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Spencerport Volunteer Ambulance Service, Inc.


116 Lyell Avenue


Spencerport, New York  14559-1896


Business: (585) 352-4742

Fax: (585) 352-4757

	Name (Last, First, Middle Initial):

     
	Date of Application:

     

	Current Address:
     
	City:

     
	State:

     
	ZIP:

     

	Drivers License #:

     
	DL State:

     
	DL Class:

     

	Date of Birth:

     
	
	


Contact Information:

	Home Phone:

     
 FORMCHECKBOX 
  Preferred Contact Method
	Work Phone:

     
 FORMCHECKBOX 
 Preferred Contact Method
	Mobile Phone:

     
 FORMCHECKBOX 
  Preferred Contact Method

	Pager:

     
 FORMCHECKBOX 
  Preferred Contact Method
	E-mail Address:

     
 FORMCHECKBOX 
  Preferred Contact Method


Health Background: Do you have any of the following medical conditions?
	 FORMCHECKBOX 
 Cardiac  
	 FORMCHECKBOX 
 Diabetes 
	 FORMCHECKBOX 
 Asthma
	 FORMCHECKBOX 
 Seizures

	 FORMCHECKBOX 
 Hearing Problems
	 FORMCHECKBOX 
 Back Problems
	 FORMCHECKBOX 
 Chronic Injury
	 FORMCHECKBOX 
 Past Surgery

	 FORMCHECKBOX 
 Recent Pregnancy
	 FORMCHECKBOX 
 Other:      

	Have you been hospitalized for any condition in the past 5 years? (If yes, please explain)

     
*A release from your doctor may be needed


References:  Please list 3 references, other than relatives. (Please give full address and zip)
	Name:

     
	Address:

     
	Phone #:

     

	Name:

     
	Address:

     
	Phone #:

     

	Name:

     
	Address:

     
	Phone #:

     


Personal History:

	Military Service Branch:
 FORMCHECKBOX 
None       
	Rank:

     
	Type of Discharge:

     

	Have you ever been affiliated with an EMS, fire or rescue organization?

  FORMCHECKBOX 
 Yes       FORMCHECKBOX 
  No
	If yes, please list organization, dates of service & current status (or reason for termination):

     

	Have you ever been convicted of a crime within the past 10 years?

(excluding traffic violations)
  FORMCHECKBOX 
 Yes       FORMCHECKBOX 
  No
	If yes, please explain:

     

	Are you currently charged with a misdemeanor or felony?

  FORMCHECKBOX 
 Yes       FORMCHECKBOX 
  No
	If yes, please explain:

     

	Have you been convicted of any traffic violation in the past 5 years?
  FORMCHECKBOX 
 Yes       FORMCHECKBOX 
  No
	If yes, please explain:

     


Certifications & Skills:

	 FORMCHECKBOX 
 American Red Cross Community First Aid & Safety
	Expiration Date:       

	 FORMCHECKBOX 
 American Red Cross Responding to Emergencies
	Expiration Date:       

	 FORMCHECKBOX 
 Professional Level CPR
	Expiration Date:       

	 FORMCHECKBOX 
 NYS Certified First Responder
	Expiration Date:       

	 FORMCHECKBOX 
 NYS EMT-B
	Expiration Date:       

	 FORMCHECKBOX 
 NYS EMT-I
	Expiration Date:       

	 FORMCHECKBOX 
 NYS EMT-CC
	Expiration Date:       

	 FORMCHECKBOX 
 NYS EMT-P
	Expiration Date:       


Instructor Certifications:
	 FORMCHECKBOX 
 American Red Cross or   FORMCHECKBOX 
 American Heart Assoc. CPR
	Expiration Date:       

	 FORMCHECKBOX 
 American Heart Association CPR
	Expiration Date:       

	 FORMCHECKBOX 
 American Red Cross Community First Aid & Safety
	Expiration Date:       

	 FORMCHECKBOX 
 NYS EMT or CFR
	Expiration Date:       


	List any other EMS training or certifications:

     


Education/Employment:

	High School:  FORMCHECKBOX 
 9    FORMCHECKBOX 
 10    FORMCHECKBOX 
 11    FORMCHECKBOX 
 12    FORMCHECKBOX 
 GED   College:   FORMCHECKBOX 
 1    FORMCHECKBOX 
 2    FORMCHECKBOX 
 3    FORMCHECKBOX 
 4
Degrees:       


	Occupation:

     
	
	School:

     

	Employer:

     
	
	Grade or Year:

     

	Employer Address:

     
	
	Expected Graduation Date:

     


	Volunteer and Training Preferences:
	Please indicate the position(s) you are interested in working:

	Please indicate the times and days of the week you would be available for duty:
	 FORMCHECKBOX 
  Dispatcher

 FORMCHECKBOX 
  I would like to train for this position first

	
	DAY
	EVENING
	OVERNIGHT
	 FORMCHECKBOX 
  Driver
 FORMCHECKBOX 
  I would like to train for this position first

	Sunday
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Monday
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 
  2nd Medic (CFR)
 FORMCHECKBOX 
  I would like to train for this position first

	Tuesday
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Wednesday
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 
  1st Medic (EMT-B)
 FORMCHECKBOX 
  I would like to train for this position first

	Thursday
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Friday
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 
  ALS Tech (EMT-CC/P)
 FORMCHECKBOX 
  I would like to train for this position first

	Saturday
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	


Other:

	Do you know any SVA Members?    FORMCHECKBOX 
 No       FORMCHECKBOX 
  Yes (Please list names of members)
      

	Have you applied to SVA in the past?   FORMCHECKBOX 
 No       FORMCHECKBOX 
  Yes (Please list date)
      

	How did you hear about SVA?
      

	I wish to join SVA because:
      

	Besides my medical training, I can offer SVA the following skills and abilities.
      


Please Read and Sign Below:
Note: Membership dues ($2.00) are to accompany this application and are not refundable
Upon termination or resignation of my membership in Spencerport Volunteer Ambulance Service, Inc., I will return any and all SVA property in my possession, including but not limited to jackets, pagers, and radio equipment.

The above information has been willingly supplied by me, in the interest of applying for membership in the Spencerport Volunteer Ambulance Service, Inc.  I agree to abide by the rules, regulations and procedures of SVA.  I state that the above questions have been answered truthfully and without any omissions.  I authorize SVA to check any of the above references or statements.  I further understand that any deliberate false statements will render this application invalid.  Submission of this application does not constitute an agreement with SVA to accept you as a candidate for membership in the organization.
	
	
	

	Signature
	
	Date


Please print completed application, sign, date, and send with membership dues to:

Spencerport Volunteer Ambulance Service, Inc.

Attn: Admissions

116 Lyell Avenue

Spencerport, NY  14559

Interviewer Follow-Up
Interviewer Comments:

______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
Membership Dues Received:       Yes          No

Copies of: (Front & Back Attached)

 Drivers License



 First Aid Card

 CPR Card



 EMT/CFR Card

Law Enforcement/DMV Check:

______________________________________________________________________________
______________________________________________________________________________
Date Application Presented to Board of Directors:      _____ / _____ / _____

Membership:
 Approved

 Declined

Comments:

______________________________________________________________________________
______________________________________________________________________________
 Letter of Membership Status sent to Applicant     Date: _____ / _____ / _____

Revised 3/04
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