
Independent Contractor Information

Instructions: This form is a professional document and must be completed with true and accurate information.  
The information provided may, upon request, be furnished to those facilities receiving services from a contract 
health professional through Encore Medical Staffing, Inc.  Please fill in all blanks.  

 
  

.   

Name: 
First Middle Last

Address: 

City/State: 

Home Phone: 

Zip Code: 
Cell Phone: 

Email Address: Referred By: 

Preferred Shifts: 

Name of Company: 

Employment History (Beginning with most recent) 

Address: 

City/State/Zip Code: 

Phone Number: 

Date Worked From: To: 

Position/Duties: 

Please check one:  Registered Nurse           Licensed Practical Nurse            Cretified Nursing Assistant
                                      Home Health Aide/Sitter             Respiratory Therapist            Physical Therapist
                                      Occupational Therapist 

Name of Company: 

Address: 

City/State/Zip Code: 

Phone Number: 

Date Worked From: To: 

Position/Duties: 



 
  

.   

High School: Yr. Grad: 

City/State: Degree: 

State: 

Malpractice Ins. Company: 

Policy #: 

Signature and Title 

Name of Company: 

Address: 

City/State/Zip Code: 

Phone Number: 

Date Worked From: To: 

Position/Duties: 

Education 

College: Yr. Grad: 

City/State: Degree: 

College: Yr. Grad: 

City/State: Degree: 

Licensure
License #: Expires: 

License #: Expires: State: 

Expiration Date: 

Date


