
Date:___________

Operator Only Provider Only Student

Re-Credential Provider/Operator

DATE

MIEMSS Affiliation Form (EMT/EMR Only)

MIEMSS Certification Card #

Driver's License #

NIMS 100, 200, 700

N95 Mask Fit Test

CPR/AED (AHA)

EVOR/EVOC/Equivalent

Bloodborne Pathogens

Ambulance Operator Checklist

Complete Drug Testing

HAZMAT Operations (Meets OSHA 29cfr 1910.120)

      To: Queen Annne's County DES EMS Assistant Chief 

      From: ___________________________________       ________________________________

(Authorized Station Representative)                         (Authorized Signature)

       Organization:_______________________________________________________________

      Member Name:______________________________________________________________

AUTHORIZING 

INITALSDOCUMENT

Background Investigation Complete by QAC Sherrif

 



 


