
APPLICATION FOR CONTRACT OR EMPLOYMENT WITH THE REGISTRY 

Section l: Contact Information 
Last: I First: I Ml:

Address: 
CJty: I State: I Zip: 
Home Phone: I Cell Phone: I Fax: 
Email Address: 
Date of Birth: I Social Security Number: 

Section 2: Desired Employment or Contract 

Position: I Date Available to Start: 
Are you currently employed? _v _N 
If employed, may we contact your current employer{s}? _v _N 

Have you applied to our nurse registry before? _
v 

_N

If so, when? 

Section 3: Education 

Type of School Name Address/location 
Years Date 

Diploma/Degree 
At.�ended Graduated 

. High School 

College 
' 

Graduate School 

Trade, Business, 
or Specialty 

School 
Section 4: Employment/Contractual History (list in chronological order with last or present employer first)

Employer: I Job title: 
Address: 
Phone: I Duties: 
Date from: I Date to: I Salary: I Name of Supervisor: 
Reason for leaving: 
Employer: I Job title: 
Address: 
Phone: I Duties: 
Date from: I Date to: I Salary: I Name of Supervisor: 
Reason for leaving: 

Employer: l Job title:
Address: 
Phone: I Duties: 
Date from: I Date to: I Salary: I Name of Supervisor: 
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I Reason for leaving: 

Emi,lover: I Job title: 
Address: 
Phone: I Duties: 
Date from: I Date to: I Salary: I Name of Supervisor: 
Reason for leaving: 

Employer: l Jc:,b title:
Address: 
Phone: I Duties: 
Date from: I Date to: I Salary: I Name of Supervisor: 
Reason for leaving: 
If additional space fs required, please utilize the back of the application form to list additional past employers. 

Section 5: Professional Lfcense(s), RegJstration(s), and/or CertificatJon(s) 

Type License/Certification # 
. 

. 

ADDITIONAL INFORMATION: 

Date Issued 

Are you eligible to work in the United States? __ Yes __ No 

Expiration/ 
R.enew�I Date

State Issued 

· If No, why not? _____________________________ 

Are you willing to work any shift, including nights and weekends? 
Are you willing to accept a llve�I n assignment? 

_Yes __ No
__ Yes __ No

How soon following notification can you start? ___________________ _

Please indicate days and hours available to work. If you are unavailable on certain days/times, please 
indicate below as well . 
. No Preference _______ _ 
Monday 
Tuesday 
Wednesday 
Thursday 
Friday 
Saturday 
Sunday 

Have you ever been convicted of a crime? __ Yes No 
If yes, explain number of conviction(s}, nature of offense(s} leading to conviction(s ), how recently such 
offense(s) was/were committed, sentence(s) imposed, and type of rehabilitation: 

Have you had a break in providing services under your license or 
certification for greater than 90 days? 

_Yes _No _N/A 
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APPENDIX A: INDEPENDENT CONTRACTOR PAYMENT SCHEDULE 

PRIVATE CLIENT HOME-PER VISIT RATE: 

RN 

LPN 

---------�--------�--------� 

Recertification/ �lgn Up/111jtial Evaluation 
Regular Client Visit" Re-,assessnient or 

... � 
�.� -

REFERRAL TO FACILITY, AGENCY, OR HEALTHCARE ENTITY-PER VISIT RATE: 

RN 

LPN 

'. Sign Up/Initial' Evaluation 
Visit 

CLIENT VISITS TO PROVIDE SERVICES-PER HOUR RATE: 

Regular Client Visit 
Recertification/ 

Re-assessment or 
Discharge 

Private Client Home Referral to Facility, Agency, or 
Healthcare Entity 

HHA/CNA 

Homemaker/Companion 

Contractor Name (Print) Date 

Contractor Signature Date 

Admlnistrator/Designee Signature Date 
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• Medications ordered by the physician or health care professional with prescriptive
authority to be given "as needed", unless the order is written with specific parameters
that predude independent judgment on the part of the unlicensed person, and at the
request of a competent client.

• Medication for which the time of administration, the amount, the strength of dosage,
the method of administration, or the reason for administration requires judgment or
discretion on the part of the unlicensed person.

• The home health aide and CNA may also provide the following assistance with self•admlnistered
medication, as needed by the client:

• Prepare necessary Items such as juice, water, cups, or spoons to assist the client in the
self-administration of medication;

• Open and close the medication container or tear the foil of prepackaged medications;
• Assist the resident in the self-administration process. Examples of such assistance

include the steadying of the arm, hand, or other parts of the client's body so as to allow
the self•administration of medication;

• Assist the client by placing unused doses of solid medication back into the medication
container.

• The home health aide or CNA may not change sterile dressings, irrigate body cavities such as
giving an enema, irrigate a colostomy or wound, perform a gastric irrigation or enteral feeding,
catheterize a client, administer medication, apply heat by any method, care for a tracheotomy
tube, nor provide any personal health service which has not been included in the service
provision plan.

• Adheres to standard precautions.
• Additional duties as assigned.
• Abides by the registry's Code of Conduct.
• Maintains client confidentiality per registry policy and federal privacy laws regarding the use and

disclosure of client's protected health information.

By my signature below, I acknowledge and accept the responsibilities of this position. 

Sfgnature _________________ _ Date _____ _ 
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INDEPENDENT CONTRACTOR AGREEMENT 

This independent contractor agreement {hereinafter referred to as "the Agceemenf'lls-mfil.fg_and �ntered 
into this day, _____________ _, by and between ALL VIP CARE, INC. a Florida 
corporation and licensed nurse registry (hereinafter referred to as "Company''), and 

SS# __________________ __, (hereinafter referred to as "Contractor''). 

WHEREAS, "Nurse registry," per 400.462(21), F.S., means any person that procures, offers, promises, or 
attempts to secure healthcare-related contracts for registered nurses, licensed practical nurses, certified 
nursing assistants, home health aides, companions, or homemakers, who are compensated by fees as 
independent contractors, Including, but not limited to, contracts for the provision of services to clients and 
contracts to provide private duty or staffing services to health care facilities licensed under chapter 395 or 
this chapter or other business entities. 

WHEREAS, "Staffing services," per 400.462 (29) F.S., means services provided to a health care facility, school, 
or other business entity on a temporary or school-year basis pursuant to a written contract by licensed health 
care personnel and by certified nursing assistants and home health aides who are employed by, or work 
under the auspices of, a licensed home health agency or who are registered with a licensed nurse registry. 
WHEREAS, Company desires to contract with said Contractor to perform services in accordance with the 
terms of this Agreement. 

WHEREAS, Company hereby contracts with Contractor to fulfill the following Indicated position as an 
independent contractor of the nurse registry: 

_Registered Nurse 
_Licensed Practical Nurse 
_Home Health Aide 

_Certified Nursing Assistant 
_Homemaker/Companion 

NOW, THEREFORE, In consideration of these premises, mutual promises, covenants terms and conditions 
contained herein, and other good and valuable considerations, the parties acknowledge the receipt and 
sufficiency of which, the parties agree as follows: 

CONTRACTOR APPOINTMENT 
Said duties will be carried out in accordance with all applicable law and regulation as well as applicable nurse 
registry policy and procedure. Job responsibilities are specified In Contractor's job description for the 
position Indicated above. Contractor must continually meet all personnel qualifications, as set forth in said 
Job description as well as applicable state and federal law and regulation. Contractor does hereby attest that 
he/she is licensed or certified In the State of Florida (if required for the position) and that he/she shall notify 
Company of any change, modification, disciplinary action or any event that may otherwise affect the validity, 
active status, or impair in any manner the underlying license or certification of said Contractor. Contractor 
hereby accepts such appointment and is willing to perform these services in accordance with the terms 
hereinafter set forth. Contractor shall provide services to clients in private homes or healthcare facilities, 
agencies or other organizations to which the registry refers the services of Contractor at such times and at 
such places specified by Company in its relationships with those individuals or organizations. 
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D Vietnam Era Veteran 
D Disabled Veteran 

RECEIPT OF INFORMATION: Initials:. ___ _ 

I attest that I have been provided with information regarding the operation of this nurse registry applicable to 
my contractual obligation. This information included a review of daily business operations, policy and 
procedure, client services, documentation requirements, contractual obligations, and the mission, vision, and 
values of the nurse registry. I have read and understand the policies and procedures of the nurse registry and 
have had the opportunity to have all of my concerns and/or questions resolved to my complete satisfaction. I 
understand that nurse registry policies and procedures, including personnel policies, may be modified and that 
they are not intended to be a guarantee of my continued contractual relationship with the nurse registry. I will 
abide by all policies at all times and will not amend or compromise these policies under any circumstances. I 
understand that failure to comply with nurse registry policy is grounds for termination of my contract with the 
nurse registry. 

TRANSPORTATION RESPONSIBILITY: Initials: ___ _ 

I attest that I have reliable transportation to be used for travel to and from client assignments. I further 
understand that I am responsible for maintaining and submitting proof of automobile insurance that minimally 
meets state requirements for insurance, if I intend to utilize my own vehicle as means for transportation. 

RECEIPT OF PERSONAL PROTECTIVE EQUIPMENT: Initials:. ___ _ 

I understand the hazards of my position with the nurse registry. I attest that I have been properly instructed in 
the use of personal protective equipment (PPE) and that the nurse registry has supplied me with appropriate 
PPE, as applicable to my position with the nurse registry. I agree that, as a condition of my contract, I am 
required to follow the established protocols for the use of PPE while providing client care and services. 

STATEMENT OF COMMITMENT: Initials:. ___ _ 

In compliance with the nurse registry's policies and procedures, I agree to abide by the following guidelines: 
• I agree to wear my identification during assignment.
■ I will carry my professional license or certification with me at all times during working hours at a health

care facility and agree to produce such a record for review by the health care facility, upon request.
• I will always maintain professionalism in the home to which I am referred or the facility or business to

which I am referred.
• I will contact the nurse registry regarding any areas of discrepancy between the assignment and my

ability to carry out that assignment (whether it is in a private home or facility/agency). I will also
contact the nurse registry if I identify any discrepancy between the assignment and the care needs of
the client.

• I will not accept any money or gifts from the client/caregiver. I will receive payment for services
rendered directly from the nurse·registry and not from the clients to whom I provide services.

• I will notify the nurse registry if I am unable to arrive for my assignment at the scheduled time or if I
am unable to meet my assignment commitment. I understand that the nurse registry will contact the
client/caregiver or facility to make alternative arrangements. I also understand that not notifying the
nurse registry is grounds for termination of my contract.

• I will not make or accept personal telephone calls at the client's home.
• I will not smoke at the client's home.
• I will not send anyone else to the client's home to complete my assignment and I will not take anyone

with me to the client's home to assist me in completing my assignment. I acknowledge that violation
of this policy is grounds for termination of my contract.

• I will accept assignments on a case-by-case basis and I may accept or reject any assignment offered by
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Criminal offenses found In section 408.809(4), F.S. 

(a) Any authorizing statutes, If the offense was a felony.

(b) This chapter, if the offense was a felony.

(c) Section 409.920, relating to Medicaid provider fraud.

(d) Section 409,9201, relating to Medicaid fraud.

( e) Section 7 41.28, relating to domestic violence.

(fl Section 777.04, relating to attempts, sollcitatlon, and 
conspiracy to commit an offense listed In this subsection. 

(g) Section 817.034, relating to fraudulent acts through
mall, wire, radio, electromagnetic, photoelectronic, or 
photooptlcal systems.

(h) Section 817.234, relating to false and fraudulent
insurance claims.

(I) Section 817.481, relating to obtaining goods by using a
false or expired c redit card or other credit device, if the
offense was a felony.

0) Section 817.50, relating to fraudulently obtaining goods
or services from a health care provider.

(k) Section 817.505, relating to patient brokering.

(I) Section 817.568, relating to criminal use of personal
identification information.

(m) Section 817.60, relating to obtaining a credit card
through fraudulent means.

(n) Section 817.61, relating to fraudulent use of credit cards, if
the offense was a felony.

(o) Section 831.01, relating to forgery.

(p) Section 831.02, relating to uttering forged Instruments.

(q) Section 831.07, relating to forging bank bills, checks,
drafts, or promissory notes.

(r) Section 831.09, relating to uttering forged bank bills, 
checks, drafts, or promissory notes.

(s) Section 831,30, relating to fraud in obtaining medicinal
drugs.

(t) Section 831.31, relating to the sale, manufacture,
delivery, or possession with the Intent to sell, manufacture,
or deliver any counterfeit controlled substance, if the offense
was a felony

(u) Section 895.03. relating to racketeering and collection of
unlawful debts.

(v) Section 896.101, relating to the Florida Money
Laundering Act.

D I have been granted an Exemption from Disqualification through the Agency for Healthcare 
Administration (AHCA). 

Date of Decision: 
------------

□ I have been granted an Exemption from Disqualification through the Florida Department of Health.

Date of Decision: 
------------

*"'A copy of the Exemption from Disqualification decision letter must be attached** 

If you are also using this form to provide evidence of prior Level 2 screening (fingerprinting) in 
the last 5 years and have not been unemployed for more than 90 days, please provide the 
following information. A copy of the prior screening results must be attached.

Purpose of Prior Screening: ____________________ _ 
Screening conducted by: 

□ Agency for Healthcare Administration
D Department of Health
D Agency for Persons with Disabilities

AHCA Form# 3100-0008, January 2017 
Page 3 of 4 

Date of Prior Screening: ___ _ 

D Department of Elder Affairs 
0 Department of Financial Services 
D Department of Children and Families 

Rule 59A-35.090, F.A.C 
Form avc1ilable at: http://ahca.myflorida.com/BackgroundScreeninq 





Form W-9 Request for Taxpayer Give Form to the 

(Rev. October 2018) Identification Number and Certification requester. Do not 
Department of the Treasury send to the IRS. 
Internal Revenue Service ► Go to www.irs.gov/FormW9 for Instructions and the latest Information.

1 Name (as shown on your Income tax return). Name Is required on this line; do not leave this line blank. 

2 Business mime/disregarded entity name, If different from above 

c,; 3 Check appropriate box for federal tax classification of the person whose name is entered on line 1. Check only one of the 4 Exemptions (codes apply only to 
following seven boxes. certain entitles, not Individuals; see 

l! instructions on page 3):
C: 0 lndlviduaVsole proprietor or 0 C Corporation 0 S Corporation 0 Partnership 0 TrusVestate 
0 

• (I) single-member LLC Exempt payee code (if any) 

ii 0 Limited liability company. Enter the tax classlficatlon (C=C corporation, S=eS corporation, P=Partnershlp) ► 

is I 
Note: Check the appropriate box in the line above for the tax classification of the single-member owner. Do not check Exemption from FATCA reporting 

i.s 
LLC if the LLC is classified as a single-member LLC that Is disregarded from the owner unless the owner of the LLC Is code QI any)another LLC that Is not disregarded from the owner for U.S. federal tax purposes. Otherwise, a single-member LLC that 

a.� Is disregarded from the owner should check the appropriate box for the tax classification of Its owner. 

J
0 Other (see Instructions) ► (Applies to accounts maintained outside the U.S.) 

5 Address (number, street, and apt. or suite no,) See Instructions. Requester's name and address (optional) 

6 City, state, and ZIP code 

7 List account number(s) here (optional) 

limLH Taxpayer Identification Number {TIN) 
I Social security number I Enter your TIN In the app!opri�te box. !he TIN provided must match t�e name given on line 1 to avoid 

backup withholding. For mdlvIduals, this Is generally your social security number (SSN). However, for a 
resident alien, sole proprietor, or disregarded entity, see the instructions for Part I, later. For other 
entitles, It Is your employer Identification number (EIN). If you do not have a number, see How to get a 
TIN, later. 

ITIJ -[D -I I I I I 
or 

Note: If the account Is In more than one name, see the instructions for line 1. Also see What Name and
Number To Give the Requester for guidelines on whose number to enter. 

I Employer Identification number 

Certification 
Under penalties of perjury, I certify that: 
1. The number shown on this form Is my correct taxpayer Identification number (or I am waiting for a number to be issued to me); and
2. I am not subject to backup withholding because: (a) I am exempt from backup withholding, or (b) I have not been notified by the Internal Revenue

Service (IRS) that I am subject to backup withholding as a result of a failure to report all interest or dividends, or (c) the IRS has notified me that I am
no longer subject to backup withholding; and

3. I am a U.S. citizen or other U.S. person (defined below); and
4. The FATCA code(s) entered on this form (If any) Indicating that I am exempt from FATCA reporting is correct.
Certification instructions. You must cross out Item 2 above if you have been notified by the IRS that you are currently subject to backup withholding because 
you have failed to report all Interest and dividends on your tax return. For real estate transactions, Item 2 does not apply. For mortgage Interest paid, 
acquisition or abandonment of secured property, cancellation of debt, contributions to an Individual retirement arrangement �RA), and generally, payments 
other than interest and dividends, you are not required to sign the certification, but you must provide your correct TIN. See the instructions for Part II, later. 

Sign 
Here 

Signature of 
U.S. person► 

General Instructions 

Section references are to the Internal Revenue Code unless otherwise 
noted. 
Future developments. For the latest Information about developments 
related to Form W-9 and Its Instructions, such as legislation enacted 
after they were published, go to www.lrs.gov/FormW9.

Purpose of Form 
An Individual or entity (Form W-9 requester) who Is required to file an 
Information return with the IRS must obtain your correct taxpayer 
identification number (flN) which may be your social security number 
(SSN), Individual taxpayer Identification number (ITIN), adoption 
taxpayer Identification number (ATIN), or employer identification number 
(EIN), to report on an Information return the amount paid to you, or other 
amount reportable on an information return. Examples of Information 
returns Include, but are not limited to, the following. 
• Form 1099-INT (Interest earned or paid)

Cat. No. 10231X

Date► 

• Form 1099-DIV (dividends, Including those from stocks or mutual
funds)
• Form 1099-MISC (various types of Income, prizes, awards, or gross
proceeds)
• Form 1099-B (stock or mutual fund sales and certain other
transactions by brokers)
• Form 1099-S (proceeds from real estate transactions)
• Form 1099-K (merchant card and third party network transactions)
• Form 1098 (home mortgage Interest), 1098-E (student loan Interest),
1098-T (tuition)
• Form 1099-C (canceled debt)
• Form 1099-A (acquisition or abandonment of secured property)

Use Form W-9 only if you are a U.S. person (Including a resident
alien), to provide your correct TIN. 

If you do not return Form W-9 to the requester with a TIN, you might
be subject to backup withholding. See What Is backup withholding, 
later. 

Form W-9 (Rev.10-2018) 
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