Emergency Health Services Federation

EPI PEN MEDICAL DIRECTOR AGREEMENT

I, the undersigned physician, represent that I satisfy the criteria to serve as an Epinephrine Auto-injectors (EPI Pen) Medical Director and agree to perform the duties of an EPI Pen Medical Director including but not limited to, the supervision, quality assurance requirements, and authorization of EPI Pen providers for the following EMS Service:

​​​​​​​​​​​​​​​Organization 







Affiliate Number

Address

City                                                  State                   (Zip)                       Phone

Signature of Physician                                                                      Date of Agreement

Printed Name of Physician                                                                Medical License #

PRINCIPAL OFFICER

I, the undersigned, authorize the above-mentioned individual to perform the duties of an EPI Pen Medical Director for my organization.

_________________________________________________________

Print Name

__________________________________________________________

_____________

Signature








Date

