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	EMS Training Course Application
For use ONLY by Department of Health-approved and credentialed EMS Training Programs.
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Course Entry Requirements:
· All students must be at least 17 years old. Variances will not be approved for the age requirement.

· IV therapy, Advanced EMT & Paramedic students must have at least one year experience as an EMT.  
· Application with required course schedule must be received by DOH at least three weeks prior to the starting date.  Initial EMS course: use the EMS Course Schedule. IV Therapy: use the IV Therapy Special Skill Course Schedule.


	Complete the this form and submit with course schedule to:
	EMS Education and Training

P.O. Box 47853, Olympia, WA 98504-7853




	Initial Course Type: 

Check the appropriate box.
	 Emergency Medical Responder

 Emergency Medical Technician

 Advanced EMT

 Paramedic
	Special Skill Type: 

Check the appropriate box.
	 IV Monitor/Maintenance

 Intravenous Therapy
 Manual Defibrillation
 Supraglottic Airway

	Training Program: 
	     

	Mailing Address:
	     

	Email Address:
	     

	Course Location:
	     

	Phone:
	     

	Start Date:
	     
	End Date:
	     
	No. of students:
	     

	Days and Times:
	 Sunday             
 Monday            
 Tuesday           
 Wednesday      
	 Thursday       
 Friday            
 Saturday        

	
Senior EMS Instructor/Lead Instructor (list one name only):

Name:      
Credential: ES.     
Phone:      
SEI Candidate (if applicable) – Course must be EMT. SEI Candidate must possess DOH-issued “Initial Recognition Application Procedures” and be identified as an instructor on the course schedule:

Name:      
Credential: ES.      
Phone:      
County MPD or MPD-delegated Training Physician (must be delegated in writing by the MPD):

Name:      
Credential: ES.      
Phone:      

	Clinical/Field Rotation Training provided at:
	1.      
2.      
3.       

	Course Approval Recommendation Signatures

	Training Program Director:
Local EMS Council Chair:
County Medical Program Director:
	___________________________

Print Name 

___________________________

Print Name 

___________________________

Print Name
	______________________  _________

Signature                                                Date

______________________  _________

Signature                                                Date

______________________  _________

Signature                                                Date

	

	For Department Use Only

	Course Credential Number:

Course Number:

EMS Section Signature:
	TRNG.ES   [image: image1.wmf]                                                                      -                                      

            -                 -   -                -                                Approved:    [image: image2.wmf]   Yes      [image: image3.wmf]  No 

____________________________________________ Date: ________________________
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