Advanced Practice Skills Checkoff
EMT

[bookmark: _Hlk102047297]Provider Name: __________________________________ EMS Certification Number: _______________
Agency: ________________________________________

	Advanced Practice Skill/Medication
	Allowed to Perform?
	Date Completed

	BEFAST Stroke Scale
	Yes            No
	

	Blind Insertion Airway Device (BIAD)
	Yes            No
	

	CPAP/BIPAP
	Yes            No
	

	ETCO2
	Yes            No
	



I certify that ____________________________ has successfully completed the above indicated Advanced Practice skills training for the EMT level.
[bookmark: _Hlk101949242]
[bookmark: _Hlk102047372]_______________________________	_________________________________	_____________	
Agency Administrator Name 		Agency Administrator Signature			Date
------------------------------------------------------------------------------------------------------------------------------------------
I authorize ______________________________ to perform the above Advanced Practice Skills.

______________________________	________________________________		_____________
EMS Physician Name			EMS Physician Signature			Date
