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APPLICATION FOR REACCREDITATION

1.      Name of medical transport service:      
2.      Mailing Address: 
3.      Name and Address of Hospital (if hospital affiliated): 
4.      Telephone: Business: 
5.      Description of Service:  (Check each that applies to your service)
Types of Service



Transports Request Accepted for - RW    
FW     
G

 FORMCHECKBOX 

RW (ALS)



Burns


 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

RW (Critical Care)



Cardiac


 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

FW (ALS)



IABP


 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 



 FORMCHECKBOX 

FW (Critical Care)



Trauma

 
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Ground (BLS)



Pediatric (PICU)

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Ground (ALS)



High Risk OB
 
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

    

 FORMCHECKBOX 

Ground (Critical Care)


Adult


 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 
  

 FORMCHECKBOX 

Medical Escort (Basic Care)                  
Neonatal

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 
                 

 FORMCHECKBOX 

Medical Escort (Advanced Care)

6.     Size of the Service:


Total number of transports in most recent fiscal year-    RW: 
Total number of bases:  
Total number of dedicated aircraft/ambulance(s): 
7.     Air Taxi Certificate Holder and Ambulance Owner/Operator: 

Rotorwing - FAA Cert #: 
(Company Name):

(Address):


Fixed Wing - FAA Cert #: 
(Company Name):

(Address):


Ambulance:
(Owner/Operator): 
8.     Principle Administrative Contact:     Name: 
Contact phone number: 
Program Website: 
