REQUEST FOR INITIAL COURSE APPROVAL - ADVANCED

Board of EMS 900 SW Jackson Street Room 1031 Topeka, KS 66612 785-296-6349

> [ YPE OR PRINT CLEARLY «<«<v«<<v<<vM<vM<vM<va<v4<v4<v<<<<<<<a<CqIqCq9aga«

LEVEL: O EMT-I O EMT-I (W/Intubation) [] EMT-D [ MICT

Name of Organization | |

Street Address | | city | | State [ | zio [ ]
Name of Program Coordinator_| | Phone #_| |
Name of Medical Advisor_| | Street Address__| |

City | | State. || Phone Number | |

YOUR SOCIAL SECURITY NUMBER IS REQUIRED PURSUANT TO 42 U.S.C.S. §666(a)(13), K.S.A. 74-148 AND K.S.A. 74-139, AND
MAY BE USED FOR CHILD SUPPORT ENFORCEMENT PURPOSES OR PROVIDED TO THE KANSAS DIRECTOR OF TAXATION, UPON
REQUEST.

Name of Primary Instructor | | SS # | |
Date of First Class__| | Date of Last Class___| |

Location of Course, Bldg./Room_| | Street | |
City | | State. [ County | |

Days classes to be held: [[JSUN [JMON [JTUE [JWED [CITHU [JFRI []SAT
Class time, Beginning: Ending |:|Text(s) Used |

# of Lecture Hours T—1# of Lab Hours [___]# of Clinical hrs/student [ ]

# of Field Training Hrs/Student [___|Clinical Training Conducted at__| |

Field Training Conducted at | |

Anticipated Number of Students [ 1]

Field Training Conducted at: Clinical Training Conducted at:

IS THIS CLASS BEING SUBMITTED FOR EDUCATIONAL INCENTIVE GRANT FUNDING? [_]YES |:| NO

The following information must be attached.
____ 1. Course syllabus

2. Course schedule

____3. Alist of faculty and their credentials
____ 4. Letter of support from local EMS director

5. Clinical & field training agreement FOR OFFICE USE ONLY




Assurances and Certifications

We the undersigned assure and certify that the training program for which we seek approval from the
Kansas Board of EMS will offer this course in compliance with the authority and requirements of the training
program approval granted by the Kansas Board of EMS as described in Kansas statutes annotated and
Kansas administrative regulations.

Furthermore, we assure and certify that the Kansas Board of EMS will be provided copies of any and all
training program records upon their request.

THE INFORMATION PROVIDED IN THIS APPLICATION IS TRUE AND COMPLETE TO THE BEST OF MY
KNOWLEDGE.

SIGNATURE OF PROGRAM COORDINATOR DATE
SIGNATURE OF PRIMARY INSTRUCTOR DATE
SIGNATURE OF MEDICAL ADVISOR DATE

THIS FORM SHALL BE RECEIVED IN THE BOARD’S OFFICE AT LEAST 15 DAYS PRIOR TO THE FIRST
SCHEDULED CLASS.

FOR BEMS USE ONLY

THIS COURSE IS: APPROVED CIN - DENIED

IF DENIED, REASON(S)

SIGNATURE OF BEMS REPRESENTATIVE DATE

Computer Entry Date By
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