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2 Sotal setumty numbet (SSN, 8 Employer idenLAcation nurmber (EIN
Employoa n--_**._;'qnél "| Applicablo Large Employer Momber (Employor) 26-3305132 :
1 Nama of employes (frst name, meddie inbal, I3yt name) T Name of employer
NIRANJAN NAYAK RANDSTAD TECHNOLOGIES LLC
3 Street address (iInclucing apartment no ) 9 Street address (Includang room or sute no.} 10 Contact telephone number
7804 ARBORETUM DR _APT 203 3625 CUMBERLAND BLVD SUITE 600 855-594-6213
4 City or town 5 State of provinos § Country and ZIP or foregn postal code |11 City of 1own 12 State of province 13 Country and ZIP or foreign postal code
CHARLOTTE NC 28270 ATLANTA GA 303339
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7_NIRANJAN NAYAK . 22w eea1706 XX '
18 PREETI PRIYANSHI NAYAK enalerop142 X{x
19 SUBHASHREE NAYAK *he_es_B103 badl B
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Narme of employee (first name, middie Inial, last name) l Social secunty number (SSN)
NIRANIAN NAYAK ax4_*2_1706
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