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Renewal Application for Emergency Service Provider Certification








Common Operating Name of Organization					County








Legal Name of Organization (as filed with the Indiana Secretary of State)








Mailing Address (City, State, Zip)                   		Street Address (City, State, Zip)





(	)          - 	(            )           -			(	)          -


Business Telephone Number           	24-hour Contact Telephone Number		Business Fax Number





Medical Director





					(	)            -			@  	


		Name		Title	Daytime Telephone Number           	E-Mail Address


Chief Executive Officer





					(	)            -			@	


	     Name		Title	Daytime Telephone Number           	E-Mail Address


Day to Day Operations





					(	)	 -			@			


	     Name		Title	Daytime Telephone Number           	E-Mail Address


Training Officer





					(	)	 -			@	


	     Name		Title	Daytime Telephone Number           	E-Mail Address


Data Collection





					(	)	 -			@	


                    Name		Title	Daytime Telephone Number           	E-Mail Address





Type of Provider


Check One Box (Per Column) Below That Applies:	


	


		( Government	( Paid		( Ambulance		(   Governmental


		( Private	( Volunteer	( Fire Department	Industrial


									Hospital


									Other: _________________





  3.  Upon receipt this form will be treated as a public record.





 2.  Submit this form with all attachments listing number and title of each item to:


	EMS Commission, 302 W. Washington Street, Room E239, Indianapolis, Indiana  46204; telephone number 1-800-666-7784.





Instructions:





     1.  Complete all items and questions, attach additional pages as necessary. Please type or print carefully.





Level of Provider








	EMT Basic-Advanced Non-Transport Organization 





	Basic Non-Transporting Provider Organization 





						                                                                                                                        


A.    COMMUNICATIONS  


	1. List the FCC License expiration dates for all that apply for the following:





(	Tactical___/___/___


(	IHERN___/___/___


(	UHF (if applicable) __/___/___


(	Other___/___/___


 


	2. UHF Method: 





(		Cellular


(		400MHz


(		800MHz


(		Other (explain)______________________________





	3. Dispatch Method:





(	Central Dispatch 


(	Provider Dispatch 


(	Other (explain)_______________________________





*If operating on frequencies licensed by other organizations, attach letters of authorization from the licensed organization.





B.     OPERATIONAL INFORMATION (attach additional pages if necessary)





	1. Does your organization provide emergency medical service 24 hours, 7 days a week?  





(	Yes


(	No; explain___________________________________________________________





	2. Describe your organization's staffing pattern to include number of vehicles, operated by what personnel, 


	    and during which hours.  


	____________________________________________________________________________________________


	____________________________________________________________________________________________


	____________________________________________________________________________________________





                         


	3. Has service area changed since last application?  





(	Yes; attach narrative and/map describing new service area.


(	No 





 		4. List location where your organization’s records are kept.  ___________________________________________


 


	5.  List any waivers granted to the provider by the EMS Commission. 


	____________________________________________________________________________________________


	____________________________________________________________________________________________





	6.  Does your organization file EMS Data Registry Reports on a monthly basis? 





(	Yes; please list the software used


	Firehouse


	Other: ________________________________________


(	No











C.    TRAINING





		1. How often are training sessions held?  





(		Daily   


(		Monthly     


(		Quarterly    


(		Other (Explain) _______________________________________________________________





	2.  Where are training sessions held?  


		___________________________________________________________________________________


		___________________________________________________________________________________





D.    AUDIT and REVIEW  





		1. Who is responsible for conducting the audit?





(	Medical Director     


(	Hospital Committee     


(	Provider Organization Committee 





		2. How often are audit sessions conducted?





(	Monthly     


(	Quarterly    


(	Other (Explain) __________________________





	3.  Who is responsible for keeping audit records? __________________________________________________  





E.    VEHICLES





            		CERTIFICATION NUMBER             LAST 4 DIGITS OF V.I.N                          LOCATION





	#1   ______________________________________________________________________________________





	#2 _______________________________________________________________________________________





	#3 _______________________________________________________________________________________       


 


	#4________________________________________________________________________________________





	#5 _______________________________________________________________________________________





	#6 _______________________________________________________________________________________





	#7 _______________________________________________________________________________________





	#8 _______________________________________________________________________________________





	#9 _______________________________________________________________________________________





	#10 ______________________________________________________________________________________





(Attach additional page if necessary)


(Vehicles continued on next page)











		1.    How often are vehicles checked for equipment inventory?





(	Daily   


(	Weekly   


(	Monthly 


(	Other (Explain)_____________________________________________________


 


	2.     Describe the organization’s equipment maintenance procedures 


	       ______________________________________________________________________________________


	       ______________________________________________________________________________________


	       ______________________________________________________________________________________





    	The following questions do not apply to BLS Non-Transport Organizations:





How often are vehicles checked for vehicle integrity? 





(	Daily   


(	Weekly   


(	Monthly 


(	Other (Explain) __________________________________________________________








2.      Describe the organization’s vehicle maintenance procedures 


         _____________________________________________________________________________________


         _____________________________________________________________________________________


         _____________________________________________________________________________________








F.     ATTACHMENTS			


(Only original signatures will be accepted.)





     	1. All Organizations





PROTOCOLS – Submit copy of current protocols, signed and dated by the Medical Director or a letter signed and dated by the Medical Director stating that there have been no changes in the protocols since the previous application.


MEDICAL DIRECTOR APPROVAL FORM – Submit form, signed and dated by the Medical Director.


PERSONNEL ROSTER – Submit roster, signed and dated by organization CEO and Medical Director.


MEDICATIONS – Submit a list of any and all medications and solutions, including amounts, and dosages approved and signed by the Medical Director.


MEDICATION STORAGE – Describe method of storage for all medications including double locked system for all scheduled medications.  





        	2. If an Advanced Life Support or EMT Basic-Advanced organization, submit the following:





CONTRACT – Submit a copy of the contract with the supervising hospital, or interdepartmental memo, if hospital based, or a letter signed and dated by the Administrator of the supervising hospital stating that the existing contract is still in effect.  If more that one hospital supervises the service, submit a copy of the agreement between the hospitals, which ensures consistency in medical control, or a letter from the hospitals stating that the contract is still in place.


ACCEPTANCE of PERSONNEL – Submit a letter from the supervising hospital stating the acceptance of paramedic, EMT-Intermediate, and/or EMT Basic-Advanced personnel. 





	 3. If a Non-Transport Provider, submit the following:





AGREEMENT – Submit a copy of the agreement with an ambulance service which guarantees transportation of patients to a hospital or a letter from the transporting service stating the agreement is still in effect.     





Disclosure of this information is mandatory.  Failure to provide any information may prevent this application from being approved.  Misrepresentation of information, failure to comply and maintain compliance with, and/or violation of any provisions, standards, or requirements may be cause for suspension or revocation





This is to affirm that all statements contained in this application are true to the best of my knowledge. I hereby affirm that I have read and do understand the State of Indiana official rules and regulations for operations and administration of emergency medical services and/or advanced life support, and agree to strictly adhere to them.


	                   





           	Signature of Chief Executive Officer                                                                            Date                                                                                                                                                                                 





EMERGENCY MEDICAL SERVICE PROVIDER 


BASIC LIFE SUPPORT - MEDICAL DIRECTOR APPROVAL





 The duties and responsibilities of the medical director shall include, but not be limited to:





1.  Provide liaison between the local medical community and the Emergency Medical


     Service Provider.





2.  Assuring compliance with defibrillation training standards and curriculum established 


     by the Indiana Emergency Medical Services Commission.


             


3.  Monitor and evaluate the day-to-day medical operations of the emergency medical 


     service organization.





4.  Assist in the continuing education programs of the emergency medical service organization.





5.  Provide technical assistance concerning the delivery of automated defibrillation and other medical care.


                            


6.  Provide individual consultation to the emergency medical personnel affiliated with the 


     emergency medical service organization.





7.  Participate in the audit and review of cases treated by the emergency medical personnel of the emergency medical service organization.





8.  Assure compliance with approved medical standards established by the Indiana EMS 


     Commission performed by the organization.





9.  Establish protocols for automatic defibrillation, airway management, patient assisted medications, and emergency medical technician-administered medications as approved by the commission.








                 This is to affirm that as Medical Director, I have reviewed and agree to accept the duties and responsibilities as described and approve the medical operations of the emergency medical service provider, as described in this application.











Signature of Medical Director   (Must be original signature)                                  	Date








Print or Typed name of  Medical Director                          License Number                       Daytime Telephone Number








Address						City			State			Zip Code








Print or Type name of  Provider                                                                 		Certification Number        





											


Provider Name						        Certification Number				Rev (1/05)








											


Provider Name						        Certification Number				Rev (1/05)








											


Provider Name						        Certification Number				Rev (1/05)








											


Provider Name						        Certification Number				Rev (1/05)











