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Course Application 
 

NAME ___________________________________________________     DATE_____________________ 
 
ADRESS ______________________________________________________________________________ 
 
                 ______________________________________________________________________________ 
 
TELEPHONE (           ) ______________________   CELL PHONE (          ) ______________________ 
 
SOC.SEC # __________________________________   DATE OF BIRTH ________________________ 
 
OCCUPATION ____________________________  POSITION _________________________________ 
 
EMPLOYER __________________________________________________________________________ 
 
ADDRESS _____________________________________________________________________________ 
 
TELEPHONE (           ) ______________________________ 
 
AMBULANCE / FIRE DEPARTMENT ____________________________________________________ 
 
ADDRESS _____________________________________________________________________________ 
 
TELEPHONE (           ) __________________________    POSITION ____________________________ 
 

COURSE DESIRED 
 

_____ EMT-BASIC ORIGINAL                                                      _____ EMT-BASIC REFRESHER 
 
_____ C F R –D ORIGINAL                                                             _____ CFR-D REFRESHER 
 
CURRENT EMT # ________________________         EXPIRATION DATE ______________________ 
 
STUDENT SIGNATURE ________________________________________________________________ 

 
DEPOSIT _______________________________                         NO REFUNDS AFTER RECEIPT OF  
                                                                                                                           APPLICATION 
BALANCE ______________________________                           
                                                                                                          APPLICATION 
PAID IN FULL __________________________                         APPROVED ______ REJECTED _____ 
 

PLEASE ATTACH STUDENT TUITION OF _________ WITH APPLICATION 


