
 

 

· ·

•

•

•

•

•

•

•

•

•

•

•



 

•

•

➢ 

•

•

•

mailto:uwniems@uwhealth.org
mailto:uwni@uwhealth.org


 

•

•

• 

• 

• 

• 

• 

• 

• 

•

•

•

•



 

• 

• 

mailto:uwniems@uwhealth.org


· ·








	WINDSHIRT SIZE S: 
	Full Name: 
	Date of Birth: 
	Address: 
	CityStateZip: 
	Social Security: 
	Email: 
	Home Phone: 
	Cell Phone: 
	EMS Agency Affiliation: 
	Place of Employment: 
	Work Phone: 
	HoursShifts: 
	Other Employment: 
	HoursWeek: 
	Other Work Phone: 
	Where did you receive your EMT training: 
	Year Received EMT: 
	How did you hear about our program: 
	Have you ever attended a Paramedic training program in the past: 
	YES: 
	If YES where: 
	When: 
	Which agency will serve as your Primary ALS Preceptor Agency: 
	Secondary ALS Preceptor Agency: 
	undefined: 
	YES_2: 
	undefined_2: 
	YES_3: 
	Are you up to date with any child support payments: 
	YES_4: 
	NO: 
	1: 
	2: 
	3: 
	1 High School Attended Name and Year: 
	College Attended Name and Year: 
	Courses TakenDegree Earned: 
	2 What kind of social activities or hobbies do you enjoy in your leisure time 1: 
	2 What kind of social activities or hobbies do you enjoy in your leisure time 2: 
	3 Do you consider yourself a good reader: 
	YES_5: 
	If no please explain: 
	4 Do you consider yourself good at math: 
	YES_6: 
	If no please explain_2: 
	5 What type of work environment do you prefer 1: 
	5 What type of work environment do you prefer 2: 
	6 In what type of teaching environment do you learn best 1: 
	6 In what type of teaching environment do you learn best 2: 
	7 Tell us about your family 1: 
	7 Tell us about your family 2: 
	8 What attributes do you feel you have that will help you to excel as a prehospital provider 1: 
	8 What attributes do you feel you have that will help you to excel as a prehospital provider 2: 
	9 How much field experience do you have as an EMT: 
	Years: 
	10 Approximately how many calls a month do you respond to: 
	11 What types of patients do you feel most comfortable caring for 1: 
	11 What types of patients do you feel most comfortable caring for 2: 
	12 What types of patients do you feel the least comfortable caring for 1: 
	12 What types of patients do you feel the least comfortable caring for 2: 
	1_2: 
	2_2: 
	Date: 
	Check Box1: Off
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Text1: 
	Text2: 
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Text9: 
	Text10: 


