar ofra opinion puede ser reranciado.

v Teforme sl A dmintseador(s) de suraclame da snelecdion vde
la fecha de s cita, para 2s! asemuramos de que sus achives
medicos sa pueden enviar antes de La fecha de su cit. Usted
tamibien pueds pedir vna copis de sus archivos medicos.

v Ulsted seras proveidos) con informacion v me impreso de
pedido referente al proceso de Exsminacion de Medico
Indepardrenes (TWEF) en el momento que usted selecciona m
medics de tercera opimion. Informacion del procese dal IVE
se puads encoatrar ep &l Mmmal del MPT para el Empleada.

B Obteniendo un Examen Medico
Independiente (IMR por sus siglas
en inglés)

5t usted no esa de acverdo con el disgpostico o plan de

watamisnro decidido por el medico de la tercers opintom

usted podria completer v presentar el impreso de 1a Aplicacion
para Examinacion de Medico Independisvte con el Director

Administratvo de la Divisien de Indenmizacion de Trabajadores.

Se puede cormmmmicar con s Admintstrador(a) de reclamo, o al

Deepartarents de Servicios parz el Pactents de WellComp para

informacion sobre 12 Examiracion de Medico Independrents y el

impreso para pedir ina Exammacion de Medico Independisnte.

B Tratamiento Fuera del Area Geografica

WellComp tene provesdores por tode California, S Jega aluna
sifacion que podria levarle fuera del area de cubertma, zles como
trabaje tenporzl, vajerslacionade al rabgje, ovirtemperalmente
o constantemente fuera del arsa de semacios geografices del MEPN,
parfavor pongase en contacto con &l Depatamento da Servicios
para Pacientes de WellConp, su seminador de reclamas, mu
prerveador pramano de tatamdente. v elles le provesran con una
salaceion de por leo mence 3 proveedores aprovades fuera de la
rad de loz que usted pueds obiensr fratamiento o vectha semmda o
tervera opauons de la seleccion de madioos refedes.

Servicios Médicos Proveidos:
A continuacion es un resumen de los servicios medicos

del Seguro de Indemnizacién por Accidentes de Trabajo
disponibles para usted por la Red de WellComp.

Tratamiento principal o primario y
servicios especiales incluyendo las
consultaciones y recomendaciones
Ejemplos de proveedoves de matamientos primarios
o provesdores de especializacion incluyen: doctorss
de medicing general, quiropracticos, dentistas,
orfopedistas, ciryjanos, psicologos, psiquiatras,
cardidlogss, neurdlagos.

Servicios de Hospital, y Centros

de Cirugia Ambulatoria

Ejemplos de servicios de proveedoves de servicios de
haspital, y centros de cirugia ambulatoria incluyen:
servicio agudo de hospital, cuidado general de
enfermera, salas de operaciones y facilidades
relacionadas, unidad de cuidado infensive y sus
servicios, laboratorios para diagnosticos o servicio de
rayes-x y los tratamientos de terapias necesarias.

Servicios de Cuidado Complementarios
Ejemplos de proveedores de sermvicios de cuidado
complementavios nchiven: laboratovios para
diagnasticos o servicio de rayos-x, medicina fisica,
tevapia de ocupacion, equipos medicos y de cirugia,
consgeros, enfermeras, cuidado médico apropiads en
casa, medicacion.

Servicios de Emergencia incluye el
servicio ambulatorio y servicio fuera
del area de la Red.

M WELLCOMFP

Directorio de Proveedores de
WellComp

Para acceder el directorio de provesdores médicos
enla Fed de WellComp, vaya al woww. WellComp.net
donde usted puede buscar la especialidad médica, el
codige postal, el doctor, grupo médico. Para recibir
una copia del directorio de WellComp, por faver
commmicuese con WellComp (el adnumstrador de
la Red de proveedores medicos designado por su
empleader):

Informacion de WellComp

Para accesar mas mformacion, en respecto a la
Red de WellComp, vaya al www. WellComp net/
download’ donde usted puede obtener la informacion
de la guia del empleado, la Pelitica de Tranfiero de
Cuidado médico, o la Politica de Cuidado médico
de Continmdad. Para recibir copia en dura de esta
informacion, favor de commmicarse con WellComp.
MPN Liaison: Gale Chmidling, MPN Manager
(800) 544-8150

WellComp
Departamento de Servicios al Paciente
EO.Box 39914
Riverside, CA 92517
Gratis al (800) 544-8150
fax: (951) 683-3539 0
e-mail: info@ WellComp.net

Este folleto esta disponible en Ingles. Para una
copia gratis, por faver llame a WellComp.

Rev 508

WELLCOMP

Este folleto contiene informacion importante
para el acceso en la Red de Proveedores
Meédicos WellComp.

« Entérese s1 esta protegido

« Acceso a curdado médico

« Aprenda acerca de la continuidad de
su cuidado

« Seleccione su propio doctor

« Transferencia dentro de la Red de
WellComp

« Comunicarse con WellComp

Q‘L WELLCOMP

Nembre del Empleado:
Nembre del Empleador:
Fecha de la Lesion:
Tratzmiento Médico para el Segaro de Indemrizacion
por Accidentas de Trabajo
MPH Liatson, Gale Chiidling, RPN Manager
B0, Box 59914 Biverside, CA 93517
Gratis al (300) 544-5150
fax (951) 683-3330 0
e-muail: jufos WellC omnp. net




Outsource Telecom, LLC

MPN: Employee Acknowledgement of Receipt

Medical Provider Network

This acknowledgement of receipt is for record keeping purposes only and will be kept in your
personnel file to confirm you received and understand this notice. Your signature is not mandatory
but we advise you acknowledge receipt of the MPN Please sign this receipt and return it to your
manager or supervisor.

I, , have read and understand the Medical
Provider Employee Handbook provided to me.

Signed:

Date:

** Supervisors/HR Rep. please file this documentintheemploy ee ds per manent

person



RECEIPT FOR EMPLOYEE HANDBOOK

| acknowledge that | have received a copy of Dutssurce Telecom [ Building Technology Staffing
Employee Handbook. | agres to read it thoroughly, including the statements in the introduction
describing the purpose and effect of the Handbook. | agree that if there is any policy or provision in the
Handbaok that | do not understand, | will seek clarifization from the Human Resources Department. In
addition, | understand that this Handbock states Qutsource Telecom / Building Technology Staffiing's
policies and practices in effect on the date of publication. | understand that nothing contained in the
Handbock may be construed as creating a promise of future benefits or a binding contract with
Outsource Telacom / Building Technology Staffing for benefits ar for any other purpase. | alsa
understand that these policies and procedures are continually svaluated and may be amended, modined
or terminated by the Company at any time but only in a writing signed by one of the following members of
company management: CEO or Director Human Resources,

Please sign and date this receipt and return it to the Human Rescurces Depariment.

Dates;

Signature:

Print Mame:

REW. March 13, 2008
Page 20

cién



BUILDING
OUTSOURCE F/ TECHNOLOGY

(TELECOM] 2=l STAFFING

WORKERS' COMPENSATION FRAUD NOTICE

We provide workers' compensation insurance for our employees as required by
state law. The insurance provides important protection for employees who suffer a work-related
injury. You are required to report all workplace injuries immediately and to take advantage of the
benefits provided by our workers' compensation insurance if they are injured on the job.

Workers' compensation insurance provides important protection for employees who
suffer an injury at work. Unfortunately, we understand that some employees are encouraged to file
fraudulent workers' compensation claims. For your own protection, you should know that the
California Insurance Frauds Protection Act provides that it is unlawful for any person to:

"Make or cause to be made any knowingly
false or fraudulent material statement or
material representation for the purpose of
obtaining compensation ... and shall be
punished by imprisonment in county jail for
one year, or in the state prison for two,
three or five years, or by a fine not
exceeding Fifty Thousand Dollars
($50,000.00) ... or by both imprisonment
and fine."

We investigate all questionable workers' compensation claims. If they appear to be
fraudulent, they are referred to the Bureau of Fraudulent Claims and the District Attorney's office.

Date [Type or Print Name]

Signature



ACKNOWLEDGMENT OF AT-WILL

| acknowledge that my employment at Outsource Telecom / Building Technology Staffing (the
ACompany-w)l |l sofimeaning that the ter ms owitho@gmpl oy men
notice, with or without cause, including, but not limited to termination, demotion, promotion,
transfer, compensation, benefits, duties, and location of work. There is no agreement express or
implied between the Company and me for continuing or long-term employment. Accordingly, either
| or the Company may terminate the employment relationship at any time, with or without notice,
with or without cause. While supervisors and managers have certain hiring authority, no
supervisor, manager, or representative of the Company has any authority to alter the at-will
relationship.

Date:

Signature:

Print Name:




RECEIPT FOR EMPLOYEE HANDBOOK

| acknowledge that | have received a copy of Outsource Telecom / Building Technology
Staffing Employee Handbook. | agree to read it thoroughly, include the statement in the
introduction describing the purpose and effect of the Handbook. | agree that if there is any
policy or provision in the Handbook that | do not understand, | will seek clarification from
the Human Resources Department. In addition, | understand that this Handbook states
Outsource Telecom / Building Technology Staffing policies and practices in effect on the
date of publication. | understand that nothing contained in the Handbook may be construed
as creating a promise of future benefits or binding contract with Outsource Telecom /
Building Technology Staffing for benefits or for any other purpose. | also understand that
these policies and procedures are continually evaluated and may be amended, modified or
terminated by the Company at any time but in a writing signed by one of the following
members of company management: CEO or Director Human Resources.

Please sign and date this receipt, and return it to the Human Resources Department.

Date:

Signature:

Print Name:




Outsource Telecom/Building Technology Staffing Direct Deposit Enroliment Fon

To enroll in Direct Deposit, complete this form and submut it to your branch office. Attach a voided check for each
checking account — not a deposit slip. If depositing to a savings account, or if you do not have checks, ask your
bank for an official direct deposit form or print out that includes your routing/transit number and your account
number.

Below is a sample check MICR line_ detailing where the information needed to complete this form can be found.

| [l:':IE'FE.EI-.EIELI:j [ll'DLEEl.EE.'?EQu'J W00
Routing/Transit & [Che-:(ing Account & j Check &
(9-digit number (Not needed for enroliment --
between these two matches the number in the upper
marks. ) right hand comer of the check.]

Please read aind sign before completing:

I hereby authorize my employer (heremafter “Company™) to deposit any amounts owed me by mitiating credit entries to my
accounts at the financial institutions (heremafter “Bank™) indicated on this form. Further, I authorize Bank to accept and to
credit any credit entries indicated by Company to my accounts. In the event that Company deposits funds erroneously into my
account, I authorize Company to debit my account for an amount not to exceed the ongmnal amount of the erroneous credit.

This authorization 1s to remain 1 full force and effect until Company and Bank have received written notice from me of 1ts
termination in such time and in such manner as to afford Company and Bank reasonable opportunity to act on 1t.

Employee Name: Social Security #
Employee Signature: Date:
Account Information

Be sure to indicate what type of account, along with amount to be deposited if less than your total net paycheck.

Bank Name City & State
Routing/Transit # Account #

|:| Checking I:l Savings I:l Other (loan)  $ Amf to Deposit: or ]:| Entire Net
Bank Name City & State
Routing/Transit # Account #

|:| Checking |:| Savings |:| Other (loan)  $ Amf to Deposit: or ]:| Entire Net
Bank Name City & State
Routing/Transit # Account #

I:I Checking I:I Savings I:I Other (loan)  $ Amt to Deposit: or ]:I Entire Net






