North Country Emergency Medical Service

TRAINING REQUEST FORM

NAME _______________________________DATE OF REQUEST_______________

TITLE OF COURSE _____________________________________________________

PURPOSE OF COURSE __________________________________________________

LOCATION__________________________DATE(S) OF COURSE______________

TRAINING HOURS REQUESTED _____________       COST $_________________
*REQUESTS FOR TRAINING & EDUCATION HOURS ARE TO BE TURNED IN 30 DAYS PRIOR TO ALLOW ADEQUATE TIME TO MAKE ADJUSTMENTS IN THE SHIFT SCHEDULE*

· APPROVAL - CLINICAL OFFICER

Comments: 

· APPROVAL – OPERATIONS OFFICER/ASSISTANT DIRECTOR
Comments: 

· APPROVAL - DIRECTOR

Comments:

· Certificate received



· Course billing

· Expense Voucher

· Training recorded

· Dept. Vehicle ________   POV ___________  Other  ________________  NA _____
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