	IDAHO EMS BUREAU

Paramedic TRANSITION TRAINING COURSE APPLICATION

E-mail Completed Applications to EMSCourses@dhw.idaho.gov
or Fax to 208-334-4015
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Application Date:      
Course Beginning Date:      
  
Course Open:  FORMCHECKBOX 
  or Closed:  FORMCHECKBOX 
  
There is no longer a specific transition course ending date. After approval and receipt of your transition training course number you do not need to re-apply for additional transition courses. You will utilize the same course number for all additional transition course sections and students until the transition is complete. Please notify the EMS Bureau of updates as needed.  Please submit ending course rosters to the EMS Bureau so individual provider records can reflect transition completion. 
Sponsoring Agency/Institution:      
Name:      




Mailing Address:      
City:      


State:  FORMDROPDOWN 

Zip:      
Contact Person:      

Telephone:      

E-mail:      
Course Coordinator: (must have completed the Idaho EMS Bureau Instructor Orientation course within the last twenty four (24) months)
Name:      


E-mail:       

Telephone:      
Mailing Address:      


City:      

State:  FORMDROPDOWN 

Zip:      

Course Location:
Facility Name:       



Street Address:      
City:      


State:  FORMDROPDOWN 

Zip:      

County:     
Instructor(s) approved by Course Sponsoring Physician:

Name:      


E-mail:      

Telephone:      
Credentials: :      
Name:      


E-mail:      

Telephone:      
Credentials: :      
Name:      


E-mail:      

Telephone:      
Credentials: :      
Name:      


E-mail:      

Telephone:      
Credentials: :      
Name:      


E-mail:      

Telephone:      
Credentials: :      
Course Sponsoring Physician: Required

Name:      


E-mail:       

Telephone:      
Medical License Number:      
Mailing Address:      


City:      

State:  FORMDROPDOWN 

Zip:      

IEC courses require a designated Course Physician to verify competency of enrolled students.     

Please briefly describe your competency assessment procedure for this course:

     
__________________________________________
_______________________


_____________

Medical Director or Sponsoring Physician Signature

Printed Name




Date

Course Coordinator statement: With submission of this course application I attest to the following: 1) the course physician will meet all responsibilities as described in the current EMS Bureau Education Standards 2) presence of sufficient written clinical agreements to assure students will have access for all clinical objectives of the curriculum 3) each student will possess a nationally published textbook specific to the curriculum 4) sufficient educational resources and equipment to assure all educational objectives of the curriculum are taught to the student 5) maintenance of all student and instructor records as described in the current EMS Bureau Education Standards Manual 6) affirm this EMS educational course will adhere to the curriculum as approved by the Idaho State Health Officer, the scope of practice established by the Idaho EMS Physician Commission, and the standards described in the current edition of the EMS Bureau Education Standards Manual.

__________________________________________
_______________________


_____________

Course Coordinator Signature




Printed Name




Date

	Received in EMS Bureau


	Approved by EMS Bureau
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