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Itasca, Illinois 60143
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Public Entity Application
Emergency Medical Technicians/Paramedics
Questionnaire 
(Attaches to EPS-GEN-APP Applicant Information Section)

Legal Name of Public Entity:      

Effective Date:      

1.
EMTs/Paramedics/EMTAs:

	Number of:
	Full-Time
	Part-Time
	Volunteer

	EMTs/EMTAs
	     
	     
	     

	Paramedics
	     
	     
	     



	a.
Describe training/certification procedures:      


b.
Approximate number of annual calls:      

Radius of operations:      


c.
Are all EMTs/Paramedics certified or licensed?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

d.
Is substance abuse testing done?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

2.
Applicant is:

a)
 FORMCHECKBOX 
  Not For Profit
 FORMCHECKBOX 
  For Profit
 FORMCHECKBOX 
  Both

b)
 FORMCHECKBOX 
  Public Ambulance service—city or county owned
 FORMCHECKBOX 
  Fire dept./rescue squad
 FORMCHECKBOX 
  Hospital owned

3.
Is the entity accredited?
 FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No

If “Yes,” by whom?      

4.
Is the entity engaged in, owned by, associated with or controlled by any other entity?
 FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No

If “Yes,” give details: (Use an additional sheet of paper if necessary)      

5.
Date established:      
6.
Does the entity own (wholly or in part), operate or administer any other business or other institution where medical services are customarily rendered?
 FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No

If “Yes,” give details:      

7.
Name of Medical Director, if any:      

Please include Resumes and/or CV’s for all Medical Directors with your submission.

Is coverage provided for the Medical Director under any other insurance policy?
 FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No

If “Yes,” please provide proof of Medical Malpractice/Professional Liability Insurance.

8.
Does the applicant anticipate any expansions within the next year?
 FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No

If “Yes,” please describe:      

9.   PROFESSIONAL ACTIVITIES AND SPECIALTY

	Check All Services Provided
	Percentage of Total Call Volume

	 FORMCHECKBOX 

BLS (Basic Life Support)
	   %

	 FORMCHECKBOX 

ALS (Advanced Life Support)
	   %

	 FORMCHECKBOX 

First Responder
	   %

	 FORMCHECKBOX 

Ambulet (wheelchair) Service
	   %

	 FORMCHECKBOX 

Wheelchair Transports
	   %

	 FORMCHECKBOX 
   Ambulatory—sedan
	   %

	 FORMCHECKBOX 

Air Ambulance operations*
	   %

	 FORMCHECKBOX 
   Special Event EMS
	   %

	 FORMCHECKBOX 

Water rescue/offshore operations*
	   %

	 FORMCHECKBOX 

Other (describe):      



*If you indicated a percentage for these, please advise if your company owns or leases any airplanes, helicopters, boats or other air/water transportation vehicles?
 FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No
If “Yes,” describe number and type:      

10.
Radius of Operation:

 FORMCHECKBOX 

0-25 miles
   %

 FORMCHECKBOX 

26-50 miles
   %

 FORMCHECKBOX 

over 50 miles
   %

 FORMCHECKBOX 

over 100 miles
   %

11.
Total number of ambulances:      
 Wheelchair vans w/lifts:      

Vans w/out lifts:      

Private Passenger:      

Other:      

12.
Total number of calls per year:      

What percentage of total calls are:

 FORMCHECKBOX 

911
   %

 FORMCHECKBOX 

Emergency
   %

 FORMCHECKBOX 

Non-Emergency
   %

 FORMCHECKBOX 

Non-Medical
   %

(Please describe types of destinations):      

13. Does the company contract services, personnel and/or vehicles to other transportation companies/providers on an 
      independent contractor basis?
 FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No

      If “Yes,” please describe:      

14.
Population of Area Served:      

Types of Entities served by Percentage of Total Calls:

 FORMCHECKBOX 

Nursing Homes
   %

 FORMCHECKBOX 

Physicians Offices
   %

 FORMCHECKBOX 

Clinics (MH/MR)
   %

 FORMCHECKBOX 

Counties
   %

 FORMCHECKBOX 

Psychiatric Hospitals*
   %

 FORMCHECKBOX 

Medical Hospitals
   %

 FORMCHECKBOX 

Rehabilitation
   %

 FORMCHECKBOX 

Other
   %

Please describe:      

*If Psychiatric patients are transported, does the company have a written patient handling policy?
 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No

 If “Yes,” please attach a copy.

15.
List any local, state or federal entities that inspect your operations:      

How often are inspections held?      

Please include a copy of your company’s latest inspection report.

16.
Are all the above individuals licensed in accordance with applicable state and federal regulations?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

If “No,” attach an explanation.

17.
Are any EMT’s or Paramedics trained in specialized services?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

If “Yes,” please describe:      

18.
Is anesthesia used?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

If “Yes,” please answer a. through d. below:

a.
Type of anesthesia used:      

b.
Who administers?      

c.
What monitoring equipment is used for administration?      

d.
Is there crash cart equipment on board the transport unit?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

19.
Indicate the number of hours your employees/contractors/volunteers:

a.
work per shift:      

b.
are off duty between shifts:      

20.
Do your employees work more than one shift per day?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

21.
Who dispatches your calls?   FORMCHECKBOX 
  911     FORMCHECKBOX 
  In-house by your own employees/volunteers    FORMCHECKBOX 
  Outside sources

a.
If outside, please describe:      

b.
If in-house, is previous dispatching experience required?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

22.
Does your company provide dispatch service to others?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

23.
Are incoming calls taped?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No 

24.
Is a call report completed on every call, and every time an ambulance is requested?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

25.
How often are your call reports reviewed for completeness, legibility and professional content?      

26.
HIRING PRACTICES

Do you:

1.
Check Driving records upon hire?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
2.
Require signed applications on all prospective employees?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
3.
Verify all professional qualifications, licenses and certifications?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No 
4.
Conduct a personal interview with prospective employees and non-employees (Contractors & 
Volunteers)?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
5.
Require professional and personal references on each employee?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
6.
Conduct a Criminal Background Check on each employee?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
7.
Provide training and orientation for new employees?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
8.
Perform pre-employment physicals?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
9.
Verify any pending license/certification suspensions or revocations or any pending disciplinary actions by other facilities?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
10.
Ask if there have been any professional liability or work-related claims made against the applicant in the past?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
11.
Have written job descriptions?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
12.
Require drug/alcohol screening?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
27.
INTERNAL PROCEDURES

Do you:

1.
Review reported incidents with the personnel involved?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
2.
Impose consequences on personnel for at fault incidents?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No 
3.
Require signed release forms from patients refusing treatment?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
4.
Monitor certificates and continuing education?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
5.
Routinely monitor reporting/charting?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
6.
Use a standard incident reporting form?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
If “Yes,” please include a copy with this submission.

7.
Keep medical records along with the standard incident reporting form?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
28.
RISK MANAGEMENT/LOSS CONTROL

Do you:

1.
Have a formal Safety/Loss Control Program?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
2.
Conduct routine checks on medication inventories?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
3.
Check motor vehicle records annually?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No 
4.
Have qualified personnel inspect and maintain the equipment/supplies on a regular basis?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
5.
Practice universal precautions?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
6.
Perform random drug/alcohol screening?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
7.
Require continuing education for your employees?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
8.
Have written procedures for safe patient handling?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
9.
Have all emergency vehicles equipped with the first aid supplies per state mandate?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No 
10.
Have a written procedure for proper disposal of contaminated medical waste?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
29.
Have you ever been cited or investigated for a violation of a local, state or federal regulation?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
If “Yes,” please explain:      

c.
Do you supply or sell any medical supplies or equipment to patients or clients?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
d.
Do you sponsor any sporting/social events?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
e.
Have any operations been sold, acquired or discontinued in the past five (5) years?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
f.
Is machinery, equipment or vehicles loaned or rented to others?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No 
g.
Where are vehicles stored when not in use? 


h.
Do you perform any other activities or services for which you have other coverage or do not require coverage under this policy?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
If “Yes,” please describe:      

Refer to EPS-GEN-APP application form for the state fraud warnings.
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