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From the State EMS Medical Director 

 

Our OEMS staff and I have had the opportunity to get out over the last 
several weeks and visit two different EMS venues within our state.  We 
visited East Alabama EMS’ conference in Oxford and it was very interesting 
to hear different speakers delivering talks dealing with leadership and 
management issues.   We also visited the Alabama Ambulance Association/ 
Alabama EMS Association conference in Orange Beach.   It was interesting 
to hear the feedback from those participating in the clinical track lectures.  
These were well received and people took home ideas to improve their 
patient care.   
 
Getting out and visiting the different EMS stakeholders in our state is the 
most enjoyable part of my job.  I always enjoy listening to different 
viewpoints and always am reminded that people throughout our EMS 
profession in Alabama are truly trying to make our system better. We will 
never have a perfect system but, as we all work together, our system will 
continue to improve.   
 
I certainly appreciate the opportunity to serve as your Alabama EMS 
Medical Director!! Don’t hesitate to let me know if I can help you in any 
way.  
 

 

Dr. William E. Crawford 
State EMS Medical Director 



Name Rule/Protocol Complaint Action Taken 

Jeremy Beam 
EMT 
#1200885 

420-2-1-.30 Misconduct Surrender 

Eddie Chambers 
EMT 
#9700394 

420-2-1-.25 Scope of Practice Suspension 

Michael Greenhaw 
Paramedic 
#1400878 

420-2-1-.30 Misconduct Surrender 

Benjamin Hermes 
EMT 
#1700264 

420-2-1-.30 Misconduct Surrender 

EMSP-AEMT 420-2-1-.29 Impairment Suspension 

EMSP-AEMT 420-2-1-.29 Impairment Suspension 

EMSP-AEMT 420-2-1-.29 Impairment Suspension 

EMSP-EMT 420-2-1-.29 Impairment Suspension 

EMSP-EMT 420-2-1-.29 Impairment Suspension 

EMSP-EMT 420-2-1-.29 Impairment Suspension 

EMSP-EMT 420-2-1-.29 Impairment Suspension 

EMSP-EMT 420-2-1-.29 Impairment Suspension 

EMSP-Paramedic 420-2-1-.29 Impairment Suspension 

EMSP-Paramedic 420-2-1-.29 Impairment Suspension 

EMSP-Paramedic 420-2-1-.29 Impairment Suspension 

EMSP-Paramedic 420-2-1-.29 Impairment Suspension 

EMSP-Paramedic 420-2-1-.29 Impairment Suspension 

EMSP-Paramedic 420-2-1-.29 Impairment Suspension 

Compliance Issues 



Provider Service Inspections 

 

These inspections were completed July-October, 2018. 

Adamsville Fire and Rescue 

Advantage EMS-Etowah  

Air Evac EMS, Inc-Fayette  

Air Evac EMS, Inc.-Cullman  

A-Med Ambulance Service 

AMNS Calvert 

AMVAC Chemical Corporation 

Anniston Fire Rescue 

Arab Fire Rescue 

ASAP EMS-Clarke 

ASAP EMS-Perry 

ASAP EMS-Washington 

Athens Limestone EMS 

Atalla Fire and Rescue 

Baker Hill Fire and Rescue 

BASF Corporation 

Birmingport Fire Department 

Brookside Fire Rescue 

Care Ambulance-Autauga 

Care Ambulance-Dallas 

Care Ambulance-Lowndes 

Center Point Fire and Rescue 

Cherokee EMS 

City of Slocomb EMS 

Clayton Fire and Rescue 

Cleburne County EMS 

Clio Rescue Squad 

Concord Fire District 

Cordova Volunteer Fire Dept 

Corner Volunteer Fire & Rescue 

Cullman EMS 

Cullman Fire Rescue 

Decatur Fire and Rescue 

Dothan Ambulance Service 

Dothan Fire 

Elite Industrial Services 

Eufaula Rescue Squad 

Fayette County EMS 

Floyd EMS 

Forestdale Fire District 



Fultondale Fire and Rescue 

Gadsden Fire Department 

Gallant Volunteer Fire Dept 

Gantt Rescue Squad 

Gardendale Fire and Rescue 

Geneva Rescue Squad 

Goodwater Ambulance Service 

Graysville Fire and Rescue 

Greg’s Ambulance Service 

Hartford Fire Rescue 

Haynes Ambulance-Pike 

HEMSI 

Hillsboro Area Vol Fire Rescue 

Homewood Fire and Rescue 

Hueytown Fire and Rescue 

Huntsville Fire and Rescue 

Huntsville Medflight 

Irondale Fire Department 

Jefferson County Sheriff’s Office 

Kellyton Fire and Rescue 

Kimberly Fire and Rescue 

LifeCare of Alabama-Jefferson 

Lifeguard Ambulance Service-
Jefferson 

Lifeguard Ambulance Service-
Mobile 

Lifeguard Ambulance Service-
Morgan 

LifeSaver 2-Etowah 

LifeSaver 4-Talladega 

Louisville Fire and Rescue 

Madison Fire and Rescue 

Marion County EMS 

Marshall Health System-Boaz 

MedStar 

Midfield Fire Department 

Minor Heights Fire District 

Mobile Fire Rescue Department 

Mount Olive Fire & Rescue 
District 

Mountain Brook Fire Dept 

Mud Tavern VFR 

Nixon Chapel VFD 

North Baldwin EMS 

 

Provider Service Inspections  

continued 



Provider Service Inspections 

continued 

Northstar Paramedic Services-
Jefferson  

Northstar Paramedic Services-
Talladega 

Pleasant Grove Fire and Rescue 
Service 

Prattville Fire Department 

Rainbow City Fire and Rescue 

Regional Air Medical Services-
Walker 

Rehobeth Rescue 

RPS-Cullman 

RPS-Marion 

RPS-Walker 

RPS-Winston 

Samaritan EMS-Arab 

Samaritan EMS-Morgan 

SAVES Fire and Rescue 

Shoals Ambulance-Jefferson 

Shoals Ambulance-Lauderdale 

Southflight 

Southside Fire Department 

Sylvan Springs Fire Department 

Tarrant Fire Rescue 

U.S. Steel 

Vestavia Hills Fire Department 

Vinemont Providence Fire 
Department 

Warrior Fire Department 

West Jefferson Fire and Rescue 

Wicksburg Fire Rescue  

Winterboro VFD 



Culture of Excellence 
 

 

Brookside Fire Department 

Cleburne EMS 

HEMSI 

Lifesaver-Etowah County 

Samaritan EMS 

Trussville Fire Department 

West Jefferson Fire Department 



 

 

American College of Surgeons 
Committee on Trauma  

Alabama Trauma System Consultation 

Representatives of the American College of Surgeons (ACS) Committee on Trauma, 
came to Montgomery the week of September 10-14 to evaluate the Alabama Trauma 
System (ATS) at the request of ATS stakeholders.  The consultation was made possible 
by support from the following partner agencies:  Alabama Department of Public Health, 
Alabama Hospital Association, Children’s of Alabama, the Healthcare Authority of the 
City of Huntsville doing business as HH Health System, the UAB Health System, and 
USA Health University Hospital.  

As a result of this ACS assessment, trauma leadership will develop a consultative 
report for Alabama that will guide future systems development tailored to meet 
Alabama’s specific needs. 

 

 

 

 

 

 

 

 

 

 

 
 
 
Alice Floyd, BSN, RN 
Acute Health System Manager 



 
Regional Office Update 

 
 
Many of you may know about the Office of EMS in Montgomery, located downtown 

in the RSA Tower. Most of us either know of its location or have been there in person. 
But I would venture to say that many of our EMS providers do not know about their local 
EMS regional office. I can remember attending a regional meeting in my area over a 
decade ago and not truly understanding what I was witnessing. It was overtime for me to 
attend the meeting so I did; I wish I had paid more attention at the time.  I would have 
developed a better understanding of how the EMS system works in our state.  
I began to work for a regional office over two years ago and have learned considerably 
more about the EMS system. This knowledge that has become indispensable in my 
career as an EMS provider.  I have learned how our acute healthcare systems function 
and how the regions play a role in our daily operations. There are services provided and 
oversee that happens by our regional offices that many of us may never know about. I 
wanted to take some time and help our providers understand a little more about these 
extensions of the Office of EMS. 
  

There are six regional offices located throughout the state of Alabama. Each office 
covers a specific amount of territory based off of counties. Each of the regional offices 
employs personnel for various tasks. These tasks range from being a liaison with the 
Alabama Trauma Communications Center (ATCC) to continuing education coordinators. 
Each of the regional offices has a director who stays in contact with the Office of EMS. 
They have regular meetings that cover a myriad of subjects from daily operations to 
protocols and policies.  
 
 The main objective and goal of the regional offices is training. The offices provide 
courses to help you in your career and to assist you in keeping your certifications 
current. Most of the offices will offer refresher courses each year and protocol training to 
keep you current. All of your “alphabet” course (ACLS, PALS, ITLS, BLS, ETC.) are 
usually offered by your regional office. Our goal in training is to keep you working on the 
front lines, making a difference in your community, call after call. 
 
 The regional office can be one of the best assets in your arsenal. They can answer 
questions and provide guidance in your endeavor to become a better provider. Like you, 
they remain on call on a 24-7 basis. If you ever have any questions or complaints, never 
hesitate to call your regional office.  
 

Lamar Green 
Field Coordinator 
Alabama Gulf EMS Systems (AGEMSS) 



EMS for Children Update 
 

What is Pediatric Emergency Care Coordinator (PECC) and why do we 
need them? 

 
Based on the results from the EMS service survey performed in 2017, only 
21.4% of our services have someone identified as a PECC. With an 
additional 30% planning on establishing that position or adding duties to 
a current provider, I thought it would be helpful to address the PECC. 

 
The duties of a PECC as established by the Federal EMSC Program include:  
 Ensuring that the pediatric perspective is included in the development of EMS 

protocols;  
 Ensuring that fellow providers follow pediatric clinical-practice guidelines and 

protocols;  
 Promoting pediatric continuing education opportunities;  
 Overseeing pediatric process improvement;  
 Ensuring the availability of pediatric medications, equipment, and supplies; 
 Promoting agency participation in pediatric prevention programs;  
 Promoting agency participation in pediatric research efforts; interacting with the ED 

PECC; and  
 Promoting family centered care at the agency level.  
The PECC: 
 Does NOT have to be a separate position. 
 It can be an individual already in place who assumes this role as part of their 

existing duties.  
 The individual may be a member of your agency, or work at a county or regional level 

and serve more than one agency.  
 
This is not meant to place an undue burden on our providers and agencies rather to 
help promote pediatric care at the pre-hospital level.  
 
On the next page, I’ve included a graphic representation of the survey responses to this 
question. This information is inclusive of all 126 services that were selected to respond 
to the survey. While I know this doesn’t represent all 309 active licensed services, the 
National EMSC Data Analysis Resource Center felt that the 126 agencies in the sample 
were representative of the state as a whole. If your agency was not in the sample and 
you have a provider who is performing the duties of a PECC or are interested in more 
information, please let me know. I will be happy to work with you to implement these 
very important duties as we continue to promote pediatric care in EMS. 
 
Katherine Dixon Hert, BSBA 
EMSC Program Manager 



 



Emergency Department Physician Opinions of Prehospital EMS in 
Alabama 

In early summer of 2018 the Data Management and Analysis Section of the 
Office of EMS fielded a 10 question survey to the greater than 800 physicians 
who have a MDPID or Medical Direction Physician Identification Number.   The 

questions were designed to investigate the opinions of actively working physicians regarding the 
importance of observations and documentation of prehospital EMS. 
We received approximately 20% response from those still active, which is considered about 
normal for email surveys.   Email survey response has diminished over the decades since its 
invention.  Let’s face facts – nobody likes to take surveys.  We purposefully limited our selection 
to 100 respondents.  It turns out that we only received about 100 responses.  That many 
responses are statistically viable to represent the entire actively working population of physicians 
in Alabama.  Among the many possible reasons for lack of response includes old email 
addresses, recipient’s spam folders and disinclination to respond to surveys, previously 
discussed. 
Below we will cite each question, demonstrate the response graphically and discuss the possible 
meaning of the responses.  The response colors start at 12 o’clock and continue clockwise. 
 
Question 1: As a physician how important to your process of patient assessment and 
treatment do you consider the observations of prehospital EMS personnel (EMTs, AEMTs, 
IEMTs, Paramedics) to be? 

 

 

 

 

 

 

 

 

 

 

Q1 Analysis:  It is noteworthy that 0.0% responded “not important.”  Only 6.0% identified as 
either slightly or moderately important and we should remember that the concept of 
importance is subjective among individuals, similar to the 1-10 scale for pain is among 
our patients.  Most significant is the fact that 93.9% considered it to be important or very 
important (34.3 and 59.6 percent respectively).   Implication: Almost all physicians feel that 
prehospital EMS observations are significantly important to their process of patient assessment. 



Question 2: While working in your Emergency Department, how often do you receive a 
written prehospital EMS patient care report from the EMS crews that deliver your 
patients? 

 

 

 

 

 

 

 

 

 

Q2 Analysis:  17.5% of the physician respondents reported that they “never” receive a written 
prehospital EMS PCR.  Conversely 7.2% report that they “always” receive one.  About a quarter 
of the respondents report “rarely” (25.7%) and about the same proportions report “sometimes” 
and “very often” (25.7 and 23.7 percent respectively).   EPCRs have made leaving a report copy 
at the ED a bit more difficult compared with the days of pre-EPCR written reports.   It is 
important to remember that 420-2-2-.13 Patient Care Reporting section of the Alabama EMS 
Rules (2017 version in force) states that each EMS Provider (individual licensee) is responsible 
for completing an electronic Patient Care Report and submitting it to his/her EMS Provider 
Service.  In turn the Provider Service is responsible for delivering copies of the PCR to the 
receiving facility either at the time of delivery of the patient or as soon as possible thereafter, 
not to exceed 24 hours.     

Incidentally, the Office of EMS is in the process of developing an automatic system whereby 
emailed copies of the ePCR is sent to each hospital at the time the ePCR is submitted.  That 
system should be in place within the next 12-18 months. 

Delivery of a copy of the entire patient care report with the patient is certainly desirable but 
sometimes not achievable.  Time constraint during patient transport or patient care activity 
often prevents completion of the ePCR by the time of arrival.  Crews are often not able to stand 
by at the receiving facility (the term “wall time” has come into use to describe this lag time) to 
complete the ePCR and must return to service.  It is noteworthy that the crews also sometimes 
do not take advantage of facility forced “wall time” (sometimes taking an hour or more) to 
complete charting when the ED is unable to accept the patient.    Questions 3 
and 4 were designed to investigate the importance of the PCR copy to the 
receiving physicians. 



Question 3: While working in your Emergency Department, how often 
do you rely upon written prehospital EMS patient care reports for 
information to base your patient care decisions upon? 

 

 

 

 

 

 

 

 

 

Q3 Analysis: First note that 58.5% steadily use written PCRs to formulate their patient care 
decisions.  A third of the respondents (33.3%) stated that they “sometimes” used the written 
copy and 22.2% stated that they did so “very often.”  Additionally 3.0% stated that they 
“always” use the PCR copy.    A further 23.2% stated that although they do so “rarely,” they do 
sometimes do it.  While 18.1% state they never use the PCR copy in their patient care decisions 
remember that 17.5% reported that they “never” receive a PCR copy.  The study cannot account 
for how much not receiving a PCR contributes to never using one to make decisions but the 
proportions are certainly comparable.  We can use these responses and say with some certainty 
that 81.7% of Emergency Department physicians use the PCR copy in the appropriate 
circumstances. 

Question 4: While working in your Emergency Department, how important would you say 
that it is to receive a written prehospital EMS patient care report from the EMS crews 
that deliver your patients? 

 

 

 

 

 

 



Q4 Analysis:  Notice 94.9% of responding physicians consider the written PCR to be important at 
some level, with 61.6% considering it important or very important (33.3 and 28.3 percent 
respectively).   

The patient care report copy is important for several reasons.  We have discussed how they are 
used by the physician to assist in the patient care process and indirectly they record the 
observations of the crews in the field.  They also are considered a legal document and should be 
made a part of the patient’s medical records.  If legal action for any reason occurs surrounding 
the patient’s medical care both the plaintiff and defense attorneys will copy the entirety of the 
hospital’s medical records for expert review.  They will also subpoena or request an ePCR copy 
from the OEMS.  If one is not available from the repository the absence can be interpreted in 
whatever manner necessary to meet the goal of the individual attorney.   If a completed ePCR is 
available from OEMS and a partial one (or none) is available in the hospital records that also can 
become a leverage tool to one or the other’s case.   

Question 5: While working in your Emergency Department, how often do you rely upon 
“face-to-face” verbal/oral prehospital EMS patient care reports for information to base your 
patient care decisions upon? 

 

 

 

 

 

 

 

 

 

 

Q5 Analysis:  First, 0.0% of the responding physicians reported that they “never” use face-to-face 
reports to assist them in their patient care decisions.  This actually supports the hypothesis that 
written reports are not used as much as they could be because they are not always available at 
delivery.   Additionally only 1.0% reported relying upon live interaction “rarely.”  Virtually 99% of 
respondents report that the interaction is used procedurally when necessary and 85.7% report 
significantly frequent use of the report information from prehospital EMS.   

After identifying the fact that prehospital EMS report (written and verbal) is 
considered important to Emergency Department physicians.  How often does 
the physician receive verbal report from field crews and how well do they 
perform that task? 



Question 6: While working in your Emergency Department, how often do 
you receive a “face-to-face” verbal/oral prehospital EMS patient care 
report from the EMS crews that deliver your patients? 

 

 

 

 

 

 

 

 

 

 
Q6 Analysis:  No physician reported that he/she “never” received verbal EMS reports and only 
2% reported it as a rare occurrence.  “Sometimes” to “Always” comprised 98% of answers.  
Frequency likely has to do with the culture within the ED.  Nurse availability, severity of patient 
condition and physician availability could all impact the frequency for direct physician contact.  
Face-to-face report with a physician is reported in 100% of respondents and 100% of 
respondents use the information to make decisions (see Question 5). 

Question 7: While working in your Emergency Department, how important would you say 
that it is to receive a "face-to-face" verbal/oral prehospital EMS patient care report from 
the EMS crews that deliver your patients? 

 

 

 

 

 

 



Q7 Analysis:  No physician reported that verbal EMS reports as “not important.”  Only 3.0% 
reported that verbal report was “slightly important.”  The vast majority (90.0%) reported the 
verbal report to be meaningfully important and 56.0% reported it to be “very important.”  
Previous questions have established possible rationale as to why they perceive the face-to-face 
reports as important.  Subsequent questions will establish the level of efficiency and 
effectiveness with which EMS reporting is viewed. 

Question 8: In your experience as a physician working in an Emergency Department 
setting, how would you describe the overall quality of written communication in Patient 
Care Reports given you by EMS Crews? 

 

 

 

 

 

 

 

 

 

 

Q8 Analysis: 19.4% of physicians reported that they had not seen enough written 
documentation by EMS crews to judge their quality.  The majority (69.4%) considered the 
quality of documentation to be average, above average or excellent.  Only 14.3% considered the 
quality to be “below average” or “poor.”   The quality evaluation of written communication is 
very telling.  Further research is warranted to determine exactly what aspects of EMS 
documentation are lacking to that 14.3% of those physicians who have seen an adequate 
number of prehospital written reports would consider them substandard.  Further we need to 
determine if those evaluations are coming from the State of Alabama in total or just from 
specific areas.  We also need to determine why almost 20% of the respondents, who are 
obviously experienced Alabama ED physicians, have not seen an adequate number of written 
PCRs. 

In comparison, the face-to-face verbal prehospital report seem to be much more familiar to the 
average Alabama ED physician, as eluded to in the above question responses.   We investigated 
the impression of quality by receiving physicians for verbal communication 
by prehospital EMS crews in Question 9. 



Question 9: In your experience as a physician working in an Emergency 
Department setting, how would you describe the overall quality of "face-
to-face" oral/verbal communication in Patient Care Reports given you by 
EMS Crews? 

 

 

 

 

 

 

 

 

 

Q9 Analysis: 0.0% of respondents graded the quality of their interaction to be “very poor” and 
only 2.0% reported that they had not received enough verbal reports to rate them.  Similarly, 
3.0% reported the quality of their interaction with prehospital crews to be “below average.”    
The vast majority (95.0%) reported the quality of their face-to-face report encounters to be 
“average, above average” or “excellent.”  It is noteworthy that 25.0% of physicians reported the 
quality of interaction to be “excellent.” 

Question 10: In your role as a physician working in Emergency Department settings, how 
important do you consider the roles and operations of the EMS crews to your practice? 

 

 

 

 

 

 

 

 

 

 

 



Q10 Analysis: Prehospital EMS often questions itself, as it should, to promote quality improve-
ment.   The overall usefulness of EMS is sometimes questioned by society, particularly unin-
formed politicians, in reference to costs of services provided to constituents.    Study respond-
ents were asked to evaluate the importance of prehospital EMS in their practice of medicine.  
0.0% reported that prehospital EMS was “not important” or even “slightly important.”  Only 
3.0% reported that it was “moderately important.”  A resounding majority (97.0%) reported that 
prehospital EMS was “important” or “very important,” and on the whole 68.0% reported its val-
ue to be “very important.”  This category represents the greatest proportion of any question at 
the highest qualitative rating. 

 

SUMMARY 

The purpose of prehospital EMS is to identify the ill and injured patient, to evaluate, efficiently 
and effectively treat and transport, and effectively transfer the care of that patient to a physi-
cian under whose license the crew operates.   Prehospital crews are technically the eyes, ears 
and hands of the physician in the field, working with him or her to perform optimum patient 
care in the continuum of the EMS call.   

There is no doubt that the respondent physicians in this study rely upon prehospital EMS – 
with whom they partner and for whom they take ultimate responsibility.  Sometimes we think 
that it is the service or department physician that we practice under, and that is true to a 
point.  Legally we transition at some point, especially if we get orders, to the service of the re-
ceiving physician via the doctrine of the “borrowed servant principle.”  Whereas our employer’s 
medical director may know us, we transiently work under the auspice of other physicians that 
do not.  In order to promote these physicians to have confidence in us we must remain ever 
competent, functioning and professional.   The essence of our abilities are often most evident in 
the way we communicate with others. 

Writing great documentation will probably never be as easy to sell to the average prehospital 
crew as the thrill of getting the IV on the first stick, the expert tubing of the glottis on the first 
attempt and well under the time limit, or a successful defibrillation.   The ability to profession-
ally give a verbal patient care report is one of the best ways to gain the confidence of a receiving 
physician or nursing staff.   The same is true but less evident with our written report.  As we 
have seen the written report serves the physicians that we work under and it promotes the 
continuum of patient care.  It is most often appreciated, if performed well, in a court of law or 
investigative process.   Many an experienced prehospital EMS professional has walked from 
America’s courtrooms thinking “Boy I am glad I wrote that well.”  Conversely others have re-
gretted documentation shortcuts and lack of diligence. 

All of us, no matter our particular niche in EMS, should strive for improvement and profession-
alism.  Only thought and effort will facilitate those goals. 

 
 
Gary L. Varner, MPH, NRP 
Senior Epidemiologist / State EMS Data Manager 



Alabama e-PCR Submission Requirements 
 

Some e-PCR Points of Clarification:  
1. It is a requirement to complete a patient care report on every response.  This 

office is already monitoring submission rates and comparative data suggests 
that many agencies are not reporting all runs as required. Please submit all 
required runs to avoid noncompliance. 
 

2. Each record must be submitted electronically within 72 hours or less. The 
goal is to eventually narrow that down to within 24 hours. The 24 hour 
reporting allows Public Health to monitor surveillance trends as required by 
the Federal emergency preparedness guidelines. 
 

3. Our IT staff is always available to assist you with your e-PCR needs. If you 
need assistance, you may call Chris or Lori at 334-206- 5383. You may get a 
voice recording depending on the call volume. They will eventually get back to 
you. If you do not hear from them within a reasonable time, you may wish to 
email them.  
 

4. Collecting and importing data is paramount only to reporting reliable data.  
Reliable data is accurate and contains no errors.  When one looks for 
shortcuts and/or skips data entry in areas that has been discovered to have 
no validation rules, it dilutes the integrity of the data, not to mention falsifies 
a legal document.  Please make sure you enter data accurately.  
 

5. Alabama became a NEMSIS version 3.4 compliant state beginning January 1, 
2018. 

 
 
 
 
 

 

 

 

 

 

 

 



General Information 

Do You Have Questions for OEMS Staff? 

This is another reminder to those of you calling our office (334) 206-5383: 

Complaints, Investigations, and Inspections —Call Jamie Gray 
Licensure —Call Stephanie Smith, Kembley Thomas, or Vickie Turner  
Individual Training or Testing—Call Chris Hutto 
EMS for Children, Website, and Social Media—Call Katherine Dixon Hert 
EMS Data/NEMSIS – Call Gary Varner 
 

Requests for Information from Regional Offices 

The Office of EMS would like to request that you comply with any request for 
information from your regional office.  Some Directors are still having issues 
receiving information and data as requested by the State office.  We would greatly 
appreciate your cooperation and compliance. 
 

Reporting Requirements 

Please be reminded that, according to Rule 420-2-1-.07 (6h), All licensed provider 
services shall provide notification and written documentation within three 
working days to the OEMS regarding any protocol or rule violation, which 
includes but not limited to, according to 420-2-1-.30 (8), anyone guilty of 
misconduct or has committed a serious and material violation of these rules; has 
been convicted of a crime. 

Also be reminded that, according to Rule 420-2-1-.29 (7), All licensed provider 
services shall provide notification and written documentation about any 
individual who meets the definition of an impaired EMSP. 

 
 

 


