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GENESEE COUNTY MEDICAL CONTROL AUTHORITY AMBULANCE RUN RECORD ADDENDUM SHEET

DATE: SERVICE: RUN NO.:

PATIENT'S NAME:

ADDITIONAL INFORMATION:

DRIVER

RECORDED BY

White copy - Agency / Canary Copy — Hospital ER / Pink Copy - PSRO / Goldenrod Copy - Pharmacy
PARAMEDIC (If Applicable)







Authorization for Release of Information
and Release from Liability

To Whom It May Concern:

I, the undersigned, am the President and/or Chief Executive Officer of
(SERVICE). The SERVICE has made application to the Genesee County
Medical Control Authority (AUTHORITY) for permission to operate a

____Basic Life Support Service
___Limited Advanced Life Support Service
____Advanced Life Support Service

within its jurisdiction.

In connection with that application the SERVICE authorizes you to release to the AUTHORITY
any and all information requested by the AUTHORITY concerning the SERVICE as may have a
bearing on the ability of SERVICE to provide the services sought to be authorized, including but
not limited to: Service’s professional qualifications, licensure, disciplines and/or citations; past
performance in delivering any emergency medical services; reliability and confidence in
providing emergency medical services; ethical and character issues; inspection and photocopying
of any relevant records; and Service’s relationships with other such providers of emergency
medical services and health care providers.

SERVICE hereby releases and holds harmless all persons and entities making a good faith
disclosure hereunder, as well as the AUTHORITY (and its staff and agents) in its use of this
information in connection with said application.

A photo static or facsimile copy of this release shall be considered as an original document and
shall be treated in an identical fashion as an original.

Dated: By:

Applicant

Witness






Annex 1

GCMCA

Genesee County Medical Control Authority

Do-Not-Resuscitate Order

I have discussed my health status with my physician , | request
that in the event my heart and breathing should stop, no person shall attempt to resuscitate me.

This order is effective until it is revoked by me.

Being of sound mind, | voluntarily execute this order, and | understand its full import.

(Declarant’s Signature) (Date)

(Type or Print Declarant’s Full Name)

(Signature of Person Who Signed for (Date)
Declarant, if Applicable)

Type or Print Full Name)

(Physician’s Signature) (Date)

(Type or Print Physician’s Full Name)
ATTESTATION OF WITNESS

The individual who has executed this order appears to be of sound mind, and under no duress,
fraud, or undue influence. Upon executing this order, the individual has (has not) received an
identification bracelet.

(Witness Signature) (Date) (Witness Signature) (Date)

(Type or Print Witness’s Name) (Type or Print Witness’s Name)

This form was prepared pursuant to, and is in compliance with,
the "Michigan do-not-resuscitate procedure act.”
Per Attorney General Opinion 7056, a court appointed guardian of a developmentally
disabled adult ward, does not have the authority to sign this form on behalf of a
disabled adult ward when that ward is not of sound mind.

3927 Beecher Road ¢ Flint, Michigan 48532 ¢ (810) 766-8898 ¢ Fax: 810-762-4108





Annex 2

GCMCA

Genesee County Medical Control Authority

Do-Not-Resuscitate Order
Adherent of Church or Religious Denomination

I have discussed my health status with my physician , | request
that in the event my heart and breathing should stop, no person shall attempt to resuscitate me.

This order is effective until it is revoked by me.

Being of sound mind, | voluntarily execute this order, and | understand its full import.

(Declarant’s Signature) (Date)

(Type or Print Declarant’s Full Name)

(Signature of Person Who Signed for (Date)
Declarant, if Applicable)

Type or Print Full Name)

(Physician’s Signature) (Date)

(Type or Print Physician’s Full Name)
ATTESTATION OF WITNESS

The individual who has executed this order appears to be of sound mind, and under no duress,
fraud, or undue influence. Upon executing this order, the individual has (has not) received an
identification bracelet.

(Witness Signature) (Date) (Witness Signature) (Date)

(Type or Print Witness’s Name) (Type or Print Witness’s Name)

This form was prepared pursuant to, and is in compliance with,
the "Michigan do-not-resuscitate procedure act.”
Per Attorney General Opinion 7056, a court appointed guardian of a developmentally
disabled adult ward, does not have the authority to sign this form on behalf of a
disabled adult ward when that ward is not of sound mind.

3927 Beecher Road ¢ Flint, Michigan 48532 ¢ (810) 766-8898 ¢ Fax: 810-762-4108






Genesee County Medical Control Authority
Questionnaire for Provider Applicants

Please provide the name, title, mailing address and telephone number of the
President or Chief Executive Officer of the provider agency.

Name Title

Address City/State/Zip Telephone

Please provide name, title, mailing address and phone number for an individual
designated to speak on behalf of your service. It is understood that the individual
who appeals for your service has the authority to answer any and all questions
pertinent to your service's operation and application to the Genesee County
Medical Control System.

Name Title

Address City/State/Zip Telephone

1. List the name and credentials of the person responsible for the Genesee
County operation

2. Please list all medical control areas in which your service has operated
within the past three years.

3. Please list all hospitals and hospital phone numbers within the medical
control areas you have served within the past three years.






10.

Please provide the names and addresses of three professional references that
are familiar with your service’s operations during the past three years.

Has any owner, operator, manager, or employee of the service been
convicted of a felony within the past three years?

Yes No

Has this service been denied application or the right to operate within a
medical control board/authority jurisdiction within the past three years?

Yes No

Is the service now or at any time within the past three years received a denial
of license, revocation of license, warning or disciplinary action from any
state licensing agency?

Yes No

Has the service received notice of infraction, warning or disciplinary action
from any medical control board/authority within which the service is
operated within the past three years?

Yes No
Within the past three years has this service been involved in litigation with
the state, medical control board/authority, patients, hospitals or other
medical service providers?

Yes No

Please provide the name and address of all professional organizations and
associations with which this service and its management are affiliated.






11. Has this service ever been denied professional liability and/or practice
insurance?

Yes No
12.  Has this service ever been denied licensure and/or operating privileges in
Michigan or any other state?

Yes No
13. Has this service within the past three years experienced difficulty working
cooperatively with other pre-hospital health care systems, with other
providers, hospitals and/or medical personnel?

Yes No

Any affirmative answer (Yes) to the above questions requires a written, detailed
explanation of the circumstances. Attach the explanation to this questionnaire.

APPLICANTS ACKNOWLEDGMENT

| fully understand that any misstatements or omissions from this application
constitute cause for denial of application for service in the Genesee County
Medical Control Board/Authority service area. All information submitted in this
application is truthful and any subsequent discovery of misstatement or omission
constitutes cause for immediate dismissal from service in the Genesee Medical
Control Board/Authority service area.

In making application for operation within the Genesee County Medical Control
Board and by completion of this applicant's questionnaire, | acknowledge that this
service has received and read the bylaws, rules, regulations, policies, procedures,
and protocols of the Genesee County Medical Control system and that this service
is familiar with the aforementioned document and agrees to operate in accordance
with these documents as they are amended from time to time by the Genesee
County Medical Control Board/Authority.

| further understand and agree that the applicant's service has the burden of
producing adequate information for proper evaluation of professional performance,
competence, character, ethics and qualifications and for resolving any doubts about
such qualifications and specifications.

Date President and/or Chief Executive Officer






Incident #
(For GCMCA Use Only)

Genesee County Medical Control Authority
Professional Standards Incident Report

Incident Date: Incident Time:

Incident Location:

Agency(ies) Involved in Incident:

Protocol Violated:
(State the specific protocol violated in this incident from the GCMCA Protocol

Book including the page number)

Describe the Incident:

Report Completed By:

Name:
Agency (if applicable): Phone:
Signature: Date:

Submission Instructions:

Attach any pertinent records for Professional Standards Review to this document and either fax
the information to 810-762-4108 or mail the information to the Genesee County Medical Control
Authority 3927 Beecher Road Flint, MI 48532. Retain a copy for your records.






Agency Name: Applicable Year:
1.

2.

Genesee County Medical Control Authority
Letter of Compliance

Current license by the State of Michigan:

] ALS " LALS JBLS [ MFR

Agency personnel shall be trained and licensed in accordance with appropriate statutes and rules (i.e.
state and GCMCA).

Agency will maintain medical supplies, communication equipment, procedures and protocols consistent
with the state and GCMCA.

Agency will ensure minimum staffing requirements for vehicle level of service and dispatch consistent
with state and GCMCA.

Agency agrees to ensure timely and complete monthly submission of records and reports to the GCMCA
for PSRO review as is set by GCMCA protocol; and to respond timely (as set by GCMCA PSRO
Committee) to peer review case, trend, and/or protocol concern inquiries which may include submission
of run records, reports, explanation, corrective action plans, and/or presentation of agency personnel to
the committee.

Agency agrees to respond collegially and timely to GCMCA PSRO Committee recommendations for
improvement in accordance with the GCMCA protocols for review and corrective actions.

The agency has a system based upon GCMCA protocols to ensure the appropriate dispatching of life
support vehicles based on medical need and capability of the Genesee County Emergency Medical
Services System and consistent with the Genesee County mutual aid and efficiencies of the ALS
intercept system.

Agency will ensure 75% attendance to GCMCA Committee and Subcommittee meetings in which it has
an assigned representative member.

Any agency that does not comply with the above could be subject to the sanctions outlined in the current
GCMCA protocols.

We acknowledge that each criteria and verification are subject to inspection by a GCMCA representative at
any time. Should cause exist, the GCMCA and or GCMCA Medical Director or designee may request
formal verification.

Authorized Agency Representative GCMCA Medical Director
(Printed Name) (Signature)

Authorized Agency Representative Date of Receipt
(Signature)

Title

Date






Genesee County Medical Control Authority
EMS Liability Release Form

Date Location Agency Run #
Call Time: Scene Time: Start Mileage: Scene Mileage:
Refusal Criteria Age [1 Alert/Oriented (1 Clear Judgment
(The above three criteria should be completed for all patients and non-patients)
[0 No Observed Suicidal Tendencies [J No Observed Psychotic Behavior [ Vital Signs Within Normal Limits
1 Appropriate Neurological Exam [1 Understands Risks Associated with Refusal of Care

All BOXES MUST BE CHECKED WHEN OBTAINING A PATIENT REFUSAL. ANY EXCEPTION TO THE ABOVE
MUST BE DOCUMENTED IN DETAIL IN THE NARRATIVE OF THE RUN RECORD

Refusal of EMS care and transport against medical advice
I have been assessed and/or treated for illness or injuries by EMS. I have been advised I have at least one potentially serious
illness or injury, which needs further treatment. I understand that failure to treat this illness or injury may lead to disability
or death. I REFUSE further treatment by EMS, as well as transport by EMS to the hospital of my choice, in accordance with
EMS protocols and/or medical direction. I also understand that signing this refusal does not preclude me from later obtaining
medical care on my own, and/or requesting another EMS response.

My initials here indicate that this section applies to me

Assessment and/or treatment without EMS transport
I have been assessed and/or treatment for illness or injury by EMS. I have been advised and understand I may need further
assessment and treatment by a physician. I have also been advised of possible signs and symptoms that my condition may be
changing. I REFUSE further treatment and transport by EMS, to the hospital of my choice in accordance with EMS
protocols and/or medical direction. I also understand that signing this refusal does not preclude me from later obtaining
medical care on my own, and/or requesting another EMS response.

My initials here indicate that this section applies to me

Juvenile/Incompetent patient
has been assessed and/or treated for illness or injuries by EMS. As his/her
parent/guardian/P.O.A. (circle), I have been advised and understand he/she may need further assessment and treatment by a
physician. I REFUSE further treatment of him/her by EMS as well as transport by EMS of him/her to the hospital of my
choice, in accordance with EMS protocols and/or medical direction. I also understand that signing this refusal does not
preclude me from later obtaining medical care for him/her and/or requesting another EMS response.

My initials here indicate that this section applies to me

Non-patient
EMS has met with me, and I have told them I have no medical complaint, illness, or injury. I do not consider myself to be a

patient. I have been advised and understand I may need further assessment and treatment by a physician. I REFUSE
treatment, as well as transport by EMS to the hospital, consistent with EMS protocols and/or medical direction. I also
understand that signing this refusal does not preclude me from later obtaining medical care on my own, and/or requesting
another EMS response.

My initials here indicate that this section applies to me

Acceptance of responsibility and release of EMS (REQUIRED FOR ALL SECTIONS)

I understand that EMS has made a good faith determination that I am alert, oriented, and able to make decisions for my
ward or myself. I have read, or have had read to me, the section(s) I have initialed above. My EMS assessment and my
treatment options were explained to me and I understand them. I have no further questions of EMS at this time. I now
knowingly and voluntarily release all individuals, organizations, and entities participating in and under the Genesee County
Medical Control Authority from any liability for any and all claims arising from my decisions regarding my or my ward’s
healthcare.

Name DOB

Translator/Parent/Guardian Name

Signature Date
Witness Signature Date
Driver EMT Paramedic Recorded By

1504







FIRST RESPONDER PROVIDER REQUEST
FOR HIV and/or HEPATITIS B TESTING OF EMERGENCY PATIENT
In Accordance with Michigan Public Act 419 of 1994 (MCL 333.20191)

Michigan Department of Community Health

NOTICE TO EXPOSED INDIVIDUAL:

Test results will not be provided over the telephone.

This request should be made before the emergency patient is released from the health care facility.

Please contact the health care facility if the interpretation of test results on the emergency patient are not received by you within ten (10) days.
Information contained on this form is confidential.

See page 2 for PA 431 and non-discrimination information.

SECTION 1 — To be completed by EXPOSED INDIVIDUAL: (Please Print)

1. Name of Exposed Individual 3. Job Classification

2. Home Address (Number & Street, etc.) D Good S it
00 amaritan

City State ZIP Code 4. Home Phone Number
( )
5. Name of Employer 7. Employer Phone Number
( )
6. Employer Address (Number & Street, etc.) City State ZIP Code
8. Emergency Source Patient ID No. | 9. Date of Exposure 10. Approximate Time of Exposure

[]AM C1PM
11. Route of Exposure:

[ ] Open Wound [ ] Mucous Membrane [ ] Percutaneous [ ] Other

12. Provide a detailed description of the exposure: (Attach an additional sheet as needed)

13. Personal Protective Equipment used when exposed: (Check all that apply)

[ ] Glove [ ] Gown [] Eye Protection [ ] Face Mask
[] Turnout Gear ] NONE ] Other (explain):
14. Based on my exposure described above, | am requesting that this source individual be tested for the following: (Check all that apply)
L] HIV [] Hepatitis B ] Other (explain):
15. Where do you want the Test Results Sent to: (Check all that apply)
[ ] Me at my Home (Address Above) [ ] My Physician (Complete item #16 below)
[ ] Me at Work (Address Above) [ ] Other Health Care Professional (Complete item #17 below)
16. Name of Your Physician Physician Phone Number
( )
Physician Address (Number & Street, etc.) City State City
17. Name of Other Health Care Professional Other Health Care Professional Phone Number
( )
Other Health Care Professional Address (Number & Street, etc.) City State City
e | understand that the NAME of the source individual to be tested, and that person's test results are confidential according to Section 5131 of Michigan
Compiled Laws (MCL). | understand that a person who discloses information in violation of this Section is guilty of a misdemeanor.
e | also understand that | am ultimately responsible for the payment of the charges associated with the testing of this individual to whom | have been
exposed, unless an agreement has been worked out between me and my employer, or is otherwise covered by my health care or benefits plan.
18. Signature of Exposed Individual Date

e  “First Responder Provider” is defined as a police officer, fire fighter, or an individual licensed under MCL.333.20950 or 333.20952 as one of the
following: medical first responder, emergency medical technician, emergency medical technician specialist, paramedic, or an emergency medical
services instructor or coordinator. A lay citizen, or Good Samaritan, if they assist an emergency patient, may also be included as a pre-hospital provider
(for purposes of this law).

e  “Emergency source patient” means an individual who is transported to an organized emergency department located in and operated by a licensed
hospital or a facility other than a hospital that is routinely available for the general care of medical patients.

DCH-1179(E) (10-02) (W) Replaces and Obsoletes form J-427 Page 1 of 2






SECTION 2 — EVALUATION OF EXPOSURE: To be completed by the HEALTH CARE FACILITY.

e NOTE TO HEALTH CARE FACILITY:
If appropriate, testing for Hepatitis C virus should also be considered, although this testing is excluded from this law.

1. Name of Exposed Individual 2. Emergency Source Patient ID Number

3. Based upon the information provided:

[ ] Exposure DID Occur (See item 4 below). [ ] Exposure DID NOT Occur (See item 5 below).

4. Exposure DID Occur: The type of exposure was determined to be:

[ ] Open Wound [ ] Mucous Membrane [ ] Percutaneous [ ] Other

Was the emergency patient informed at the time of admission about the possibility of being tested if a first responder exposure occurred?
(In accordance with MCL 333.5133)?

[]1YES [INO

NOTE: The Exposed Individual SHOULD BE counseled and tested for HIV and Hepatitis B. Testing for hepatitis C is also recommended
although it is not mentioned in the law. Prophylaxis should also be considered for the exposed individual. If appropriate, please
refer the exposed individual for follow-up medical evaluation.

5. Exposure did NOT Occur: Please Explain:

Print Person’s Name Authorized Signature at Health Facility Date

Job Title

SECTION 3 — Test Results: To be completed by the HEALTH FACILITY

1. Emergency Patient was Tested for: (Check all that apply)

CIHIV [ ] Hepatitis B [ ] Other (Explain):

2. TEST RESULTS on Source Individual:

HIV: EIA: [ ] Reactive [ ] Non-Reactive

________________ Western Blot: [ JReactive [ ]Non-Reactive [ ]Indeterminate
Hepatitis B: ~ HBsAg: [JFound [JNotFound ...~

Other (Explain):

3. Emergency Patient was NOT Tested: (Testing Agency: Please Check ALL Reasons Below that Apply)

[ ] Emergency source patient refused testing / to have blood drawn.

[ ] Emergency source patient expired before test(s) could be performed.

[ 1 Emergency source patient was released from the health care facility before testing could be performed.
[] Emergency source patient did not present to this facility for care

Date Lab Results were Completed Date Lab Results were Reported Out | Lab Results were Mailed to (Name)
Print Name and Title of Person Providing Test Results Address Results were mailed to (Number and Street)
Signature of Person Providing Test Results City State ZIP Code

AUTHORITY: PA 419 of 1994 (M.C.L. 333.20191)
COMPLETION: Is voluntary, but is required if testing
of the source patient is desired.

The Department of Community Health is an equal opportunity
employer, services and programs provider.

DCH-1179(E) (10-02) (W) Replaces and Obsoletes form J-427 Page 2 of 2







ABLS MLLALS QALS GENESEE COUNTY MEDICAL CONTROL AUTHORITY AMBULANCE RUN RECORD

PATIENT ASSESSMENT CHECKLIST

DATE SERVICE RUN #
TRANS PRIOR | PUPILS: 0 NORMAL REACTIVE Q FIXED & DILATED
VEH 1.D.25- DESTINATION ooV O OTHER
INCIDENT LOCATION
SKIN: QO NORMAL 0O HOT QO COLD Q DIAPHORETIC
INCIDENT TWP/CITY BASE# ZIP
SKIN COLOR: ANORMAL QPALE QOASHEN [OCYANOTIC
Call Start Scene Depart Dest. ALS Final Determined By
Reg/ON Disposition L FLUSHED
. ALS EMT-P
Time EMT PULSE: ANORMAL QWEAK [ IRREG QABSENT
Mileage / BLS HosP o 0 BOUNDING
Communications: HERN UHF FAILED OTHER BREATH SOUNDS: L NORMAL QWHEEZE  [RALES JSTRIDOR
Destination: [ No Pref. [ Patient/Family Pref. [ Closest [ Closest Diverted [ Specialty Facility DABSENT  OLABORED OOTHER
Name AMOF Age ABDOMEN: QSOFT QRIGID QDISTENDED OHOT
Address DOB SKELETAL MUSCLE : SENSORY DEFICIT  QYES QaNo
Cit Stat Zi ARM 0OR QL LEG QR L
. ate 1p MOTORDEFICIT ~ OYES  @NO
Phone ( ) Physician ARM 0OR 0L LEG AR QL
. PAIN SCALE: BEFORE MEDICATION AFTER MEDICATION
SS# Next of Kin
Insurance Co. Coverage Code B/P [ Pulse T Resp GCs [ TEMP [ sA02 Glucose
TIME COURSE OF TREATMENT MEDICATIONS PTCL/MC
Plan Code Group #
Contract #
Medicare # Medicaid #
Allergies
Medical History: ASTHMA, CARDIAC, COPD, DIABETES, HYPERTENSION, SEIZURE, CHF.
Other
Current medications:
CARSEAT YES/NO  SEATBELTS YES/NO  HELMET YES/NO BIRTH TIME(S)
Dispatch Info T-1 T-2
Chief Complaint
Narrative
PATIENT MANAGEMENT
AIRWAY QO PATENT JORAL OINASO QSUCTION
ODLA QET# QFAILED ET ATTEMPTS
SPINAL A C-COLLAR QA CID QA LONG [ SHORT
OXYGEN ONASAL OMASK OBVM L/MIN
LIMB QA PILLOW L BOARD QAIR
SPLINTS QO TRACTION QO PULSE BEFORE O PULSE AFTER
BLEEDING MOBANDAGE (MNR) WBANDAGE (MJR) PRESSURE DRESSING
FAILED IV/I0 ATTEMPTS EXTRICATION MINUTES
DRUG BOX # NEW OoLD NARCOTICS WASTE:
A-PACK#  NEW oLD
DRIVER PARAMEDIC EMT OTHER

RECORDED BY. MD/DO SIGNATURE

White — Agency / Canary — Hospital / Pink — PSRO / Goldenrod - Pharmacy

MD/DO PRINTED







Genesee County Firefighter Rehab Form

Date: [/ [/ Time:__ : Ambient Temp: Weather Conditions:
Incident Hazards: Incident Location:
Departments Present: Rehab Area Climate:
Fluids Provided:
Food Provided: Other Info:
FF Name and Tag # | # of Time | BPIn HRIn | Temp If + Assess. Fluid Amount Food Climate Rehab | Time BP Out | HR
(Include department | SCBA | In If > If > findings consider | (1 L/Hr-50/50 Amount (Amount of Out Out If
county number) bottles 110 100.6 transport. water + (> 3hr scene time in if heat >110
use HOLD | HOLD Complete PCR commercial use broth, soup, | index > 90F or HOLD
until (O if referred to activity stew, and/or wind chill <
now command) beverage fruits 10F)
: / : /
/ /
: / : /
: / : /
/ /
: / : /
: / : /
/ /
: / : /
: / : /
/ /
: / : /
: / : /
/ /
: / : /
: / : /
/ /
: / : /







MICHIGAN DEPARTMENT OF COMMUNITY HEALTH
EMS & TRAUMA SYSTEMS SECTION

201 TOWNSEND ST — LANSING, MICHIGAN, 48913
(Authority: P.A. 368 of 1978, as amended)

AMBULANCE SAFETY INSPECTION

DATE OF INSPECTION

TESTING STATION NAME

REPAIR FACILITY NUMBER

AMBULANCE OPERATION NAME

STREET ADDRESS

CITY

STATE ZIP

VEHICLE INFORMATION

MAKE

MODEL YEAR

VIN

PLATE #

MILEAGE

Check the Pass or Fail box for each item. For any item that fails inspection, circle the part of the description that most closely
describes the defect.

Pass | Fail

INTERIOR OF AMBULANCE

Pass

Fail

ENGINE COMPARTMENTS

FLOOR: Must be free of holes or openings.

SEATS: Must be securely fastened to the vehicle.

WINDOWS: All glass must be free from damage.

BATTERY INSTALLATION: Battery must be securely
fastened to the vehicle. All connections, terminals
and wiring must be protected from heat, damage or
shorting.

CAB SEATING: Must be equipped with safety belts, a
padded back and padded headrest.

FLUIDS: Check engine oil, transmission, coolant,
power steering, and washer fluids. Check all hoses.

DRIVER CONTROLS: Must have operable horn, turn
signals, windshield defroster, and windshield wipers &
washers. All door controls must be in good condition.

FUEL SYSTEM: Fuel system must be free from leaks
and protected from heat or damage.

BELTS: Belts must be free from damage, oil
contamination and properly adjusted.

BRAKE WARNING DEVICE: Hydraulic brake equipped
vehicles must have an audible or visual brake warning
device that operates in the event of a hydraulic type
failure of a partial system.

Air brake equipped vehicles must be equipped with a
gauge that reads in pounds per square inch, indicating to
the driver brake system pressure available for braking
and low air warning device that will provide a continuous
visual signal to the driver when the air pressure in the
system drops below one-half of the compressor governor
cutout pressure.

ENGINE MOUNTS: Engine must be installed securely
and mounting points must be free from cracks.

BRAKE RESERVOIRS: Hydraulic brake reservoirs
must be filled to within ¥ “ from top of reservoir.

UNDERSIDE OF VEHICLE

STEERING SYSTEM: Vehicle may not have any
loose, worn, bent, damaged, or missing parts. Tires
may not come into contact with any part of vehicle
when the steering wheel is turned from full right to
full left.

STEERING COLUMN: Steering wheel and column must be
securely fastened to the vehicle. Steering wheel must not
bind when turned from extreme right to left and free play
must be within specification of vehicle manufacturer.

EXTERIOR OF AMBULANCE

SUSPENSION: Suspension system must not have
any misaligned, shifted, or cracked springs,
shackles, spring hangers, or U bolts. Axle
positioning parts such as radius rods or bars must
not be loose and attaching hardware must be
serviceable. Air suspensions must not be deflated or
leaking, and air bags or pistons and seats may not
be damaged or leaking.

LIGHTS & REFLECTORS: All lights must operate properly
and be of the correct color including backup lights and
license plate light. Body reflectors must be in place, in
good condition and be of the proper color. (see Federal
specifications: 3.16.4)

TIRES: All steering axle tires must have at least 4/32” of
tread. Steering axle tires cannot be retreaded, regrooved
or recapped. All other tires must have at least 2/32”
tread depth. No tire may have serious cuts, bulges,
sidewall defects or exposed fabric or cords. Radial and
bias tires cannot be mixed on the same axle.

WHEELS & RIMS: Wheels may not have any cracks,
unseated lock rings, loose, broken or missing lugs, studs
or clamps, bent or cracked rims, or elongated stud holes.

BRAKES: All brakes must work properly. Linings
and/or pads must be within serviceable limits.
Brake drums or rotors must not be cracked and
must be within serviceable limits. There must be
braking action at each wheel when brakes are
applied. Brakes must be adjusted to within
specifications. Brake hoses, lines or tubes must not
leak when the brakes are applied. Brake hoses,
lines or tubes must not be damaged, chafed, hit or
rubbed by any other component on the vehicle. No
brake valve may leak when applied and must be
mounted securely to prevent damage.

FRAME: Frame must not be cracked, damaged or
fatigued. Vehicle bodies mounted to the frame must
be secured with proper number of fasteners.

FUEL CAP: Fuel cap and fill pipe must be tight & secure

EXHAUST SYSTEM: The exhaust system shall be
suspended using not less that three hangers, excluding
the manifold attachment. The exhaust shall discharge at
the vertical side(s) of the ambulance at a maximum
distance of 25mm (1 in.) beyond the side of the module
and angled/positioned to project the exhaust away from
the doors. On modular vehicles, the tailpipe outlet shall
not terminate within 15cm (6 in.) of the vertical axis of
the fuel tank filler opening(s)

DRIVE SHAFT: Vehicles over 10,000 Ibs must have
drive shaft protection that will prevent whipping of
the drive shaft in the event of a failure of the shaft
or its components.

FUEL TANK: Fuel tank must be securely mounted
and must not leak. All lines and fittings must not
leak.

PARKING BRAKE: The parking brake must be
capable of holding the vehicle under light
acceleration when the vehicle is in gear.

| certify that this report is complete & accurate

INSPECTION RESULT: PASS |:|

MECHANIC (signature)

FaiL[]

DATE MECHANIC CERTIFICATE NO.

| have read and received a copy of this
Inspection Report.

AMBULANCE OPERATION OFFICIAL

DATE

BHS-EMS-316 (08/05)
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