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EXPLORER POST 911

American Medical Response

King County, WA

GENERAL INFORMATION

	APPLICANT

	Name:__________________________

Address:_______________________

City:__________________________

State: ________________________

Zip: __________________________

Home Phone:____________________

Cell Phone/Pager:______________

_______________________________


	Gender:________________________

Birth date:____________________

Age:___________________________

Email Address (leave blank if you do not wish to receive email):

_______________________________

SSN:___________________________

WDL:___________________________

Expiration:____________________

	PARENTS/GUARDIANS

	Name:___________________________

Relation:_______________________

Address:________________________

City:___________________________

State:__________________________

Zip Code:_______________________

Home Phone:_____________________

Work Phone:_____________________

Cell Phone/Pager:_______________
	Name:___________________________

Relation:_______________________

Address:________________________

City:___________________________

State:__________________________

Zip:____________________________

Home Phone:_____________________

Work Phone:_____________________

Cell Phone/Pager:_______________

	OTHER EMERGENCY CONTACTS (optional)

	Name:___________________________

Relation:_______________________

Address:________________________

City:___________________________

State:__________________________

Zip Code:_______________________

Home Phone:_____________________

Work Phone:_____________________

Cell Phone/Pager:_______________
	Name:___________________________

Relation:_______________________

Address:________________________

City:___________________________

State:__________________________

Zip Code:_______________________

Home Phone:_____________________

Work Phone:_____________________

Cell Phone/Pager:_______________


EDUCATION INFORMATION

SCHOOL

Highest Grade Completed:_______________________________________

Are you currently in school?___________________________________

If yes, answer the following:

School Name:___________________________________________________

Address:_______________________________________________________

City:__________________________________________________________

State:_________________________________________________________

Zip:___________________________________________________________

Phone:_________________________________________________________

CAREER INTERESTS:___________________________________________________

____________________________________________________________________

FIRST AID/MEDICAL TRAINING AND EXPERIENCE

List any certificates you hold, the issuing agency, and the expiration date

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

List any training which you have had (but do not hold a certificate for) the training agency, and the length of training/participation

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

LEADERSHIP TRAINING AND EXPERIENCE

List any leadership training or experiences (please include the organization, position held and the years/months held)

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

EXTRACURICULAR ACTIVITIES (optional)

List clubs, sports, hobbies, volunteer activities

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

JOB

Do you work?________________________________________________________

If so, answer the following:

Job Title:__________________________________________________________

Name of Company:____________________________________________________

Name of Employer:___________________________________________________

Phone Number:_______________________________________________________

Years/months employed at job:_______________________________________

Approximate hours worked per week:__________________________________

SCOUTING

Do you (or have you within the last two years) belong to any other Scouting organizations/troops/posts?

If so, which ones? (indicate if currently involved) ________________

____________________________________________________________________

____________________________________________________________________

REFERENCE (optional)

Please list a personal reference that is not a parent or guardian:

Name:_______________________________________________________________

Phone:______________________________________________________________

Address:____________________________________________________________

City:_______________________________________________________________

State:______________________________________________________________

Zip:________________________________________________________________

Relationship to Applicant:__________________________________________

CRIMINAL BACKGROUND INFORMATION

The following information is required because of the activities and functions that the Explorer Post participates in. The information is required so that explorer Post 911’s Officers and Advisors will be aware of each member’s background

Please be honest and specific in answering the questions on this page

Have you, within the past four (4) years, been convicted in a court of law, in any state of any Local, State, or Federal laws and/or ordinances (City or Country), where the original sentence was a jail sentence and/or a fine in excess of $100.00?

Yes_____ No_____

If Yes, Please list the charge, the court it was tried in, the verdict, and the disposition

Have you, within the past four (4) years, been found guilty of any driving violations?

Yes____ No_____

If yes, please list the charge, the court it was tried in, the verdict, and the disposition __________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

If you need to explain any of the above information further, please attach another sheet of paper to this application

I certify that the above is true and complete to the best of my knowledge:

Applicant’s Signature: _____________________________________________

Date:__________________________

Parent or Guardian if Applicant under 18: __________________________

Date:__________________________

MEDICAL TREATMENT CONSENT

I,  ___________________________, give my consent and permission for any emergency medical/dental/ surgical treatment that may be needed for my son/daughter, ______________________________, in my absence or if I am unable to be contacted.

OR

I, ___________________________, am over eighteen (18) years of age (birth date:_____________) and I give my consent and permission for any emergency medical/dental/ surgical treatment that may be needed in the event that I am incapable of consent.

I have read the above statement and agree to its contents:

Applicant’s Signature: _____________________________________________

Date: ______________________________________________________________

Print Name: ________________________________________________________

Parent or Guardian MUST sign if Applicant is under 18 years of age.

Parent/Guardian Signature: _________________________________________

Date: ______________________________________________________________

Relationship: ______________________________________________________

MEDICAL PROFILE

This information is necessary for your health in the event that you are injured. You may leave questions blank if you do not wish to answer. If you have any questions about confidentiality, please speak to a post officer or advisor.

	Name:___________________________

Relation:_______________________

Address:________________________

City:___________________________

State:__________________________

Zip Code:_______________________

Home Phone:_____________________

Work Phone:_____________________

Cell Phone/Pager:_______________

DOB:____________________________

SSN:____________________________


	Insurance

Name of Insurance:______________

________________________________

Insured Name:___________________

Relationship:___________________

Group #_________________________

Policy#_________________________

If you have more than one insurance coverage, please attach additional information

	Primary Care Doctor:____________

________________________________

Phone:__________________________

Address:________________________

City:___________________________

State:__________________________

Zip:____________________________


	Dentist:________________________

Phone:__________________________

Address:________________________

City:___________________________

State:__________________________

Zip:____________________________



	ALLERGIES

	Medical (including latex)

________________________________

________________________________

________________________________

________________________________

________________________________


	Food/ Environmental

________________________________

________________________________

________________________________

________________________________

________________________________

	MEDICATIONS TAKEN

	Name 

_____________________

_____________________

_____________________

_____________________

_____________________
	Dose

____________________

____________________

____________________

____________________

____________________


	Reason

______________________

______________________

______________________

______________________

______________________


	PAST MEDICAL HISTORY

Please list any significant medical problems or past hospitalizations (including illness, hospital and date).

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________



	DISABILITIES

Do you have any disabilities that you think we should be aware of, or any accommodations that you may need?

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________




DIRECTIVES

I the undersigned understand that in the event of a medical emergency, that it may not be possible or feasible to get custodial consent before treatment. Therefore I give permission for any reasonable exam, test or treatment as deemed necessary to be given to myself/my minor child until which time I have been contacted and can give appropriate consent.

Applicant’s Signature_______________________________________________

Date________________________________________________________________

Parent or Guardian MUST sign if Applicant is under 18 years of age.

Parent/Guardian Signature: _________________________________________

Date: ______________________________________________________________

Relationship: ______________________________________________________

WAIVER OF LIABILITY

I, ____________________________ have given my consent and permission for my self/son/daughter, ___________________ to observe in the office and ride as an observer with American Medical Response Ambulance Inc. in a vehicle owned and operated by American Medical Response Ambulance Inc. This authorization is granted to permit my/his/her observation of the programs and emergency medical services, and no payment has been given or will be given to American Medical Response Ambulance Inc. or it’s agents for such permission.

I further understand and agree that my self/son/daughter is observing said regular inspections, programs, and emergency medical services at my/his/her own risk and assumes all risks incidental to such observations and agree to waive that right to any and all claims against American Medical Response Ambulance Inc., its employees, or its agents for any injury to my/his/her person or property which may arise from any cause for any reason whatsoever during such observations.

This waiver covers any period of time that you/he/she has spent or hereafter spends in the office and/or riding with American Medical Response Ambulance Inc or participating in Explorer Post 911 activities.

I have read the above statement and agree to its contents:

Applicant’s Signature: _____________________________________________

Date: ______________________________________________________________

Print Name: ________________________________________________________

Parent or Guardian MUST sign if Applicant is under 18 years of age.

Parent/Guardian Signature: _________________________________________

Date: ______________________________________________________________

Relationship: ______________________________________________________

RELEASE OF LIABILITY

I, ____________________________, fully understand that riding in an ambulance or participating in medical training or events can be a dangerous activity, which can result in personal injury and/or property damage. I realize that the risks inherent in riding in an ambulance and observing/participating in emergency medical procedures include, but are not limited to, injury from collision, injury during the administration of medical treatment to ambulance patients, and the proximity to medical ailments.

I further understand that I am observing/participating in emergency medical services work at my own risk and assume all risks incident to such observation and agree to waive that right to any claim against American Medical Response Ambulance Inc., its employees or agents, or Explorer Post 911 members or advisors for any injury to my person or property which may arise from any cause or for any reason whatsoever during such observation.

By my signature, I acknowledge that I understand the risks and have had a chance to clarify any questions I may have regarding such risks.

Applicant’s Signature: _____________________________________________

Date: ______________________________________________________________

Print Name: ________________________________________________________

Parent or Guardian MUST sign if Applicant is under 18 years of age.

Parent/Guardian Signature: _________________________________________

Date: ______________________________________________________________

Relationship: ______________________________________________________

STATEMENT OF COMPLIANCE

I have read and agree to follow the rules and policies outlined in the Explorer Post 911 Policies and Procedures. I understand that my failure to comply with the rules and policies may result in suspension of ride-a-long or stand-by privileges, early dismissal from stand-bys or ride-a-longs, revocation of officer positions or expulsion from Post 911. I realize that Explorer Post 911 will immediately dismiss any member who poses a threat to safety. I understand that I have the right to request a conference with the advisors and officers to discuss or appeal any disciplinary measures at a later date, and that I may request a written explanation of the reason for the discipline. I understand that it is my responsibility, and the responsibility of my parents to ensure that Explorer Post 911 functions do not interfere with my school work or health.

Applicant’s Signature_______________________________________________

Date________________________________________________________________

Parent or Guardian MUST sign below if Applicant is under 18 years of age, and is advised to review the Post 911 Policies and Procedures with the Applicant.

Parent/Guardian Signature___________________________________________

Date________________________________________________________________

Relationship________________________________________________________

STATEMENT OF VALIDITY

The information given on this application is accurate to the best of my knowledge. I understand the Explorer Post 911 reserves the right to submit information from this application to the proper government agencies for verification, and that this may be done at Explorer Post 911’s discretion.

I agree not to hold Explorer Post 911 or any of its officers or advisors responsible or liable for any information that may come from these background checks.

In addition, I agree not to hold Explorer Post 911 or any of its officers or advisors responsible or liable for releasing information derived from this application.

I understand that any information that I have knowingly falsified or have left incomplete with the intention of misleading Explorer Post 911 is grounds for denial of membership form Explorer Post 911 or dismissal from membership in Explorer Post 911, if membership had previously been granted.

I have read the above statement and agree to its contents:

Applicant’s Signature_______________________________________________

Date________________________________________________________________

Parent or Guardian MUST sign below if Applicant is under 18 years of age

Parent/Guardian Signature___________________________________________

Date________________________________________________________________

Relationship________________________________________________________

