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ROYAL QUALITY NURSING SERVICES, INC.
223 Riveredge Drive
New Castle Delaware 19720
Phone (302) 325-3110 Fax (302) 325-3114

Independent Contractor Application
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Required Documentation

RQNSI requires all contracted nurses to provide current documentation in order to be considered
for employment. Your application will not be considered if your credentials are not included.
Please submit copies of the following along with your application:

. Nursing license(s)

. Nursing Liability Insurance (if applicable)
. Driver’s License

. Social Security/Permanent Resident Card
. Car Insurance

.CPR

. TB/Chest X-ray (no older than 1 year)

. Physical Exam (no older than 1 year)
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RN APPLICANT QUESTIONNAIRE

Name: Date:

. Have you worked in homecare before?
. How long have you been a RN?
. Would you like full time or part time?
. Are you IV certified?
. How far are you willing to travel?
. Do you prefer days or evenings?
. Do you have a cut off time?
. Have you ever worked in critical care before?
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:
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11. Have you ever inserted a midline?
12. Have you ever placed an IV?
13. How good are you with peripheral sticks on a scale of 1-10?
14. Do you have pediatric experience?
15. Are you bilingual?
16. Do you have any issues 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 with the 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 why?

23. What areas are you willing to travel to? (specify)
24. In what state(s) do you currently 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 supplying your own health benefits?
29. Do you understand that we hire 1099 sub-contracted nurses only and you will be responsible
for your own taxes?

Whole document
should be fillable



cmoore
Text Box
Whole document should be fillable


APPLICATION FOR EMPLOYMENT

Name: DOB SS#
Current Address: s R ,
Street City State Zip
Telephone Number: Home: Cellular: Work:
Pager: Emergency: Email:

Emer; gency contact:

Date available to start

Availability
Referred by:
PLEASE LIST THREE PERSONAL REFERENCES., not related vou
Name: Address Phone
Name: Address Phone
Name: Address Phone
EDUCATION: , , .

School City/State Mo/Yr graduated Degree
LICENSURE:
State License Number Expires
State License Number Expires
State License Number Expires
State License Number Expires
Have you ever had any disciplinary action against your license(s) YES NO

If yes, please explain:

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

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

BLS INSTRUCTOR PICC CCRN CEN CASEMANAGER CLINICAL EDU/SPEC PALS
CHEMO ONCOLOGY OSTOMY

CPR Expiration: ACLS Expiration:

MALPRACTICE/LIABILITY INSURANCE: Policy# Company Expires

whole document
should be fillable
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APPLICATION FOR EMPLOYMENT (cont.)

Employment History (Please list in order with the most resent first):

Facility
Address >
Street City State Zip
Date Employed: From To Reason for leaving:
Unit Position Contact Name/Number
Facility
Address ,
Street City State Zip
Date Employed: From To Reason for leaving:
Unit Position Contact Name/Number
Facility
Address
Street City State Zip
Date Employed: From To Reason for leaving:
Unit Position Contact Name/Number

I certify that the foregoing answers to be true to all questions in this application to the best of my knowledge.

Untrue or omissions of material facts may be cause for termination.

Signature:

Date

18
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Reference for Employment

TO:

FROM: Can RQN edit this
Fax: through PDF?
Date:

Pages:

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

We appreciate your cooperation. Should you have any questions please feel free to contact the
office directly at 302-325-3110. Please return this form by fax at 302-325-3114. Thank you.

I authorize the release of all information needed to complete the attached service letter in
compliance with 19 Del. C. §708.

Print Name: Date:

Signature:

e-sign

FAX CONFIDENTIALITY DISCLAIMER

This message is confidential and is intended only for the named recipient(s) and may contain information that is
privileged or exempt from disclosure under applicable law. If you are not the intended 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 notify the sender immediately and discard this fax. Thank you
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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 former employer of the person named below. The provisions of 19 Del. C. §708 also require
any employer who receives a request for a service letter to provide the information on this form
within ten (10) business days from receipt of the request. This law provides for penalties of $1,000
- 85,000 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 service letter: Royal Quality Nursing Services, Inc.
Address of Business/Employer: 223 Riveredge Drive, New Castle, DE 19720

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

Name of applicant: Can RON make
Social Security Number: edits and fill-in info
Dates of Employment: From: To: here through PDF?

TO BE COMPLETED BY EMPLOYER RECEIVING SERVICE LETTER REQUEST.

The above-named person has applied for employment/licensure with our organization. The
applicant indicated on his/her application that s/he 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/Employer:

Address of Business/Employer:

Type of Business:

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

If this information is not available, please explain:

2 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 frequent basis
providing services and/or care to clients/patients/residents/children.
The employee was not directly involved providing services and/or

care to clients/patients/residents/children on a daily or frequent 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.
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The employee had no contact with clients/patients/residents/children.

This information is not available. (Please Explain.)

B. Reason for separation from service (Please check one).
Laid-off Resigned Resigned in lieu of discharge
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 action/s taken.)

The employee was counselled, warned, 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/clients/residents/children.

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

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

Not applicable to this employee. (Please Explain.)

4. (Optional) I would rehire this individual yes no

I hereby swear/affirm that the information provided above is a full and complete disclosure of the facts required, and that
the information is true and correct to the best of my knowledge and belief.

Printed name

Title of person completing form

Signature

Date




Employment Eligibility Verification USCIS

Department of Homeland Security Form I-9

s . o i OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 08/31/2019
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P START HERE: Read instructions carefully before completing this form. The instructions must be available, either in paper or electronically,
during completion of this form. Employers are liable for errors in the completion of this form.

ANTI-DISCRIMINATION NOTICE: It is illegal to discriminate against work-authorized individuals. Employers CANNOT specify which
doc'um'e'nt(s) an employee may present to establish employment 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 illegal discrimination.

Section 1. Employee Information and Attestation (Empioyees must complete and sign Section 1 of Form 1-9 no later
than the first day of empioyment, but not before accepting a job offer.)

Last Name (Family Name) First Name (Given Name) Middle Initial Other Last Names Used (if any)
Address (Street Number and Name) Apt. Number | City or Town State ZIP Code
Date of Birth (mm/dd/yyyy) | U.S. Social Security Number Employee's E-mail Address Employee's Telephone Number

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

| attest, under penalty of perjury, that | am (check one of the following boxes):

D 1. A citizen of the United States

D 2. A noncitizen national of the United States (See instructions)

[] 3. Alawful permanent resident  (Alien Registration Number/USCIS Number):

[_—_[ 4. An alien authorized to work  until (expiration date, if applicable, mm/dd/yyyy):
Some aliens may write "N/A" in the expiration date field. (See instructions)

. . 3 2 QR Code - Section 1
Aliens authorized to work must provide only one of the following document numbers to camplete Form {-9: 36 NS T TS Space

An Alien Registration Number/USCIS Number OR Form 1-94 Admission Number OR Foreign Passport Number.

1. Alien Registration Number/USCIS Number:
OR

2. Form 1-94 Admission Number:

OR
3. Foreign Passport Number:

Country of Issuance:

Signature of Employee Today's Date (mm/dd/yyyy)

Preparer and/or Translator Certification (check one):

D 1 did not use a preparer or translator. [___] A preparer(s) and/or translator(s) assisted the employee in completing Section 1.

(Fields below must be completed and signed when preparers and/or translators assist an employee in completing Section 1.)

I attest, under penalty of perjury, that | have assisted in the completion of Section 1 of this form and that to the best of my
knowledge the information is true and correct.

Signature of Preparer or Translator Today's Date (mm/dd/yyyy)

Last Name (Family Name) First Name (Given Name)

Address (Street Number and Name) City or Town State ZIP Code
22
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Employment Eligibility Verification

fillable and e-sign
by RQN?

USCIS
Form 1-9

Department of Homeland Security
U.S. Citizenship and Immigration Services

OMB No. 1615-0047
Expires 08/31/2019

of Acceptable Documents.")

Section 2. Employer or Authorized Representative Review and Verification

(Emp/oyers or their aqtnorized representative must complete and sign Section 2 within 3 business days of the employee’s first day of employment. You
must physically examine one document from List A OR a combination of one document from List B and one document from List C as listed on the "Lists

Employee Info from Section 1 Last Name (Family Name) First Name (Given Name) M.L. Citizenship/Immigration Status
_ List A OR ListB AND ListC
Identity and Employment Authorization ldentity Employment Authorization

Document Title

Document Title

Document Title

Issuing Authority

Issuing Authority

Issuing Authority

Document Number

Document Number

Document Number

Expiration Date (if any)(mm/ddiyyyy)

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

Expiration Date (if any)(mm/dd/yyyy)

Document Title

Issuing Authority

Additional Information

Document Number

Expiration Date (if any)(mm/ddiyyyy)

Document Title

Issuing Authority

Document Number

Expiration Date (if any)(mm/dd/yyyy)

QR Code - Sections 2 & 3
Do Not Write In This Space

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

The employee's first day of employment (mm/dd/yyyy):

(See instructions for exemptions)

Signature of Employer or Authorized Representative

Today's Date (mm/dd/yyyy)

Title of Employer or Authorized Representative

Last Name of Employer or Authorized Representative

First Name of Employer or Authorized Representative

Employer's Business or Organization Name

Employer's Business or Organization Address (Street Number and Name)

City or Town

State ZIP Code

Section 3. Reverification and Rehires (To be completed and signed by employer or authorized representative.)

A. New Name (if applicable)

B. Date of Rehire (if applicable)

Last Name (Family Name)

First Name (Given Name) Middle Initial

Date (mm/dd/yyyy)

C. If the employee's previous grant of employment authorization has expired, provide the information

continuing employment authorization in the space provided below.

for the document or receipt that establishes

Document Title

Document Number

Expiration Date (if any) (mm/dd/yyyy)

| attest, under penalty of perjury, that to
the employee presented document(s), the document(s) | have examined appear to be genuine

the best of my knowledge, this employee is authorized to work in the United States, and if
and to relate to the individual.

Signature of Employer or Authorized Representative

Today's Date (mm/dd/yyyy)

Name of Employer or Authorized Representative

Form -9 07/17/17 N
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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.

LIST A LISTB LISTC
Documents that Establish Documents that Establish Documents that Establish
Both Identity and Identity Employment Authorization
Employment Authorization OR AND
1. U.S. Passport or U.S. Passport Card 1. Driver's license or ID card issued by a 1. A Social Security Account Number
2. Permanent Resident Card or Alien Stgte or outlying possession of'the card, unlgss the gaf‘d includes one of
: y 5 United States provided it contains a the following restrictions:
Registration Receipt Card (Form |-551) . .
photograph or pformat:on such‘ as (1) NOT VALID FOR EMPLOYMENT
. ] name, date of birth, gender, height, eye

3. Foreign passport that contains a color, and address (2) VALID FOR WORK ONLY WITH
temporary 1-551 stamp or temporary INS AUTHORIZATION
:fasgag;'senitz%?ort::?&s: a machine- 2. ID card issued by fgderal, st.a.te or local (3) VALID FOR WORK ONLY WITH

g government agencies or entities, DHS AUTHORIZATION
- provided it contains a photograph or :

4. Employmgnt Authorization Document information such as name, date of birth, | 2. Certification of report of birth issued
that contains a photograph (Form gender, height, eye color, and address by the Department of State (Forms
|-766) DS-1350, FS-545, FS-240)

3. School ID card with a photograph — = -

5. For a nonimmigrant alien authorized 3. Original or certified copy of birth
to work for a specific employer 4, Voter's registration card certificate issued by a Stgte,
because of his or her status: = : county, municipal authority, or
N —— 5. U.S. Military card or draft record territory of the United States

: ' o ; bearing an official seal
b. Form 1-94 or Form I-94A that has By il dapamiagis i cand . —

the following: 7. U.S. Coast Guard Merchant Mariner 4. Native American tribal document

(1) The same name as the passport; Card 5. U.S. Citizen ID Card (Form I-197)
and . -

8. Native American tribal document "

(2) An endorsement of the alien's . 6. lden.tlﬂcatlo‘n. Carq for Uselof
nonimmigrant status as long as 9. Driver's license issued by a Canadian Resident Citizen in the United
that period of endorsement has government authority States (Form -179)
not yet expired and the Emol { authorizati
proposed employment is not in For persons under age 18 who are | 7- dmp oymteh a”d g”zt?\ —
conflict with any restrictions or unable to present a document Docur;;en fsﬁ-iorgeiéi o Bt
limitations identified on the form. listed above: Cpanment'e Y

6. Passport from the Federated States of

. g
Micronesia (FSM) or the Republic of 10. School record or report can

the Marshall Islands (RMI) with Form 11. Clinic, doctor, or hospital record
1-94 or Form 1-94A indicating
nonimmigrant admission under the 12. Day-care or nursery school record

Compact of Free Association Between
the United States and the FSM or RMI

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.
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6. MISCELLANEOUS

6.1

6.2

6.4

6.5

6.6

6.7

A reference in this Agreement to a section in the Privacy Rule or Security Rule means
the section as in effect or as amended. and for which compliance is required.

The parties agree to take such action as is necessary o amend this Agreement from
time to time in order for Royal Quality Nursing Inc. to comply with the requirements of
the Privacy Rule or Security Rule.

The respective rights and obligations of Independent Contractor under paragraph 3.+ of
this Agreement shall survive the termination of this Agreement.

In the event an ambiguity or question of content or interpretation arises. this Agreement
shall be constructed as if drafted jointly by the parties hercto and no presumption or
burden of proof arise favoring or disfavoring any party by virtue of the authorship of
any of the provisions ol this Agreement.

This Agreement may be modified or amended only by a writing signed by both parties.
Neither party is relying upon any representations. warranties. assurances or inducements
not expressly set forth herein.

Nothing express or implied in this Agreement is intended to confer. nor shall anything
herein confer. upon any person other than the parties and the respective successors and
permitted assigns of the parties. any rights. remedies. obligations. or liabilities
whatsoever.

This Agreement is incorporated by reference and made a part of any Service Contract.
If any terms of this Agreement conflict with or are inconsistent with the terms of any
Service Agreement with respect to the subject matter of this Agreement. the terms of
this Agreement shall prevail.

IN WITNESS WHEREOF. each of the undersigned has caused this Agreement to be duly exccuted
in its name and on its behalf effective as of February 17. 2010. By signing on line below vou agree
to all information included in the HIPPA Independent Contractor Agreement.

ROYAL QUALITY NURSING INC. INDEPENDENT CONTRACTOR
Name: Name:

Title: Title:

Date: Date:

Principal Address: 223 Riveredge Dr. Principal Address:

New Castle, DE 19720

fillable and e-sign 36
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DELAWARE CHILD PROTECTION REGISTRY REQUEST FORM

Fax or Mail Request to: DSCYF, OCCL

Criminal History Unit

1825 Faulkland Road

Wilmington, DE 19805

Phone: 302-892-5800 Fax: 302-633-5191
When requesting Child Protection Registry checks:
e Ailow 15 working days for resuits to be processed
e Do not use a cover sheet
¢ Do not send duplicate requests
e  Form must be submitted to DSCYF within 90 days of signature date in order to be
processed

PART I. APPLICANT INFORMATION (PLEASE PRINT CLEARLY)

Name:
Last First Middle
Other Name(s) used: DE Drivers License #
Social Security# - - DateofBirth: __ - - Sex: Race:
mm / dd / yyyy
Address:

(Street) (City) (State) (Zip)

Have you ever been involved in a substantiated case of child abuse or neglect? [ ] Yes [ ] No
If Yes, explain:

[ hereby authorize The Delaware Department of Services for Children, Youth and Their Families to provide the below named
agency/organization with all substantiated cases of child abuse or neglect concerning me contained in the Child Protection
Registry. I further release the Delaware Department of Services for Children, Youth and Their Families, its officers and
employees from any and all claims arising out of or in any way connected to the release or dissemination of any information
concerning me.

Signature: Date:

Parent/Guardian Signature (If applicant is under age 18)

PART II. AGENCY/ORGANIZATION INFORMATION - (MUST BE COMPLETED IN ORDER TO PROCESS)

Please circle only one:

EDUCATION HEALTH CARE FACILITY CHILD CARE OTHER

Agency Identification Number (if applicable): 372

Requestiong Agency Name: Roval Quality Nursing Services, Inc.

Address: 223 Riveredge Drive, New Castle, DE 19720

Phone: (302)-325-3110 Fax: (302)-325-3114 Contact Person: Thelma Aminu
DSCYF USE ONLY:

The individual listed above (___is listed) ( ___is NOT listed) on the Delaware Child Protection Registry

Date: DSCYF Criminal History Unit

L:\CHU\FORMS\CPR FORMS\cpr-combined-merg-shell.doc

fillable and e-sign
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DELAWARE HEALTH & SOCIAL SERVICES

Division of Long Term Care Residents Protection

Adult Abuse Registry
3 Mill Road, Suite 308

Wilmington, DE 19806-2164

Tel: 302-577-6661 1-877-453-0012 Fax: 302-577-6672

AUTHORIZATION TO
DELAWARE HEALTH AND SOCIAL SERVICES
DIVISION OF LONG TERM CARE RESIDENTS PROTECTION
FOR THE RELEASE OF ADULT ABUSE REGISTRY INFORMATION

ROYAL QUALITY NURSING SERVICES, INC.

Employer:

223 RIVEREDGE DRIVE
Address:

NEW CASTLE, DE 19720

(302) 325 -3110 FAX (302) 325 -3114

I hereby authorize the indicated employer to obtain from the Division of Long Term Care Residents Protection any
information concerning me which may be on the Adult Abuse Registry pursuant toll Del. C. § 8564.

APPLICANT (Blue or Black Ink Only)

PRINT NAME SOCIAL SECURITY NUMBER
SIGNATURE DATE

WITNESS

PRINT NAME DATE

SIGNATURE

fillable and e-sign
by applicant and
rqn?
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Hepatitis B Declination Form
(only to be used if declining vaccine)

In accordance with OSHA requirements, 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
agreement from his/her employer. Please contact Occupational Safety & Health Administration
for additional information.

Waiver of Hepatitis B Vaccine

[ understand that due to my occupational exposure to blood or other potentially infectious
materials I may be at risk of acquiring hepatitis B virus (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 64004, Dec. 06, 1991, as amended at 57 FR 12717, April 13, 1992; 57 FR 29206, July 1,
1992; 61 FR 5507, Feb. 13, 1996]

Print Name Date
Signature
Royal Quality Nursing Representative Date

fillable and e-sign
by applicant and
rqn?
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Direct Deposit Form

Employee Direct Deposit Authorization
Instructions

Employee: Fill out and return 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 must attach a voided check for each of their accounts to help verify their
account numbers and bank routing numbers.

Account 1:
Account | type: Checking Savings

Bank routing number (ABA number):

Account number:

Percentage or dollar amount to be deposited to this account:

Account 2 (remainder to be deposited to this account):
Account 2 type: Checking Savings

Bank routing number (ABA number):

A

Attach voided check for 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 commercially 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
effect until the Company receives a written termination notice from myself and has a reasonable
opportunity to act on it.

Print name: Date:

Authorized signature: Employee ID #:

40


cmoore
Text Box
fillable and e-sign


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

____Verification process ___Infectious Control

____ Confidential Information ___ Pay Period/Direct Deposit
____ Anti-discrimination & harassment ____Payroll Deductions
____Equal Opportunity ____ HIPAA Privacy

___ Languages spoken at work RN Job Description

___ Employment at will RN Rate List

__ Progressive Discipline _ Conflict of Interest

_ Personnel Files ____ Paperwork requirements
___ Working Hours ____ On-call requirements
____Attendance & tardiness ____Alcohol & Drug policy
____Bonuses ___ Criminal Background policy
____ Benefits ___ Workers Compensation
__ Orientation ___No smoking policy

__ Inclement weather ___ Dress code

I understand that I may contact the RQNSI office to request copies of any company policies and
procedures that are not included in this packet. I understand that this application represents only
a portion 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, and/or policies as established by
RQNSI. I understand that I have the right to terminate my employment at any time, with or
without causes or notice, and that the company has the same right. [ understand that the
information I come into contact with during my employment is proprietary to the company and
accordingly, I agree 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 familiarize myself with the company’s safety, health, and emergency procedures as
outlined in this application.

By signing below I understand and agree to all information that has been provided to me.

Print Name Date
Signature
Royal Quality Nursing Representative Date

fillable and e-sign
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