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RQNSI requil'es all contracted nurses to provide cun'ent documentation in older to be considered

fol employment. Your application rvill not be considered if your credentials are not included.
Please subn-rit copies of the follorvin-u alorrg u'ith your application:

1. Nursing iicense(s)
2. Nursin-s Liability Insurance (if applicable)
3. Driver's License
4. Social Securit,viPermallent Resident Card
,5. Cal Instirance
6. CPR
7. TBiChest X-r'ay (no older than I year)
8. Physical Exam (no older than I year)
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RN APPLICANT OUESTIONNAIRE

Name: Date:

l. Have you w'orked in homecare beforc?
2. How lon-u have you been a RN?
3. Would you like full time or paft time?
4. Alc your IV certified?

-5. Hor,v far arc you r.villing to travel?
6. Do you prefer days or evenings?
7. Do you have a cut off time?
8. Have you ever wolked in critical care betbre?
9. Will you be able to give a weekly schedule?
10. Do you have any personal/medical issues that would require you to be unavailable for an

extended period of time in the next 12 months? If yes, please explain:

I i. Have you ever inserted a midiine?
12. Have you ever placed an IV?
13. How good ale you u,ith periphelal sticks on a scale of l-10?
14. Do you have pediatric experience?
15. Are you bilingual?
16. Do you have any issucs with childcare?
17. Do you have all the following credentials that are REQUIRED for employment:
Nursing License, CPR, Physical, Driver's license, Auto Ins., SSN, PPD, Hep B, Nurse Liability
Ins.,and Workers Compensation (You will not be considered for employment if you do not have

these documents)?
18. Have you ever access or deaccess ports?
19. Have you used the cadd prism pumps or any pumps?
20. Have you done PICC/Central line dressing changes?.

21. Are you familiar rvith thc Eclipse Ball?
22. Do you have any of the following certifications: (circle all that apply)
CRNI, CCRN, PICC LINE, CHEMO, ACLS, ANd PALS?
If not, is there any reason rvhy?

23. What areas are you willing to travel to? (speciSr)
24.In what state(s) do you cumently have a nursing license?
25. How late can we call you in the evenings?
26. Reason for transitioning to homecare:
27. Are you familiar with collecting lab draws and procedures?
28. Are you ok with supplyin-u your own health benefits?
29.Do you understand that we hire 1099 sub-contracted nurses only and you will bc lesponsible
for your own taxes?
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Name:

APPLICATION FOR EMPLOYMENT

DOB _ SS#
Current Address:

Cit)- State Zip
\\'olk:Telepltone Nuutber: Home,

Pager:

( ellular:
Emergencl-:

Emergency contact:
Date available to start
Availability
Ret-erred by:

PLEASE LIST THREE PERSONAL REFERENCES. not related.vou
Narrre: Address
Name:
Narne:

Address
Address

Phone
Phone
Phone

EDUCATION:

LICENSURE:

( it1/State llo/Yl graduated l)egree

State
State.

State.

State

License Nuurber
License Nurnber
License Number
License Number

Expires
Expires
Expires
Expires

Have you ever had any disciplinalv action against your license(s) YES NO
Ifyes, please explain:

Have you ever been convicted of a felony? YES NO
If YES, please explain.

CERTIFICATIONS: (please circle) AACN ACLS ACLS INSTRUCTOR BAILOON PUMP

BLS INSTRUCTOR PICC CCRN CEN CASE MANAGER CLINICAL EDU/SPEC PALS

CHEMO ONCOLOGY OSTOMY

CPR Expkation: ACLS Expiration.
MALPRACTICE/LIABILITY INSURANCE:Policy# _Company Expires

I7
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Employment Historv (Please list in order rvith the most resent first):

Facilitv
Address

Date Employed: From
Unit

Street

P""tro,

City
Reason for leaving:

Contact NaneA{unber

zip
To

Facility
Address

Street
Date Enrployed: Frorn
Unit Position

( ih'
Reason tbl leaving:

Contact Narne,Nrunber

7.ip

To

Facility
Address

Citl
Reason tbr leavilg:

Position Contact Name,Nunber

I certil\: that the foregoing atls\vers to be tnre to all questions in this application to the best of urv kt.tou'1ed-se.

Untrue or oilissions of material thcts nrav be cause lbr terutination.
Sigruture: Date

State zip
Date Employed: From
Unit

To
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TO:
FROM:
Fax:
Date.
Pages.

The individual named below has applied for a position at Royal Quality Ntrrsing Seruices, Inc.
Your name has been given as a previous or current employer. We would appreciate your
completion of the attached seruice letter. Any information given to Lrs concerning this individual
will be held in strict confidence.

We appreciate your cooperation. Should you have any questions please feel free to contact the
offrce directly at 302-325-31 10. Please retur:n this form by fax at 302-325-31 14. Thank you.

I authorize the release of all
compliance rvith 19 Del. C.

information needed
$708.

to complete the attached service letter in

Print Name: Date:

Signature:

FAX CONFIDENTIALITY DISCLAiMER

This message is confldential and is intended only lbr the named recipient(s) and may contain infonlation that is
privileged or exelltpt fiom disclosure under applicable law. If .vou are ilot the htended recipient(s), you are notified
that the dissemination or copying of this message is strictly prohibited. If you have received this message in error. or

are not the named recipient(s), please notifu the sender irmnediately and discard this fax. Thank yott

t9
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SERVICE LETTER

The provisions of 19 Del. C. $708 require that we obtain a service letter from you as an employer
or fotmer employer of the person named below. The provisions of 19 Del. C. $70S also require
any employer who receives a request for a seruice letter to provide the information on this form
within ten ( l0) business days from receipt of the request. This law plovides for penalties of S 1,000
- $5,000 for failing to disclose all applicable and available truthful information known to the
employer.

TO BE COMPLETED BY EMPLOYER REQUESTING SERVICE LETTER.

Name of Business/Employer requesting seruice letter: Royal Quality Nursing Seryices, Inc.

Address of Business/Employer'. 223 Riveredge Drive, New Castle, DE 19720

Type of Business of Employer requesting seruice letter: Health Care Facility

Name of applicant:

Social Security Number:

Dates of Employment: From:

TO BE COMPLETED BY EMPLOYER RECEI\'ING SERVICE LETTER REQTTEST.

The above-named person has applied for employmentilicensure with our organization. The
applicant indicated on his/her application that sihe was or is employed by you and has signed an

authorization and release form that permits you to truthfully answer these questions without
liability.

l. Complete Name of Business/Ernployer:

Address of Business/Employer.

Type of Business:

2. Dates of Service for employee: From: To:

If this information is not available, please explain:

3. Please answer the following questions:

A. Type of service performed by the person during the course of his/her
employment (Please Check One).

The employee was directly involved on a daily or fi'equent basis

providing serice s and/or ca1'e to clients/patients/residents/children.

The employee was not directly involved providing services andlor

care to clients/patients/residents/children on a daily or fiequent basis, but did
occasionally provide some care and/or services.

The employee did not provide services and/or care to clients/

patients/residents/children, but did have some contact with them.

To:



_ The employee had no contact with clients/patients/residents/children.

_ This information is not available. (Please Explain.)

B. Reason fbl separation fi'om service (Please check one).

Laid-off _ Resigned _ Resigned in lieu of dischargc

_Discharged_ Abandoned Position _ Other (Specify)

Information not available (Explain)

C. Information relating to employee's performance (please check all statements
which apply to this person and circle actionls taken.)

The employee was counselled, walrled, reprimanded, suspended or
discharged as a result of reasonably substantiated incidents involving his/her
violent behavior or threats of violence in the workplace.

_ The employee was counselled, warned, reprimanded, suspended or

discharged as a result of reasonably substantiated incidents involving abuse of
patients/c lients/residents/children.

The employee was counselled, waraled, reprimanded, suspended or
discharged as a result of reasonably substantiated incidents involving
negligence/neglect of patients/clients/residents/children.

_ The employee was never counselled, walaled, reprimanded, suspended or
discharged as a result of reasonably substantiated incidents involving violent
behavior in the workplace, abuse or negligence/neglect of
patients/c lients/residents/children.

_ Not applicable to this employee. (Please Explain.)

4. (Optional) I u,ould rehire this individual yes _no

I herebl' srvear/affirm that the information provided aboye is a full and complete disclosure of the facts required, and that
the information is true and correct to the best of m1- knorvledge and belief.

Printed narne

Title of person completing fonn

Si_cuature
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Emplovrnent Eligibilit,v Verifi cation
Department of Homelancl Security

U.S. Citizenship and Irrunigration Sen.iccs

USCIS
Fornr I-9

()l1R No. I (r l5-0{147
Expires 0l{;3 l/2() l9

> START HERE: Read instructiorrs carefully before completing this torm. The instructions must be avaitable, either in paper or electronically,
durang completion of this form. Employers are liable for errors in the completion of this form.

ANTI'DISCRIMINATION NOTICE; lt is illegalto discrirninate against lvork-authorized individuats. Emfloyers CANNOT specify which
document(s) an employee may present to establish ernployment authorization and identity. The refusal to hire or continue to employ
an individual because the documentation presented has a future expiration date may also constitute lllegal dtscrimination.

I am aware that federal law provides for imprisonment and/or fines for false statements or use of false document$ in
connection with the completion of this form.

I attest, under penalty of perjury, that I am (check one of the following boxes);

f] S. a laMul permanent resirient (AIien Regiskatron Number/USCIS Number):

f, +. nn alien authorized to vrork until (expiration date, if applicable, mm/ddiyyyy):

Some aliens may write "N/A" in the expiraiion date fietd. (See tnstructions)

Aliens authorized to work must provide onty one of the following docutlent nunbers to complete Form l'9:
An Atien Registration Number/llSClS Number OR Form l-94 Admission Number OR Foreign Passporf Number.

1. Alien Registration Number/USCIS Number:

OR
2. Form l-94 Aclmission Number:

OR
3. Foreign Passport Number:

Country of lssuance:

QR Code - Setion 1

Do Not Write ln This Space

Section 1. Employee lnformation and Attestation (Emptoyees must comptete and sign Secilbn 1 of Farm t-g ,, trt",
than the first dey of employment, but not before accepting a job offer.)

Last Name (Family Name) First Name (Given Name) Middle lnitial Other Last Names Used (rf anyJ

Ac{rjr'ess {Street Number and Name) Ap1. Number City or Town State ZIP Code

Date of Birih (mm/cid/yyyy) U.S. Social Security Number

i-l-n m ml
Employee's E-mail Address Employee's Telephone Number

I t. n citizen of the United States

f Z. n noncilizen national of the United States (See instructicns)

Pieparer andlor Translator Certification (check one):

I f Oi,l not use a preparer or translaror. [-l A preparer{s) anrilor translator(s) assisted the employee in compieting Section 1'

1nerus below must be completed and signed when preparers and/or translators assisf an employee in completing Section 1.)

n of Section 1 of this form and that to the best of my

knowledge the information is true and correct.

22

Employer Canp{etar llext Page

Firsl Name (Given Name)

Signature of Preparer or Translator

Last Nanie (Family Name)

Addre ss (Streei Nrmbe r and l'lame)

Fomr l-9 O1i1'7i1'1 \
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Employment Eligibility Yerification
Department of Honreland Security

U.S. Citizenship arrd Inrmigration Services

USCIS
Form I-9

Ol\{B No. 1615-0047
E.rpiles Ot3/j l/2019

Section 2. Employer or Authorized Representative Review and Verification
(Employers or their authorized representative must complete and sign Secllon 2 within 3 busrhess days of the employee's fir9t day of effiplayment. You

must physicaily examine one document from List A OR e combination af one document from List B and one document trotn Llst C as listed an the "Lists

of Acceptable Docu ne nts. ")

Employee lnfo {rom Seetion 1
Last Name (Family Natne) irst Name (Given Name) M.t Citizenship/l mmigration St6tus

st AND List

Document TiIle Document Title Docunrenl Title

lssuing Authority lssuing Authority lssuing Authority

Document Number Docunrent Nunrber Document Number

Expiration Dale ( if a n y) ( rn n /clcliy y y y) Expiration Dale {if any)(ntm/dd/yyyy) Expiration Date (if any)(mm/dd/yyyy)

Document Tiiie

Additional lnformation QRCode-Seclions2&3
Do Not Wrila ln This Spac€lssL'ing Authority

Document Number

Expiration Dale (if any){mm/dd/yyyy)

Dooument Title

lssuing Authority

Document Number

Exprration D ate (if a ny) (tttm/ctdiy y y y)

ldentity ancl Employment Authorization

The employee's first day of ernployment (mm/dd/yWfi:

ldentity Employment Authorization

(See instructions for exemptiofis)

Certification: I attest, under penalty of perjury, that (1) I have examined the document(s) presented by the above-named employee,

(2) the above-listed document(s) a jpear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the

employee is authorized to work in the United States.

Signature of Employer or Authorized Representative Today's Dale (mm/dd/YYYY) Title of Employer o!" Authorized Representative

Last Name of Employer or Au',horized Representative First Name of Employer or Authorized Representative Employer's Business or Organization Name

Ernployeis Business or O!'ganization Address {Street Number and Name) City 0f Town Staie ZIP Code

ffies [o be compteted and signed by eygtayelglsutlglE! rrglesentative.)
B, Date of Rehire (lf

First Name (Given I'lame)

ion has exPired, Provide

nuing employment authorization in the space provided below'

or recelpt that establishes

Expiration Date (if anyj (r,tm/dd/yyyy)

Name of Employer or Authorized RepresentativeTociay'5 Dale (mmldd/YYYY)Signature of Employer or Authorized Representative

'oo* i" the United States, and if

the employee presented document(s), the documentli) I trave eiamined appear to be genuine and to relate to the individual'

Forrn l-9 f)7. I 7il 7 N 23
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LISTS OF ACCEPTABLE DOCUMENTS
All documents must be UNEXPIRED

Employees may present one selection from List A
or a combination of one selection from List B and one selection from List C.

Examples of many of these documents appear in Part 13 of the Handbook for Employers (M-274).

Refer to the instructions for more information about acceptable receipts.

LIST A

Documents that Establish
Both ldentity and

EmploymentAuthorization OR

LIST B

Documents that Establish
ldentity

LIST C

Documents that Establish
Empl oyment Authorization

AND

,. U.S. Passport or U.S. Passport Card 1. Driver's license or lD card issued by a
State or outlying possession of the
United States provided it contains a
photograph or information such as
nanre, date of birth, gender, height, eye
color, and address

1. A Social Security Account Number
card. unless ihe card includes one of
the following restrictions;

(1) NOT VAL|D FOR EMPLQYMENT

{2) VAL|D FOR WORK ONLY WlrH
INS AUTHORIZATION

(3) VALID FOR WORK ONLY WITH
DHS AUTHORIZATION

2. Permanent Resident Card or Alien
Registration Receipt Card (Form l-551)

3. Foreign passpod that contains a
ternporary l-551 stamp or temporary
l-551 printed notation on a machine-
readable immigrant visa

2. lD card issued by federal, state or local
government agencies or entities,
provided it contains a photograph or
information such as name, date of birth,
gender, height, eye color, and address

4. EmploymentAuthorization Document
that conlains a photograph (Form
t-766)

2. Certification of report of birth issued
by the Department of State (Forms
DS-1 350, FS-545, FS-240)

3. School lD card with a photograph
5. For a nonimmigrant alien authorized

to work for a specific employer
because of his or her status:

a. Foreign passpori, and

b. Form l-94 or Form l-94A that has
the following:

(1) The same name as the passport
and

(2) An endorsement of the alien's
nonimmigrant status as long as
that period of endorsement has
not yet expired and the
proposed employment is not in
conflict with any restrictions or
limitations identified on the form.

3. Original or certified copy of birth
ceriificate issued by a State,
county, municipal authority, or
territory of the United States
bearing an official seal

4. Voter's registration card

5. U.S. Military card or draft record

6. Military dependent's lD card

7. U.S. Coast Guard Merchant Mariner
Card

4. Native American tribal document

5. U.S. Citizen lD Card (Form l-197)

8. Native American tribal document 6. ldentification Card for Use of
Resident Citizen in the United
States (Form l-179)

9. Driver's license issued by a Canadian
government authority

For persons under age 18 who are
unable to present a document

listed above:

7. Employmentauthorization
document issued by the
Department of Homeland SecuritY

6, Passport from the Federated States of
Micronesia (FSl\4) or the Republic of
the Marshall lslands (RMl) lvith Form
l-94 or Form l-94A indicating
nonirnmigrant admission under the
Compact of Free Association Between
the United States and the FSM or RMI

10. School record or rePort card

11, Clinic, doctor, or hospital record

12. Day-care or nursery school record

FornrI-9 01i17/17 X
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6. MISCELLANEOUS

6.1 A re ir:rcncc in this Agrcenrent to a section in the Privac)'Ilule tx'Securitl'I{Lilc t:reltis
ihe section as in eflbct or as arlended. and lirr u'liich cot:tpliartce is requirccl.

6.2 'I'hc parties agree to take suclr actioil as is ltecessal) toatttencl tltis Asrccrtrcnt il'ottr

tirne to tinre in order litr lto,r,al Qualitl,Nursing Inc. to cotnpll'n'ith thc reqttircttrcttts oi
thc Privac)' I{ule or Sccuritl' Rule.

6.1 -flre 
respectii.e rights and ohligations of Independertt Contract(tr undcr parauraph 5.-i of 

'

this A*greerneut shall survivc the termination .-rf this Agreelttetri.
6.4 Irr tire event an arlbiguit3,or question olcontent or interprctalion ariscs- tltis r\grecttrettl

shall tre constructed as if dra{ted.iointl_v- try the partics hcrcto antl no prcsurtrpliotl ol'

lrirrclerr olproof'arise lavorin-u ordisl'avoring any party L.l-v r,irlttc of tlre atttltorsltip tll'
itnl ol'thc provisions ol'this Agrcement,

(r.5 1-hisAgrccllenttna) bernodifiedorarncndedonll,bl'auritirtgsignedlr-r lrotltparties.
Neithcr partl-is relf ing upon alll reprcscntations- *'arrantics- assurances t'rl'ilttlttcetttel:is

not exprcssll' set lbrtlr hercin.
6.6 Not[ipg express or irrpliecl irr this Agreenrent is intendcd to contbr. ttot'shall arrS.tlrirlg

fuerein conler. upon anl, pcrson other than the parties and the rcspectivc sttcccssol's atrd

penrittecl assi-sns of the parties. arty yi*1',,t. reuredies. ohligations. or liahilitics
rvhatsoever.

6.7 Tlris Agreerrent is incorporated b1.ret'erencc and iuade a part of atlr Sen'icc Ctttrtract.

it'anv tclnns of this Agreerrrent conf'lict *'ith or are incotrsistenl rvith the tcrttts tll'atr1

Service Agreement rvith respect to the sr-rh.icct matter of this Agreenrent. tlte lcrrtls o1'

tltis Agreerrtlent shall Prevail.

IN Wl-l-Nl1SS WIIEREOF. eaclr ol'the undersigned haS CaUSeCl rhis Agrecnlcnr t(] bc tlr"rll err"cttter.l

inirsnarncanclonitsbehallcl'l'cctivcasofFebruar3'17.2010. Bisigningt-xtlinclrelo$'\oLIagrrs
to all inliiltlation incllcled in the I-llPPA Independent Contractor Agrcettlcltt.

Rff YAL QUALI'rY NURSINC I1'"iC. INDBPENDENT CONTRACTOR

Nante:

Title:

Nirme:

Title:

Date: Date:

principal Atldress: 223 Riveretlge Dr. Principal Address:
Nerv Castle, DE 19724
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DELAWARE CHILD PROTECTION REGISTRY REQUEST FORM

Fax or Mail Request to: DSCYF, OCCL
Criminal History Unit

1825 Faulkland Road
witmington, DE 19805

Phone: 3A2-892-5800 Fax: 302-633-51 91
When requesting Child Protection Registry checks:

o Allow 15 working days for results to be processed
r Do not use a cover sheet
. Do not send duplicate requests
o Form must be submitted to DSCYF within 90 days of signature date in order to be

processed

PART I. APPLICANT INFORMATION (PLEASE PRINT CLEARLY

Narne:
Last First

Other Name(s) used: DE Drir,ers License #

Social Security # Date of Birth: - - Sex:

Middle

Race:

rrun/dd/yyyy
Address:

(Str-eet) (Citvl

Har.e 1-ou ever been invoh,ed iu a substartiated case of child abuse or neeiect'l t

(srate) (zip)

lYes [ ]No
If Yes, explain:

I hereby authorize The Delaware Department of Services tbr Children, Youth and Their Fanrilies to provide the below named
agency/organization with all substantiated cases of child abuse or neglect conceming me contained il the Child Protectiou
Re-eistry. I lirther release the Delaware Department of Services fbr Children, Youth and Their Families, its oftjcers and
employees from any and all clairns arising out of or in any way connected to the release or dissemination of any inforrnation
conceming rne.

Signature: Date:

Parent/Guardian Sigrrature (Ifapplicant is under age l8)

PART II. AGENCY/ORGANIZATION INFORMATION _ (MUST BE COMPLETED IN O

Please circle only one:

EDUCATION HEALTH CARE FACILITY CHILD CARE OTHER

Agency Identification Numtrer (il applicable): fl!
Requestiong Agency Name: Roval Ounlitr \ursins Sen'ices. Inc.

Address: 223 Riveredee Drive. \erv Castle. DE 19720

Phone: (f,0f[]}!!!Q Fax: (302)-325-3114 Contact Person: Thelma Aminu

The individual listed above (

Date:

DSCYF USE ONLY:

_ is listed) ( _ is NOT listed) on the Delaware Child Protection Registry

DSCYF Criminal Historv Unit
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DELA\I'ARE Hf,ALTH & SOCIAL SER\'TCES

Dilision of Long Term Care Residents Protection

Adult Abuse Registn'
3 N{ill Road. Suite 308

\Yilmington, DE 19806-2 164

Tel: 302-577-6661 1-877-453-0012 Far: 302-571-6612

AUTHORIZATION TO
DELAWARE HEALTH AND SOCIAL SERVICES

DIVISION OF LONG TER]\{ CARE RESIDENTS PROTECTION
FOR THE RELEASE OF ADULT ABUSE REGISTRY INTOR]\TATION

ROYAL QUALITY NURSING SERVICES, INC.
Ernployer:

Address:
:23 RIVEREDGE DRIVE

NEW CASTLE.DE 19720

(302) 32s - 3 n0 FAX (302) 32s - 3tr4

I hereby' authorize the indicated employer to obtain tiom the Division olLong Tenn Care Residents Protection an,v

hfonnation conceming rne rvhich rnay be on the Adult Abuse Registry pursuant toll Del. C. $ 8564.

APPLICANT @lue or Black Ink Only)

PRINT NAME SOCIAL SECURITY NUMBER

SIGNATURE

WITNESS

DATE

PRINT NAME DATE

SIGNATURE
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Hepatitis B Declination Form
(only to be used if declitting vaccine)

In accoldance with OSHA requilements, employers must make hepatitis B vaccinations available
at no cost to employees who have an occupational exposure to the hepatitis B virus (HBV). If a
practitioner declines to be vaccinated against HBV, he/she must submit a signed declination
a-qreement fi'om his/her employer. Please contact Occupational Safety & Health Administration
for additional information.

Waiver of Hepatitis B Vaccine

I understand that due to my occupational exposure to blood or other potentially infectious
materials I may be at risk of acquiring hepatitis B vinrs (HBV) infection. I have been given the
opportunity to be vaccinated with hepatitis B vaccine, at no charge to myself. However, I decline
hepatitis B vaccination at this time. I understand that by declining this vaccine, I continue to be

at risk of acquiring hepatitis B, a serious disease. If in the future I continue to have occupational
exposure to blood or other potentially infectious materials and i want to be vaccinated with
hepatitis B vaccine, I can receive the vaccination series at no charge to me.

[56 FR 64A04, Dec. 06, 1991, as amended at 57 FR 12717, April 13, 1992;57 FPt29206, July i,
1992;61 FR 5507, Feb. 13, 19961

Print Name Date

Signaturc

Royal Quality Nursing Rept'esentative Date
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Direct Deposit Form

Employee Direct Deposit Authorization

lnstructions

Employee: Fill out and refum to your employer.

Employer: Save for your files only..

This document must be signed by employees requesting automatic deposit of paychecks and retained on
file by the employer. Employees mlrst attach a voided check for each of their accounts to help verify their
accoullt numbers and bank routing numbers.

Account 1:

Account I t"vpe: Checking

Bank routing number (ABA number):

Account number:

Savings

Percentage or dollar amount to be deposited to this account:

Account 2 (remainder to tre deposited to this aceount):

Account 2 type: _Checking
Bank routing number (ABA number):

.Savings

Attacir voided clieck tbr each account here

Authorization:

This authorizes Royal Quality Nursing Services, Inc. (the "Company") to send credit entries (and
appropriate debit and adjustment entries), electronically or by any other commercialiy accepted method,
to my (our) account(s) indicated below and to other accounts I (we) identify in the future (the "Account")
This authorizes the financial institution holding the Account to post all such entries. I agree that the ACH
transactions authorized herein shall comply with all applicable U.S. Law. This authorization will be in
effe ct until the Company receives a written termination notice from myself and has a reasonable
opportunity to act on it.

Print namc: Date:

Authorized signature:

40
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Acknowledgment

This is a statement which acknowledges that I have received the Royal Quality Nursing Services,

Inc. Independent Contractor Application packet. I have read and understand the following
requirements (initials required):

_ Verification process

_ Confidential Information

_ Anti-discrimination & harassment

_ Equal Opporlunity

_ Languages spoken at work
_ Employment at will
_ Progressive Discipline

Personnel Files

_ Infectious Control

_ Pay Period/Direct Deposit

_ Payroll Deductions

_ HIPAA Privacy

_ RN Job Description

_ RN Rate List

_ Conflict of Interest
Paperwork requiremcnts

_ Working Hours
Attendance & tardiness

_ On-call requirements

Bonuses
Alcohol & DrLrg policy
Criminal Background policy

I understand that I may contact the RQNSI office to request copies of any colxpany policies and
procedures that are not included in this packet. I understand that this application represents only
a porlion of the current policies and that is does not create a contract of employment. As my own
Independent Contractor, I will follow the orders, directions, andlor policies as established by
RQNSI. I understand that I have the right to terminate my employment at any time, with or
r,vithout causes or notice, and that the company has the same right. I understand that the
information I come into contact with during my employment is proprietary to the company and

accordingly, I auree to keep it confidential. This means that I will not use it other than to carry
out orders as it pertains to employment with RQNSI. I will comply with the understanding that I
am to famiiiarize myself with the company's safety, health, and emergency procedures as

outlined in this application.

By signing belorv i understand and agree to all information that has been provided to me.

Print Name Date

Signature

Benefits
Orientation
Inclement weather

_ Workers Compensation

_ No smoking policy
Dress code

Royal Quality Nursing Representative
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Date


