
 

 

 

 

Individual responsible for Quality Assurance Review: 

 

Name  ________________________ 

 

 

 

 

 Telephone:  _________________________ 

                         Print Name 

Name  ________________________  Address  ____________________________ 

                         Signature                                               ____________________________ 

E-Mail:  ______________________ 

 

Manner in which Jurisdictional Medical Director will be involved in Quality Assurance 

review:  _________________________________________________________________ 

 

         

 Application for Participation in an Optional/Pilot Program 

 

 

 

Name of Local Program:   ____________________________________  Date:_________

  

Desired Optional Program:  _________________________________________________ 

 

Method of Quality Assurance Review (please use separate sheet as needed):  __________ 

 

Individual responsible for forwarding Optional Program Occurrences to the Regional 

Medical Director and State EMS Medical Director: 

 

Name _______________________  Telephone:  ____________ 

 

Approval of Optional Program Participation and Proposed Quality Assurance Review 

Process: 

 

____________________________________ ______________________________ 

                           Print Name 

EMS Operational Program Medical Director          State EMS Medical Director 

 

____________________________________ 

                            Signature 

EMS Operational Program Medical Director   

Form Revised 1/2024
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