NEW YORK STATE DEPARTMENT OF HEALTH Application for New EMS Service,Expansion of

Bureau of Emergency Medical Services Primary Operating Territory or Transfer of Ownership
Application for: (check one) Type of Service: (check ong)
[_] New Service (Sections A, B, C, D, F) () Ambutance
Expansion of Primary Operating Territory for existing service (Sections A, B, D, F) [ ALS First Responder

Transfer of existing service operating authority (Sections A, D, E, F)

Section A Organizational Structure
For a corporation, attach a copy of certificate of incorporation, any DBAs and a listing of all ownars, stockholders o principals.

Hame of Sarvice DOH Agency Code Fedaral Employer Identification Na.
Addrass City State  Zip County
Gontact Person - Business Phone No, Home Phona No.

Titla

Current Orpanizational Sponsor Type

[] Proprietary [] Hospital Based (] vol. Independent [Jindustial
[_] Vol. Fire Department [ ] Municipal/Gavemment [] Cther
TypeofOwnership [ | Individual (] Pamership [ ] Govemment [] corportation

Name of Individual Owner, Partners, Corporate or Govemment Entity (Attach a listing of any/all owners or 10% or mora stock)

Section B Primary Operating Territory

Specify exacty the geagraphic area being requested, using municipal, poliical or other identifiable boundaries. Aftach a detalled map of the primary service area.
Statements such as “surmounding, adjacent, vicinity, proximity, contiguous, adjoining, * ete. are not acceptable when defining a primary operating emitory.

Proposad new or expanded primary operating teritory

For expansion, fist existing primary operating tarritory

Sectlon C Financial Responsibility

Applicant is required to attach detalled fiscal and budgetary information, as specified in the DOH Policy Statement. An initial start-up budget and sufficient financial
information, as well as the sourca of such, must be provided to insure the fiscal responsibility and stability of the ownership.

Insurance Camer
Agent Business Phone No.
Types and imits of coverage: Liability Malpractice Orther
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[
' Section D Description of Proposed Services

Level of Service (check only ane)
[ eLs (e, EMT) | | Detibrillation { GFR, EMT) [ intermediate " | critical care [ paramedc
Agency Medical Director Address City State Phane Mo,
Agency Providing Medicai Control Phane Mo.
System Medical Director Address city ~ Stale | Phone No. T |
 Size of Population to be Served | ays of Operations Hours of Operation
Projacted call volume . o _Tulzd Emergency, MNoen Emergency

Source of Statistics for call volume

Total Mo, Ambulances Total Mo, Emergency Ambulance Service Vehicles (EASWs) Total Na. ALS First Response Vehicles

'SectionE  Proposed Organizational Structure

For a corporation, attach a copy of cerlificate of incorporation, any DBAs and a listing of all owners, stockholders or principals.

Proposed Name of Service T - Federal Employer ldentifization No.
Address o o Gity State : Zip

Cantact Person - | Businass Phone No. Home Phone Mo,

Tithe

Proposed Organizational Sponsar Type

[ ] proprietery [ |Hospital Based || Vel. Independent L industrial
__| Vol. Fira Dept. _'—_ Municipal/Gow't |_Glhar
Propesed Type of Ownership " | Individual J Parnership ‘_ME Government : il | Corportation

e

Name of Proposed Individual Owner, Pnrln.&.r.;;:r CGaovernment Entity

Section F Certification of Accuracy and Ownership Competency
As ownar of the ambulance service described heredn, | attest to the accuracy of the information contained within this application and its attachments, and 1o having
received and read the Public Health Law Article 30 and the State EMS Code Part 800. | also state that neither the corporation nor any of the awners, principals or
stockhokders in the corporation have baen convicted of Medicare or Medicaid fraud, | understand that under Section 301 2(a) of the PHL, Article 30, that the ambulance

service or ALS FR service certificate for this agency may be reveked, suspended, limited or annulled if this application includes willful misrepresentation.

| Attachments Required
® Detailed narrative to support need, or statement of purpose and intent for transfer
& Affirmation of Fitness and Compatance (DOH 3778)
@ Certificate of Incarporation, DBAs, and ownership and/or shareholders listing (not required for expansion of tarritary)
@ Financial information, inguding funding, budget and insurance (not required for axpanshon of territory)
& Primary operafing territary map
| Name aof Owner or CEQ Title: FOR REGIONAL EMS COUNCIL USE CNLY
Date complete application received
Signature Data " Date of Council Decisicn
Approved| | Denied [ | |
Nolary Public affirmation and acknowledgement ' Council Chair Signature
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