	
Initial Application


AMBULANCE SERVICE LEVEL(S):  ___ALS   ___BLS   ___CCT   ___WHEELCHAIR/GURNEY VAN   ___AIR AMBULANCE

	Legal Business or Corporate Name

	Identifying Name (DBA)

	Point of Contact for the Ambulance Operation Application Process, Title	                                                         email address:

	Telephone	                                                                   Fax

	Legal Address

	Mailing Address (if different from legal address)

	Medical Director                                                                                 Telephone                                                                email address

	Dispatch Center                                                                                   Telephone

	On-Duty Field Supervisor 24 hour accessible telephone number
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Page 5 of 5 Ambulance Operation Application
471 Fourth Street    Hollister, CA 95023   Phone (831) 636-4168   FAX (831) 636-4165

Initial Certification & Permit Application

	STATEMENTS
	Attach a separate description for each of the following:
	Enclosed
	FOR OFFICE USE ONLY

	Experience and
Qualifications
	A statement of facts showing the experience of the applicant in the operation of BLS, ALS, wheelchair/gurney van, and/or ambulance programs and services in any jurisdiction.  
	□
	

	Corporation
	If applicant is a corporation, a joint venture, a partnership or limited partnership, provide a list of all; names, titles, addresses, email addresses, and phone numbers of all partners, officers, directors or corporate officers and their percentage of participating in the business.
	□
	

	Area Description
	Provide a narrative description of the proposed area to be served, level of service proposed (BLS, ALS, Wheelchair/Gurney, Air Ambulance) and the staffing pattern.
	□
	

	Location
	Attach a description of the locations (post, bases, quarters) from which vehicles will be dispatched to provide services in San Benito County, noting the hours of operation.
	□
	

	Business Licenses
	Attach copies of all applicable City licenses held by the applicant for the City in which you are doing business.
	□
	

	Required Vehicles and Maintenance Program
	A statement that the applicant owns or has under its control, in good mechanical condition, all required equipment and vehicles to adequately conduct a basic, advanced life support or wheelchair/gurney van program and service which meet the requirements established by the California Vehicle Code, San Benito County EMS Agency Policies and Procedures and applicable Ambulance Ordinance.  Include a statement that the applicant owns or has access to suitable and safe facilities for maintaining vehicles in a clean and sanitary condition, and a complete description of the facilities.  Attach a description of the company’s program for maintenance and service of vehicles. 
	□
	




	STATEMENTS
	Attach a separate description for each of the following:
	Enclosed
	FOR OFFICE USE ONLY

	Vehicles
	Attach a list giving a complete description of each vehicle operated by the applicant including:
· Make, model, year
· Vehicle identification number (VIN)
· State vehicle license plate number
· Proof of current Department of Motor Vehicle (DMV) registration
· Proof of CHP Ambulance Inspection Report 
· Evidence of Insurance Coverage and; 
· Ambulance Identification Certificate.
Attach a narrative and photo/image of all vehicle logos and color scheme for the proposed service.
	□
	

	Communication
	Attach a description of the communication used in each ambulance.  If cell phones are used, include phone numbers.
	□
	

	Employment of Personnel
	A statement that the applicant employs sufficient certified/licensed personnel, adequately trained and accredited in San Benito County to deliver emergency medical services of good quality at all times in the applicant’s proposed primary service area.  Attach a list of all personnel who will be used in providing the proposed service, include the following information of each employee:
· Name
· Address
· Level of Training
· License or Certification Number
· Date of Expiration of Certificate/License
	□
	

	Employee Orientation
	A statement that all employees and staff will be adequately oriented to the EMS System in San Benito County, and that only licensed certified and property accredited personnel will be allowed to perform according to the Policies, Procedures and Protocols of San Benito County EMS.  Attach a copy of the training and orientation programs for personnel.
	□
	




	STATEMENTS
	Attach a separate description for each of the following:
	Enclosed
	FOR OFFICE USE ONLY

	Policies, Procedures and Protocols
	A statement that the applicant agrees that in the operation of any emergency, non-emergency, or advanced life support unit, it will follow all San Benito County Emergency Medical Services Agency Policies, Procedures and Protocols.
	□
	

	Schedule of Rates
	A schedule of rates (including any special rates) to be charged for transports and/or services.
	□
	

	Quality Improvement Plan
	Attach a Quality Improvement Plan as specified in
	□
	

	Disaster Plan
	Attach a Disaster Plan as specified in      , including a personnel call-back plan.
	□
	

	Evidence of Insurance Coverage
	Provide evidence of insurance coverage compliance (1) A certificate of Consent to Self-Insure issued by the California State Director of Industrial Relations OR, (2) a Certificate of Workman’s Compensation Insurance.
	□
	






















The applicant provides this assurance in consideration of and for the purpose of obtaining a
Certificate of Operation.

THE APPLICANT HEREBY AGREES THAT IT WILL COMPLY WITH:

1. Applicant does not have any pending criminal actions, civil actions, and/or EMS fact finding or certification/licensure.

2. The California Vehicle Code and the California Code of Regulations, Title 13, Motor Vehicles and the San Benito County Emergency Medical Services Ordinance.

3. The requirement that the applicant own or have under his control, in good mechanical condition, required equipment to consistently provide service in the area for which they are applying, and that  the applicant owns or has access to suitable facilities for maintaining equipment in a clean and sanitary condition.

4. The County’s Staffing, and Equipment and Supply Specifications policies or contractual requirements regarding equipment carried for each level of service.

5. Applicant’s vehicles are equipped with radios capable of communicating with designated dispatch center and the radios are in good working order.

6. The vehicle inspection and permitting process, including payment of the required fees.

7. The requirement that the applicant has or will have sufficient personnel adequately trained and available to deliver service of good quality at all times, including copies of their certifications/licenses.

I have read and understand the Statement of Compliance and hereby agree to abide by all requirements stated therein.



Signature & Title								Date								




As a condition of the San Benito County EMS Agency issuing a permit for the
Certification to Operate an Ambulance in San Benito County.


_______________________________________________________________
Business Applicant Name
agrees to appear and defend all actions against the County arising out of the exercise of said permit and shall indemnify and save the County, its officers, employees, and agency harmless form all claims, demands, actions, or causes of actions of every kind and description resulting directly or indirectly, arising out of, or in any way connected with the exercise of the permit.


Name: ________________________________________________   Title: _____________________

Signature: _____________________________________________   Date: _____________________
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