St. Vincent’s Medical Center Paramedic Program Application

Admissions Policy:

The Paramedic Program will not discriminate in its admission policies based on sex, race, national
origin, religion, or sexual preference.

Admission is based on submission of a completed application, a personal interview with the program
staff, and completing a national entrance exam.

The program cost is $11,050 including all books, fees, online software and uniforms.
The breakdown is as follows:

$50 application fee due with application for testing and interview process.

$1500 deposit due at time of acceptance

Remaining balance is broken down by semester; see policy manual for specifics.

At a minimum all candidates must:

Be 18 years of age and hold a current Driver's License,

Hold a high school diploma or equivalent,

Meet the technical standards for a Paramedic,

Be a currently certified Connecticut EMT or AEMT and maintain this certification throughout
the length of the program,

e Hold an AHA or ARC BLS provider card,

e Submit a complete program application with all supporting documents,

e Show a positive appearance, motivation, and attitude (in the clinical and field internship
segments, the student will be working closely with patients, nurses, physicians, and other
paramedics and must maintain a high degree of professionalism),

Be able to adapt to stressful situations,

Pass a background screening,

Have and maintain medical insurance for the duration of the program,

Meet the technical requirements of an entry-level paramedic.

Application Requirements:
> Completed and notarized application packet, where applicable.

» Include Copies of the Following:

High school transcripts/GED or highest college transcripts (unofficial allowed)
Connecticut State EMT Certification

Current AHA or ARC BLS CPR Card

Driver’s License

Personal Statement

Physical health assessment form including vaccines and titers

A recent Physical Assessment by an APP or Physician, within 6 months
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> Proof of Positive Titer within past 12 months:
= MMR
= Varicella

= Hepatitis B (or waiver)
> TDAP vaccination and PPD test or equivalent

> $50 non-refundable application fee (Link will be sent for payment upon submission)
All items must be present for the application to be accepted.

Submit your completed application to Elizabeth Egan, EMS Operations Manager
at St. Vincent’s Medical Center.

Applications can be dropped off or mailed to:
St. Vincent’s Medical Center

EMS Department

2800 Main St

Bridgeport, CT 06606

Or emailed to Elizabeth.Egan@hhchealth.org

Once you submit your application, it will be placed in a pending file. The faculty will contact you to
schedule a date and time for your interview and written test. We encourage potential students to
submit a completed application as soon as possible to ensure that interviews and written tests can be
scheduled in a timely manner.

NON-DISCRIMINATION POLICY: The HHC-St. Vincent’s Medical Center Paramedic Program
(HHC-SVMCPP), as an educational institution and as an employer, values equality of opportunity,
human dignity, racial/ethnic and cultural diversity. Accordingly, The HHC-SVMCPP prohibits and will
not engage in discrimination or harassment on the basis of race, color, religion, national origin,
ancestry, sex, age, marital status, familial status, sexual orientation, disability, or status as a disabled
veteran or a veteran of the Vietnam era. This policy applies to admissions, employment, access to and
treatment by institute’s programs and activities. This is a commitment made by the institute and is in
accordance with federal, state, and or local laws and regulations in compliance with Title VI of the Civil
Rights Act of 1964, Title IX of the Education Amendments of 1972 and Section 504 of the
Rehabilitation Act of 1973.

I Personal Information
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Name: Date:

CT EMS Number: DOB:

Home address:

City, State, and Zip Code:

Home Phone: Cell Number: Email Address:
Us Citizen?
Have you ever applied/enrolled in a Paramedic program before? Year:
Reason for leaving:

School:

Education
High School (Name, City, State):
Graduation Date:
Business or Technical School:
Dates Attended: Degree, Major:
Undergraduate College:
Dates Attended: Degree, Major:
Graduate School:
Dates Attended: Degree, Major:

EMS Affiliation/Experience

Current EMS Affiliation: Dates:

CPR expiration: EMT-B expiration: Years of EMS experience:
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Past EMT Experience

[Dates (FROM-TO) Employer Position Supervisor Name / Phone
Non-EMS
Employment History
Dates (FROM-TO) Employer Position Supervisor Telephone
Military
Rate & Rank Branch
Dates (FROM-TO) Specialty
Questions

Please provide brief responses to the following questions

1. What have you done to prepare for the paramedic program?

2. Who or what has had the most influence on your decision to become a paramedic? Why?

3. In your opinion, what personal characteristics are required for a paramedic to succeed?
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Have you ever been charged, convicted, placed on probation, entered a pre-trial intervention (PTI) program or
entered into a plea bargain in connection with a violation of law under any state, the federal government, or
any other jurisdiction, other than a minor traffic violation?

Have you ever been subjected to limitation, suspension, or termination of your right to practice in a health
care occupation or voluntarily surrender a health care licensure in any state or to an agency authorizing the
legal right to work?

If you answered “yes” to the above question, you will need to provide official documentation that fully
describes the offense, status and disposition of the case before a seat can be offered.

I hereby affirm that the statements made above are true and correct.

I understand that any misstatements, omissions, or misleading information provided in my application,
during the interview, or in connection with other records related to this application may lead to the
rejection of my application and/or my dismissal from the paramedic program.

I authorize an investigation of all statements contained in this application. This investigation may
include obtaining information from the National Practitioner Data Bank, Connecticut Judicial system,
and the National Sex Offender Registry. I release all persons or entities, including my current
employer, requesting or supplying information related to this application from any liability or
responsibility.

I authorize St. Vincent’s Medical Center and/or its clinical affiliates to conduct a criminal background
check and review my driving history.

I acknowledge that any offer of acceptance is contingent upon providing proof of all required
documentation for the pre-placement medical examination and/or inquiry. This may include a pre-
placement drug test. My offer of acceptance may be revoked if it is determined that I cannot perform
the essential job functions of the position, with or without reasonable accommodation, or if there is a
risk of substantial harm to myself or others.

I understand that I have the right to consult with a person of my choosing, including an attorney,
before signing this application.

Signed: Date:

Notary: Date:
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Health Insurance Requirements

I, , understand that in the course

of paramedic training, I may have an increased risk of exposure to hazardous
situations and/or infectious diseases. All students enrolled in the Paramedic
Program at St. Vincent’s Medical Center are required to have adequate

Health insurance coverage during their time in the program. This insurance is

a safety net, ensuring that students are protected in case of injury or illness
during practical training, clinical placements, or any activities related to the EMS
curriculum, and should provide a sense of reassurance and safety.

Applicant Signature Date
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MEDICAL HISTORY AND EXAMINATION FORM

. MEDICAL HISTORY

MEDICAL HISTORY MUST BE COMPLETED BY THE APPLICANT IN ENGLISH AND SIGNED BEFORE VISITING THE EXAMINING PHYSICIAN
PLEASE TYPE OR PRINT IN INK

1. Name: Date of Exam: MD / APP Name:
2. DATE OF BIRTH: 3. SEX: [] Male [] Female
4. ADDRESS:

5.. Indicate “YES” or “NO”. “YES” answers MUST be explained In the space provided. (Additional space available on Page 2 of this form.)

YES | NO | EXPLANATION

a) Have you ever had any significant or serious illness(es) or [ [
injuries? (State nature of problems/places/dates.)

b) Have you ever had any operations or been advised by a [ [
physician to have an operation? (Details/dates.)

c) Have you ever been a patient in a mental hospital or [ [
sanatorium or treated by a psychiatrist? (Give
places/dates.)

d) Do you currently take medication for treatment of a medical d d
condition (list name) or do you require the use of a medical
device?

. Do you now have or have you ever had any of the conditions listed below? (Check “YES” or “NO” for each ltem.)

CHECK EACH ITEM YES NO CHECK EACH ITEM YES

pd
o

a) Epilepsy, convulsions, fits. m) Tropical diseases (malaria, bilharzia,

b) Eye disease, vision defect in one or both eyes. amoebiasis, leprosy, filariasis, yaws, etc.)

c) Tooth or gum disease (periodontal disease). n) Depression, anxiety, attempted suicide or other

d) Asthma, emphysema, or other lung conditions. psychological symptoms.

e) Tuberculosis or exposure to tuberculosis. 0) Drug or narcotic habit such as marijuana,

f)  High/low blood pressure, heart disease. cocaine, heroin, LSD, or any derivatives.

g) Stomach, liver (hepatitis), gallbladder disease. p) Bleeding disorder. blood disease, sickle cell

anemia.

h)  Hernia (rupture)/Genito-Urinary/Rectal Disorder. g) Tumour, abnormal growth, cyst, or cancer.

i)  Kidney or bladder condition, stone or blood. r)  Skin disorder growths psoriasis.

j)  Diabetes, sugar in the urine. s) Gynaecological disease/abnormal menses.

oooo oo (o (d
oooo oo (o (d

k) Joint disease or injury, swollen or painful joints. t)  Hearing impairment.

OOooo0Q OOoogogo
OOooo0Q OOoogogo

I)  Back pain, or spinal condition, use of back brace.

7. If you answered “YES” to any item in Question 6, please explain in detail (include dates of occurrence, treatment, and outcome):
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MEDICAL HISTORY AND EXAMINATION FORM

Il. Physical Examination Form
THIS PHYSICAL EXAMINATION FORM MUST BE COMPLETED IN ENGLISH BY A DESIGNATED AND QUALIFIED PHYSICIAN AFTER REVIEWING
THE EXAMINEE'S MEDICAL HISTORY (PART 1), CONDUCTING A PHYSICAL EXAMINATION, AND ASSESSING LABORATORY AND X-RAY
RESULTS. THE EXAMINING PHYSICIAN MUST COMMENT ON ALL POSITIVE AND/OR SIGNIFICANT FINDINGS AND SIGN WHERE INDICATED.

1. NAME: 3. WEIGHT:
2. HEIGHT: 6. TEMP 4. CORRECTED VISION:
20:
20:
5. BLOOD PRESSURE: 7.. PULSE:
8. URINALYSIS: Blood Glucose:

9. ELECTROCARDIOGRAM REPORT (If indicated by history or physical examination):

Additional Findings:

a) Head, Nose, Mouth.

b) Ears, Hearing
Acuity.

c) Eyes, Visual
Acuity.

d) Lungs and
Chest/Breast.

e) Heart, Rhythm and
Sounds.

f)  Vascular System.

g) Abdomen, Hernia,
etc.

Oy Oo|g] g g goOjo
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h)  Rectum/Prostate,
Haemorrhoids,

Fistula.
i)  Urinary System. O O
i)  Spine and O O
Extremities.
k)  Skin, Lymph O O
Nodes. Scars.
L) Neurological O l

System/Reflexes.
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M) Emotional Stability. O O

11. THE PHYSICIAN MUST COMMENT ON ALL ITEMS MARKED “YES” IN THE
MEDICAL HISTORY (PART I) AND COMMENT ON ANY CONDITION DISCOVERED
DURING THE EXAMINATION. PHYSICIAN'S SUMMARY STATEMENT AND
DIAGNOSIS:

| have completed my physical examination to the best of my knowledge and have
reviewed the applicant’s medical history, laboratory evaluations, and immunization
record.

It is my opinion that the applicant’s physical and emotional condition is satisfactory for a
full course of study, research, and clinical performance and that there are no limitations
on activity or special assistance expected for the duration of the period proposed.

[ 1 YES [ 1 NO

12. MD/APP Signature Date:
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Hepatitis B Vaccination Declination

(Only fill out if you choose NOT to get vaccinated for Hepatitis B virus)

Student Name: Date of Birth:

I understand that due to my occupational exposure to blood or other potentially infectious materials
during my clinical and field internship rotations, I may be at risk of acquiring the hepatitis B virus
(HBV) infection. I decline receiving the hepatitis B vaccination at this time. I understand that by
declining this vaccine I continue to be at risk of acquiring hepatitis B, a serious disease. If, in the
future I continue to have occupational exposure to blood or other potentially infectious materials while
at clinical and field rotations and I want to be vaccinated with hepatitis B vaccine, I may do so and

rescind this declination.

Reason for Declination:

Signature: Date:
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