
State of California  
EMT Skills Competency Verification Form 
EMSA – SCV (01/17) 

See attached for instructions for completion 

This section is to be filled out by the EMT whose skills are being verified: 
I certify that I have performed the below listed skills before an approved verifier and have been found competent to perform 
these skills in the field.  

Name as shown on California EMT Certificate EMT  Certificate Number Signature 

This section is to be filled out by an approved Verifier (see instructions for information on approved Verifiers).       
By filling out this section the Verifier certifies that they have, through direct observation, verified that the above EMT is 
competent in the skills below. 

Skill Verified Verifiers Information 
1. Trauma Assessment Name of Verifier: Date of Verification: 

(Signature of Verification) 

Approval to Verify from: Cert./License Info. of Verifier: 

2. Medical Assessment Name of Verifier: Date of Verification: 

(Signature of Verification) 

Approval to Verify from: Cert./License Info. of Verifier: 

3. Bag-Valve-Mask Ventilation Name of Verifier: Date of Verification: 

(Signature of Verification) 

Approval to Verify from: Cert./License Info. of Verifier: 

4. Oxygen Administration Name of Verifier: Date of Verification: 

(Signature of Verification) 

Approval to Verify from: Cert./License Info. of Verifier: 

5. Cardiac Arrest Management w/ AED Name of Verifier: Date of Verification: 

(Signature of Verification) 

Approval to Verify from: Cert./License Info. of Verifier: 

6. Hemorrhage Control & Shock
Management

Name of Verifier: Date of Verification: 

(Signature of Verification) 

Approval to Verify from: Cert./License Info. of Verifier: 

7. Spinal Motion Restriction- Supine &
Seated

Name of Verifier: Date of Verification: 

(Signature of Verification) 

Approval to Verify from: Cert./License Info. of Verifier: 

8. Penetrating Chest Injury Name of Verifier: Date of Verification: 

(Signature of Verification) 

Approval to Verify from: Cert./License Info. of Verifier: 

9. Epinephrine & Naloxone
Administration

Name of Verifier: Date of Verification: 

(Signature of Verification) 

Approval to Verify from: Cert./License Info. of Verifier: 

10. Childbirth & Neonatal Resuscitation Name of Verifier: Date of Verification: 

(Signature of Verification) 

Approval to Verify from: Cert./License Info. of Verifier: 
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 Kris Mangano 

 Emergency Services Manager David Ghilarducci, MD, FACEP  

EMT CERTIFICATION  

VERIFICATION OF ADDITIONAL TRAINING 

_____________________________________________________________ 

Name as shown on California EMT Certificate                   EMT Certificate # 

□ Training in the use of finger stick blood glucose testing by a glucometer and management of a patient with a

diabetic emergency. 

□ Training and use of the Supraglottic Airway Device for a patient in respiratory distress.

Date Completed:   ______________ 

Instructor Name: _____________________________ Cert/License # of Instructor: __________ 

Instructor Signature: _______________________________ 

This training meets the minimum content requirements outlined in the California Code of Regulations, Title 22, Section 

1000075. This document must be retained for a period of four (4) years.  California EMS CE Provider #35-0001 

Medical Director
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