
 

Suffield Volunteer Ambulance Initial AEMT Course  

 

 

Name: _______________________________________________   Date:___/___/____ 

Address: _______________________________________________________________ 

Phone Number: ________________ E-Mail:_________________________________ 

Current Service Affiliation:______________________________________________ 

EMT Certification Number:________________ Expiration Date:______________ 

 

Please initial each line to signify that you have read and agree to adhere to 
the terms of this program. Failure to comply with any of the provisions 
below may constitute removal from the program with no expectation of 
refund for any portion of the program, regardless of number of classes 
attended or training received. 

____ I agree to provide written proof signed by my doctor that I have had the following: 
COVID vaccinations to include a booster (recommended but not required), MMR (Measles, 
Mumps and Rubella) titer showing immunity (if non-immune, two MMR vaccinations), Proof 
of positive varicella titer or two varicella vaccinations, proof of Hepatitis B vaccination or 
written waiver, Proof of seasonal flu vaccination (if in season). 

____ I agree that I meet all physical requirements that are listed in the class posting and I 
will notify the program director of any health issues that may limit my performance with 
physical activity. 

____ I agree that an active state EMT certification as well as an active AHA BLS CPR 
certification is required for the duration of the program. This is the student’s responsibility 
and failure to keep these certifications active would result in immediate removal from the 
program. 

 



If there are any questions on the application portion above, please feel free to email 
Christopher Johnston at cjohnston@suffieldems.org. More detailed class information can 
be found on our website suffieldems.org under classes.  

 

By my signature below I agree to follow the requirements above and any other requirements 
established for completion of the program and acknowledge that failure to do so may result 
in my immediate termination from the program. I also acknowledge that I understand the 
requirements as outlined above and have had my questions answered prior to signing this 
agreement. 

 

X_______________________________ 

Signature of Applicant 

 

 

Do Not Write Below This Line 

 

Date Application Received___________________ 

Date Payment Received_____________________ 

E-Text Ordered_____________________ 

Platinum Planner User Code Ordered________________ 

Uniform Shirt Ordered_______________________ 

mailto:cjohnston@suffieldems.org

