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Bureau of Emergency and Trauma Services
Initial Service Program Authorization Application

	Service Program’s Operational Name

	

	Service Type Requesting (select one)

	[bookmark: _GoBack]      󠄔󠄔 Transport (Ambulance) Service          󠄔󠄔 Nontransport Service

	Service Response

	Will the service be responding to 911 or emergency calls (select one)? 󠄔󠄔 Yes  󠄔󠄔 No

	Authorization Type Requested

	Full Authorization Level: Choose an item.

	Conditional Authorization Level: Choose an item.

	CCT Endorsement (Paramedic Level Only): Choose an item.

	Base of Operation: Choose an item.
	Personnel Type: Choose an item.

	Response Type: Choose an item.
	Pharmacy Type: Choose an item.

	Service Program’s Base of Operation Location

	Street Address 1: 

	Street Address 2:

	City, State, Zip Code:

	Mailing Address (if different then above address)

	Street Address 1: 

	Street Address 2:

	City, State, Zip Code:

	Additional Service Satellite Program Location(s) (if applicable)

	Street Address 1: 

	Street Address 2:

	City, State, Zip Code:

	Street Address 1: 

	Street Address 2:

	City, State, Zip Code:

	Service Program Ownership

	Select One: 󠄔󠄔 Government (all levels)  󠄔󠄔 Private  󠄔󠄔 Fire  󠄔󠄔 Hospital  

	If the ownership name is different from service program’s name supply the following: 

	Business name:

	Point of Contact Name:

	Email address:

	Vehicle Liability Insurance Information

	Company Name:

	Medical Liability Insurance Information

	Company Name:

	Service Director Information

	First Name:
	Last Name:

	Phone:
	Email:

	Has attended Iowa EMS service director workshop (select one)? 󠄔󠄔 Yes  󠄔󠄔 No

	Location:
	Year (approximately): 




	Medical Director Information

	First Name:
	Last Name: 

	 󠄔󠄔 MD   󠄔󠄔 DO
	Iowa License Number:

	Phone:
	Email:

	Has attended Iowa EMS medical director workshop (select one)? 󠄔󠄔 Yes   No ? 

	Location:
	Year (approximately):

	Medications

	Will this service carry/administer prescription medications (select one)? 󠄔󠄔 Yes  󠄔󠄔 No

	If yes to the above question who will own the medications (select one)?
󠄔 Pharmacy   󠄔󠄔 Service program’s medical director  󠄔󠄔 Combined pharmacy-medical director

	* Submit copy of executed Pharmacy Agreement with this application 

	If medications are Pharmacy or Combined pharmacy-medical director owned complete:
Pharmacy Name:
Street Address:
City-state-Zip Code:
Phone:
Email:
Pharmacist Name:

	Dispatch Center Information:

	Dispatch Center Name:

	Contact First Name:
	Last Name:

	Nonemergency Phone:
	Email:




	OPERATIONAL REQUIREMENTS:


COPIES OF THE FOLLOWING DOCUMENTS MAY BE REQUIRED TO SUPPLEMENT THE PROGRAM APPLICATION:
1. Copy of the patient care protocols and drug list approved by the service medical director. Protocols must meet or exceed minimum department approved EMS clinical guidelines
2. Copy of the service programs Continuous Quality Improvement Policy that includes: 
· An audit process that reviews patient care, identifies deficiencies or potential deficiencies regarding knowledge or skills
· Monitors 911 responses and scene times
· A plan that monitors, identifies and documents staff continuing education, credentialing of skills and procedures, driving, a PA and RN exceptions
· Establishment of measurable outcomes that reflect the goals and standards of the service program
· Assurance of completion and loop closure/resolution when areas of concern have been identified
3. Copy of supplies and equipment maintenance policies.
4. Written pharmacy agreement and pharmacy policy. 
· Pharmacy based (pharmacy ownership) OR
· Medical director based (medical director ownership) OR
· Combination pharmacy & medical director based
5. Written transport agreement ensuring simultaneous dispatch with an authorized transport service program for all 911 or emergency calls. (Nontransport service programs)
6. Written driver policy that includes a review of Iowa laws regarding emergency vehicle operations, (Iowa Code section 321.231), frequency of service required driver training, a review of service program policies and criteria for response with lights or sirens or both, speed limits, procedure for approaching intersections, and use of the service program communications equipment.

STATEMENT OF AFFIRMATION:
I affirm and declare that the answers and statements in this application are true and correct.  I understand that any falsification of this information may result in denial, citation and warning, suspension, revocation or probation of the service program’s authorization.

	
	TYPE OR PRINT NAME
	SIGNATURE
	DATE

	Service Owner or Authorized Representative
	
	
	

	Medical Director
	
	
	

	Service Director
	
	
	



	Program ID Number:
	Date Application Received:
	OK or Reason for Return:

	
	
	

	Staff Reviewer:
	Date Application Approved:
	Onsite Inspection Date:

	
	
	

	Date AMANDA Access:
	Data Reporting Access:
	Date of Initial Authorization:
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