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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 health professional through 

Encore Medical Staffing.  Please fill in all blanks. 

 

 

Name: _____________________________   _________   ______________________________ 

             First          MI                      Last 

 

Address: _____________________________________________________________________ 

 

City / State: ________________________________________   Zip Code: ________________ 

 

Home Phone: ___________________________ Cell Phone: ___________________________ 

 

Email Address: _______________________________________________________________ 

 

 

Please Check One:   Registered Nurse _____   Licensed Practical Nurse ____Geriatric Nurses Asst. ____ 

               Certified Nurses Assistant ________     Home Health Aide _______  

                                          Home Sitter ______     Physical Therapist _______      Speech Therapist ______ 

               Occupational Therapist _______   Respiratory Therapist _______ 

                                          Phlebotomist______ Travel Assignments _______ Other _____________________ 

 

 

Preferred Shifts: ______      Referred By: ____________________________________ 

 

 

Employment History (Beginning with most recent) 

 

 

Name of Company: ______________________________________________________ 

 

Address: _______________________________________________________________ 

 

City / State / Zip Code: ___________________________________________________ 

 

Phone Number: _________________________________________________________ 

 

Date Worked From: ________________________ To: _________________________ 

 

Position / Duties: ________________________________________________________ 
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Name of Company: ______________________________________________________ 

 

Address: _______________________________________________________________ 

 

City / State / Zip Code: ___________________________________________________ 

 

Phone Number: _________________________________________________________ 

 

Date Worked From: _______________________ To: __________________________ 

 

Position / Duties: ________________________________________________________ 

 

 

 

Education 

 

High School: ____________________________   Yr. Grad: _____________________ 

 

City / State: _____________________________   Degree: _______________________ 

 

College: ________________________________   Yr. Grad: _____________________ 

 

City / State: _____________________________   Degree: _______________________ 

 

 

I agree to hold harmless Encore Medical Staffing, if injured on the job as an Independent 

Contractor. 

 

I assume the risk and understand that I am not covered under workers compensation or general 

and professional liability with Encore Medical Staffing insurances. 

 

 

Licensure 

 

State: _____________________   License #: _______________   Expires: __________ 

 

State: _____________________   License #: _______________   Expires: __________ 

 

Malpractice Insurance Company: __________________________________________ 

 

Policy #: __________________________   Expiration Date: _____________________ 

 

 

 

___________________________________________           _______________________ 

                    Independent Contractor                                                       Date 


