Uni versity Physicians & Surgeons, Inc.
NONEMPLOYEE COMPENSATI ON/ | NDEPENDENT CONTRACT AGREEMENT

This form nust acconpany each request for payment to an individual for
honorariuns, fees, lectures, awards, or any other fixed and determi nable suns which
qualify under the Internal Revenue Service’'s definition of nonenpl oyee conpensati on.

TO BE COVPLETED BY | NDI VI DUAL RECEI VI NG PAYMENT

Nanme
Horre Address
(Street Address)
(Gty, State, & Zip Code)
Soc. Sec. Num Tel ephone ( )

For purposes of assuring the correct information returnis filed with the IRS regarding
this paynent, please check one of the follow ng:

1. | ama citizen or national of the United States.
2. | aman alien lawmfully admtted for permanent residence (Alien
er ).
3. | aman alien authorized by the immgration and Naturalization Service to work
inthe United States (A ien nunber or Admi ssi on nunber ,
expi ration of enployment authorization, if any ).

I hereby certify that nmy name, honme address and Social Security nunber are as they
appear on the tax information returns | file with the Internal Revenue Service and that |
ama citizen of the United States of America or an authorized alien eligible to work in

the United States. | understand this conpensation will be paid to me in full and no
federal, state, OASD or Medicare taxes, Wrker’'s Conpensation or Unenpl oynent |nsurance,
or other enployee-related benefits will be withheld. Further, | understand that

Uni versity Physicians & Surgeons, Inc. will file the appropriate information return with
the Internal Revenue Service and that | amresponsible for reporting this as income on ny
tax returns.

Si gnature of recipient Dat e

TO BE COVPLETED BY DEPARTMENT

The purpose of this non-enpl oyee conpensation in the amount of $___ _is as
foll ows: (Please provide a brief explanation.)

Event : Dat e: Topi c:

| hereby certify that the purpose for which this nonenpl oyee conpensation is being paid
has been fulfilled and is now due and payabl e as agreed upon.

CME Associate Dean or Departnent Chairperson Dat e

Submit
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