
Ref: 49 CFR Part 391.23 GREEN/FORM NO. 

SAFETY PERFORMANCE HISTORY INVESTIGATION 
l:Jse ONE form to investigate applicant's Safety Performance History (SPH) for EACH 

employer within the previous three years. Three forms provided, make copies as necessary. 

SPH 
2/3/R 

TO BE COMPLETED BY APPLICANT: 
As the applicant, my signature authorizes you, as my previous employer, to release the requested information to 
Foley Carrier Services, LLC., the service vendor used by my prospective employer, 

Applicant's Name : &iJ'VlY 4 i</f'1/fU1 Social Security Number :b( fb s111.i7<f.iient Code: 

Applicant's Signatu~.,u/~ Previous Employer: l((tl/i;/-Cr{)o/.e.. 
- - -- -- - -- - - - --- - - - ~----- - - - - -- - -- - - -- - - - ----- - -- - ---- - - --- --
TO BE COMPLETED BY PREVIOUS EMPLOYER: 
FMCSA regulations require this SPH investigation . Please complete the requested information, using additional 
paper if necessary. If you have no information to report, please indicate so in the appropriate section. Email 
completed information to: BSS@FoleyServices.com or fax to: (860) 913-2452. 

Verification of Employment 
Applicant was employed with this company from : __J__J __ to:__J___/ __ 
Position: _ _ _ ______ _ ~ - ----- Position required a Commercial Drivers License? D Yes O No 

Accident Information 
D No accident information to report (as defined by Part 390.5) 
__J__j_ 
Date of accident City or Town (most near) and State Number of fatalities Number of Injuries 

Release of hazardous materials? D Yes O No (Not including fuel spilled from the fuel tanks of vehicles involved 
in the accident) 
Additional information about the accident : ______ _ _ ______ ____ _________ _ 

Attach additional sheets if necessary and additional accident information as required pursuant to your internal 
policies. 

Prohibited Drug and Alcohol Testing Information 
D Individual was not in a safety-sensitive position subject to the Part 40 regulations while in ou r employment 
0 No prohibited drug and/or alcohbl conduct to report 

If the driver engaged in prohibited drug and/or alcohol conduct, as defined by Part 40 and/or Part 382 only, 
during the previous three years, answer the quest ions below. 

During the previous th ree years did the driver: 
Have an alcohol test result with an alcohol concentration of 0 .04 or higher? D Yes 
Have a verified positive drug test result? D Yes 
Refuse to be tested (this includes receiving a verified adulterated or substituted drug test result)? D Yes 
Have a violation of any of the other drug and/or alcohol testing prohibitions? D Yes 

If yes to an'y of the above, did the driver: 

D No 
D No 
D No 
D No 

Comply with the recommendations prescribed by a Substance Abuse Professional (SAP) pursuant to Part 40, while 
in your employment? O Yes O No 
Successfully complete the return to duty program while in your employment ? D Yes D No 

Attach additional documentation, if available, to verify the individual 's successful completion of the return to duty 
process. 

Previous Employer Contact Information 
Part 391.23 requires a previous employer who is regulated by the Dept. of Transportation to provide a specific 
contact name when responding to a Safety Performance History Inquiry. The driver may choose to contact you 
regarding the inforfation you provide . ,,. sf-,. P,e~u~;;2n:: Na!.-'-8J I C- -Ti-tl~e j)"'-'C...__r_,,_v_ .e.A-________ _ _ 

_ Telephon ~) 2 2 CZ 73 r;q 

F ley © 2015 Foley Carrier Services, LLC. All Rights Reserved . 
140 Huyshope Avenue • Hartford, CT 06106 

Fax 

Date Released 

To Reorder, Call 800 .253. 5506 
or Visi t www.foleyservices .com. 
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APPLICATION FOR EMPLOYMENT 

PLEASE DETAIL THE FACTS AND CIRCUMSTANCES OF ANY DENIAL, REVOCATION, OR SUSPENSION OF ANY 
UCENSE, PERMIT, OR PRIVILEGE TO OPERATE A MOTOR VEHICLE: 

D Check here to certify that no such denial, revocation or suspension has occurred 

Please complete all information regarding prior employers during the last three years. If you are 
applying to operate a Commercial Motor Vehicle (GVWR of 10,001 lbs. or more, ability to transport 8 
or more people, or any vehicle requiring placarding for hazardous materials), please include complete 
information regarding prior employers for the last 10 years for whom you operated such vehicles. 
Please start with your most recent prior employer (Use additional sheets if necessary). 

Employed From: I Jl>t 

Were you subject to the Federal Motor Carrier Safety Regulations while employed by this employer? Yes o No 

Was your position "safety-sensitive" requiring Part 40 drug and alcohol testing? ,-d Yes D No 

Were you subject to the Federal Motor Carrier Safety Regulations while employed by this employer? Yes 0 No 

Was your positior\ "safety-sensitive" requi ring Part 40 drug and alcohol testing? 'e:( Yes D No 

Employer Name : L ~, e. Employed From: o5 D(2. To:O/ /2..:J l!,. 

. Address :.J,~oCq./?ot ~,voJ f-P_o_sit_io_n_: =b_.__.c..,:><..,;~------------1 
,L._q..,_, ,v-h-t. · '/>, C)c-'{7 Salary: Coly"\ry,,,'GJ t' ~'-

Were you subject!to the Federal Motor Carrier Safety Regulations while employed by this employer? 

Was your position "safety-sensitive" requiring Part 40 drug and alcohol testing? Yes D No 

orncE USE ONL V 

D Applicant Hired Date: I Start Date: Authorized by: 

D Rejected for reasons of: 

D Date of Termination of Employment: Authorized by: 

D Dismissed 0 Quit O Other: 

Reason : I 
I 

This certifies that this application was completed by me, and that all entries on it and information in it are true 
and complete to the best of my kn~ 

Applicant Signat~- ---------- --- - Date: Yt?/2-o/7 

E ... J~y © 2015 Foley Carrier Services, LLC. All Rights Reserved . 
140 Huyshope Avenue • Hartford, CT 06106 

To Reorder, Call 800.253 .5506 
or Visit www.foleyservices.com. 



Ref: 49 CFR Part 391.21 

RECEIPT OF DRIVER'S
1
RIGHTS 1llll 

Have each driver-applicant sign this form before you accept his/her employment 
application. 

PURPLE/FORM NO. 

SPH 
1 

Employers who are regulated by the Federal Motor Carrier Safety Administration 
(FMCSA) must expressly notify an applicant, who has been employed by a Department of 
Transportation-regulated employer during the preceding three years, that the applicant 
has certain rights regarding the investigative information that will be provided by his/her 
previous employer(s). After providing the driver-applicant with a written copy of these 
rights, use this form to obtain his/her signature and retain the top copy of this 2-part 
form. Give the bottom copy to the applicant, By regulation you must inform the driver 
of his/her rights before accepting the driver's application for employment. 

DRIVER REVIEW AND RECEIPT 

0 I acknowledge that _ _ _____________ has provided me with written 
Employer Name 

instructions regarding my; rights as defined in Part 391.23(i)-(j) of the Federal Motor 

Carrier Safety Regulations. I have reviewed these materials which include information 

on the following: 

d Right to Review Information - I have the right to review the information 
provided by my previous DOT-regulated employer(s). 

O Right to Request Corrections - I have the right to request corrections to 
information that my previous DOT-regulated employer(s) provides, which I 
believe contains errors. 

D Right to Rebut Information - I have the right to rebut the information provided 
by my previous DOT-regulated employer(s). 

Driver's Full Name 

~~ 
Driver's Signature Date 

Supervisor/Authorized Motor Carrier Representative Signature Date 

F ley 

Employer Keeps Original, Provides Scan or Copy to Applicant 

© 2015 Foley Ca rrier Services, LLC. All Rights Reserved . 
140 Huyshope Avenue· Hartford, CT 06106 

To Reorder, Call 800.253 .5506 
or Visit www.foleyservices.com. 

en .,, 
= ... 
= ... 
~ 
ffl -.,, ... 
= ... 
11:11 = -C ... = en 
= -= = = 



Ref: 49 CFR Part 391.21 

APPLICATION FOR EMPlOYMENT L] 
Have all driver-applicants complete this form before driving a commercial motor 
vehicle. 

GREEN/FORM NO. 

DQF 
1 

In compliance with Federal and State equal opportunity employment laws, qualified applicants are considered 
for all positions without regard to race, religion, color, gender, national origin, age, marital status, or non-job 
related disability. Please complete both sides of this application thoroughly. Attach additional sheets if more 
room is required for details. 

To be completed by Employer: 

I Motor Carrier : 
Address: 

To be completed by Applicant: 

Current Address: b/53 ~a ,{c)<;..,L .t:) v.-

ttf-h'~'C)f./.,, ;..-11) ~I 2, 0..l. Date of Birth: / 

Length of time at this address: j Telephone No.: 

PREVIOUS ADDRESSES FOR LAST THREE YEARS (MOST RECENT FIRST) 

Street I City State/Zip How long 
Additional 

Information 
Attached 

D 

LIST ALL MOTOR VEHICLE ACCIDENTS IN WHICH YOU WERE INVOLVED DURING THE LAST THREE YEARS 

DATE CITY/STATE NATURE OF ACCIDENT FATALITIES INJURIES 

Iv' D/11 f-

Cl Check here to certify that you have had no accidents in the last three years 

Cl Check here to certify that no convictions or bond forfeitures have occurred 

E ... J~.Y © 2015 Foley Carrier Services, LLC. All Rights Reserved. 
140 Huyshope Avenue • Hartford, CT 06106 

To Reorder, Call 800.253.5506 
or Visit www.foleyservices.com. 
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Ref: 49 CFR Part 391.23 

SAFETY PERFORMANCE HISTORY INVESTIGATION 
Use ONE form to investigate applicant's Safety Performance History (SPH) for EACH 

employer within the previous three years. Three forms provided, make copies as necessary. 

TO BE COMPLETED BY APPLICANlf: 

GREEN/FORM NO. 

SPH 
2/3/R 

As the applicant, my signature authorizes you, as my previous employer, to release the requested information to 
Foley Carrier Services, LLC., the service vendor used by my prospective employer, ,,,_ .,..,, 

Applicant's Name: 9JrMVE; G /,C/f.i/J/} NI Social Security Number: 'J(/,S71.j)ffl' Client Code: 
I~ -A r r 

Applicant's Signatur~~ _ __ __ Previous Employer:'(}}()[ L'};)fi!Qlj C S _ 
TO BE COMPLETED BY PREVIOUS EMPLOYER: 
FMCSA regulations require this SPH investigation. Please complete the requested information, using additional 
paper if necessary. If you have no information to report, please indicate so in the appropriate section. Ema il 
completed information to: BSS@FoleyServices .com or fax to: (860) 913-2452. 

I 
Verification of Employment 

Applicant was employed with this company from: __J__J __ to:__J___j _ _ 
Position: _ _________ _______ Position required a Commercial Drivers License? O Yes O No 

Accident Information 
0 No accident information to report (as defined by Part 390.5) 
__J__J_ 
Date of accident City or Town (most near) and State Number of fatalities Number of Injuries 

Release of hazardous materials? D Yes o No (Not including fuel spilled from the fuel tanks of vehicles involved 
in the accident) 
Additional information about the accident: _____ _ ___ ___ _ ______ ________ _ 

Attach additional sheets if necessary and additional accident information as required pursuant to your internal 
policies. 

Prohibited Drug and Alcohol Testing Information 
D Individual was not in a safety-sensitive position subject to the Part 40 regulations while in our employment 
0 No prohibited drug and/or alcohol conduct to report 

If the driver engaged in prohibited drug and/or alcohol conduct, as defined by Part 40 and/or Part 382 only, 
during the previous three years, answer the questions below. 

During the previous three years did the driver: 
Have an alcohol test result with an alcohol concentration of 0 .04 or higher? 
Have a verified positive drug test result? 
Refuse to be tested (this includes receiving a verified adulterated or substituted drug test result)? 
Have a violation of any of the other drug and/or alcohol testing prohibitions? 

If yes to any of the above, did the driver: 

a Yes o No 
o Yes D No 
O Yes a No 
0 Yes D No 

Comply with the recommendations prescribed by a Substance Abuse Professional (SAP) pursuant to Part 40, while 
in your employment? a Yes D No 
Successfully complete the return to duty program while in your employment? 0 Yes a No 

Attach additional documentation, if available, to verify the individual's successful completion of the return to duty 
process. 

Previous Employer Contact Information 
Part 391.23 requires a previous employer who is regulated by the Dept. of Transportation to provide a specific 
contact name when responding to a Safety Performance History Inquiry. The driver may choose to contact you 
regar ing the information you provide. 

. ,6/J -~fi eJ 

F ley 

Title 

Fax 

Date Released 

© 2015 Foley Carrier Services, LLC. All Rights Reserved. 
140 Huyshope Avenue • Hartford, CT 06106 

To Reorder, Call 800 .253 .5506 
or Visit www. foleyservices .com. 
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Form M CSA 5876 (Revised: 12/06/2015) Expiratton Date·S/3~ 
MB No 2126-00o6 

Pu b lic Burd en Sta te m ent O · . unldl 
.----~ A Federal agency may not conduct ~SPQnSOf.,nd a Pt'fW>n it not . ed s of theh~ReducnonACt 

that coll«tionoflnforrNtiondisplaysacurrtntw11idOMBConrrol;1u1i torespondto, norshallapenonb'll!subjKtto;,ptN11yfo,failuretocomplywithacolltt.t10nofln'~tiPnSubjtcttOthe~~~aPP'ox' m;111ely 1minute~r~ 
in duding !~time for reviewing insinictions, gathering thcd.lta ~bier:' OMBCootrol Nu~t>.r_for thisinform.111icn coUtction~2126-0006.Publlc reportingfo, lhiscol~tiOnofinfotrnbl onisr-itimated rnrs~rding 11\is bu~ nt1ma1eora ., 
other .)Spec I of this collection of information, includln Ion ,a c~~tlng ilnd rev1ev.,n9 thecoHecrlonoflnform,Hion.Allruponses tothiscollfflionofinfo,mafionlllt,nancfato,Y.Send<omtn AVfflUt', SE. w,ashlngton, D.C. 20590-_ 

9su9ges1 sfOfrrduc1ogthisbu1~10:lnformatiooCollectlonOurii1nctOfficH,ftdeta!MotorCMritr Admini$tr1lknMC.AAA. 1200~~~ 

U.S. Department ofTransportation • Safely 

Federal Mo~o'. Carr_ier Medical Examiner's Certificate 
Safetv Adm,nistrat,on t. (for Commercial Driver Medical Certification) 

I certify that I have examined Last Name: \C: \N\.~, , First Name: ~V C/, J in accordance with (please check only one): 

@the Federal Motor Carrier Safety Regulations (49 CFR 39) 41-391.491 and, with knowledge of the driving duties, I find this per,on is qualified, and, if applicable, only when (check all that apply} OR 

0 the Federal Motor Carrier Safety Regulations 149 CFR 39) .41-391.491 with any applicable State variances (which will only be valid for intrastate operations), and, with knowledge of the driving duties, 

I find this person is qualified, and, if applicable, only when (check all that apply/: 

D Wea ring corrective lenses O Accompanied by a _________ waiver/exemption D Driving within an exempt intracity zone (49 CFR 391 ,62} (Federal) 

0 Wearing hearing aid O Accompanied by a Skill Performance Evaluation (SPE) Certificate O Qualified by operation of 49 CFR 391.64 (Federal} 
0 Grandfathered from State requirements (State} 

Medical Examiner's Certificate Expiration Date 
a: 
UJ 
~ 
a: 
0 The information I have provided regarding this physical examination is true and complete. A complete Medical Examination Report form. I C-\ \ '') -,_ \ \<i 

MCSA-5875, with any attachments embodies my findings completely and correctly, and ,son file in my office. . , (,_...;) "1) 

h:~~~===~~==========~======~==~===~<i. ~~;·:;~~,~~:~-· .. ~-~r~~r\, 1 Medical Examiner's Signature 

Medical Examiner:a: (please print or type} 

Medical Examiner's State License, Certificate, or Registration Number 

~MD 
ODO 

0 Physicia n Assistant 

0 Chiropractor 

Issuing State 

0 Advanced Practice Nurse 

0 Other Pract itioner (specify) ____ _ 

National Registry Number 

l~~~~====~==~~=.====~~~ ~ G" ~ I} / • Driver's License Number Issuing State/Province 

:·~ /V · r---_,, ,1art>xs<JkY5f_.l M D i 
fllb Ji ' 

N·.. • A/) . l J\·~ CL/P/COL Applicant/Holder ;:-
Driver's Add

0
ress J../ If. ,,/J ll._ U ,CJ,J A,_ JI' City: e,,- f'""llf/ : Ii Ii t--

l~~~~ 2..~~~--,~~r~;,_.,~~p;.;;~~f'~·'=='=='-==== -~~======t==V====e,=-=S'..'..:ta::,te~/.:..Pr:..::o~vi:::n::ce::.: -=-__ 
2
_
1

P_C_od.::e::.:=:::'./::::::::~()(\"Z_'t~e=s..:OQ_~N~o-----J 8 Street A~s: , , 

Scanned by CamScanner 
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~tEFT™ 
accom pli hmore. stressless. 

Employer and/or Third Party INTERCEPT CORPORA T/ON 
Name: 

,. 
1700 42nd St. S, Suite 2000 

Street Address: Far_qo, ND 58103 
City, State, Zip: 
Telephone: 
Fax Number: 

Authorization for Debit and Credit 
Electronic Funds Transfers 

I hereby authorize on this__it__ day of ~ Mt; , ..2!!1J_ my employer and/or third party as 
referred to here within, and their agents including Intercept Corporation (IC), to initiate electronic 
withdrawals and/or deposits to the bank account shown below. I understand that adjustment and/or 
reversing entries may be made to this account to insure an accurate and balanced accounting of all 
transactions. This authorization will remain in effect until ; 

a) I notify my Bank and IC in writing to terminate this agreement and give the 
Bank and IC reasonable time to terminate this agreement, 

b) The Bank, third party/employer, and/or IC have sent me five (5) business days 
advance written notice of the Bank's and/or IC's termination of this Agreement 

I understand that any cancellation in writing will become effective no earlier than five (5) business 
days after the day the last transaction has cleared and there are no outstanding balances to the 
account. 

I UNDERSTAND THAT INTERCEPT CORPORATION PROVIDES ELECTRONIC FUND 
TRANSFER SERVICES TO THIRD PARTIES AND/OR MY EMPLOYER. THE FUNDS TO 
BE TRANSFERRED MUST BE COLLATERALLY FUNDED AND ARE FULLY 
GUARANTEED BY MY EMPLOYER AND/OR MYSELF. IN THE EVENT THE FUNDING 
FOR A TRANSFER IS RETURNED FOR ANY REASON OR INTERCEPT HAS BEEN 
PROVIDED INCORRECT INFORMATION AND/OR HAS ERRONEOUSLY 
TRANSFERRED FUNDS TO MY ACCOUNT, I AUTHORIZE INTERCEPT 
CORPORATION TO WITHDRAW/REVERSE FROM MY ACCOUNT THE AMOUNT OF 
FUNDS TRANSFERRED IN ERROR. I ALSO UNDERSTAND THAT IC MAY 
WITHDRAW AND/OR DEPOSIT TO MY ACCOUNT VARIO US FUNDS REGARDING 
MY PARTICIPATION IN A FLEXIBLE BENEFIT/CAFETERIA PLAN/ERISA PLAN. I 
HEREBY HOLD INTERCEPTEFT HARMLESS FOR TRANSFERRING ANY FUNDS 
DESIGNATED FOR FLEX BENEFITS UPON THE DIRECTION OF MY EMPLOYER OR 
PROCESSOR, AND THAT MY REMEDY FOR ANY ERRONEOUS TRANSFERS IS 
SOLELY AGAINST THE PROCESSOR AND/OR MY EMPLOYER AND THAT I WILL 
HOLD HARMLESS INTERCEPTEFT FROM ANY LIABILITY AND DAMAGES 
RESULTING THEREFROM. I UNDERSTAND, AGREE, AND ACKNOWLEDGE THAT 
AS PART OF THE ACH PROCESS, ONCE FUNDS ARE DEBITED FROM THE BANK 
ACCOUNT SHOWN BELOW PURSUANT TO THIS AGREEMENT, SUCH FUNDS 
SHALL BE PLACED IN ONE OR MORE IC ACCOUNTS AT IC'S BANK AND THAT IC 
SHALL BE THE ONLY ENTITY AUTHORIZED ON SUCH ACCOUNTS. I FURTHER 
ACKNOWLEDGE THAT SUCH IC ACCOUNTS SHALL BE SUBJECT TO SETO FF BY 
IC'S BANK. 

phone 800.378.3328 - fax 701.499.5340 - www.intercepteft.com - 1700 42
nd 

Street S, Ste. 2000, Fargo, ND 58103 



~tEFT= 
accomplishmore. stresslesa. 

Electronic Funds Transfer (15 U.S.C. § 1693): I hereby acknowledge receipt of notice by the 
financial institution described here within of: (i) the undersigned's liability for an unauthorized 
electronic fund transfer, (ii) the undersigned' s duty to promptly report such unauthorized transfers, 
(iii) the undersigned's liability for charges for electronic fund transfers, (iv) the undersigned ' s right 
to stop payment of pre-authorized electronic fund transfers, (v) the procedure to initiate such stop 
payment orders, (vi) the right to receive documentation of electronic fund transfers, and (vii) the 
Bank's liability pursuant to the Electronic Funds Transfer Act found at 15 U.S.C. § 1693, et al. 

Limitation of Action: I acknowledge that I have 60 days from the date of a withdrawal from or 
deposit to the account shown below to dispute the withdrawal or deposit by contacting my employer 
and Intercept Corporation by telephone and later supplemented in writing, or in writing of any 
discrepancies, errors or disputes concerning any transfer of funds to or from any account processed 
by Intercept. This will include but not limited to, errors in amounts, erroneous transactions, or other 
transactions processed. All written notices must include the following information: 

a) The name of the company with whom the undersigned authorized the transaction, i.e., 
employer and/or third party; 

b) Federal Taxpayer ID number of the company authorized to make the transaction; 
c) Federal Taxpayer ID number of the undersigned; 
d) The name of the undersigned; 
e) The name, account number and ABA number on the transaction m question; 
f) The dollar amount of the transaction in question; and 
g) Description of the error and explanation of the error. 

I understand and agree that my employer, its agent, or IC will inform me of the results of their 
investigation within ten (10) days of the receipt of the complaint and will correct any error promptly. 
I understand and agree that if my employer, and/or its agent, or IC need more time, IC may take up 
to 45 days to investigate the undersigned ' s complaint. For transfers initiated outside the United 
States or transfers resulting from point of sale or debit/access cards, the time periods for resolving 
errors will be 45 days and 90 days respectively. 

Afv'ivtEI-, ti- /4H AN/ 
Undersimied' s Na/4 _ ,n( 

&Mw:r e-Ct"'- xPrec>,-7 
inancial Institution ~ ,,.. 

$~If /q& C-, ly ; VI 
City I 

I, 12 14 lo 11 I t I B IS 111 
Routing (ABA) Number 

Routing (ABA) Number 

~;v/4-6-4~ 
Undersigned's Signature 

I/{ 
Branch ' 

Phone Number 

I(; IZI t 101017 IJ 13 lo 17 lo lS ICJ I 
Account Number Account Type: Checking cfSavings o 

Account Number Account Type: Checking o Savings o 

Social Security Number 

Please attach to this authorization a voided personal check for verification of all checking account information. 

phone 800.378.3328 - fax 701 .499.5340 - www.intercepteft.com - 1700 42nd Street S, Ste. 2000, Fargo, ND 58103 



Form W-9 Request for Taxpayer Give Form to the 
(Rev. December 2014) Identification Number and Certification requester. Do not 
Department of the Treasury send to the IRS. 
Internal Revenue Service 

1 Name (as shown on your income tax return). Name is required on this line; do not leave this line blank. 

5ti 11A J€L /JJ "> iloc;.£ /~/MA/VI 
N 2 Business name/disregarded entity name, if different from above 
a, 
Cl 
l1l 
0. 3 Check appropriate box for federal tax classification; check only one of the following seven boxes: 4 Exemptions (codes apply only to 
C certain entities, not individuals; see 0 ~ Individual/sole proprietor or D C Corporation D S Corporation D Partnership D Trust/estate 

a, "' single-member LLC 
instructions on page 3): 

Q. 5 Exempt payee code (if any) 
~:.:: D Limited liability company. Enter the tax classification (C=C corporation, S=S corporation, P=partnership) I> 
... 0 

Note. For a single-member LLC that is disregarded, do not check LLC; check the appropriate box in the line above for Exemption from FATCA reporting 
0 2 -- the tax classification of the single-member owner. code Of any) C 1/l 
·c:: .5 D Other (see instructions) I> (Applies to accounts maintained outside the U.S.) a. 0 

~ 5 Address (number, street, and apt. or suite no.) Requester's name and address (optional) 
GI 61:;;; /l 1t 1> c<-t,<. E: JtV[ 0. en 

6 rJ; state, and ZIP code a, 

z,1 z. t) C a, fr/51 10ro fl e Mf} (/) 
{ 

7 List account number(s) here (optional) 

-~ , .. Taxpayer Identification Number (TIN) 
I Social security number I Enter your TIN in_ the apprnpriate box. The TIN provided must_ match the name given on line 1 to avoid 

backup w1thhold1ng. For 1nd1v1duals, this IS generally your social security number (SSN). However, for a ~ ~ ~ ~ ~ r I 
resident alien, sole proprietor, or disregarded entity, see the Part I instructions on page 3. For other 2 / {:, - S -
entities, it is your employer identification number (EIN). If you do not have a number, see How to get a ____ . 
TIN on page 3. ~o_r _____________ ~ 
Note. If the account is in more than one name, see the instructions for line 1 and the chart on page 4 for I Employer identification number 
guidelines on whose number to enter. 

Certification 
Under penalties of perjury, I certify that: 

1. The number shown on this form is my correct taxpayer identification number (or I am waiting for a number to be issued to me); and 

2. I am not subject to backup withholding because: (a) I am exempt from backup withholding, or (b) I have not been notified by the Internal Revenue 
Service (IRS) that I am subject to backup withholding as a result of a failure to report all interest or dividends, or (c) the IRS has notified me that I am 
no longer subject to backup withholding; and 

3. I am a U.S. citizen or other U.S. person (defined below); and 

4. The FATCA code(s) entered on this form (if any) indicating that I am exempt from FATCA reporting is correct. 

Certification instructions. You must cross out item 2 above if you have been notified by the IRS that you are currently subject to backup withholding 
because you have fai led to report all interest and dividends on your tax return. For real estate transactions, item 2 does not apply. For mortgage 
interest paid, acquisition or abandonment of secured property, cancellation of debt, contributions to an individual retirement arrangement (IRA), and 
generally, payments other than interest and dividends, you are not required to sign the certification, but you must provide your correct TIN. See the 
instructions on page 3. 

Sign Signature of 
Here U.S. perSOI\! 

General Instructions 
Section references are to the Internal Revenue Code unless otherwise noted. 

Future developments. Information about developments affecting Form W-9 (such 
as legislation enacted after we release it) is at www.irs.gov/fw9. 

Purpose of Form 
An individual or entity (Form W-9 requester) who is required to fi le an information 
return with the IRS must obtain your correct taxpayer identification number (TIN) 
which may be your social security number (SSN), individual taxpayer identification 
number (ITIN), adoption taxpayer identification number (ATIN), or employer 
identification number (EIN), to report on an information return the amount paid to 
you, or other amount reportable on an information return. Examples of information 
returns include, but are not limited to, the following: 

• Form 1099-INT Onterest earned or paid) 

• Form 1099-DIV (dividends, including those from stocks or mutual funds) 

• Form 1099-MISC (various types of income, prizes, awards, or gross proceeds) 

• Form 1099-B (stock or mutual fund sales and certain other transactions by 
brokers) 

• Form 1 099-S (proceeds from real estate transactions) 

• Form 1 099-K (merchant card and third party network transactions) 

Date I> 

• Form 1098 (home mortgage interest), 1098-E (student loan interest), 1098-T 
(tuition) 

• Form 1099-C (canceled debt) 

• Form 1099-A (acquisition or abandonment of secured property) 

Use Form W-9 only if you are a U.S. person (including a resident alien), to 
provide your correct TIN. 

If you do not return Form W-9 to the requester with a TIN, you might be subject 
to backup withholding. See What is backup withholding? on page 2. 

By signing the filled-out form, you: 

1. Certify that the TIN you are giving is correct (or you are waiting for a number 
to be issued), 

2. Certify that you are not subject to backup withholding, or 

3. Claim exemption from backup withholding if you are a U.S. exempt payee. If 
applicable, you are also certifying that as a U.S. person, your allocable share of 
any partnership income from a U.S. trade or business is not subject to the 
withholding tax on foreign partners' share of effectively connected income, and 

4. Certify that FATCA code(s) entered on this form (if any) indicating that you are 
exempt from the FATCA reporting , is correct. See What is FATCA reporting? on 
page 2 for further information. 
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