Credentialing Process Form

Provider__________________________________ Agency ________________
Level of Credentialing: EMR   EMT   Adv. EMT  Paramedic 
State EMS Licensure_________________________________Exp__________
CPR ______________________________________________Exp__________
ACLS (paramedic)____________________________________Exp__________
PALS (paramedic)____________________________________Exp_________
(Please provide copies of above certification cards)
							Date and Signature of Preceptor
Agency Orientation _______________________________________________
Skills Verification _________________________________________________
Field Training Program: ____________________________________________

The above provider has successfully completed all requirements for credentialing in the _____________________ EMS agency and is fully credentialed at the level of _________________________________________.
Provider understands and agrees to adhere to all requirements for continuous credentialing within the system. Failure to do so will result in loss of credentials and need for recompletion of the process.

______________________________		__________________________
	Provider		Date				Medical Director	Date
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