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Litchfield Volunteer Ambulance Association

Application for Membership
	Last Name:
	
	First Name:
	
	Middle:
	

	
	
	
	
	
	

	Residence Address:
	                                                           /                                                                 /

	                                                                                         (Street)                                                                                          (City)                                                  (Zip)

	
	

	Mailing Address:
	                                                           /                                                                 /

	                                                                                         (Street)                                                                                          (City)                                                  (Zip)

	
	
	
	
	
	

	Telephone #s:
	Home:
	(       )
	Cell:
	(      )
	Work:
	(      )

	
	
	
	
	
	

	E-Mail:
	
	
	Date of Birth:
	
	Social Security #:
	       -      -

	
	
	
	
	
	

	Race:
	
	Sex:
	
	Height: 
	
	Weight:
	
	Hair:
	
	Eyes:
	

	
	
	
	
	
	

	Driver's License #:
	
	State:
	
	Type:
	
	Exp. Date:
	

	

	
	Restrictions:
	

	
	
	
	
	
	

	Parents’ Names:
	
	
	

	
	(Father)
	
	(Mother)

	
	
	
	
	
	

	Emergency Contact:
	
	Relationship: 
	

	
	
	
	

	
	Telephone #s:
	Home:
	(       )
	Work:
	(      )
	Cell:
	(      )

	
	
	
	

	Employer:
	
	Address:
	

	
	
	
	
	
	

	Vehicle #1:
	Year:
	
	Make:
	
	Model:
	
	VIN #:
	

	
	
	
	
	
	
	
	
	

	Vehicle #2:
	Year:
	
	Make:
	
	Model:
	
	VIN #:
	

	
	
	
	
	
	

	Driving History:
	List all infractions, summonses, and accidents (including dates and charges)

	

	

	

	
	
	
	
	
	

	Have you ever been arrested?
	Yes / No
	If yes, list the charges, place, date of arrest, and court disposition:

	

	

	
	
	
	
	
	

	Have you ever been convicted of a crime?
	Yes / No
	If yes, list the charges, court, and date of conviction:

	

	

	
	
	
	
	
	

	Are you presently the subject of a criminal or civil investigation?
	Yes / No
	If yes, provide details:

	

	

	

	Has the applicant used drugs other than for medical purposes? 
	Yes / No
	If yes, include type of drug,

	extent, and duration of use: 
	

	

	Does the applicant have any medical problems?  Yes / No      If yes, explain:

	

	

	

	Does the applicant have any special, non-emergency medicine related skills that would benefit the association?    Yes / No       If yes, explain:

	

	

	

	Does the applicant possess current emergency medical services certifications?  Yes     No   (Circle one)

	
	If yes, provide certification state, level,  and certification #:

	
	

	
	Have you ever been party to a malpractice suit?                                                                  Yes      No

	
	Have you ever been denied medical control authorization?                                                 Yes      No

	
	Have you ever had medical control authorization suspended or revoked?                           Yes      No

	
	Have you ever had medical control authorization placed on probation?                              Yes      No

	
	Have you ever had your state EMS certification/license suspended/revoked?                     Yes      No

	
	Have you ever been disciplined by any state’s Office of Emergency Medical Services?    Yes      No

	

	Please list at least three personal references:

	Name:
	
	Address:
	
	Tel.#:
	

	Name:
	
	Address:
	
	Tel.#:
	

	Name:
	
	Address:
	
	Tel.#:
	

	

	I hereby authorize the Litchfield Volunteer Ambulance Association and its agents to conduct a civil and criminal background check of this applicant. I understand that the Litchfield Volunteer Ambulance Association has the right to accept or reject my application for membership and that if this applicant is accepted for membership, the Litchfield Volunteer Ambulance Association has the right to suspend or terminate my membership relevant to conduct that the Executive Board deems to be inappropriate and/or in violation of the Association’s By-Laws, Rules and Regulations; Federal, State, or Municipal laws; or National, State, Regional, or local medical control regulations or protocols. I understand that if I knowingly make a false statement or misrepresentation on this form, I may be subject to the penalties as are set forth in the CT General Statues. 

	

	Signature of Applicant:
	
	Date:
	

	

	Signature of Witness:
	
	Date:
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