ADIRONDACK-APPALACHIAN REGIONAL EMERGENCY MEDICAL SERVICES COUNCIL, INC.

Regional Medical Advisory Committee

REQUEST FOR SERVICE TO CHANGE ALS LEVEL OF CARE

CURRENT ALS LEVEL AUTHORIZED:  ( Critical Care






                    ( Paramedic

ALS LEVEL CHANGE REQUESTED TO:  ( Intermediate    

                                                                     ( Critical Care






                       ( Paramedic

Agency Name ________________________ Agency Code _______

Address ________________________________________________

Town/City __________________ County ____________ Zip ______

Business Telephone      _______________    

Emergency Telephone  _______________  

(Self-Dispatched
(Dispatched by ___________________

· Type of Agency: 
 (Ambulance
(First Responder

      (All volunteer (Some paid personnel (All paid personnel

· .Current Numbers  of Agency Personnel:

#CFR ___ #EMT ___ #AEMT-I ___  #AEMT-CC ___  # AEMT-P ___

Please state the reasons for your need to change your level of ALS operation:  ____________________________________________

_____________________________________________________

· Is your agency available 24-hours per day, seven days per week?


(Yes

(No

If no, what arrangements are made to
provide coverage to your territory when your agency is not 
available? _________________________________________

______________________________________________________

· Please estimate the percentage of calls in the next year that will be covered by an AEMT at the level for which you are applying

     ______ %

· Does your agency have its own or participate regularly in a hospital based, county, or regional level QI committee?

     (Yes
(No

     Briefly describe your QA and evaluation mechanism:
     ____________________________________________

     ____________________________________________

We hereby apply for approval to operate at the _________________ ALS level. We agree to adhere to all operating standards, protocols, procedures, and standards of emergency medical care defined by the New York State Department of Health and the Adirondack - Appalachian Regional Emergency Medical Services Council and its Medical Advisory Committee (Including automatic ALS dispatch in those circumstances covered by the protocol, if appropriate level ALS is not available from our agency). We further agree to participate as a member of an approved Quality Improvement Committee, and to submit copies of all PCRs and Continuation forms completed to the appropriate regional office on a monthly basis. We agree that we will attempt to foster mutual aid agreements with surrounding agencies to assure prompt ALS response and to call for ALS intercept in all situations that, according to protocol or EMT judgment, would benefit from ALS care, when an appropriate level of ALS is not available from our agency. 

We further understand that failure to comply with the above stated terms may result in suspension or revocation of our agency’s permission to provide ALS level services. 

Agency Chief Executive Officer (Please Print)  _____________________________________________

Signature ___________________________________      Date _____________

Agency ALS Contact Person (Please Print)  ________________________________________________

Signature ___________________________________      Date ______________

Agency Medical Director  (Please Print) ___________________________________________________

Signature ___________________________________      Date ______________
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