
ENNIS AMBULANCE SERVICE 

MEMBER APPLICATION 

  

NAME_________________________________________  DATE OF BIRTH________ 

  

ADDRESS______________________________________ SS#____________________ 

  

                  ______________________________________  CERT#_________________ 

  

PHONE# (H) _________________(C) ______________    TRAINING LEVEL_____ 

  

DRIVER’S LICENSE#___________________________   CPR EXP. DATE________ 

  

OTHER CREDENTIALS_________________________________________________ 

  

_______________________________________________________________________ 

  

CURRENT EMPLOYMENT______________________________________________ 

POSITION____________________________________HOW LONG______________ 

  

PREVIOUS EMPLOYMENT______________________________________________ 

POSITION____________________________________HOW LONG______________ 

  

DRIVING RECORD:           1) VIOLATION__________________________________ 

                                                            DATE____________________________________ 

  

                                                2) VIOLATION__________________________________ 

                                                            DATE____________________________________ 

  

AUTO ACCIDENTS:            1) _____________________________________________ 

                                                            DATE____________________________________ 

                                                2) _____________________________________________  

                                                            DATE____________________________________  

EMS EXPERIENCE _____________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

 

  

DO YOU HAVE ANY PHYSICAL LIMITATIONS OR HEALTH CONDITIONS WHICH 

MAY LIMIT YOUR ABILITY TO PERFORM ASSIGNED DUTIES?  

_______________________________________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 



PLEASE STATE REASON FOR APPLICATION TO SERVE ON THE ENNIS 

AMBULANCE SERVICE. ________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

  

PLEASE LIST ANY ADDITIONAL TRAINING YOU HAVE RECEIVED WHICH 

WOULD HELP YOU IN A POSITION WITH THIS SERVICE. 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

  

ENNIS AMBULANCE SERVICE MAY DO A BACK GROUND CHECK. 

  

  

APPLICANT SIGNATURE______________________________DATE____________ 

  

  

APPROVED BY MEMBERSHIP                APPROVED BY MEDICAL DIRECTOR 

DATE: ______________________               DATE: _____________________________ 

____________________________                ___________________________________ 

MANAGER                                                   MEDICAL DIRECTOR 
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