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

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


 FORMCHECKBOX 
 New Service  

 FORMCHECKBOX 
 Upgrade/Additional

Level of Provider
Rescue Squad
Type of Provider

Check One Box (Per Column) Below That Applies:
 FORMCHECKBOX 

Government
 FORMCHECKBOX 

Paid
 FORMCHECKBOX 

Ambulance
 FORMCHECKBOX 

Governmental
 FORMCHECKBOX 

Private
 FORMCHECKBOX 

Volunteer
 FORMCHECKBOX 

Fire Department
 FORMCHECKBOX 

Industrial







 FORMCHECKBOX 

Hospital







 FORMCHECKBOX 

Other:      
     




     



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

Chief Executive Officer

     

     
(     )      -     

         

 FORMTEXT 
     @     

 FORMTEXT 
     
Name


Title
Daytime Telephone Number
E-Mail Address

Day to Day Operations

     

     
(     )      -     

         

 FORMTEXT 
     @     

 FORMTEXT 
     
Name


Title
Daytime Telephone Number
E-Mail Address

Training Officer

     

     
(     )      -     

         

 FORMTEXT 
     @     

 FORMTEXT 
     
Name


Title
Daytime Telephone Number
E-Mail Address

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 Voluntary Certification Guidelines for Rescue Squads and agree to strictly adhere to them.
     









     

Signature of Chief Executive Officer            




Date













Rev (12/04)
A.  STAFFING

1. Describe the staffing pattern for your organization, including:

a. usual number of personnel on each response vehicle,
     









b. certification level of personnel, and
     









c. hours personnel are normally available.
     









B. COMMUNICATIONS

1.  
Describe your communication system including:

a. tactical frequencies,
     






b. dispatch procedures, and 
     






c. location of dispatch center.
     






2. Attach a copy of your FCC license for tactical frequency.
** If operating on frequencies licensed by another organization, attach letters of authorization

from licensed organization. **

3. Does your organization have radio communication capability with area ambulance services? 




 FORMCHECKBOX 
 Yes




 FORMCHECKBOX 
 No

4. Does your organization have radio communication capability with area fire dispatch?




 FORMCHECKBOX 
 Yes




 FORMCHECKBOX 
 No

C. OPERATIONAL INFORMATION       (attach additional pages if necessary)
1. Does your organization provide rescue/extrication response service 24 hours per day/7 days a week?  




 FORMCHECKBOX 
 Yes




 FORMCHECKBOX 
 No, explain:      









2. Describe your organization’s service response area. Include names of cities, townships, and counties. 

    


     



















































3. List location where organization’s records are kept. 
      









D. TRAINING     
1.
Have personnel received training in Fire Fighter standards for Basic Extrication and in Indiana standards for fire extinguisher use and personal safety?




 FORMCHECKBOX 

Yes




 FORMCHECKBOX 

No

2.
Are all personnel that will be actively involved in patient handling certified at a minimum of First Responder?

        

 FORMCHECKBOX 

Yes




 FORMCHECKBOX 

No

3.
Describe your organization plan to offer a minimum of eight (8) hours of extrication training annually.


     





































































































.
Initial Application for Rescue Squad Service Certification

















Provider Name

Rev (12/04)




