1300 S. Evergreen Park Drive SW
P.O. Box 47250

LE C E lVE B Olympia, WA 98504-7250

Phone: 360-664-1222

ggg !’E 3 ?@i? Fax: 360-586-1181
TTY: 360-586-8203

or

WASH UT. & TP, @GMM 1-800-416-5289
email: transportation@utc.wa.gov
HOUSEHOLD GOODS MOVING COMPANY
PERMIT APPLICATION
FOR OFFICIAL USE ONLY
Date Filed: DOL/SOS: ID: Docket #
Staff Assigned | Insurance Inspection Permit Issued THG-
Reception# 1&3% 7 111-0268-207-02 111-0268-013-20

Type of Household Goods Authority Requested — check one Fee Required

. The fee for provisional, and then $ 550

permanent authority is a one-time fee Complete pages 3-8 and Attachment A.

L Permanent authority to transfer resulting in a change in ownership or controlling $550

interest (at least six months must be served on a temporary provisional basis).
Complete pages 3-8, Attachment B as well as a closing annual report

U Permanent authority to transfer under the exceptions in VWA

$250

Complete pages 3-8 and Attachments B & C.

O Reinstatement of permit (must be flled within 30 days of cancellation, depending $250

on criteria set forth in W

50). Complete pages 3-5 and include a

statement justifying the remstatement

e — Complete pages 3-5 and Attachment D. $35

BUSINESS INFORMATION ]

Legal Name:

Trade Name, if applicable_ & C—ME. MOY NG LaRaR

Physical Address. RS | ST A-VQNUQ. N‘Op—_\fﬂl’

Mailing Address_ S A-NM €. A& OVE.

Telephone NumberQt{a) 257 32-2:!’ Fax Number877) 348 4S20
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BUSINESS INFORMATION - continued
uBl#:_ ©OR =392 =23 Email:ggm_gmmeﬁ_l_qhuﬁe_smﬁ_ Lans

usDoT#: 2~ 1S U2 (If you currently don’t have one, go online at
www.fmc {s we-registration to apply or call 360-596-3812 for assistance.)

-5 Worker’s Comp account # 33‘_-[: () 5 (a a0

1t registration number S - A IS 354 ~OD - R
nue? O No &rVes

| TYPE OF BUSINESS STRUCTURE

Department of L

Is your business registered with the Deparin

Individual O Partnership O Corporation O Other (Lp, LLP, LLC) State of Incorporation
List the name, title and percentage of partner’s share or stock distribution for major stockholders:
Name Title Stock Distribution or % of Shares

g\g:yt-;&au&mé.  awWNEL. —

Must provide a copy of a valid driver’s license or government-issued photo identification card for each person
named in the application.

1. Describe the services you wish to provide. Explain how your services will enhance customer choice,

promote competition, or fill an unmet need for service: ) [-) ws
CUSTOMERS Th S €T T
1 .

m»_ufa_MuuNCa
¥L3 Vaﬂﬁq r.am.
NG AN LaRN NG fim_ U’-lﬂi-,

3. Do yeu currently hold, or have you ever held, a permit to operate asa m or cartier of property?gsc_
No [OYes Ifyes, please indicate your permit number

4. Have you ever applied for and been denied a permit to operate as a motor carrier of property in

Washmgton? Lo bves  If yes, please explain @pllwm
ﬁ_-PD LR AIOND |

5. Do you currently operate interstate? Mes If yes, please indicate your MC#

6. Do you operate interstate as an agent of another company? mms
If yes, what is the name of the company?

2015



TYPE OF PAYMENT

NOTE: A convenience fee of 2.5% (minimum fee of $3.95) is charged by Official Payments for processing
credit card payments.

O Check [0 Money Order Amount: 5. S S8
[0 Amex CCV# (four digit code on front of card) Expiration Date:
O Discover [ Mastercard [ Visa CCV # (three digit code on back of card)

Credit Card number:

rrrrrrrrrr—1r 1 [ [ [ [ [ [ |

CERTIFICATION: I, the undersigned, under penalty for false statement, certify that the following
information is true and correct, that | am authorized to execute and file this document on behalf of the
applicant, and that all information on file is current and valid.

Company Name:; &C-™M& MDV"\JC‘. L—Q:BBK
Name (printed): LED R \A—C\QSQDQ Date: 7——“ \ O \‘2—-9 \_7

{
Signature:

If paying by credit card, you may fax your application to 360-586-1181 or scan and email to
transportation@utc.wa.gov

WASHINGTON

UTILITIES AND TRANSPORTATION
COMMISSION

2016
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7. Do you have, or have you ever had a business-related legal proceeding against you in Washington,
or in any other state? E‘No/[l'Yes If yes, please list below:

Type of Legal Proceeding

Date

State

*attach additional pages if necessary

8. Has any person named in this application ever been convicte
burglary, assault, sexual misconduct, identity theft, frau
sale, or distribution of a controlled substance? [ONo |

Yes

f any crime involving theft,

alse statements, or the manufacture,

If yes, please list below:

Type of Conviction

City/State

ppf sTEEnN)

9. Has any person named in this application, been cited for violation of state laws or Commission
rules? ONo Br7es  If yes, please list below:

Violation

ROWYWAC

\7..‘ g}s\?gxso
[ ) |
*attach additional pages if necessary

FINANCIAL STATEMENT
Complete the following financial statement or attach a balance sheet, profit and loss statement, or

business plan.

2.

-8

Assets Liabilities
Cash in Bank $ C‘L 160 Salaries/Wages Payable $ 24, 2 \3
Notes Receivable S Cﬁ Accounts Payable S 2 ‘ 1 2_5
Investments s | ,'5.00 Notes Payable $ L;é(@ 52
Other Current Assets S Q’ Mortgages Payable S ¢
Prepaid Expenses $ 3 :’7 60 TOTAL LIABLITIES s 7 394 .5
Land and Buildings s @ NET WORTH s 13 LLaS.
Trucks and Trailers $ A8 and Preferred Stock $ d!
Office Furniture s hl o0 Common Stock S 6
Other Equipment $ L\ 00 Retained Earnings $ BE 6D
Other Assets $ ' ?ﬁ Capital $ \g:c; A0
TOTAL ASSETS $ 2|.|-.‘ 1} £ 9. ©HHTOTAL LIABILITIES & NET WORTH s 2 g‘ 1o .4

2016



EQUIPMENT LIST
Describe the equipment you will own or lease to provide moving services
(attach additional sheets if necessary).
Year Make License Number Vehicle ID Number Gross Vehicle
Weight

2000 feveayTLuER.| < Sc1qF IFYA CWDe)L DXILE3R | 2 000 |
139, | Fomn os] PpZ \:3\3‘2_Ll»_'-lﬂt_’é_s Ys 10, 00D

SAFETY AND OPERATIONS

CONTROLLED SUBSTANCE AND ALCOHOL USE AND TESTING (°
S on t 40). If you operate commercial motor vehicles, your drivers must be in a Controlled

S04 an j ‘;;
Substance and Alcohol Use and Testing program. You must have an alcohol and controlled substances
testing program. Please attach evidence of your enroliment in a drug and alcohol testing program.

SAFETY RESPONSIBILITIES

List the person and position responsible for understanding and complying with the Federa r Car )
Regulations (FMCSR) and Washington State Laws and commission rules (WAC) as descrlbed below Please refer
to the WAC rules, Fact Sheets and publication “Your Guide to Achieving a Satisfactory Safety Rating” for
assistance with requirements that may apply to your specific operations

COMMERCIAL DRIVER'’S LICENSE (CDL) STANDARDS REQUIREMENT AND PENALTIES (Title 49, Code of Federal
Regulations Part 383). If you operate commercial motor vehicles, your drivers must have a valid CDL.

DRIVER QUALIFICATION REQUIREMENTS: (Title 49, Code of Federal Regulations Part 391). Each of your drivers
must meet minimum qualification requirements. You must maintain driver qualification files for each driver.

DRIVERS HOURS OF SERVICE (Title 49, Code of Federal Regulations Part 395). Each of your drivers must maintain
hours of service logs. You must maintain true and accurate hours of service records for each driver.

INSPECTION, REPAIR AND MAINTENANCE (Title 49, Code of Federal Regulations Part 396). You must
systematically inspect, repair, and maintain all motor vehicles.

PARTS AND ACCESSORIES NECESSARY FOR SAFE OPERATION (Title 49, Code of Federal Regulations Part 393). You
must maintain parts and accessories in a safe condition.

LIABILITY INSURANCE REQUIREMENTS (WAC 480-15-530). You must file and maintain proof of public liability and
proper damage insurance ($300,000 minimum coverage for vehicles under 10,000 pounds GVWR and $750,000
minimum coverage for vehicles 10,000 pounds GVWR or more)

CARGO INSURANCE REQUIREMENTS (WAC 480-15-550). You must maintain cargo insurance coverage ($10,000
for household goods transported in motor vehicles under 10,000 pounds GVWR and $20,000 for vehicles 10,000
pounds GVWR or more).

Name: Position:

___}_43 Meﬂa—&éﬁg

2015



OPERATIONAL RESPONSIBILITIES

Annual Reports and Regulatory Fees (V ). You must annually file a report of your
financial operations and pay regulatory fees.

Name: Position:

gevie N, \peksora

STATE OF WASHINGTON - = gene}al laws, rules and regulations: Individuals and companies doingbusiness in
the State of Washington must comply with the regulations of local, state, and federal agencies. Please state
the name and position of the person in your organization who will be responsible for ensuring compliance
with the laws of the State of Washington, such as, but not limited to the Department of Labor and Industries
(industrial insurance, safety, prevailing wage); Department of Licensing (vehicle and drivers licenses, business
licensing, Unified Business Identifier (UBI number), fuel permits, fuel tax; Secretary of State (corporate
registrations); Department of Transportation (over-size or over-weight permits); Department of Revenue,
Internal Revenue Service (taxes); and Employment Security.

Name: Position

CpELETens MALAGER

ormation about new household goods carriers, check here E//

if you would like to receiv

DECLARATION OF APPLICANT

| understand that filing this application does not in itself constitute authority to operate as a household
goods mover.

As the applicant for a household goods permit, | understand the responsibilities of a motor carrier and |
am in compliance with all local, state and federal regulations governing businesses, including household
goods movers, in the state of Washington.

I understand that if the commission grants my application as a new entrant | will receive temporary
authority to provide service as a household goods carrier on a provisional basis for at least six months.
During this time, the commission will evaluate whether | have met the criteria in WAC 480-15-305 to
obtain permanent authority. | also understand that | must comply with all conditions placed on my
temporary permit and that failure to do so will result in cancellation of my permit.

My employees are sufficiently trained to comply with commission rules regarding estimates, bills of
lading, rates and charges and terms and conditions of household goods moves. In addition, my
employees are sufficiently trained to comply with commission rules regarding vehicle operation,
maintenance, and all other safety requirements. My company will provide a copy of the customer survey
to each customer for whom we provide transportation service.

| understand the commission will complete a criminal background check on each person named in the
application.

| certify or declare under penalty of perjury under the laws of the State of Washington that the
information contained in this application is true and correct.

Cheryl 4. Ball CMW//@/‘ el Zls/aon fimCouny

Print namé of applicant nature of Appllcant Date and Loc
\Y

8
2015



WASHINGTON

1Tl

UTILITIES AND TRANSPORTATION
COMRUSSION

ATTACHMENT A

HOUSEHOLD GOODS STATEMENT OF SUPPORT

Your application must include at least three shipper or public statements supporting the prthosed
househald goods moving service. Shipper statements may come from persons or organizations with a

need for household goods moving services, or who support your request for a permit to prayide those
services. These forms may be copied by you as nesded.

Applicant Name: Acme Moving Labor / Kedric D. Jackson

The following must be completed by the Supporter of the applicant

Name, Title, and Business Name: Christina R. Mercado, Office Manager,
Armsirong Transportation Services — Agent for UNITED VAN LINES

Address (inciude street address, mailing address, city, state, zip, and county):

“679 Walzem Road, San Antonia, Texas 78218-1638

Phone Number: 210-7254367

Do you currently need the services of 2 residerrial household goods moving company?

T:XO Yes If yes, please describe your current moving needs:

Do yau anticipate a future need for the services of a residential household goods moving corprpany?

ng Yes If yes, pleass describe your future moving needs:

Briefly describe how granting this company a permit to provide household goods moving serjices in Washington
State will benefit you, your business, and/or your community:

Granting Acrne Moving Labor a Household Goods permit allows the residences of Washingtgn Siate the opinions of
choosing between Moving Help which is “less expensive” or Full Service Moving Service whifh is “more expensive”.

Is there anything else the Commission should consider when making a determination about Hliscompany’s application for
fa households goods permit?

i, Christina R. Mercada, have been in the Housshold Goods business for 16 years! My “Housshold Goods rience” ranges from COD &
IOADA Coordinator / Inside Sales; Natioral Accourt Customer Service Representative; Rating Clerk; Storage {Slerk, Military Moves, to Office

anager all my experience comes from working for an Intemaftional and National Moving Van Lines companiek in the United States. Moreover,
r. Jackson already has Household Goods experience-and | added 1o Mr. Jackson’s experience by teaching MrjlJackson mare about Household
ventory, High Value Inventory, ¢ing, Loading and morel

L certify (or declare) under penaliy of perjury under the laws of the state of Washington thar lkeigg)regaing is true and correct.

w ")éﬁ/j/?

aturé of Person Compléﬁtﬁg Form / Date and Lef;aﬁon
7

Caods from Superior Custormer Service, Bill OF Lading, Individual Tarifts, In

05/22/2016 Texas, San Antonio




WASH:NGTOSN

[ } ATTACHMENT A
UTILITIES AND TRANSPORTATIDN
COMMISSION

HOUSEHOLD GOODS STATEMENT OF SUPPORT

Your application must include at least three shipper or public statements supporting the proposed
household goods moving service. Shipper statements may come from persons or organizations with a
need for household goods moving services, or who support your request for a permit to provide those
services. These forms may be copied by you as needed.

Applicant Name: ]
Acme Moving Labor / Kedric Jackson

The following must bz complatad by the Supporier of the appiizan:
g 32 £ 7 Y Tne Supporier

Name, Title, and Business Name:
Teresa Hernandez Real Estate Broker, John L Scott

Address {include street address, mailing address, city, state, zip, and county):

26203 17th Ave. S., Des Moines, WA 98198

Phone Number:
206-795-9052

Do you currently need the services of a residential household goods moving company?
OdNo OYes ifyes, please describe your current moving needs:

Do you antiéipate a future need for the services of a residential househoid goads moving company?
ONo DiYes ifyes, please describe your future moving needs:

I'am a Real Estate Broker and | have clients buying and selling homes. 1 need to be able to recommend
a company that | can depend on to provide this service.

Briefly describe how granting this company a permit to provide household goods rﬁoving services in Washington
State will benefit You, your business, and/or your community:

Allowing Acme Moving Labor will provide me with a dependable, reliable, trustworthy company to assist me in
moving,

Is there anythir;g else the Commission should consider when making a determination about this company’s
application for a household goods permit?

I trust Acme Moving Labor o not only move my valuables, but to recommend them to my clients.

{ certify (or declare) under penalty of perjury under the lows of the staie of Washington that the Joregoing is frue
and correct. 2 / )

I
f
i
Y

: N 5/12/2016 - Bellevue, WA
Signatur2 of Person Completing Form e / Date and Location

2016




ATTACHMENT A

HOUSEHOLD GOODS STATEMENT OF SUPPORT
Your application must include at least three shipper or public statements supporting the proposed
household goods moving service. Shipper statements may come from persons or organizations with 2
need for household goods moving services, or who support your request for a permii to provide those
services. These forms may be copied by you as needed.

Applicant Name;

Ueme Mouirfj L abor / Vedrie Tackemm

The following must be completed by the Supporter of the applicant

Name, Title, and Business Name:

\ ~_ o P2 s
Lisa lvedt  DEfice WManager Fovst Doind Real Sl & Proper ™ Manassmenst
Address {include street address, maffing address, city, state, zip, and county): J g

jzo20 mﬁ.’,&'lét‘am E’J’Ls‘}:i Suwite A

%’t{up; WA G%573 ?‘:wa&&w&y

Phone Number:

283 -€52 - 402 53 - 2857 - 20%%

Do you currently need the services of a residential household goods rmoving company?
¥No { Yes Ifyes, please describe your current moving needs:

Do you anticipate a future need for the services of 2 residential housshold goods moving company?
C1No X Yes Ifvyes, please describe your future moving needs:

We have tlizds Who need e Serviees oF o ves1denhial w@ﬂmj (Lam:;m?
m k‘g’&f\wux bosis.

Briefly describe how granting this company a permit to provide househcld goods moving services in Washingion
State will benefit you, your business, and/or your community:

Gorranding —Hxs csm?mg Hos poanick wll give Ls andther veputable
Compand o vefer to Bun cliends.

; = — > ; — — T
Is there anything else the Commission should consider when making 2 determination about this company's
application for a household goods permit?

T, Jackseon Condueds s business Lk ‘m,-!—ﬁ%rh"a 2 a Mﬁk

l\,ew,( of prolessisnalism.

| certifv [or declare} under penalty of perjury under the laws of the state of Washington that the foregoing is true
ond correct.

SR

Signature of peYson Completing Form

S/ 12\ (Pwaﬂwp, Lo

Date and Lé‘cé'{icn

N




AYYUIENULLY GUULS STATEIMENT OF SUPPORT
Your application must include at least three shipper or public statements supporting the proposed
household goods moving service. Shipper statements may come from persons or organizations with a
need for household goods moving services, or who support your request for a permit to provide those

services. These forms may be copied by you

Y YOU as needed.

[ 3w

o)

Applicant Name:
z’—ix,CZ.me VS g bon A® cf ML DA KSoH

The following must be completed by the Supporter of the applicant

Nagn/g, Title, and Business Name:-
- d el id &) =i ot 3
=AneT  Seoxton — T he FIcme Q@:’@T (el ired

Address (include street address, mailing address, city, state, zip, and county):
/0806 LaReview G- Si/ Bt &

| A
rarewood, La. G847

Phone Number:

2053 -23p-5079

Do you currently need the services of 3 residential household goods moving company?
@No OVYes If ves, please describe your current moving neads:

Do you anticipate a fuiure need for the services of a residential household goods moving company?
@No OYes i yes, please describe vour future moving needs:

. . e . . 4] 5
State will benefit you, your business, and/or your community: reime
s —_ ; i 2o .nN S S
Hedre Sackson wovll Penelfy Ihe Communties @

. . : o~ R W yra z H =
The opPicn &% Moy/in g w T or wiThdoT o roek

-~
~
L

Brietly describe how granting this company a permit to provide household goods moving services in Washington
o

i - . 1
i/n.;z*'}"’q%o@? Qv &
<]

ccuses /755

C

Is there anything else the Commission should consider when making a determination about this company’s
feasi £ ' H % "y e i 1 0 s )t
application for a household goods permit? [1lp  Jocksen jhas move S me aobshTe e
N R N _ 3 N Y ~- ‘{'\.- - iy, A =] i i . P Lot
Amondg o T owidrnesg e PrafEssiondicn  An) oy ety Tz Detew/S

¢ i — I3 £ eV ~
F Trust My Tacksen 16 Mmobe auy OT My -Pqt.mz’? men bers /

[ certify (or declare) under penalty of perjury under the laws of the state of Washington that the foregoing is true
and correct.

/ L - / j Co i)
[ A s Zf} Q),ﬁ A5 SI132)lf Labeweod | WO
T AASY s ; i '
Signgture of Person Completing Form Date and Location
S

2016
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Alcohol Testing Form

(The instructions for completing this form are on the back of Copy 3)

STEP 1: TO BE COMPLETED BY ALCOHOL TECHNICIAN

A: Employee Name

[ A v —
B: SSN or Empleyee ID No.

C: Employer Name

Street

City, State, ZIP
DER Name and
Telephone No.

DER Name DER (Area Code & Phone Number)

D: Reason for Test: [[] Random [] Reasonable Susp. []Post-Accident (] Return to Duty [] Follow-up [_1 Pre-employment

STEP 2: TO BE COMPLETED BY EMPLOYEE

T certify that I am about to submit to aicohol testing required by U.S. Department of Transportation
regulations and that the identifying information provided on the form is true and correct.

Signature of Employee

Date Month / Day / Year

STEP 3: TO BE COMPLETED BY ALCOHOL TECHNICIAN

(If the technician conducting Lhé'scrcening test is not the same technician whe will be conducting the
confirmation test, each technician must complete their own form.) I certify that I have conducted
alcohol testing on the above named individuzal in accordance with the procedures established in the U.S.
Department of Transportation regulations, 49 CFR Part 40, that I am qualified to operate the testing
device(s) identified, and that the resulis are as recorded.

TECHNICIAN: [JBAT [JSTT DEVICE: [ SALIVA CIBREATH*  15-Minute Wait: [(JYes (I No

SCREENING TEST: (For BREATH DEVICE* write in the space below only if the testing device is not designed to print.)

Test # Testing Device Name ~ Device Serial # OR Lot # & Exp. Date  Activation Time Reading Time Result

CONFIRMATION TEST: Results MUST be affixed to each copy of this form or printed directly onto the form.

REMARKS:

ARTpoInt Labs of Seattle
2414 SW Andover St., #£-130

Company Streeﬁ&’mf*igs WASS 108
206-455-8970

Company City, State, Zip

Alcohol Technician's Company

(PRINT) Alcohol Techﬁi&ian’s Name (First, M.I., Last)

Phone Number (Area Code & Number)

Signature of Alcohol Technician Date  Month / Day / Year

STEP 4: TO BE COMPLETED BY EMPLOYEE IF TEST RESULT IS 0.02 OR HIGHER

1 certify that I have submitted to the alcohol test, the results of which are accurately recorded on this form.
1 understand that I must not drive, perform safety-sensitive duties, or operatie heavy equipment because the
results are 0.02 or greater.

Signature of Employee Date  Month / Day / Year

Form DOT F 1380 (Rev. 5/2008) OMB No. 2105-0529

~

ﬁlcovisor—Jupi ter
Serial Number* g6A621

Record No. ® PE206
May 2@ 2616

pate? .
plank Tine? 11:44:32
Blank: 9. 008 4

Test Mode® duto
Test Timeill=44=53
alcohel Contant:

0. 000 “



* lover-the-counter medications you .may have taken. Therefore, you may want to make a list of those medications for your own reoords THIS LIST IS NOT

FEDERAL DRUG TESTING CUSTODY AND CONTROL FORM

L eve
110 W. CLIFF DRIVE PAM L

(509) 755-8600 X7 » (1-877) 778-9590 PATHOLOGY ASSOCIATES - :
; sPECIMEN IDNO.  B02532581 O

STEP 1: COMPLETED BY COLLECTOR OR EMPLOYER REPRESENTATIVE ) ACCESSION NO.

A. Employer Name, Add_ress;l.D. No. . . . ‘s T ) B. MRO Name, Address, Phone No. and Fax No.

PAML - PACLAB
TVL-ALPHA-CLA

CLS:- TCL:-MSCL-KLS

FAX (509) 922-5281
_paml

C. Donor SSN or Employee 1.D. No.
D. Specify Testing Authority: [ ] HHS ] NRC [7] DOT - Specify DOT Agency: D FMCSA [ FAA [JFRA [ FTA [ PHMSA O USCG
E. Reason for Test: [] Pre-employment [ ] Random [_] Reasonable Suspicion/Cause  [_] Post Accident [ ReturntoDuty [] Follow-up E] Other (specify)

F. Drug Tests to be Performed: 7] THC, COC, PGP, OPI, AMP [C] THC & COC Only [] Other (specify)
G. Collection Site Address: ‘

Collector Phone No.

Collector Fax No.
STEP 2: COMPLETED BY COLLECTOR (make remarks when appropriaie) Collector reads specimen temperature within 4 minutes.

Temperature between 90° and 100° F? .[7] Yes  [] No, Enter Remark l Coflection: [~ Split  [] Single  [_] None Provided, Enter Remark I [] Observed, Enter Remark
REMARKS .

STEP 3: ACoIlector affixes bottle seal(s) to bottie(s). Collector dates seal(s). Donor initials seal(s). Donor completes STEP 5 on Copy 2 (MRO Copy)
STEP 4: CHAIN OF CUSTODY - INITIATED BY COLLECTCR AND COMPLETED BY TEST FACILITY

{ certify that the specimen given to me by the donor identified in the cerfification section on Copy 2 of this forn was SPECIMEN BOTTLE(S) RELEASED TO:
collected, labeled, sealed and released to the Delivery Service noted in aocordance with-applicablé Federal | requirements.
X L ) R
i ’ Signature of-Collector - = 3, ) ‘ AM E -
C A TN Sy L g e PM
PRINT) Collector’s Name ML, Last Date ay/Yr) Time of Collection Name of Deliva Service

STEP 5: COMPLETED BY DONOR
| certify that | provided my urine specimen to the collector; that | have not adulterated it in any manner; each specimen bottle used was sealed with a tamper-evrdent seal in
my presenoe and mat the lnformanon prowded on mls form and on the label affixed to each specimen boitle is wrrect ;

sl R ] f LY ;A { . .',g

i TR 2 \ - oL ey Pag s b s o Vo ¥ e e .
< RS s o - [ P I S L e e B 3 A 18 Ll }oloal o - a ‘L1 e

Signature of Donor (PRINT) Dohor's Name (First, Ml, Last)
Daytime Phone No. _( . ) . F il Evening Phone No. (/> =) temie 0 0t B0 T Date of Birth

(Mo/Day/Yr)
After the Medical Review Ofﬁcer receives the test results for the specimen identified by this form, he/she may contact you to ask about prescriptions and

NECESSARY. If you choose to make a list, do so either on a separate piece of paper or on the back.of your copy (Copy §). = DO NOT PROVIDE THIS
INFORMATION ON THE BACK OF ANY OTHER COPY OF THE FORM. TAKE COPY 5 WITH YOU.

STEP 6: COMPLETED BY MEDICAL REVIEW OFFICER - PRIMARY SPECIMEN
In accordance with applicable Federal requirements, my verification is:

[INEGATIVE (] POSITIVE for:

(I DILUTE v
[(JREFUSAL TO TEST because — check reason(s) below: [JTEST CANCELLED
[C]ADULTERATED (adulterant/reason):
[JSUBSTITUTED
[JOTHER:
REMARKS:
X [ ___
Sig of Medical Review Officer (PRINT) Medical Review Officer’s Name (First, Mi, Last) Date (Mo/Day/Yr)

STEP 7: COMPLETED BY MEDICAL REVIEW OFFICER - SPLIT SPECIMEN
In accordance with applicable Federal requirements, my verification for the split specimen (if tested) is:

] RECONFIRMED for: [ TEST CANCELLED
] FAILED TO RECONFIRM for:
REMARKS:
X / J

Signature of Medical Review Officer (PRIl m] Medical Review Officer’'s Name (First, Mi, Last) Date (Mo/Day/Yr) |
T - REORDER #0782 REV. 01/14




PAWNL Laboratories
Department of Toxicology
PO Box 2687
Spokane, WA 99220
Phone (509)755-8991 or (800)541-7891 Ext. 7
Fax (509)922-5281

Report To Taylor Collyer Client Arcpoint/DOT/MRO McGonigle

ArcPoint W Seattle/Olympic Client ID PA40408

Analysis

2414 SW Andover St #E-130

Seattle, WA 98106
Sample information
Accession # 16109387 Reason Pre-employment
Donor iD JACKSON,KEDRICK/ACME MOVING LA Location ARCPOINT SEATTLE
SSN/iD# Collected 5/20/2016 11:53
Folder # L160521N05 Received 5/21/2016 05:51
Custody ID B02532581 Reported 5/26/2016 12:11
Collector Collector Phone

Analysis Requested: DFW50N Matrix: Urine

- -~ o .-
Drua Ciacs Resuit
UTUg Liass REesSulk

-
o
-~

D0

Amphetamines NEGATIVE
Alternate Amphetamines NEGATIVE
Benzoylecgonine (Cocaine) NEGATIVE
Opiates (Codeine/Morphine) NEGATIVE
6-Monoacetyl Morphine NEGATIVE
THC (Cannabinoids 50) NEGATIVE
Phencyclidine NEGATIVE

Sampie Lommenis

500 ng/mL
500 ng/mL
150 ng/mL
2000 ng/mL
10 ng/mL
50 ng/mL
25 ng/mL

Corrected Flaw: Federal CCF used for Non-Federal Collection

Certification

Released & Printed by: Brian Bischoff Date: 5/21/2016

Corrected 16109387-23393033
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1 WASHINGTON privER LICENSE

DONOR ¥

» 3DOB sa1ss 07-09-2016

3

15Sex F 16 Hgt 5-08

17Wgt232 18 Eyes BRN

& 9 CIassA ) 9a End NONE b Exp 81'18'2018
12 Restrictions C
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dalss 11-03-2016

15Sex M 16 Hgt 6-02
17Wgt 270 18 Eyes BRN

3 Class 9a End NONE
12Restrictions NONE 40 Exp 10-21-2022
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CERTIFICATE OF LIABILITY INSURANCE

Fax: (503)967-6298

DATE (MM/DD/YYYY)

02/07/2017

THIS CERTIFICATE IS ISSUED AS A MATTER OF INFORMATION ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE HOLDER. THIS
CERTIFICATE DOES NOT AFFIRMATIVELY OR NEGATIVELY AMEND, EXTEND OR ALTER THE COVERAGE AFFORDED BY THE POLICIES
BELOW. THIS CERTIFICATE OF INSURANCE DOES NOT CONSTITUTE A CONTRACT BETWEEN THE ISSUING INSURER(S), AUTHORIZED

REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.

IMPORTANT: If the certificate holder is an ADDITIONAL INSURED, the policy(ies) must have ADDITIONAL INSURED provisions or be endorsed.
If SUBROGATION IS WAIVED, subject to the terms and conditions of the policy, certain policies may require an endorsement. A statement on
this certificate does not confer rights to the certificate holder in lieu of such endorsement(s).

PRODUCER ﬁgﬁ;{‘“ SJ MCDERMOTT
Vern Fonk Insurance Services Inc (1o Vo, Ext): 206-859-4894 1 s, No): 206-859-4899
23830 Pacific Hwy S Ste 104 ADbREss:  SamuelM@vernfonk.com
Kent, WA 98032 INSURER(S) AFFORDING COVERAGE NAIC #
insurRerRA:  SCOTTSDALE INSURANCE COMPANY
INSURED nsurere: PROGRESSIVE INSURANCE 11770
CHERYL A BALL
DBA: ACME MOVING LABOR :::EEZ::: UNDERWRITERS ST LLOYDS , LONDON
839 1STAVE N NSURER E
KENT, WA 98032 -
INSURERF :
COVERAGES CERTIFICATE NUMBER: 00000000-237011 REVISION NUMBER: 2

THIS IS TO CERTIFY THAT THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIOD
INDICATED. NOTWITHSTANDING ANY REQUIREMENT, TERM OR CONDITION OF ANY CONTRACT OR OTHER DOCUMENT WITH RESPECT TO WHICH THIS
CERTIFICATE MAY BE ISSUED OR MAY PERTAIN, THE INSURANCE AFFORDED BY THE POLICIES DESCRIBED HEREIN IS SUBJECT TO ALL THE TERMS,
EXCLUSIONS AND CONDITIONS OF SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.

INSR ADDL[SUBR|

POLICY EXP

POLICY EFF
LTR TYPE OF INSURANCE INSD | WVD POLICY NUMBER (MM/DD/YYYY) | (MM/DDIYYYY) LIMITS
A | X | COMMERCIAL GENERAL LIABILITY CPS2469990 07/11/2016 | 07/11/2017 | EACH OCCURRENCE $ 1,000,000
DAMAGE TO RENTED
| cLams-maDE OCCUR PREMISES (Ea occurence) | 100,000
MED EXP (Any one person) $ 5,000
PERSONAL & ADV INJURY | § 1,000,000
EN'L AGGREGATE LIMIT APPLIES PER: GENERAL AGGREGATE $ 2,000,000
Xleouev| 58S [ ]oc PRODUCTS -coMPIOPAGG | 5 1,000,000
OTHER: $
COMBINED SINGLE LIMIT
B | AUTOMOBILE LIABILITY 03848569-0 07/11/2016 | 07/11/2017 | (Ea accident) $ 750,000
ANY AUTO . BODILY INJURY (Per person) | $
OWNED SCHEDULED .
AUTOS ONLY X AUTOS BODILY INJURY (Per accident) | $
HIRED NON-OWNED PROPERTY DAMAGE s
AUTOS ONLY AUTOS ONLY (Per accident)
$
UMBRELLA LIAB OCCUR EACH OCCURRENCE $
EXCESS LIAB CLAIMS-MADE AGGREGATE $
DED RETENTION $ $
WORKERS COMPENSATION PER QTH-
AND EMPLOYERS' LIABILITY YIN Sthe | |2
ANY PROPRIETOR/PARTNER/EXECUTIVE E.L. EACH ACCIDENT $
OFFICER/MEMBER EXCLUDED? N/A
(Mandatory in NH) E.L DISEASE - EA EMPLOYEE $
If yes, describe under
DESCRIPTION OF OPERATIONS below E.L. DISEASE - POLICY LIMIT | $
C |cargo CK48737A16 09/27/2016 | 09/27/2017 | cargo 36,000
DESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES (ACORD 101, A Remarks Schedule, may be attached if more space is required)

CERTIFICATE HOLDER

CANCELLATION

WASHINGTON UTILITIES AND
TRANSPORTATION COMM
PO BOX 47250

OLYMPIA, WA 98504

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
THE EXPIRATION DATE THEREOF, NOTICE WILL BE DELIVERED IN
ACCORDANCE WITH THE POLICY PROVISIONS.

AUTHORIZED REPRESENTATIVE T

)/ s
/ﬁ"”“‘"’/% i (MCD)

ACORD 25 (2016/03)

© 1988-2015 ACORD CORPORATION. All rights reserved.

The ACORD name and logo are registered marks of ACORD

Printed by MCD on February 07, 2017 at 03:11PM




WASHINGTON

UTILITIES AND TRANSPORTATION CHECKLIST A ‘\ 3
COMMISSION ——— Jmﬁ\’w
Please make sure the following items are included with your Household Goods Moving
application:

New Provisional Application

B~ Completed application and fee
Register with Department of Labor & Industries

B Register with Employment Security Department

E/egister with Department of Revenue

E/Eegister with the Business Licensing Service (UBI #)

U Register with Secretary of State’s Office (if corporation)

Z}(;opy of valid driver’s license or government issued photo ID card for each person

med in the application

Evidence of enrollment in a drug and alcohol testing program, or evidence that you have
in place your own drug and alcohol testing program, if your company operates
cgmmercial vehicles and has CDL drivers. See 49 CFR 382(e) and 383.5.
Evidence of insurance - combined single limit of public liability and property damage

Z/(Eorm E) and cargo insurance (Form H).
Attachment A - Three or more completed statements of support from people in the
community supporting the proposed service

Transfer an existing household goods moving company:

Completed application and correct fee

Register with Department of Labor & Industries

Register with Employment Security Department

Register with Department of Revenue

Register with the Business Licensing Service (UBI #)

Register with Secretary of State’s Office (if corporation)

Copy of valid driver’s license or government issued photo ID card for each person

named in the application

Evidence of your enroliment in a drug and alcohol testing program, or evidence that you

have in place your own drug and alcohol testing program, if your company operates

commercial vehicles and has CDL drivers. See 49 CFR 382(e) and 383.5.

Attachments B & C, if appropriate

Closing Annual report from the current company

Evidence of insurance - combined single limit of public liability and property damage

(Form E) and cargo insurance (Form H)

O Certified statement from the applicant and the current owner explaining why the
transfer of ownership or control is necessary to ensure the company’s economic viability

QO Certified statement from the applicant and the current owner describing the steps taken
by the parties to ensure the safe operations and continuity of service to customer is
maintained
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