(Agency name)
Advanced Life Support Provider Statement of Agreement

I, _________________, in accepting the privilege to practice as an ______________________at (Agency name), within the SREMS Advanced Life Support (ALS) System, do hereby agree, without exception, to all of the following provisions:

1) That the privilege to practice as an Advanced Emergency Medical Technician (AEMT) at (Agency Name), is separate from, but in addition to and expiring with, my certification as a New York State AEMT, and is granted by the Agency Medical Director, at his/her discretion, upon evidence of satisfactory knowledge, competence, and ability in the ability in the role of an AEMT. I acknowledge that this privilege represents a limited extension to me, by the Agency Medical Director, of his/her license to practice medicine in the State of New York, and that the Agency Medical Director therefore reserves the right to control, within reason, all aspects of my practice as an AEMT at [__agency name__].

2) That I will abide by the rules, regulations, and protocols of the New York State Department of Health and SREMS Protocols for pre-hospital care as they relate to my practice as an AEMT, as they exist now and upon reasonable notice as they mat be revised in the future, and that my failure to do so will constitute due cause for restriction, suspension, or revocation of my ALS practice privileges by the Agency Medical Director. 

3) That the Agency Medical Director has the absolute right to restrict, suspend, or revoke my ALS practice privileges at his/her discretion, upon evidence or charges of behavior on my part which is harmful to myself or others, including, but not limited to: murder, manslaughter, attempted suicide, assault, battery, sexual abuse or misconduct, theft, robbery, fraud, drug or alcohol abuse, illegal sale of drugs, or attempt to commit any such act.

4) That I will participate upon reasonable notice and as required by the Agency Medical Director, in skills maintenance, continuing education, and Continuous Quality Improvement activities, and that my failure to comply with generally or individually prescribed requirements in any of these categories will constitute due cause for the restriction, suspension, or revocation of my ALS practice privileges by the Agency Medical Director.

5) In the event that the Agency Medical Director shall restrict, suspend, or revoke my ALS practice privileges as provided in paragraph 3 or paragraph 4 above, the Agency Medical Director agree to provide me with a written statement of the reasons of such restrictions, suspension, or revocation within ten (10) days thereof, and shall afford me an opportunity to meet with him/her to address, refute, or otherwise contest the basis for such restriction, suspension, or revocation within thirty (30) days thereof. All information and documentation regarding the basis for restriction, suspension, or revocation shall remain confidential between the parties until it is agreed in writing by both parties that such information and/or documentation shall not be confidential.

In witness wherefore, this acceptance is executed this____ day of __________, ___________.

_______________________________                               
_______
(AEMT signature)                                                                 (Employee Number)

_______________________________                               __________________

(Witness signature)




     (Date)

______________________________                                ___________________

(Agency Medical Director)



     (Date)

