
New Subcontractor Checklist

❏Copy of DBA (Corporations Exempt)
❏W-9
❏Workmen’s Compensation Insurance (Provided by your

insurance company)
❏General Liability Insurance (Provided by your insurance

company)
❏Copy of Driver’s License
❏Copy of Soc. Security Card or Birth Certificate or Passport
❏Direct Deposit Form (Optional)
❏Notice of 1099
❏Subcontractor Agreement
❏Independent Contractor Statement

ALL of the above documents must be submitted to National Ceiling &
Partitions, Inc. before any FUNDS will be issued to the Subcontractor.

Please contact the office at 734-369-8183 with any questions and SUBMIT
your forms to Accounting@NationalCP.com, or FAX to 734-369-8238.

mailto:accounting@nationalcp.com






National Ceiling & Partitions, Inc.

Important Notice to our Subcontractors

The Internal Revenue Code requires a Form 1099 for payments to every person
other than a corporation totaling $600.00 or more in any calendar year, for services
performed in the course of a trade of business.

The information must be prepared by January 31 of the following year and must
include the Tax Payer Number of the payment recipient. Under federal Income Tax
Law, you could be subject to a penalty imposed by the I.R.S for failing to provide
me as a payer, with your Social Security Number.

Also, be advised that acceptance of payment for services performed in the course
of business requiring a Form 1099 is NOT eligible for any Unemployment
Benefits.

To avoid penalties and possible withholding of future payments, complete and
return this bottom portion as soon as possible.

_______________________________________

Name: ____________________________________________________________

Signature: _________________________________________________________

Date of Birth: ______________________________________________________

Address: __________________________________________________________

City: _____________________________________________________________

State: _______________________ Zip Code: _________________________

Phone Number: _____________________________________________________



National Ceiling & Partitions, Inc.

Subcontractor Agreement
I, _________________________________ hereby contracts with National Ceiling

& Partitions, Inc. to perform metal stud framing, drywall, acoustical, and other

installation including all services as is normally accepted in the construction

industry. Subcontractor agrees that their company will be paid only for accepted

work-products and that National Ceiling & Partitions, Inc. will be the determining

party of such production, and further, that such work-products will be performed

independent of the management efforts of National Ceilings & Partitions, Inc. All

payments are to be made on a job by job basis. It is acknowledged by all parties

that the independent contractor status of _________________________________

precludes all normal employee fringe benefits such as healthcare insurance,

pension benefits, and unemployment compensations. A Form 1099 will be issued

to all unincorporated subcontractors.

Subcontractors Name: _______________________________________________

Street Address: ____________________________________________________

City, State, & Zip Code: _____________________________________________

Social Security #: __________________________________________________

Driver’s License #: _________________________________________________

Date: ____________________________________________________________

Signature: ________________________________________________________



Independent Contractors Statement

Contractors Name: __________________________________________________

1. I am a sole proprietor.

2. I have contracted my services with National Ceiling & Partitions, Inc. to

complete metal stud framing, drywall, acoustical, or any other construction

work in accordance with plans specifications.

3. I supply all tools necessary to complete contracted work.

4. I have worked for the following contractors during the period 01-01-19 to

current:

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

Signature: _______________________________________

Date: ___________________________________________



 

MICHIGAN WORKERS’ COMPENSATION PLACEMENT FACILITY 
 

INDEPENDENT CONTRACTOR WORKSHEET 
 

 
TO BE COMPLETED BY THE INDEPENDENT CONTRACTOR 
 
Policyholder Name form is being filled out for:            
 
Subcontractor Name:               
 
Doing Business As (DBA):              

If DBA is filed, attach a copy. 
 

1. I operate as a :     � Sole Proprietor       � Partnership       � Corporation       � Limited Liability Company 
 
Note:   If indicating  Partnership, Corporation or Limited Liability Company, a Certificate of Workers’ 
Compensation Insurance or a properly filed Form BWC-337 must be submitted. 
 
2. The type of work I perform can be described as:          
 
3. I hire employees or casual laborers to complete work for the named policyholder: 

�  Yes   Number hired (Attach Certificate of Workers’ Compensation Insurance) 

�  No Form 1040 SCHEDULE C (Profit or Loss from Business) may be provided as verification. 

4. I hire subcontractors to complete work for the named policyholder: �  Yes       �  No 
 If yes, additional information may be required. 

5. I have General Liability coverage: �  Yes      �  No  
 If yes, a Certificate of General Liability Insurance is required. 
 
6. To validate my standing as an independent contractor, I state that I do not exclusively depend upon the 

payments of the named policyholder and have worked for the following general contractors or clients during the 
past twelve months. 

 
NAME     CITY    TELEPHONE  

 1.                 
 
 2.                 
 
 3.                 
 
I acknowledge that as a sole proprietor, I am by law not covered by or subject to the Workers’ Disability 
Compensation Act. 
 
I certify the above represents a true and complete statement of my status as an Independent Contractor.  I 
understand a company representative may verify this statement at any time.  If requested, I agree to provide 
documentation to verify my status as a sole proprietor. 
 
Signed:              Date:       
    (Independent Contractor) 
 
Phone Number:        Email Address :       
    (Required)   
This form is utilized as a test of the above individual’s independent status.  By completing this form, it does not 
automatically remove the above individual’s exposure from the audit of the policy period in question.  Additional 
information may be required.  If independent status is proven, the exposure will not be charged.  
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