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Application for Epinephrine Auto-Injector Approval

Please complete the following questions appropriately and forward this request to the Emergency Health Service Federation office via mail, fax or email to mguerra@ehsf.org
EMS Agency Information

	Name
	

	Address
	

	Affiliate #
	

	Contact
	

	Phone
	

	Email
	


Unit Medical Director

	Name
	

	Address
	

	Phone #
	

	Email
	


Storage Agreement

We agree to comply with the manufacturers’ recommendations for storage and maintenance as defined below:

a. Store in a dark place at room temperature (59-86 degrees F).

b. Do NOT refrigerate.

c. Do NOT expose to extreme cold or heat.

d. Note expiration date on the unit (month and year).  Replace before expiration date.

e. Examine contents in clear window of the auto-injector monthly.

f. Replace the unit if the solution is discolored or contains solid particles.

g. Protect from prolonged exposure to UV rays.

Maintenance Agreement

Service must agree to maintain a supply of two (2) each of adult and pediatric dose epinephrine auto-injectors with the required equipment for the ambulance service or QRS service.

Practitioner Requirements

1. The skill may only be used when an EMT is functioning with an ambulance service or QRS service that complies with Department of Health requirements for carrying epinephrine auto-injectors.

2. Only an EMT that has completed the training in the primary use (not patient-assisted) epinephrine auto-injector module through the EMT curriculum or continuing education course #004124 may use an epinephrine auto-injector.

3. The EMT must be authorized to perform this skill by the ambulance service or QRS service medical director for epinephrine auto-injectors.

Provider Training

Have the providers of your organization been trained by an appropriate instructor utilizing the continuing education class #004124?

( Yes


( No

If NO, please provide a date in which training has been scheduled. 
/
/


Approved EMTs

Please attach a roster of EMTs that have attended the training for the epinephrine auto-injectors and a signature from the medical director authorizing their approval.

Signature – Program Coordinator

Agency Name:





Affiliate No.





Print Name:







Signature:






Date:

/
/




Signature – Medical Director

Print Name:






Signature:






Date:

/
/




Any questions should be directed to the Emergency Health Service Federation office or via email to Michael Guerra at mailto:mguerra@ehsf.org.
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EPINEPHRINE PROVIDER ROSTER

Agency Name:






Affiliate No.





	NAME
	CERT NUMBER

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


EPI-PEN Program Coordinator (please print)











/
/


EPI-PEN Program Coordinator Signature



Date

