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EMS AGENCY STATUS REPORT
Submit electronically to your EMS Program Representative or fax to (804) 371-3409
	[bookmark: Text21]EMS Agency Name:      
	[bookmark: Text20]Agency Number:      



Please complete the following:
EMS Agency Officers
	Chief Administrative Officer
	Chief Operations Officer

	Name:                                                                Term of Office Expires:
[bookmark: Text1][bookmark: Text4]     	     
	Name:                                                                Term of Office Expires:
     	     

	Address:
[bookmark: Text5]     
	Address:
[bookmark: Text9]     

	Home Phone:                                                   Work Phone:
[bookmark: Text6][bookmark: Text7]     				                 
	Home Phone:                                                   Work Phone:
     				                 

	Email:
[bookmark: Text8]     
	Email:
[bookmark: Text10]     

	
VPHIB Officer
	
Infection Control Officer

	Name:                                                                Term of Office Expires:
     	     
	Name:                                                                Term of Office Expires:
     	     

	Address:
[bookmark: Text12]     
	Address:
[bookmark: Text14]     

	Home Phone:                                                   Work Phone:
     				                 
	Home Phone:                                                   Work Phone:
     				                 

	Email:
[bookmark: Text13]     
	Email:
[bookmark: Text15]     

	
Vaccine Admin
	
Training Officer

	Name:                                                                Term of Office Expires:
     	     
	Name:                                                                Term of Office Expires:
     	     

	Address:
[bookmark: Text11]     
	Address:


	Home Phone:                                                   Work Phone:
     				                 
	Home Phone:                                                   Work Phone:
     				                 

	Email:
[bookmark: Text16]     
	Email:
[bookmark: Text17]     



I certify that the above information is true and correct: ______________________________   Date: _________________
							(Signature)
[bookmark: Text18]Print Name & Title:      
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OFFICE OF EMERGENCY MEDICAL SERVICES

Virginia Department of Health

109 Governor St Madison Bldg Suite UB-55
Richmond, VA 23219




