
 

 

NORMAN’S NURSING HOME CARE SERVICES, LLC   
CHECKLIST FOR  

INDEPENDENT CONTRACTOR’S REGISTRATION FILES 

Independent Contractor’s Name: _________________________________________________ 

Registration Date: __________ Title: _____________________________________________ 

SIDE 1 

DOCUMENTS √ Exp. Date  

 
1. Application to register 

 

  

2. Availability Record 

 

  

3. Independent Contractor’s Information Sheet 

 

  

4. Telephone Reference Check 

 

  

5. Professional Liability Insurance 

 

  

6. Proof of Authorization to Work in the USA 

 

  

7. W-9 

 

  

8. I-9 

 

  

9. Copy of Driver’s License  

 

  

10. Copy of Automobile Insurance 

 

  

11. Copy of Social Security Card 

 

  

12. Independent Contractor’s Agreement 

 

  

13. Physician Statement and Physical Examination 

 

  

14. Attestation of Compliance with Background 

Screening Requirements 

  

15. F.B.I Level II Background Screening Results 

 

  

16. Job Referral Confirmation   



 

 

First:                              M/I:  Last:    
 

Social Security #: _____-______-_____ 

Date of Birth 

Address: 

City:                            State:                                      Zip:                         Telephone:  
 

DESIRED POSITION 

EDUCATION 

High School       Name and Location of School: 

 

Years Attended  Date Graduated: 

Completed (Diploma/Degree) 

University/College 

Undergraduate 

Name & Location of School: 

 

Years Attended  Date Graduated     

Completed (Diploma/Degree)   

University/College Graduate
  

Name & Location of School: 

 

Years Attended  Date Graduated     

Completed (Diploma/Degree) 

Trade, Business or 

Correspondence School 

Name & Location of School: 

  

Years Attended  Date Graduated     

Completed (Diploma/Degree) 

EMPLOYMENT HISTORY 

Employer:                                            Job Title: 

Address:                                                           Duties: 

Phone:                                            Salary: 

 

Date From:    Date To:          Reason for Leaving: 

 

Employer:                                            Job Title: 

Address:                                                                                          Duties:  

Phone:                                                                          Salary: 

 

Date From:    Date To:          Reason for Leaving: 

 

Employer:                                            Job Title:  

Address:                                                           Duties: 

Phone:                                                           Salary: 

 

Date From:    Date To:          Reason for Leaving: 

 

 

 

Position:                                                            Date You Can Start:                                  Desired Salary:   
 

Are You Currently Employed:                                  If Employed, May We Inquire of Your Current Employer: 
 

Have You Applied to This Job Before:                     If so, where & when:  

 

APPLICATION TO REGISTER 

NORMAN’S NURSING HOME CARE SERVICES, LLC.. 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

REFERRENCE AND PRIOR EMPLOYMENT CHECK 

INDIVIDUAL CONTACTED NAME OF FIRM RESULTS OF CHECK 

   

   



 

 

 

AVAILABILITY RECORD 

Primary position desired ___________________________ 

Will you accept another position?     Yes  No  

If so, what? ______________________________________ 

Are you available to work: Weekends?  Yes  No 

        Holidays    Yes  No 

       Rotating Shifts  Yes  No  

Please Indicated Days and Hours You Are 

Available For Work (Be Specific) 

     

    

 

   

   

    

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Do you have responsibilities that would limit your 

availability? 

    Yes       No        If yes, explain ______________ 

_________________________________________ 

_________________________________________ 

_________________________________________ 

If your availability changes. It is your responsibility 

to fill in an “Availability Card” indication the 

changes. Such changes will be effective then for my 

future employment. 

____________________            ______________ 

Applicant Signature   Date 

 

DAY FROM TO 

Sunday A.M. A.M.  

P.M. P.M. 

Monday A.M.  A.M.  

P.M. P.M. 

Tuesday A.M.  A.M.  

P.M. P.M. 

Wednesday A.M. A.M. 

P.M. P.M. 

Thursday A.M. A.M. 

P.M. P.M. 

Friday A.M. A.M. 

P.M. P.M. 

Saturday A.M. A.M. 

P.M. P.M. 

 

  

 

  
  
  



 

 

AUTHORIZATION TO RELEASE INFORMATION 

I voluntarily give NORMAN’S NURSING HOME CARE SERVICES, LLC. the right to make a 

thorough investigation of my past employment and activities, and agree to cooperate in such 

investigation and release from all liability or responsibility all persons, companies or 

corporations supplying such information. I consent to take the pre-assignment physical 

examination, and such future physical examinations as may be required by NORMAN’S 

NURSING HOME CARE SERVICES, LLC. at such times and places they designate. 

I understand that I will be required to follow the policies and rules of NORMAN’S NURSING 

HOME CARE SERVICES, LLC. and that infractions of said rules may lead to termination of my 

contract. I also understand that my contract as an independent Contractor may be terminated for 

any misstatement or omission of fact appearing in this application form. 

 

________________    __________________________ 

 Date            Applicant’s Signature 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

NORMAN’S NURSING HOME CARE SERVICES, LLC. 

INDEPENDENT CONTRACTOR’S INFORMATION SHEET 

 

Name: ____________________________________________________________  

Home Telephone Number:  ( ) _______________________ 

Pager Number:  ( ) _______________________ 

Cellular Phone Number:      ( ) _______________________ 

Address: __________________________________________________________ 

  Number     Street 

 ___________________________________________________________  

City  State  Zip 

Person(s) to Contact in Case of Emergency: 

1. Name: ______________________________________________________ 

 

Relationship: _________________________________________________ 

 

Telephone number: ( ) ______________________________________ 

 

Address: _____________________________________________________ 

 ______________________________________________________ 

 ______________________________________________________ 

 

2. Name: _______________________________________________________  

 

Relationship: __________________________________________________ 

 

Telephone number: ( ) _______________________________________ 

 

Address: ______________________________________________________ 

 ______________________________________________________ 

 ______________________________________________________ 

 

Other important Contact Telephone Numbers: _________________________________ 

       _________________________________ 

       __________________________________ 



 

 

 

 

TELEPHONE REFERENCE CHECK 

Applicant’s Name: ________________________________________________________________  

   (Last)   (First)    (MI) 

Position Applied For: ______________________________________________________________ 

Person Contacted: _______________________ Position & Dept.: ___________________________ 

Date Called: _________________ 2nd Try: __________________ 3rd Try: ____________________ 

Employment Date: From: __________________________ To: _____________________________ 

Position Held: ____________________________________________________________________ 

Reason(s) for Leaving: _____________________________________________________________ 

________________________________________________________________________________ 

________________________________________________________________________________ 

Eligible for Rehire:  Yes (  )  No (  )  If No, Sate Reason(s): __________________ 

________________________________________________________________________________ 

________________________________________________________________________________ 

 

Works Well With Others: Yes (  ) No (  )  If No, State Reason(s): __________________ 

Strong Points: ____________________________________________________________________ 

Weak Points: _____________________________________________________________________ 

Attendance:  Good: (  ) Average (  ) Poor (  ) Explain: _____________________________ 

Overall Evaluation of Applicant: _____________________________________________________ 

________________________________________________________________________________ 

________________________________________________________________________________ 

Employment: Approved (  ) Position Hired For: ___________________________________ 

                       Denied (  )                 Reason: ____________________________________________ 

Comments: ______________________________________________________________________ 

________________________________________________________________________________ 

________________________________________________________________________________ 

Reference check completed by: ____________________________ Date: _____________________ 

 



 

 

 

 

 

 

 

 

 

 

 

 

PROFESSIONAL LIABILITY  

INSURANCE 
 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

PROOF OF AUTHORIZATION TO WORK IN THE 

USA (WORK PERMIT,  

US PASSPORT,  

GREENCARD/CITIZENSHIP) 
 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

SOCIAL SECURITY CARD COPY 
 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

This contract is entered into this day of ____________________________________________, by and between 

___________________________________________________________ _________________whose address is 

______________________________________ and NORMAN’S NURSING, LLC., 840 SW 81ST Avenue, Suite 

#300k, North Lauderdale, Florida 33068. 

Independent Contractor seeks to register with the company for purpose of receiving referrals to provide services as a 

Home Health Aide, Certified Nursing Assistant, Licensed Practical Nurse, or Registered Nurse. 

The Company seeks to register Independent Contractor forgiving referrals for appropriate services, based on the 

skills, training, and experience of the Independent Contractor, for the clients of the company. 

Therefore, in the consideration of the mutual promises and covenants of the parties contained in this agreement, the 

parties agree and contract as follows: 

1. I understand that I am an Independent Contractor and not an employee of NORMAN’S NURSING, LLC. I 

also understand that I register with the company for the purpose of receiving referrals involving the 

performance set forth above, and the company registers Independent Contractors to perform these services 

for the clients. 

 

2. This agreement begins on _____________________, ______________ and shall automatically be renewed 

annually unless either party advises the other in writing at least 30 days before any renewal, or there is a 

breach in any of the terms and conditions or provisions of the agreement. The company reserves the right to 

modify the agreement and notify the Independent Contractor of such. 

 

3. Independent Contractor has the absolute right to accept or refuse any referral offered by the company. 

Company has the absolute right to determine which Independent Contractor will use for a particular client. 

 

4. I understand and agree that as an Independent Contractor, I am solely responsible for all taxes on my 

earnings, including but not limited to Social Security and Self-Employment taxes. I also understand that, as 

Independent Contractor, none of the benefits, if any, that the company may provide for its employees shall 

not be available to me.   

 

5. The company will provide the Independent Contractor a copy of their form 1099, submitted to the IRS, 

under applicable Internal Revenue Code Terms or terms/provisions. 

 

6. I understand and agree that as an Independent Contractor, it is my responsibility to provide my own 

Workers Compensation coverage at my own expense. I understand and agree that as an Independent 

Contractor I am solely responsible for all injuries and related expenses and lost wages that may incur while 

working with my patients/clients. I understand and agree that as an Independent Contractor, NORMAN’S 

NURSING, LLC. does not provide me with Worker’s Compensation coverage and I will not attempt to 

hold NORMAN’S NURSING, LLC. or any of its officer liable if I fail to provide my own Worker’s 

Compensation coverage. 

7. I understand and agree that the patient and the patient only is the individual or entity that determine my 

schedule, the time I am to begin and end work, my days off, how my work is to be performed, and the 

method in which my work is done, not NORMAN’S NURSING, LLC. 

 

8. I understand and agree that the control and methods of my work is evaluated by the patient/client and not 

NORMAN’S NURSING, LLC. 

9. I understand and agree that I am not obligated to obtain work strictly from NORMAN’S NURSING, LLC., 

but may also obtain work from more than one registry. 

10. I understand and agree that NORMAN’S NURSING, LLC. does not provide me with tools to accomplish 

any of my duties for any of my patients/clients. 

INDEPENDENT CONTRACTOR’S AGREEMENT 

 



 

 

11. I understand and agree that although the patients determine my schedule, I must adhere to my job 

description as specified and acknowledge by me in my Registration folder. I also understand that I must 

inform NORMAN’S NURSING, LLC. and obtain the client’s approval before I can engage others to assist 

in the performance of service under this agreement. 

 

12. I understand and agree that I am expected to work only within the scope of my license or certification.  

 

13. I understand and agree that I must comply with NORMAN’S NURSING, LLC. rules and regulations in all 

instances as an Independent Contractor. 

 

14. I understand and agree that I must communicate problems, concerns and changes I observe with my 

patients and/or expressed by my patients to the appropriate personnel, in writing, at NORMAN’S 

NURSING, LLC. 

 

15. I understand and agree that I must respect and protect the rights of all patients I come in contact with. 

16. I understand and agree that, in order to terminate this agreement, I must notify NORMAN’S NURSING, 

LLC. in writing, no less than thirty (30) days prior to my last date of service. 

 

17. I further understand and agree that, according to Florida Statuses, the following are statements 

characteristics of how I conduct my business as an Independent Contractor. 

 

A. The Independent Contractor maintains a separate business with his or her own work facility, truck, 

equipment, materials, or similar accommodations. 

 

B. The Independent Contractor holds or has applied for a federal employer identification number, unless 

the Independent Contractor is a sole proprietor who is not required to obtain a federal employer 

identification number under state and federal requirements. 

 

C. The Independent Contractor performs or agrees to perform specific service or work for specific 

amounts of money and controls the means of performing the service or work. 

 

D. The Independent Contractor incurs the principal expenses related to the service or work that he or she 

performs or agrees to perform. 

 

E. The Independent Contractor is responsible for the satisfactory completion of work or service that he or 

she performs or agrees to perform and is or could be held liable for a failure to complete the work or 

the service. 

 

F. The Independent Contractor receives compensation for work or services performed for a commission 

or on a per job or competitive-bid basis and not on any other basis. 

 

G. The Independent Contractor receives compensation for work or services performing work or services. 

H. The Independent Contractor has continuing or recurring business liabilities or obligations. 

 

I. The success or failure of the Independent Contractor’s business depends on the relationship of business 

receipts to expenditures.  

 

18. Health Insurance Portability Accountability Act (HIPAA) 

As an Independent Contractor, I am required to protect the confidentiality of patients’ medical or health 

information. I understand that all medical, financial and personal information is confidential and I will 

protect such patient information from unauthorized viewing, discussion and disclosure.  

19. No Independent Contractor will be referred unless that Independent Contractor has complied with all 

Federal, State and Local Laws, Company Policies and Procedures, and has completed an orientation with 

the company. The Independent Contractor must continue to comply with all Laws and policies and 

procedures of the company. 



 

 

 

20. The Independent Contractor agrees not to provide service with clients of the company for 1 year after they 

discontinue providing services to the client as an Independent Contractor of NORMAN’S NURSING, LLC. 

either refers to the Independent Contractor again to the client or gives the Independent Contractor 

permission to perform the services. In the event the Independent Contractor breaches this provision, the 

Independent Contractor agrees to pay the amount of $10, 000 due immediately, in addition to being subject 

to all other terms and provisions in this agreement. 

 

21. If the Independent Contractor breaches any of the terms or terms/provisions of this agreement, the company 

has the right to terminate this agreement immediately and to pull the Independent Contractor from any 

client engagement for which the Independent Contractor is providing service. The company also has the 

right to proceed against the Independent Contractor in law or in equality for any damages caused to the 

company by breach and if the breach constitutes a criminal act against the company, to file a criminal 

action against the Independent Contractor. 

 

22. This agreement is the entire agreement between the parties and shall replace any other agreements in effect 

between the parties. 

 

23. If any terms/provisions of this agreement are found, held, or deemed to be void, unlawful, or unenforceable 

under any status or other law, the rest of the agreement shall continue in full force and effect. 

 

24. The company reserves the right to not pursue any action against the Independent Contractor for breach of 

any terms/provision of this agreement. Waiver of any breach of any term/provision of this agreement shall 

not be considered to be a waiver of any other breach nor any other terms/provision. 

 

25. This agreement shall be governed and enforced in accordance with the law of the state of Florida. 

 

26. Any notice required or permitted under this agreement may be done orally or in writing. If in writing, the 

company will send to the Independent Contractor address listed at the beginning of this agreement or the 

last address provided by the Independent Contractor. The Independent Contractor will send to NORMAN’S 

NURSING, LLC., address listed at the beginning of this agreement. 

I have read, understand and accept the above terms/provisions of this agreement. 

_____________________________________________________________________________________ 

INDEPENDENT CONTRACTOR’S SIGNATURE, TITLE, and DATE 

_____________________________________________________________________________________ 

INDEPENDENT CONTRACTOR’S PRINTED NAME 

_____________________________________________________________________________________ 

INDEPENDENT CONTRACTOR’S SOCIAL SECURITY # AND DRIVER’S LICENSE # 

___________________________________________________________________________________ 

NURSE REGISTRY ADMINISTRATOR’S SIGNATURE AND DATE 

___________________________________________________________________________________ 

NURSE REGISTRY ADMINISTRATOR’S PRINTED NAME 

NORMAN’S NURSIN, LLC. is committed to compliance with the Civil Rights requirement, pursuant to Chapter 760. F.S. 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

INSERT F.B.I. LEVEL II  

BACKGROUND SCREENING  

RESULTS 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

NORMAN’S NURSING, LLC.. 

 

INDEPENDENT CONTRACTOR’S 

 JOB PLACEMENT CONFIRMATION 

 

I. INDEPENDENT CONTRACTOR’S INFORMATION 

Name: __________________________  Placement Date: _____________________ 

Title: RN;  LPN;  C N A;  Homemaker,  Companion/Sitter (Circle One) 

Address: ______________________  Phone #: ___________________________ 

 ______________________  Pager #: ___________________________ 

Professional: License / Certification #: _____ Fla. Driver’s License #: ______________ 

Job Summary: __________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

 

II.   PATIENT INFORMATION / FACILITY INFORMATION (CIRCLE ONE) 

Name: ___________________________________ Phone#: _____________________ 

Address: ______________________________________________________________ 

______________________________________________________________ 

 

RESPONSIBLE PARTY / CONTACT PERSON (CIRCLE ONE) 

Name: _______________________________ Phone # : _______________________ 

        Alternate #:  _____________________ 

Address: _____________________________________________________________ 

_____________________________________________________________ 


