
FLORIDA 

Application for Certificate of Public 
o e i n e a d Neces it 

By 

RG Ambulance Service 

Revised 09/24/2021 



Section 1 

Application 
. - . 

. Instructions 
Please complete all entries legibly. If the form does not provide 
sufficient space, additional pages for this section may be inserted 
at the end of Section 1. 

.Revised 09/24/2021 



- - - - - - - -

Applicatiofl Date: 11/03/2023 

Application Type-(choose one):- -

[ZJ New 

Application Type 

Application type (choose one); 

I { I Level 11 - Basic Life Support Transport 

D Renewal D Level Ill - Advanced Life Support Non,Transport 

I I I Level IV - Advanced Life Support Transport 

D Level V - Advance Life Support Air Ambulance 
- - - -- - - - -

Applicant Information 

Applicant Name: RG Ambulance Service, Inc. d/b/a American Ambulance 

Mailing Address: 2766 NW 62nd Street 

City: _M_ia_m_.i _____________ State: _F_L ____ Zip Code: _3_3_14_7 ______ ..,. 

Business Telephone: 407-822-3700 

Type of Ownership: I I I Private D Government 

Manage.r's Name: Bob Eberhart Manager's Phone Number: 321-436-2232 
----------- ----------l 

Manager's Email: 6ob.Eberhart@AmericanAmbulanceFL.com 

- - - - - - ---- - - -

Medical Director Information 

Name: Dr. Eric Weipert Phone Number: 407-822-3700 --------------1 
Mailing Address: 4601 Norih Jolin Young Parkway 

City: Orlando State: Florida Zip Code: 32804 -----------------t 
Florida License Number: ME 108890 --------------------------------1 

- -

Owner/Operator(s)/Officers/Partners/Directors/Shareholders Information 

Name Business Address Position 

Raymond Gonzalez 2766 NW 62nd Street, Miami, FL 331 tj President & CEO 

Rene Gonzalez 2766 NW 62nd Street, Miami, FL 331ij Vice President 

Revised 09/24/2021 



- - -

Experience of Owners/Operators 

See Attached. 

- - -

Application Fees 
Fees apply for both new applications and renewal applications. If the purpose of the application is to e11hance 
or decrease the level of service provided, then this application process will be considered as a new 
application. 

D $500.00 - Basic Life Support Transport 

j ✓ I $2,000.00 - Advanced Life Support Transport 

D $5,000.00 - Advancect Life Support Air Ambulance 

D Exempt - Advanced Life Support Non-Transport 

D Exempt - Local Government 

D Exempt - Current Automatic Aid/Mutual Aid Agreement 
- - - -

Signatures 
I certify that this applicant will meet all valid requirements of the State, Marion County Ordinance No. 21-05, 
and all Rules and Regulation <1pplicable to same, and that to the best of my knowledge, all statements on this 
application are true and correct. 

~ \.·_ ; Signature: ---f:j--_ -~------- Printed Name: 

Date: / / /; L/ / Z 3 ----.... ,------------- Position/Title/Applicant: __ G_. _-._/'YJ _________ _ 

State of £\0(\do. 

Sworn to (or affirmed) and subscribed before me by means of ~hysical presence or □ on line notarization, 

this } Y :!!:.. day of ~ , 20~ , by l6cb ~-t' . 

Stamp/Seal: 

~ Personally Known 

OR 

~,lll!Y 4~ I-leather Stonebuma--6-vldes 
~~~ Notary Public 
g g State of Florida 
~~ o,,·"" Comm# HH269005 

~fCE ,s" Expires 5/'80/2026 

+\w,he,,- S:boeb ,v-·t'\tY'" lo.vtfu 
otary Public (Print Name) 

~GMJ.~ 
Signature of Notary Public 

D Produced Identification Type of Identification Produced: 

Revised 09124/2021 



RAY GONZALEZ, CEO 
Raymond Gonzolez began his career in transportation in 1989, fallowing in the footsteps 
of his father, Jose Gonzalez, who started the family's first transportation compony over 
42 years ago. The self-owned tl'ansportotion business started as a small, minority~owned 
company serving the Miami~Dade County orea ... but today, it is one of the largest 
transportation providers in South Florida, Mr. Gonzolez' business ocL,Ji'ty and foresight into 
the community needs allowed him to respond to market opportunities with quality 
service ond transportation solutions, as evidenced by the rapid growth of MCT Express, 
Inc. from originally being issued ten ( l O) ambulances over 17 yijOFS ogo, to its current 
fleet wl1ieh operates one~ht,mdred-ninety-two ( 192) ambulances statewide. Co~owner 
and founder of the largest privately owned transportation system in Miomi-Dade 
County and South Florido. This system includes: MCT Express, Inc (trade name Miami­
Dode Ambulance Service), American Ambulance, All County Arnbulonce, United 
Medical Transportation, Medical Care Transportotion, Super Nice STS, Advanc:ed 
Transportation Solutions, Transportation America, Limousines of South Florido, American 
Shuttle d/b/a SuperShuttle Miami, Super Nice Cob, Miami-Dade Taxi and Spray Masters. 
With the most recent addition to this extensive portfolio, Century Ambulance Service, 
whom provides ambulance transportation to the Northern Region of Florido. Mr. 
Gonzolez is serves as CEO of RG Ambulance Service, Inc. 

RENE GONZALEZ, CFO 
Rene Gonzalez brings over 28 years of financial management experience to his role os 
Chief financial Officer of RG Ambulance Service, Inc. His doily responsibilities include. 
budgetary management, accounting oversight, billing and reconciliations. He also hos 
an extensive background in maintenance and repair ensuring a high quality of service 
is maintained on the company's fleet of over 1800 vehicles induding all tronsportation 
divisions. Mr. Gonzolez also administers the tasks of establishing security protocols and 
fare reporting procedures to the County in which he serves. Mr. Gonzalez routinely uses 
his financial acumen and business knowledge to secure financial relationships with 
some of the largest financial institutions in America. 



Section 2 

Current State License 
Instructions 

If your agency holds current Florida licensure for providing 
emergency medical services, insert a copy of that license behind 
the Section 2 title page. 

If your agency does not hold current Florida licensure for 
providing emergency medical services, provide a letter outlining 
the plan for application to obtain Florida licensure. This should be 
inserted behind the Section 2 title page. 

Revised 09/24/2021 



This is to certify that 

~~~ ;,-. - ~\ 

) 

STATE OF FLORIDA 
DEPARTMENT OF HEALTH 

BUREAU OF EMERGENCY MEDICAL OVERSIGHT 

ADVANCED LIFE SUPPORT SERVICE LICENSE 

IJGAMJlULANCE SERVICE INC., DBA AMERICAN AMBULANCE Provider Number# 10029 
Name of Provider 

4601 NORTH JOHN YOUNG PARKWAY ORLANDO. FLORIDA 32804 
Address 

has complied. with Chapter 401, Florida Statutes, and Chapter 64J-l, Florida Administrative Code, and is authorized to operate as an 
Advanced Life Support Service subject to any and all limitations specified in the applicable Certificate(s) of Public Convenience and 

Necessity and/or Mutual Aid AgFee·ments. fm· the County(s) listed below: 

FL.AGl.,ER. ORANGE, OSCEOLA, POLK, S~MINOLE 
County (s) 

~ 
Michael Hall, Section Administrator 
Emergency Medical Services 
Florida Department ofHe<1lth 

THIS CERTIFICATE EXPIRES ON: 01/18/2025 
This certificate shalF be posted in the above rnt:ntioned establishment 



Section 3 

Service Area 
- - - --

. Instructions 
On the following page, provide ~ detailed description of the area 
for which your agency wishes to provide service. This description 
should include any information as it relates to service within 
unincorporated Marion County as well as the municipalities within 
Marion County. 

At the end of Section 3, insert a map illustrating the proposed 
service area. 

Revised 09/24/2021 



-- ------ -

Description of Proposed Service Area ' 

All of Marion Co~mty 

Revised 09/24/2021 
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Section 4 

Statement of Facts 
- -

Instructions 
On the following page, provide a detailed statement of facts 
illustrating the demand or need for the proposed service. Possible 
key points may include: 

• Is adequate service currently provided by the existing 
agencies? 

e What is the potential irnpact to existing service levels if this 
application is approved? 

If there is not sufficient space, or the applicant wishes to use a 
different format, the applicant may insert a different document at 
the end of Section 4 to accomplish this requirement. 

Revised 09/24/2021 



11 
- - - - -

j Statement of Fact ; 

RG Ambulance Service Inc., d/b/a American Ambulance has entered into a formal agreement for the provision lbf 
nC1rH~mer9ency , emergency int~r-f!ilcility transport services with UF Healtl1. UF Health Ocala Hospital is i;l nej\ 
hospital facility not currently being served by any ambulMce provider. Will provide servioe in areas approved l)iZ the 
Board of County Commissioners. i 

l 
RG Ambulance, d/b/a American Ambulance h,;1s entered into an agreement with UF and wi!I pick up patients fr-;m any 
UF facility, UF f'reestanding ED as well as any facility where patient is being transported into a UF faicility. ! 

Revised
1 
b9t24/2021 

' i 



Section 5 

Vehicle Records 
Instructions 

The following page provides a form for entry of required vehicle 
information. If there is not sufficient space, the applicant may 
duplicate the page as needed. Or if the applicant wishes to use a 
different format, the applicant may insert a different document at 
the end of Section 5 to accomplish this requirement. 

The Vehicle for Hire inspection form following the Vehicle 
Information form must be completed for each vehicle. This page 
may be duplicated for each vehicle, 

The applicant may include copies of Florida vehicle registrations 
after the Vehicle for Hire inspection forms. • 

Revised 09/24/2021 



Unit Name/Number; 

Year: 2(0)1!7! Make; Ford 

VIN: 1 FDWE3FS8HDC31217 

Unit Name/Nymber: 5o4 

Year: ~117? Make: Ford 

VIN; 1FDYR2CMOHKA46698 

., 603 
Unit Name/Number; 

· - -- ~ - --· - - --

Year: ~1!1! Ma!<e: FORD 

VIN: 1 FDWE3FS44BDA02055 

Unit Name/Number: 

Year: Make: 

VIN: 

Unit Name/Number: 

Year! Make: 

VIN: 

Unit Name/Number: 

Year: Make; 

Milea e: 227020 

E-350 Model: 

Re istration Number 

Milea e: 30403 

TR.0 AN.SIT Model: 

Re istration Number 
- - - . -- -

Milea e: 549804 

Model: E-350 

Re istration Number 

Milea e: 

Model: 

Re istration Number 

Milea e: 

Model: 

Re istration Number 

Milea e: 

- - 1 

I 

I 
! 

_ VIN_;_,-L----~----~----~------- -~.,,1R~e=is~t:.:.ra:.;ti:,;;o~n...:..N!..:'.u~m:.:.::b::..:e:::..r.l.,......~~~~~~~-----¥.--~j~------i 

Unit Name/Number: Milea e: 

Year: Make: Model: 

VIN: Re istration Number 

Unit Name/Numbe.r: Milea e: 

Year: Make: Model: 

VIN: Re istration Number II 
Unit Name/Number: Milea e: 

Year: Make: Model: 

VIN: Re istration Number 

Unit N:ame/Number: Mile.a e: 

Year: Make: Model: 

VIN: Re istration Number .l 



BUSINESS INFORMATION 

Organiz~tion Name: 

I RG A!11bul-ance:service d/b/a A~~rican Amb~llance - - : I 
Address of Organization: 

I ~~o\~ih John Young Pa_rk~ay _ = · ·1 

I 407~822·3,?00 -- ~ ~ =- ] 

VEHICLE INFORMATION 

Unit#: [~0_1 -

Tag#: [[01V60Y . -~ -

Make: I 
Model: 

VIN#: 

Vehicle Color:j .,_ B_lu'-e~/~O __ r_an_,-g::...ce_- ~-~~---~ -,,--1 

INSPECTION INFORMATION 

Inspector's Name_: 

Phone#: 

Certification #: 

License#: 

Type: NACM @ (Circle One) 

Date of Inspection: j l { Tu {-z.i 
I 

Date: 

ii 

INSPECTION CRITERIA I 
(Circle one far each criteria inspected) 

Valid Tag: (?_b No cfirrect_ed 

Tag Visible: 

Brakes: 

lights 

Horn: 

Tires: 

Windows: 

Mirrors: 

Steering: 

Wipers: 

Fluids: 

Seatbelts: 

Speedometer: 

AC/Heater: 

('!fl 

t!iJ 
('}J 

(~ 

GJ 
cf!J 

c® 
@) 

~PASS 

No 

No 

No 

No 

No 

No 

No 

ii 
c1r ected 

C~rreeted 
r --
i , 

c9irrected 

II 
Clreeted 

Cdrrected 

II 
c i rrected 

II 
C9,rrected 

ii 1, 
No Corrected 

ll 

No 
II 

c i;irrected 

ll 
No C~rreGted 

a 
H 

No Corrected 
I 

No 

No 

No 

Note: Please use one (1) vehicle inspection report form for each vehicle registered. 



II 

- -r /. : . . -. : - - V~hicleforHirelnspection - - - ---- I :--.~:;·l 
• I 

BUSINESS INFORMATION 

I ~~_§n_bulance s~~ice ~/b/a-American-Arnbul~nce - -~ 
A.ddress of Org9nization: • 

j4.601North_John Young:Parkway ] 
F'hone #; 

VEHICLE INFORMATION 

Unit#: lso3 : I 
Tag#: I M!V31R 

I _.. .. -- ·- ... 
1 Vehicila· Year: I 2011 - - I 

M<l!ke: I Ford • 1 

Model: !.,__ E~-3~5-0-• -~-~-~--- ~~ 

VtN #: I 1 ~DWE3FS46D~@0_56 . 

INSPECTION INFORMATION 

Inspector's Name: 

Phone#: 

Certification #: 

License#: 

Type: NACM @ (Circle One) 
I I 

Date of Inspection: ._I --'-1-t(_u-'-"-l--/-z__:.1 ______ ___.J 

~CTO~RE 

Date: j \ \ z·(, / 'u'1 

INSPEC noN CRITERIA 
I 

(Circle one for each criteria inspect
7

~) 

Valid Tag: t~ No c9rreoted 

Tag Visible, (r9 No C~rrected 

-ii 
Brakes: ,'fil No CGrrected 

No +rected Lights 

Horn: 

Tires: 

Windows: 

Mirrors: 

Steering: 

Wipers,: 

Exhaust: 

Fluids; 

Speedometer: 

AC/Heater: 

y§) 
(;; 

& 
(!§) 

(~ 

,~ 

t9 
@) 
,;(J'2 
~ 

~) PASS 

No ,rrected 

No 1rirrected 

No 1/°rrected 

No /lorreoted 

No rirrected 

No. rrrected 

No rrrected 

No rirrectea 

No !Corrected 
,[ 

No 1torrected 

I 
No Corrected 

:I 
II 
II FAIL 

Note: Please use one (1) vehicle inspection report form for each veihicle registered. 

Revised 09/24/2021 
!I 

I 
:1 



BUSINESS INFORMATION 

Org@niiaition Name; 

Address of Organii~tion: • 

j 4601 North John Young P-~rkway 

VEHICLE INFORMATION 

Make: I Ford 

Model: I E·350 

VIN#: 

Vehicle Color: ! Blue/ Orange _ -= 

INSPECTION INFORMATION 

I nspeetor's Name: 

Phone#: 

Certification #: 

License#: 

Type: NACM ~19 (Circle One) 
) ~ 

Date of Inspection: l'---..:...."-¥-/-=-u__;;__;./_:w'-+-. --------' 

~EC~NATURE 

Date: 

II 

INSPECTION CRITERIA 
; 

(Circle one for~, a -h criteria inspect~d) 

Valid Tag: ( No C~rrected 
ii 

/~ ii 
Tag Vi :;; ible; ¼~ No C~rrected 

Brakes: if@ No ctrected 

Lights 

Horn: 

Tires: 

Windows: 

Steering : 

Wipers: 

Exhaust: 

Fluids: 

Seatbelts: 

Speedometer: 

AC/Heater: 

l.7 n 
i,• 
l , 

69 

61) 

(9 

e1ifJ 

fl PASS 

No C~rrected 
ii 

11 
No Cwrected 

II 
No Corrected 

ii q 
No C~rrected 

f! 
ii 

No Cmrrected 
ti 

!l 
No Corrected 

11 
No Corrected 

'I 
!1 

No C~rrected 

11 
No Corrected 

n 
a 

No Cr rected 

i~ 
No C◊rrected 

:I 
h 

No Corrected 

!! 
li 
□ FAIL 

( 

Note: Please use one (1) vehicle inspection report form for each vehicle registered. 

i1 



Section 6 

Insurance 
Instructions 

Provide copies of insurance documents illustrating that the 
agency meets the following insurance requirements. These 
documents may be inserted immediately following the Section 6 
title page. 

MotorYehicle Liability Insurance 
Each vehicle shall have minimum limits of $1,000,000 
combined single limits for bodily injury and property 
damage. 

M~dical Professional Liabilitx: Insurance 
Every Certificate Holder shall have minimum limits of 
$1 1000,000 per occurrence/$3,000,000 annual aggregate 
coverage. 

Revised 09/24/2021 



ACORD® I DATE (MM/DD/YYYY) 

CERTIFICATE OF LIABILITY INSURANCE 

______, 
~ - 3/4/2024 

THIS CERTIFICATE IS ISSUED AS A MATTER OF INFORMATION ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE HOLDER. THIS 

CERTIFICATE DOES NOT AFFIRMATIVELY OR NEGATIVELY AMEND, EXTEND OR ALTER THE COVERAGE AFFORDED BY THE POLICIES 

BELOW. THIS CERTIFICATE OF INSURANCE DOES NOT CONSTITUTE A CONTRACT BETWEEN THE ISSUING INSURER(S), AUTHORIZED 

REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER. 

IMPORTANT: If the certificate holder is an ADDITIONAL INSURED, the policy(ies) must have ADDITIONAL INSURED provisions or be endorsed. 

If SUBROGATION IS WAIVED, subject to the terms and conditions of the policy, certain policies may require an endorsement. A statement on 

this certificate does not confer rights to the certificate holder in lieu of such endorsement(s). 

PRODUCER ~v,IIA\,I 
Kevin Johnson NAME: 

Global Affinity Managers rl)gNJo Extl: (305) 740-6949 I (NC, No): 

909 Castle Point Terrace t:•mMO~ 
onesourcewcins@gmaii.com ADDRESS: 

INSURER(S) AFFORDING COVERAGE NAIC# 

Hoboken NJ 07030 INSURER A: Hartford Fire Insurance Company 

INSURED INSURER B: General Star National Insurance Company 

RG Ambulance Service Inc DBA American Ambulance INSURERC : Hartford Fire Insurance Company 

4601 North John Young Parkway INSURER D : General Star National Insurance Company 

INSURER E: 

Orlando FL 32804 INSURER F: 

COVERAGES CERTIFICATE NUMBER· REVISION NUMBER· 
THIS IS TO CERTIFY THAT THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIOD 
INDICATED. NOTWITHSTANDING ANY REQUIREMENT, TERM OR CONDITION OF ANY CONTRACT OR OTHER DOCUMENT WITH RESPECT TO WHICH THIS 
CERTIFICATE MAY BE ISSUED OR MAY PERTAIN, THE INSURANCE AFFORDED BY THE POLICIES DESCRIBED HEREIN IS SUBJECT TO ALL THE TERMS, 
EXCLUSIONS AND CONDITIONS OF SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS. 

11r<;:,t< 
TYPE OF INSURANCE 

,vv• •vvv, 

POLICY NUMBER 
'ULl\,l c, 

(MM/DD/YY'vYJ LIMITS LTR INSD WVD (MM/DD/YYYY) 
COMMERCIAL GENERAL LIABILITY EACH OCCURRENCE $ 

I CLAIMS-MADE OoccuR PRE.MISES (E~7;~~.::ence) $ 

.__ MED EXP (Any one person) $ 

PERSONAL & ADV INJURY $ ,_ 
GEN'L AGGREGATE LIMIT APPLIES PER: GENERAL AGGREGATE $ 

R □PRO- DLoc PRODUCTS· COMP/OP AGG $ POLICY JECT 

OTHER: $ 

AUTOMOBILE LIABILITY I (E~".:~~id~~ti"NliLlo LIMI I $ 300,000 .__ 

~ ANY AUTO BODILY INJURY (Per person) $ 
OWNED ~ SCHEDULED 

A AUTOS ONLY AUTOS I2CSES50302 01/01/2024 01/01/2025 BODILY INJURY (Per accident) $ .__ 
HIRED 

,_ 
NON-OWNED 

~ AUTOS ONLY ,c AUTOS ONLY I (P~.,,~~cid'e~t)MOVOM'-'>C $ 

$ 

UMBRELLA LIAB 

~

OCCUR EACH OCCURRENCE $ 700,000 ,_ 
B X EXCESS LIAB CLAIMS-MADE NXG927724G I 1/01/2023 01/01/2025 AGGREGATE $ 

DED I I RETENTION$ $ 
IWORKERS COMPENSATION 

XlsrATuTE I I UIH• 

AND EMPLOYERS' LIABILITY ER 
YIN 

C 
ANY PROPRIETOR/PARTNER/EXECUTIVE □ 

N/A I2WNS5030I 01/01/2024 01/01/2025 
E.L. EACH ACCIDENT $ 1,000,000 

OFFICER/MEMBER EXCLUDED? 
(Mandatory In NH) E.L. DISEASE· EA EMPLOYEE $ 1,000,000 
If ~es, describe under 
D SCRIPTION OF OPERATIONS below E.L. DISEASE • POLICY LIMIT $ 1,000,000 

Excess Automobile Liability Seminole $1 ,000,000 

D County Vehicles Per Schedule Bind# 02/26/2024-01 02/26/2024 02/26/2025 

DESCRIPTION OF OPERATIONS/ LOCATIONS/ VEHICLES (ACORD 101, Addltlonal Remarks Schedule, may be attached If more space Is required) 

Donrd of County Commissioners is nddhionnl insured ns respects to outo liability. 

CERTIFICATE HOLDER CANCELLATION 

Marion County 

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE 
THE EXPIRATION DATE THEREOF, NOTICE WILL BE DELIVERED IN 
ACCORDANCE WITH THE POLICY PROVISIONS. 

601 SE 25th Ave AUTHORIZED REPRESENTATIVE 

1 Ocala FL 34471 

© 1988-2015 ACORD CORPORATION. All rights reserved. 

ACORD 25 (2016/03) The ACORD name and logo are registered marks of ACORD 



RGAMBUL-01 MMOSSENGREN 

ACORD" CERTIFICATE OF LIABILITY INSURANCE I 
DATE (MM/DD/YYYY) 

~ 3/4/2024 
THIS CERTIFICATE IS ISSUED AS A MATTER OF INFORMATION ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE HOLDER. THIS 
CERTIFICATE DOES NOT AFFIRMATIVELY OR NEGATIVELY AMEND, EXTEND OR ALTER THE COVERAGE AFFORDED BY THE POLICIES 
BELOW. THIS CERTIFICATE OF INSURANCE DOES NOT CONSTITUTE A CONTRACT BETWEEN THE ISSUING INSURER(S}, AUTHORIZED 
REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER. 

IMPORTANT: If the certificate holder is an ADDITIONAL INSURED, the policy(ies} must have ADDITIONAL INSURED provisions or be endorsed. 
If SUBROGATION IS WAIVED, subject to the terms and conditions of the policy, certain policies may require an endorsement. A statement on 
this certificate does not confer rights to the certificate holder in lieu of such endorsement(s}. 

PRODUCER 22AAI'."cT Maximus Mossengren 

Integrated Transportation Resources, Inc. rig,N:o, Ext): (636) 561-0048 I FAX 
1041 Peruque Crossing Court IA/C, No): 

Suite A f~lJ~c:c:-mmossengren@itr-inc.net 
0 Fallon, MO 63366 

INSURERISl AFFORDING COVERAGE NAIC# 

INSURER A : Palms Insurance Companv Limited 

INSURED INSURER B : 

RG Ambulance Service Inc DBA American Ambulance INSURER C: 
4601 John Young Parkway INSURER D: 
Orlando, FL 32804 

INSURER E: 

INSURER F: 

COVERAGES CERTIFICATE NUMBER· REVISION NUMBER· 

THIS IS TO CERTIFY THAT THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIOD 
INDICATED. NOTWITHSTANDING ANY REQUIREMENT, TERM OR CONDITION OF ANY CONTRACT OR OTHER DOCUMENT WITH RESPECT TO WHICH THIS 
CERTIFICATE MAY BE ISSUED OR MAY PERTAIN, THE INSURANCE AFFORDED BY THE POLICIES DESCRIBED HEREIN IS SUBJECT TO ALL THE TERMS, 
EXCLUSIONS AND CONDITIONS OF SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS. 

INSR TYPE OF INSURANCE ADDL SUBR POLICY NUMBER POLICY EFF POLICY EXP LIMITS LTR INSD WVD IMM/DD/YYYYl fMM/DD/YYYYl 
A X COMMERCIAL GENERAL LIABILITY EACH OCCURRENCE $ 

1,000,000 -□ CLAIMS-MADE [K] OCCUR DAMAGE TO RENTED 100,000 X X CSIPAHC0138-00 9/14/2023 9/14/2024 PREMl<: i=<: !Ea occurrencel $ 

MED EXP IAnv one cersonl $ 5,000 - 1,000,000 PERSONAL & ADV INJURY $ -
GEN'L AGGREGATE LIMIT APPLIES PER: GENERAL AGGREGATE $ 3,000,000 

~ POLICY □ ~rfr □ LOC PRODUCTS - COMP/OP AGG $ 
3,000,000 

OTHER: Professional Liability Aggregate 
$ 

3,000,000 

AUTOMOBILE LIABILITY - Fi:~~~~~~~.?NGLE LIMIT $ 

ANY AUTO BODILY INJURY (Per cersonl $ - OWNED - SCHEDULED - AUTOS ONLY - AUTOS BODILY INJURY !Per accidentl $ 

- ~LRT'Ws ONLY - ~Broi~1~ 1P~9~[c~d1;,;,1?AMAGE $ 

$ 

UMBRELLA LIAB HOCCUR EACH OCCURRENCE $ -
EXCESS LIAB CLAIMS-MADE AGGREGATE $ 

OED I I RETENTION $ $ 

WORKERS COMPENSATION I ~~fnm I I ~iH-
AND EMPLOYERS' LIABILITY Y/N 
ANY PROPRIETOR/PARTNER/EXECUTIVE 

□ NIA E.L. EACH ACCIDENT $ 
OFFICER/MEMBER EXCLUDED? 
(Mandatory in NH) E.L. DISEASE - EA EMPLOYEE $ 
If yes, describe under 
DESCRIPTION OF OPERATIONS below E.L. DISEASE - POLICY LIMIT $ 

A SAM X X CSIPAHC0138-00 9/14/2023 9/14/2024 Aggregate 500,000 

A HIPPA X X CSIPAHC0138-00 9/14/2023 9/14/2024 Sublimit 100,000 

DESCRIPTION OF OPERATIONS/ LOCATIONS/ VEHICLES (ACORD 101, Additional Remarks Schedule, may be attached If more space Is required) 
Certificate holder is additional insured as respects to General Liability. 

CERTIFICATE HOLDER CANCELLATION 

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE 

Marion County 
THE EXPIRATION DATE THEREOF, NOTICE WILL BE DELIVERED IN 
ACCORDANCE WITH THE POLICY PROVISIONS. 

601 SE 25th Ave. 
Ocala, FL 34471 

AUTHORIZED REPRESENTATIVE 

I 
<27)-C::. 

ACORD 25 (2016/03) © 1988-2015 ACORD CORPORATION. All rights reserved. 

The ACORD name and logo are registered marks of ACORD 



Section 7 

Staffing 
Instructions 

The Staffing Configuration form should be completed to describe 
the staffing for each unit. Ensure that documentation provided 
illustrates that staffing will meet all requirements. This may also 
include in the comments section a narrative that describes the 
scheduling configuration (trucks/day, hours, etc,). 

The Staffing Information form should be completed to document 
that all staff meet the requirements. Please include expiration 
dates for certifications such as EMT, Paramedic, CPR, ACLS, 
etc. 

If there is not sufficient space, the applicant may duplicate the 
page for as needed. Or if the applicant wishes to use a different 
format, the applicant may insert a different document at the end 
of Section 7 to accomplish this requirement. 

The applicant may provide copies of certifications by inserting 
them after the Staffing Information form. 

Revised 09/24/2021 



Unit T e: 

EMT Em lo ee; 

Em lo ee: Paramedic 

Em lo ee: 

Unit T e: Advance Life Support 

Em 10 ee: Paramedic 

Em 10 ee: Paramedic 

Em lo ee: 

Unit :r e: Basic Life Support 

Em lo ee; Driver 

Em lo ee: EMT 

Em lo ee: 
-

UnitT e: Basic Life Support 

Em lo ee: EMT 

Em lo ee; EMT 

For the attached employee rosier the Central Florida Regional Office location wiBbe used for all tearnmemberJ 
I 

4601 North John Young Parkway 
Orlando FL 32804 

Please see attached. 

- . ' . 

! 

,I 
Revise~

1
09/24/2021 



EMT First Aid or 

Record of 12/1/24/Para. CPR/ ACLS Cert Driving Record Valid OL EVOC Alcohol Phys or Persona I Safety 

Date of Training Cert type and Type and Exp Verified Yes/No Yes/No Exp Training or drug Mental 18YOA Card Yes/No Exp 
Name ofi Personnel Employment· Yes/No EKp Date Date Date Date Yes/No Oate yes/No Yes/No Yes/No Date 

ADAMS, DAVID 2/26/20'15 y PMD 12/1/24 A:l.0/31/2024 7/18/7:023, 3/23/2026 9/30/2013 y y y y 

AtVAREZ, TVlER 10/18/2023 y Ell:/IT12/1/24 C3/31/WZS 10/11/2023 10/14/2029 6/10/2023 y y y y 

ANDREWS, EMMA 9/16/2020 y EMT 12/1/24 C 2/W/2€Yl5 7/18/2023 7/7/2029 1/9/2020 y y y y 

ANliJREWS, GERARD 9/16/2fJ2fiJ1 y PMD12/1/24 A6/30/2024 7/18/2023 7/27/2029 7/14/2016 y y y y 

AP'ONTE, MA!..IKA 3/23/20'22 y EMT 12'/1!/24 C 3/31/WZ4 5,fZS./2023 10/2/2029 5/6/2022 y y y y 

BAl!.l!..A[)ARES, VfiCTOR' 6/16/2021 y PMD:12/1/24 P.4/30/2024 7/13/2023 8/25/2026 6/26/2021 y y y y 

BARNETT,. MACAvtA 10/12/W'l:2 '{ EMT12/l/24 C 2/28/2025 :W/14/2022 11/21/2026 4/29/2022 y y y y 

BASTIN, DAVID 1/6/2021 y EMT 12/1/24• (12/31/2023' 7/18/2023 11/1/2026 1/8/2021 y y y y 

BEASH.EY, TH'OMAS 3/9/2022 y EMT 12/1/24 C2/28/2'025 5/25/2023 5/3/2031 10/20/2002 y y y y 

BECKMAN, ROBERT 6/29/Z0.22 y EMT 12/1/24 C 6/30/2024 7/18/2023 8/21/2027 12/23/2020 y y y y 

BEUZA!RE, HANDY 9/16/202.0 y PM[), 12/1/Z.4 A 3/31/2'iJ24 7/18/2023 1/9/2027 6/4/2021 y y y y 

BHARATHAN', AKASH 10/18/W23 y EMT 12/1/24 C 6/30/2025 10/11/2023 6/22/2032 1/17/2024 y y y y 

BlAtN1E, l{ENZ]E 8/HJ/"J022 y EMT 12/1/24 C6/30/202S 8/12/2022 10/17/2024 12/2/2018 y y y y 

BODGER,. JOHN :l.1/15/2022 V. EMT 12/1/24 CS/31/2025 ]2/9/2022 7/3/2028 11/17/2022 y y y y 

BOSliUCK,. JASMINE. 9/6/'2023 Y. EMT 'llZ/1/24 CZ/28/2024 8/1/2023 8/15/2031 9/10/2023 y y y y 

BOYKIN, MARSHAlL 5/l0/W23 y EMR C 12/31/2024 4/27/2023 7/13/2028 1/22/2023 y y y y 

BREGIT A, FEDNER 9/12/2023 Y. EMT> 12/1/24 C'.1.2/3,1/2024 9/1/2023 10/11/2028 10/14/2023 y y y y 

BRIINSON, TAVIS 5/19/2022 y EMT> 12/1/24 C 1/31/2024 5/25/2023 12/3/2026 3/30/2013 y y y y 

BROWNLEE, BRITTANY 7/27/2022 Y. EMR C 7/31/2024 8/1/2023 8/24/2030 8/4/2022 y y y y 

BURf<HART, J.IU:m!. 8/23/2023 y EMR CS/31/2025 8/7/2023 3/10/2027 9/10/2021 y y y y 

CABRERA, J,ENIFER 8/9/2023 y EMT 12/1./24 C 12/31/W24 6/19/2023 8/26/2026 8/11/2023 y y y y 

CAWER'ON COLON, ANGEi!. 10/19/2022 y EMR CS/31/2024 HJ/26/2022 5/7/2029 10/24/2022 y y y y 

CAPPS, ETHAN 10/26/2022 y EMT 12/1/24 C6/30/Z025 11/16/2022 5/21/2027 5/16/2022 y y y y 

CARRASQUllLO, WILMARIS 7/6/2022 y EMT 12/1/24 C 12/31/2023 7/18/2023 4/11/2027 7/15/2022 y y y y 

CASE,. AYDEN 2/8/2023 y EMT 12/1/24 C 12/31/Z0.23 2/28/2023 7/26/2025 8/5/2021 y y y y 

OSCO, ZANE. 10/3/2022 y EMR C 12/31/2023 10/28/2022 7/19/2027 3/23/2023 y y y y 

COlE,. ROBERT 9/14/2.006 y EMT 12/1/24 C 8/31/2024 7/18/2023 9/12/2026 8/20/2006 y y y y 
COLEMAN, OLIVIA 2/22/2023- Y. EMT 12/1/24 C7/31/2024 2/24/202'3 4/30/2029 11/20/2022 y y y y 
CRAVEN, PAR,f<ER 7/20/2022 y EMT 12/1/24 C 12/31/20'24 8/'J!./2023. 10/17/2024 7/22/2022 y y y y 

CREAMER, LAUREN 8/31/2022 y EMT 12/1/24 C 8/30/2024 9/7/2023 9/7/2027 1/17/2024 y y y y 
CUENCA, ABEL 1/15/2021 y EMli 12/]/24 C4/30/Z0.24 7/18/2023 11/12/2029 10/6/2018 y y y y 

CUNNINGHAM, HUNTER 6/14/2023 y EMR no cert 6/9/2023' 11/24/2031 6/21/2023 y y y y 
DAVl'5, AllEN 6/7/2023 y EMT '12/1/24 (3/31/2025 5/18/2023 3/17/2028 NON DRIVER y y y y 

DE PENA, AILYN 12/6/2021 y EMT 12/1/24 C.6/30/2024 7/19/2023 2/6/2028 1/1/2011 y y y y 

DEii.EON, HERBERT 3/4/2020 y EM"f 12/1/24 (6/30/2024 7/18/2023 11/23/2026 11/16/2019 y y y y 
DflFO, XAVIER 10/4/2023 y EM.112/1/24 C S/31/2025 9/5/2023 3/6/2028 10/14/2023 y y y y 

DINH, LE 1/11/2023 y EM.li l2/l/Z4 C 1/31/2.024 1/17/2023 2/17/2026 NON DRIVER y y y y 



DIXON, ROBERT 10/18/2023 y EMT 12/1/24 C.11/30/2024 :W/11/2023 7/2/2025 10/25/2023 y y y y 

DOMl'l~IGU!EZ, BRANDON 9/6/2022 y PMO 12/1/24 A. 7/31/2023 7/18/202'3 2/10/2028 4/16/2023 y y y y 

DOMINIQUE, KEVIN Z/3/2022 y EMT 12/1/24 C 12/3,1/2'iJ23 5/25/2023 6/9/2027 NON DRIVER y y y y 

D'O'Dn .. E.Y, JUAN 10/4/2023 y EMT 12/1/2.4 CC 4/30/20'25- 9/26/2023 2/13/2025 NON DRIVER y y y y 

EDMON[)l, JASON 3/6/2023 y EMR C.3/31/ZOZS 3/8/2023 6/17/2024 3/9/2023. y y y y 

EU'AS, GONZAI..O 3/10/2016 y PMD 12/1/24 A 6/30/2024 7/18/2023 4/24/2026 5/7/2016 y y y y 

ENRl:€.lUEZ, SHALOM 7/12/2017' y EMT 12/1/24 C.2/28/2025 7/18/2023' 12/4/2029 8/27/2017 y y y y 

EVrnEn ONEHLL, SYDNEY S:/4/2022 y EMT 12/1/24 C.9/30/2023 5/25/2023 7/24/2029 6/10/2022 y y y y 

FERNANDEZ, DIEGO 5/18/2022 y EMT 12/1/24 (3/31/2024 5/25/2023: 2/27/2028 4/23/2022 y y y y 

rnRBES, SHAKCORA 9/28/2021 Y. EMTtZ/1/24 C 11/30/2023 1/10/2023 9/9/2029 9/30/2021 y y y y 

FREEMAN, SHARON 10/12/2022 y EMT 12/1/24 (3/25/2025 10/17/2022 7/2/2029 NON DRIVER y y y y 

FUENTES, JORGE 1/20/2021 y PMD 12/1/24 A12/31/W24 7/18/Z0.23 7/17/2026 8/21/2011 y y y y 

GARAY JIMENEZ, BRtAN, 6/15/2022 y EM1i lZ/1/24 (6/30/2024 7/19/2023 6/13/2026 6/25/2022 y y y y 

GARONER, KENDRICK 2/12/2020 y PMD12/1/24 AZ/28/2024 1/10/2023 12/28/2023 NON DRIVER y y y y 

GARDNER:, VIIOLA 7/14/2023 y EMT 12/1/24 (8/31/20-24 6/16/2023 12/6/2027 8/23/2023 y y y y 

GARDNER, f(AGE 11/11/20'22 y EMT12/1/24 C 12/31/20'23 11/14!/2022 3/24/2024 11/17/2022 y y y y 

GONZALES, JENNIFER 1/9/2023 y EMT lZ/1/24 C1/31/20ZS. 5/25/2023 10/29/2025 9/18/2021 y y y y 

GO'NZAI..EZ APONTE, JACKYMAR 9/7/2022 y EMT 12/1/24 C 3/31/2024 9/7/2023 9/4/2027 9/8/2022 y y y y 

60'0D'!N, GARRETT 3/12/2022 y EMT 12/1/24 C 4/3IT/2024 7/19/2023- 4/11/2031 4/8/2017 y y y y 

GRAY JR, AI..U:l'ON' 12/28/2022 y EMR C12/3I/Z024 1/10/2023 11/8/2029 1/5/2023 y y y y 

GRENIER,. Vl'CTOmA 7/26/2023 y EMR C 5/31/2025 7/13/2023- 3/19/2028 1/0/1900 y y y y 
G,UEVARA,. RAUL 4/20/2022 y EMT 12/1/24 C 4/30/2025. 7/19/2023 10/18/2024 4/22/2022 y y y y 

GUSEWELLE,. TBMOTHY' 9/12/2023 y EMR C8/31/WS 9/5/20'23 10/20'/2026 8/20/2023 y y y y 
6ll}Sl!.ER, Wlt.UAM 6/28/2023 y EMT12/1/24 C: 6/30/2024 6/16/20<23 3/13/2029 4/16/2022 y y y y 

HAGAN, SIJMMER 6/28/2023 y EMT12/1/24 C 4/30/2024 6/15/2023 12/23/2025 6/30/2023 y y y y 

lt-lAl!.t., ROB'ERT 10/5/2022' y EMT 12/1/24 C:3/31/2024 10/10/2022 8/23/2027 11/17/2022 y y y y 
HANSEN, CASEY 10/10/2023 y EMR C 5/31/2025 9/18/2023 5/25/2031 10/13/2023 y y y y 
HEARST, K.'l't.E 9/14/2022 y EMT 12/1/24 C 2/28/ZfJ23 9'/20/2022 1/11/2029 11/30/2018 y y y y 

HIERRERA O'Rnz,, JOSE 9/6/2023 y EMR C 1/31/2025 8/21/2023 8/2/2030 9/10/2023 y y y y 
lt+.l!JBI.ER, JORDAN 2/28/2008 y PMD 12/1/24 A 1/31/2024 7/18/2023 6/19/2027 8/17/2008 y y y y 

JOHNSON, MARILYN' 1/25/20'23 y PMD-12/1/24 A 2/28/2025 1/30/2023 5/15/2028 12/7/2012 y y y y 
JON'ES,. ANDREA 5/29/2023 y PMD 1"2:/1/24 A 4/30/2025, 5/23/2023 10/30/2029 10/23/2018 y y y y 
J!Oi11bES, XAVIER 8/16/Z0,22 y EMR C 3/30/2024 8/1/2023 1/7/2031 8/16/2022 y y y y 

I< EM PER, JOSEPH 10/17/20'JJ.S: y EMT12/1/24 C 2/28/2024 7/18/2023 3/1/2025 7/14/2018 y y y y 
l<EY, STEVEN 8/31/2022 y EMTJ:.2/1/24 C 12/31/W23 9/7/2023 6/22/2026 9/8/2022 y y y y 

Kl'RKPATR!CK, CHARLES 1/U/20-23 y EMT12/1/24 C4/30/W24 1/17/Zf';,23 9/18/2029 10/22/2022 y y y y 
KNEESSI:, ALYSSA 7/26/2023 y EMT 12/1/24 C'I0/31/W24 7/11/ZO'l.3 12/10/2026 5/13/2023 y y y y 

l.(RAFV, JOSEPH 2/1.Z/20'23 y EMT 12/1/24 C 10/31/2023 Z/28/20'23 1/10/2030 10/29/2016 y y y y 
LAWRENCE, El:.IJ'AH 3/22/2023 y EMR (9/30/2024 3/31/2023 12/21/2026 3/23/2023 y y y y 

USBOA, El:.Y 7/6/2022 y EMR C&/30/2024 7/18/2023 2/21/2024 8/28/2020 y y y y 
UU,JIENNY 10/19/2022 y EMT12/1/24 C 4/30/ZfJ24 1/10/ZQ23 11/14/2025 9/17/2022 y y y y 



!!.LOYD, AU-SUN 7/27/2022 y EMR (8/31/2024 8/1/2023- 10/20/2025 8/4/2022 y y y y 

LOWRANCE, KIMBERi. Y 5/26/2019' y EMT 12/1/24 C 5/3"1!/2024 1/10/2023 12/21/2025 7/6/2019 y y y y 

MACKEY, KA'\flEE 2/22/2023 y EMT 12/1/24 C 7/31/2024 2'/28/2023 7/6/2029 3/9/2023 y y y y 

MAl·SONET, JOSE 7/28/2021. y· EMT '1!.2/1/24. C S/3:t/2025 7/:r9'/Z023 2/5/2024 1/13/2018 y y y y 

MARKER, STEVEN 6/14/2023 y EMT 12/1/24 C 8/3-1/20>24 6/5/2023 11/1/2024 3/26/2023 y y y y 

MARSHALi!., )ADA 2/17/2JDZ1 y EMTl.2/1/24 C 2/28/2024 6/7/2023 8/5/2026 2/25/2021 y y y y 

MCCAIN, ANGEl:.A 10/4/2017 y EMTT.2/1/24 C 1/23'/2024 7/18/2023 2/10/2029 7/16/2017 y y y y 

MCCARTER, COLE 10/4/2023 y EMT 12/1/24 (4/30/2025 '3/14/2023 12/9/2023 NON DRIVER y y y y 

MEEKS, REYNl1VA 6/7/2023 y EMR C 12/31/2023- 5/Z/2023 4/4/2026 6/9/2023 y y y y 

MH.ENIDEZ, ISONIEI. 4/6/2022 y EMT 12/1/24 C 9/30/2023 5/25/2023 9/14/2027 3/19/2022 y y y y 

MONTALVO, BIILLY HJl'4/2023 y EMTlZ/1/24 C 10/31/2024 9/14/2023- 4/24/2028 7/23/2023 y y y y 

MOYER, AMANDA 10/18/2023 y EMR C 3/31/2024 10/3/2023 5/17/2031 1/10/2021 y y y y 

NESTOR, MARA 8/23/2023 y EMR C7/31/Z0.24 8/H/2023 2/7/2024 9/10/2023 y y y y 

NEW, 0.AUDE 7/24/20'19 y PMD12/1/24 A 4/3CJ/2025 7/18'/2023 11/26/2026 8/4/2019 y y y y 

NICHOLSON, RANDY 9/28/2021 y EM112/'I/24 C12/31/20'24 1/10/2023 5/29/2028 9/30/2021 y y y y 

NORl!'lEH, SCOTT 8/9/2023 y EMT 12/1/24 (8/31/2025 7/31/2023 1/4/2026 12/2/2018 y y y y 

OUVER, S:AMlJEl 10/18/2023. y EMT 12/1/24 C.4/30'/2025 10/3/2023 2/13/2025 9/24/2023 y y y y 

OWENS,ADEN 11/2/2022 y EMT 12/1/24 C 8/31/2023 11/14/207.2 12/2/2029 11/17/2022 y y y y 

PACHECO, NICHO~S 11/30/2022 y EMR Cl/31/2024 12/B/2022 12/9/2027 7/23/2022 y y y y 

PAUnrn, Nl'CHOlAS 5/10/2022 y PMD 12/1/24 A 2/28/2024 5/25/202'3 9/3/2027 1/29/2021 y y y y 

PEARCE, TABITHA 2/22/2023 y EMT12/1/24 C9/30/2024 2/24/2023. 1/8/2025 3/3/2023 y y y y 

PERALTA, CHLOE 1/25./2023 y EMT 12/1/24 CS/31/2024 1/30/2023 5/14/2025 NON DRIVER y y y y 

PEREZ,, OSVALDO 3/30/2021 y PMD12/1./24 AlZ/ 31/2024 7/18/2023 7/9/2025 8/17/2021 y y y y 

PETERSEN, SARAH 5/18/2022 y EMT 12/1/24 C7/3l/2024 10/3/2023 3/10/2026 5/26/2022 y y y y 

PETERSON, GUNNAR 11/30/2022 y EMT12/1/24 C 1/3'.1./2024 12/9/202'2 7/30/2026 12/8/2022 y y y y 

PETITTO, Rl'CHARD 3/10/2005 y PMD 12/1/24 A4/30/2025 7/18/2023 5/15/2027 12/18/2004 y y y y 

PIERRE, ROSEIIJN E 2/9/2022 y EMT 12/1/24 C 7/31/2025 5/25/2023 11/9/2029 2/11/2022 y y y y 

PU(E, STEVEN 7/19/2022 y EMR C 8/31/2024 8/1./2023 10/17/2025 3/9/2023 y y y y 

Pl!.11.UN, I RENE 8/Zl/2019 y EMT 12/1/24 CH/30/2023 7/18/2023 10/15/2025 8/28/2019 y y y y 

QUEVEDO, MANIJEL 8'/28/2023 y EMR CS/31/2025 11/8/2023 12/4/2030 4/9/2022 y y y y 

RAMOS,. KA'ifl.A 6/29/ZOZZ y F.'MD12/1/Z4 A Z/28/2024 7/13/2023 1/25/202.7 6/29/2019 y y y y 
REDtHAMMER, MAl!)ISON 8/9/2023 y EMT12/1/24 C4/3fi/Z024 7/14/2023 6/5/2027 7/24/2022 y y y y 

R'E!Dl, KENNETH 7/5/2022 y EMR C4/301/2024 7/18/2023 3/21/2029 7/8/2022 y y y y 
REYNOIJ)S, PATRICK 7/6/2022 y PMD 12/1/24 A 10/31/W-23 7/18/2023 6/16/2025 11/17/2019 y y y y 

RIVERA li>ARRILLA, FEUX 7/5/2022 y EMT 12/1/24 C4/30/2025 7/18/2023 1/29/2026 6/26/2022 y y y y 
ROBERTS, MATTHEW 8/9/2023 y EMT12/1/l:.4 C 7/31/2024 7/26/2023 11/29/2026 11/20/2022 y y y y 

R'ODRtGUEZ, CYAN 2/4/2021 y EMT 12/1/24 C 8/3CJ/2024 7/18/2023 8/3/2026 1/29/2021 y y y y 
RODRIGUEZ, SABRINA 'l!Z/15/2022 '{. EMT 12/1/24 C 11/30/2024 1/lCJ/2023 5/14/2030 9/10/2021 y y y y 

ROMAN, DERICK 4/26/2023 y EMT 12/1/24 Cl/31/20'25 5/1/2023 8/18/2023 8/3/2021 y y y y 
ROSARIO, ANGEI.INA 8/19/2020 y EMT12/1/24 (8/30/2024 7/18/20,23 2/1/2024 7/11/2020 y y y y 

ROSZl(OWIAK, MATTHEW 8/9/2023 y EMTU/1/24 C 12/31/2024 7/12'/20'23 6/1/2032 8/11/2023 y y y y 



RUIZ, CRYSTAL 11/30/2022 y EMR C 11/30/2024 12/13/2022 11/S/2028 12/8/2022 y y y y 

SEARS, KYNDRA 6/7/2023 y EMR C 6/30/2025 5/Z4/2023 7/14/2026 4/23/2022 y y y y 

SHORT, 1-fAROW 6/28/2023 y EMT 12/1/24 C S/3'1/2025 6/20/2023 1/28/2032 6/30/2023 y y y y 

S!NQIU'EFIHD, KATRINA 6/23/2015 y PMD 12/1/24 A ?;/30/2024 1/10/2023 4/25/2026 11/15/2014 y y y y 

SMITH, ANJELll<A 7/27/2022 y EMT 12/!/24 ca/31/2024 8/1/2023 3/7/2030 8/5/2022 y y y y 

SOMAIAH, ASHLEY 2/3/2022 y PMD 12/1/24 A 1/31/2024 7/18/2023 2/21/2031 5/11/2019 y y y y 

SPEARS, RY AN 10/4/2023 y EMT 12/1/24 C 11/30/2024 9/26/2023 11/1/2026 4/23/2023 y y y y 

SPENCE, ROBERT 3/15/2017 y EMT 12/1/24 C 6/30/2024 7/18/2023 11/23/2026 3/19/2017 y y y y 

STEWART, TAMMY 8/5/2020 y EMT12/1/24 (3/31/20'24 7/18/2023 7/9/2030 8/8/2020 y y y y 

STUTZMAN:, TIMOTHY 3/16/2021 y EMT 12/1/24 C 2/28/2025 7/18/2023 9/20/2027 3/18/2021 y y y y 

THOMAS, SPENCER 10/5/2022 y EMT 12/1/24 C 2/28/2024 10/3/2023 11/12/2028 9/18/2022 y y y y 

THOMPSON, HANNAH 10/12/2022 y EM:r 12/1/,24 C 12/31/2023 10/3/2023 7/4/2026 11/18/2022 y y y y 

TORRES, CHRISnAN 8/31/2022 y EMT12/1/24 C 3/31/2024 9/7/202'3 9/30/2023 NONDRIVER y y y y 

TREES, ISAAC H/30/2022 y EMT 12/1/24 C 2/28/2025 12/9/2022 7/6/2024 7/20/2019 y y y y 

TRl,Pll.ETT, LACEY 8/3'1/2022 y EMT 12/1/24 C 12/31/W24 9/7/2023 9/24/2025 3/5/2021 y y y y 

VALERIO, THOMAS 6/!5/Z0-22' y EMR Cl0/31/20-24 5/3,1/2023 6/7/2024 3/26/2021 y y y y 

VEGA OCASIO, l'RYA MICHE£.ll.E 5/10/2023 y EMT 12/1/24 C 7/31/2024 4/27/20-23, 4/25/2029 11/20/2022 y y y y 

V.HEZ, J,tJAN 10/25/2012 y PMD 12/1/24 A 12'/'31/2023 7/1&/2023 12/7/2027 1/14/2012 y y y y 

WASHINGTON, MARCUS 5/10/2023 y EMR (4/30/2025 4/27/2023 8/4/2028 5/17/2023 y y y y 

WIHffWCK,. CtERRA 6/1/2022 y EMR C 12/31/2023 7/19/2023 12/18/2025 5/26/2022 y y y y 

ZALLY, ALYSSA :U/30/2022 y EMT 12/1/2.4 C 5/31/2025. 1/10/2023 8/20/2023 NON DRIVER y y y y 



Section 8 

Locations 
- - -

Instructions 
The Locations form should be completed to provide 
documentation as to the hours of operation and staffing of the 
main loc~tion as well as any proposed substations. 

If there is not sufficient space, the applicant may duplicate the 
page for as needed. Or if the applicant wishes to use a different 
format, the applicant may insert a different document at the end 
of Section 8 to accomplish this requirement. 

Revised 09/24/2021 



Address: 2022 NW 35 Ave Road 

Cit : Ocala 

Staffing 

One EMT 
One Paramedic 

Name: American Ambulance 

Address: 8527 US Highway 441 

Cit : Leesburg 

Staffing 

Florida State: 

Description 

Flexible deployment- Unit will be posted at UF He~lth 

Hours of O eration: Twenty Four (24) 

State: Florida. Zi Code: 347aa 
Description 

Mix of ALS/BLS Fleet serving Sumter and Lake County 
and supporting Marian through post moves. 

Sub StatiQn for deployment of ambulances 

Driver /EMT 
EMT/ Paramedic 

Name: American Ambulance Hours of O eration: Twenty- Four (24) 

Address: 4601 North John Young Parkw.ay 

Orlando State: Florida Zi Code: 32804 

Staffing Description 

Mix of ALS/BLS Ambulances 

Driver/ EMT Regional Office for deployment of Ambulances 

EMT / Paramedic 

Name: Hours of O eration: 

Address: 

Cit : State: Zi Code: 

Staffing Description 

Revised 09/24/2021 



Section 9 

Dispatch & Communications 
Instructions 

On the following page provide a detailed description to include 
the fallowing information: 

• Dispatch procedures/processes. 

• Recordkeeping related to dispatching. 

• Reporting capabilities in relation to system overload and 
identifying exemption from response time requirements. 

• Communications system to include frequency, call 
numbers, types of mobile/portable radios, range and 
hospital comrnunication ability. 

Revised 09/24/2021 



- - --- - - - -

Dispatch & Communications 

RG Ambulance Service, Inc. d/b/a American Ambulance uses the Zoll based CAD system for dispatch, ca.II intake, and 
billing. We have outlined th.e capabilities further in the attached documents. 

Please see the attached documents. 

Revised 09/24/2021 



6~j)L; N // ]Odi .!-: ~~nn~., Fort I.iiH!d~1·dn~~'.I fL 3.1309 
¼;hu:11.;: f.9~;--~) ~,i t .-7 --!:0n ◊ F~ix; (9:;,q 9:~ll-98 1G 

July 17, 2023 

Orange Co~mty EMS Office of the Medical Director 
2002A E. Michigan Street 
Orlando, FL 32806 

RE; Radio Station Authorization Form 

To Whon1 It May Concern: 

This is to g1dvise that the commercial two-way radio network services that Highland Wireless 
Services, LLC: provides to RG Ambulance Serviee, Inc. d/b/a American Ambulance in the greater 
Orlando metropolitan area for their ambulan(;e service commun.ications in Orange, Osceola, 
LQke, Seminole and Poll< counties in Florida are licensed by the Federal Communications 
Commission (FCC) under the following call signs: . . 

WPRJ727 
KNUU83 
l<NLR292 
WQZU357 
WNNW382 
WQWT294 

Copies of these licenses are available upon request. 

Sincerely yours, 
Highland Wireless Services, LLC 

£y ... ,l tfl-e=i,,,-1"-

oavjd A Terman 
President 

Copy to: RG Ambulance Service, Inc. d/b/a American Ambulance 
Attention: Bob Eberhart 



REFER.ENCE COPY 
This is not an official FCC license. It is u record of public information contained in the FCC's licensing database on the date that thb reference 
(:Opy was gcncrated. In cases where FCC rules require the presentation, posting, or display ofan FCC license, this document may not be used in 
place of an official FCC lic,;ns1:. 

Federal Communications Commission 
\Vireless Telecommunications Bureau 

RADIO STATION AUTHORIZATION 

LICENSEE: MIKE F!SHBR: KEVIN HYDE OBA FLORIDA 
SMR PARTNERS 

MIKE FISH.ER: KEVIN HYDE D!3A FLORIDA SMR PARTNERS 
4800 DELL WOOD A VENUE 
PO BOX:4800 
JACKSONVILLE, FL 32205 

FCC R.egistration Number {FRN): 0004204236 

Grant Pate Effective Date 
11-16-2023 I 1,16-2023 

Call Sign I file Number 
KNEE956 0010777751 

Radio Service 
IG - lnd1Jstrial/Business Pool, Conventional 

Regulatory Status 
PMRS 

Frequency Coordination Nu,uber 

Expiration Date PritJt D.ttt} 
12-3 I,2033 I 1-16-2023 

STATION TECHNICAL SPECIFlCA TIONS 

Fixed Locatiou Address or Mobile Area of Operation 

Loe. 1 Address: .3 MI W SHARPES FERRY RD SR 35 JCTS 
City: OCALA County: MARION State: FL 
Lat (NAD83): 29-11-32.9 N Long (NAD83): 082-03-31.3 W ASR No.: I 032665 Ground Elev: 20.0 

Loe. 2 Area of operation 
Land Mobile Control Station meeting the 6.1 Meter Rule: FL 

Loe. 3 Area of operation 
Countywide: MARION, FL 

Loe. 4 Area of operation 
Countywide: MARION, FL 

Loe. 5 Area of operation 
Operating within a 32.0 km radius around fixed location I 

Conditions: 
Pursuant to §309(h) of the Communications Act of 1934, as amended, 47 U.S.C. §309(h), this license is subject to the 
following conditions: This license shall not vest in the licensee any right to operate the station nor any right in the use of the 
frequencies designated in the license beyond the te1m thereof nor in any other manner than authorized herein. Neither the 
license nor the right granted thereunder shall be assigned or otherwise transfeffed in violation of the Communications Act of 
1934, as amended. See 47 U.S.C. § 3 IO(d). This license is subject in terms to the right of use or control conferred by §706 of 
the Communications Act of 1934, as amended. See 47 U.S.C. §606. 

Page I of 4 
FCC 601-LM 
August 2021 



Licensee Nllme: MIKE FISHER: KEVIN HYDE OBA FLORIDA 

Call Sign: KNEE956 File Nu m bcr: 00 l07777 5 I Print Drite: I 1-16-202.3 

Antennas 

Loe Ant Frequencies Sta. No, No. 
No. No. (MHz) Cls. l)nits Pagers 

000461 .J000QQQ0 fB(} 

00046 l .6000Q000 f86 

000463 .3 7 500000 r-86 

000463 .87 500000 Fij6 

000464. 70000000 F86 

000464.85000000 FBG 

2 000461 .35000Q00 FB6 

2 00046 L95000000 FB6 

2 000464.62500000 FB6 

2 000466.30000000 FXI 50 

2 000466.35000000 FXI 50 

2 000466.60000000 FXI 50 

2 000466. 95000000 FXI 50 

2 000468.3 7 500000 FXI 50 

2 000468.87500000 FXI 50 

2 000469.62500000 FXI 50 

2 000469. 70000000 FXI 50 

2 000469.85000000 FXI 50 

3 000461.60000000 MO 100 

Page 2 of4 

Emission Output ERP 
Desigoator Power (watts) 

(watts) 
I IKOF3E 90.000 225.000 

1 IK0FJE 90.000 500.000 

1 IK0F3E 90.000 500.000 

1 IK0F3E 90.000 500.000 

I !K0F3E 90.000 500.000 

! I K0F3f, 90.000 500.000 

I l!<()P3E 90.000 492.000 

1 IK0f-'JE 9Q.Q00 492.QQ0 

1 IK0F3E 90.000 492.000 

1 IK0F3E 35.000 

1 IK0PJE 35.000 

l !K0F3E 35.000 

l lK0F3E 35.000 

I IK0FJE 35.000 

I IK0F3E 35.000 

I IK0F3E 35.000 

I IK0F3E 35.000 

I IK0F3E 35.000 

1 IK0F3E 40.000 

Ant. Ant. Construct 
Ht./Tp AAT Deadline 
meters 
123.0 

123.0 

123,0 

123.0 

123,0 

m.o 

123,0 

123.0 

123.0 

meters Date 
o.o 

o.o 

0.0 

0.0 

0.0 

o.o 

126.0 

126.0 

126.0 

FCC 601-LM 
August 2021 



Licensee Na111e: MIKE FISHER: KEVIN HYDE DBA FLORIDA 

Call Sign: KNEE956 

Antennas 

Loe Ant Fr!:lque1~des 
No. No. (Milz) 

3 000463.37500000 

3 000463.87500000 

3 000464. 70000000 

3 000464.85000000 

3 000466, 60000000 

3 000468.3 7500000 

3 000468.875000QO 

3 0004G9, 700QOOOO 

3 000469.8:5000000 

4 00046 l .3000QQOO 

4 000466.30000000 

5 000461.35000000 

5 000461 .95000000 

5 000464.62500000 

5 000466,35000000 

5 000466.95000000 

5 000469.62500000 

File Number: 0010777751 Print Date: I l, 16-2023 

Sta. No. No. 
Cls, Units Pagers 

MO 100 

MO 100 

MO 100 

MO 100 

MO 100 

MO 100 

MO 100 

MO 100 

MO 100. 

MO 100 

MO 100 

MO 100 

MO 100 

MO 100 

MO JOO 

MO 100 

MO 100 

Page 3 of 4 

Emission Output ERP 
Designator Power (watts) 

(wntts) 
l lKOf3G 40.0QO 

I IKOF3E 40.000 

1 ll<OF3E 40.000 

1 IKOF3E 40.000 

I 1KOP3E 40.000 

l lKOF3E 40.000 

1 IKOF3E 40.0QO 

) IKOF3E 40.000 

1 IKOF3E 40.0QO 

11K01"'3E 40.0QO 

I IKOF3E 40.000 

l 1KOF3E 40.000 

! IKOFJE 40.000 

11KOF3E 40.000 

11KOF3E 40.000 

1 IKOF3E 40.000 

I IKOF3E 40.000 

Ant. 
Ht./Tp 
meters 

A11t. Construct 
AAT Deadline 
meters Date 

FCC 601-LM 
August 2021 



Licen~ee Name: MIKE FISHER.: KEVIN HYDE DBA FLORIDA 

Call Sign: KNEE9S6 

Control Points 

Control Pt. No, I 

Address: 9906 NW 43RD TERR 

File Nu 111 ber: 00 I 07777 5 l 

City: OCALA County: State: FL Telephone Number: (904)384-1270 

Associated Call Signs 

TEST TEST TEST <NA> 

Waivers/Conditions: 

NONE 

Page 4 of 4 

Print D.ite: 11-16-2023 

FCC 601-LM 
August 2021 
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Rtep([Dr\till1g Ca]PlatlbiUitie~ 
American Ambulance's performance is measured on @ach ambulance transport and viewed on an hourly, daily, 
monthly and annual basj!; thru Zoll CAD reporting. Our goals are pre-established and driven by our contractual 
relationships with our customers, 

The Zoll CAD has many reports i;!Vclilable within the system which can be run at anytime or automated to run 
on a daily or weekly basis. There is also the option to customize reports. All reporting in Zoll CAD is done in 
Crystal. Crystal is a business intelligence application used to create custom reports, American Ambulance 
employs a ''System Status Manager", Robert Waples who can create Crystal custom reports from any fields 
within Zoll CAD. We have provided a short list of available reports below but, if there are reports that UF 
Health would like to see, we can create them. 

Key performan~e indicator~ 
o Trip coµnt by c;;ill source o Dispatch call taking. 
o Trip Co\..lnt by date o Fractal Response time 
o Daily recap o Daily call log 
o Trip Count by destination fac;ility o Average out of chute tin1e 
o Disp;:itch call t;:iking o Unit hour utilization 
o Trip Count by ordering facility o Average clearing time 
o Dispatch call tal<ing o Clearing by Destination 
o Time on task by vehicle 

*Zoll Care Exchange 

Zoll Care Exchange enables seamless, near real-time data flow between EMS software from multiple vendors 

and Hospital EHR's . 

Bi-directions data exchange between prehospital ePCR and hospital EHR/EMR system, using discrete data 

points for matching. A portal is provided for 3rd party ePCR vendors. 

Process includes ; 

• ADT(Admit Discharge Transfer)- Receive data from hospital, match with the prehospital ePCR and 
import into the ePCR with the patient hospital MRN. 

• MOM Data (Master Data Management) - (prehospital ePCR) is sent back to the hospital EMR system 
including a PDF of the PCR and discrete data points. 

• Updates/Outcomes - Patient demographics and Payor, admit/discharge status, and clinical outcomes 
update the Care Exchange data repository. 

Business Case 

11 Safety- Increase patient safety with clinical visibility in the chart by having prehospital ePCR available 
in the hospital EMR. 

o Compliance - Increase compliance by automating manual processes for JCAHO and registry systems. 

• Data Availability - Report on data to prove efficacies in pre hospital therapies 
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• Service = Provide value back to public safety 
system 

• Reduce Cost - eliminate the manual work of 
sc;anning PCR's into an EMR. 

• Sustainability- Receive data into the ePCR 

• Compliance = Improve state/national 
compliance with ePCR submission 

• Service - Get back in service faster to serve 
their communities 

• Crew Satisfaction - reduce docwrnentation 
time and increase morale 

• Improve Care - by performing quality 
ass1,m:1nce on care rendered 

• Reduce Cost- eliminate faxing fees 

Simple, Safe & Complaint 

o Transparenc;y to pre-hospital care 
0 HIPAA Complaint 
o Fulfills JCAHO ePCR compliance requirement 

Collabori;Jtes with EMS Partners 

o Share patient and payor information 

-•- 'G·srn: 

o Provide a clinical follow up for quality improvement 
o Better data and tools for compliance staff (trauma, stroke and ST~MI) 

Other solutions include Zoll Web PCR Viewer 

WebPCR viewer. This solution offers a hospital system direct access to PCR' that originate or transferred to 

their Hospital system. A User will have access to electronic view of the PCR and be able to download or print at 
their discretion. 



Exhibit A - Dispatch Algoritlun 
. . 

Thank you far choosing UF 
Health Transfer Center, on 
a recorded line, haw may I 

help yau? 

What is the 
admitting 

diagnosis/condition 
of the patient? 

**Critical Patientii'""' 

0 Potenti-ally Unstable** 

Pain? 

Is patient 

Is patient on 

a ventilator? 

• What focili.ty are you calling from? 

• If private residence/business-Refer to 911· Intake limited 911 
information and contact Marion County FD 

• What unit is ttw patient located in? 

• G>etermine if the patient sounds: 
► Critical/High Potential for decompensati(rn 
► Potentially Unstable 
► Stable 

• If Critical, go to Step #3. 

• If Potentially Unstable, go to Step #4 

• Contaet Marian County FD for First Ri;ht of Refusal 

• Dispatch UF" CCT unit and team if Marion FD approved 
• if UF Health CC-T ,,mit NOT available, consider American ccr unit -

request ETA. I, 
• Advis~ Transfer Center Supervisor of UFCCT avatlabUitv ETA 

• Identify patient acuity and equipment necessary 

• Dispatch UF Health CCT/ALS unit and team. 

• If UF HetJlth CCT/ALS unit NOT available, consider Amertcon 

CCT/ALS unit & reauest ETA. 

• Does the patient have any pain? 

• If so, is the patient on any medication? 

• How is it being administered? Orally? Pump? 

• If none, skip ta next. 

• If YES, how recently? 

• If NO, skip to ne-x.t. 

I 

• If YES, what are the settings. Wait to receive them. 

for RT if necessary. 

Politely asJ 

• If NO, skip to next. l 

-! 
ll 
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Chest Tubes? 

Level of core? 

Oxygen 
Dependent? 

Isolation 
Precautlons? 

Whati.s th& 
patient's 
weight? 

P2- Urgent 

• Does the patient have any chest tubes? 

• If YES, how many and what kind? 

• If NO, skip to next. 

• Dispatch (1) 6LS unit. 

• Is the patient going for higher/specialized care? 

• Is the Patient on oxygen? Can it be self administered? How many 

liters? 

• Is the patient on any isolation precautions? 

► What kind? 

► Is It active or Is the patient on antibiotics? 

• If pati@nt's weight <350 lbs, dispatch 1g2 units 

• If patient's weight >350 lbs, dispatch 2+ units 

• If Bariatrlc stretcher is required, then dispatcher discretion must. 

be utilized on a case by case basis, and barlatric unit availability 

• A pick up of the ER requiring a response within 20 minutes 

• Critical or Potentially Unstable patients, requiring a response within 

20 minutes. 

• A pick up out of an UF Health facility requiring .a response within 

60 minutes. 

• ALS or BLS stable patients, requiring a response within 60 minutes 

• A scheduled pick up out of an UF Health facility. 

• A discharge where the patient is ready but a specific pick up time is 

scheduled. 

• Pre-scheduled diagnostic testing transports. 



ALS vs 8LS 
Response 

CCTvsALS 
Response 

Confinement 

Finalizing 

• Does patient have a change in mental status? 
• Are the patient's vitals stable? 

• Does the patient have any medications running? What? 

• Is the diagnosis involving respiratory, cardiac, or neurological 

issues? 

• If YES, send (1) ALS. If NO, send (1) 8LS 

• Is the pattent on a vent? Or has recently been vented? 

• Is the patient on any drips/medications? What? 

• Any blood products being infused? 

• Is the patient in active labor? 

• If YES, Refer back to #3 

• Is the patient UNABLE to get up from bed without assistance? 

• Is the patient UNABLE to ambulate? 

• Is the patient UNABLE to sit in a chi:lir or wheek:hair? 

• If YES to ALL THE ABOVE, then Bed Confinement status has been 

met. 

• If NO, then the patient is considered non~medical. 
__ ......._ ___ ,_ ---------.H 

• 'Bed rest' or 'non-ambulatory' or 'oxygen dependent' DOES NOT 

necessarily define 'Bed Confined' 

• An ETA should be given and a unit sent enroute to the call. 

• Make sure to ha\le the name of the call and a contact phone 

number. Billing information and policy numbers; Prior 

Authorizations if needed. 

• Notate the ETA, payment information, or other vital notes in the 

call. 

I 

It 



Have all ac;cornpanying paperwork ready for the crew 

i.e. DNRs, Dernographics, consents, & medical necessity. 

CTs, MRls, CDs, X-Rays (with paperwork) 

Any lab values or ABGs place with paperwork 



!ExhnlbHc 1B - Rntalke Mlanuaill 

Call Intake Book 



How to input a call: 

o USE CAPS LOCK FOR ALL ENTRIES 

• Ask for the patient's name; starting lost name, first name. 

1t verify the 5p~lfing of the name £V£RYT/M£; spell it back to the caller 

Call Taking 

N~ Trip Selt~ted 

TAB k~y 

! 5S11 , ,_o. 
DOE.JANE 
DOE.JAl•IE 
DOE.JANE 
DOE,J.oNE 
DOE.JAl~E 
D.□E,,.IANE . 

I □ Show au 
; 

D ~how similar sounding name:t 

THIS SCREEN WILL SHOW UP 

: Sex j Oc,l'e of ei,lh } Adclr~ss 
Female 01/0212Ql 7 • 

• F ornate 01/0111975 

Female 
Female 

Femo!~ .. 101/Ql/1975 
!Jl 

,tlew 

6dd Trio 

Run N urr,b,;;; 

II 
Disgs;lch Stall!.: 

i Tl1is Leg: 

: City 

• If the patient is in the system, the name will appear on the list. Verify the date of birth and 

ENTER (or 01<). 

@ If the patient is not in the system, select NEW. 
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WHEN YOU SELECT NEW YOU WILL SEE THE FOLLOWING 

Emplo:,,rnQr'lt $l.:a\u;: I v I 
Employo1;1:=====a==========sl 

Phone:,: ftCCC> CC!:·CC::C. E:d .-_ · _ ~ 

Sh,)dc,,t St~tu:; ?I N=.oe=;;aa=========-:s,,;. 
1

! 

I ? I x I 

m; I 
-.c.;nCeJ J 

L-0:t 
~ t: , "J' iC\:I; r--- · 
L.:.1:t 
St~tcm~nti 

I 

N9 ~": _ _ j 

A,J,;:::rl:: _J 
/;!IP-M I 
Gro!Jp; j 

f!offn.Qnont I 
1:-c□6'a.-=p. I 

----= M~Mt _~f )5,inj 

G~1&raJJtgo:; j 
I-H.Et.or1• J 

M~rita! ?t~h.1;:: :========;I-~-~ I Di,potc~;;~:!::.: :=========---~-------------~~_:;CJ:;::- :..c·Q.::.o_c_:,>_••_co_:q_: _:J:_c_.,. 1_:;_.,._1:::_,_• --=~::,,:,I i 
L .. . - ·· .. ····· ·· .. , ····-:..,-~-... -.. -.. =- .. - ... -... - .- .. -,.-.'"-..,-" -.. ---.-.,_~ ... -_ -,_-.~ ~-------- - .------------.- ~-· .-,-:--- -, .-. - .-.. ~----~. ' 

~lipiPilit.:.,: I 
~iew RCA I 

Conlj,-~ fCR -j 

• Last Name 
• First Nc;Hne 

o Sex 

Date of Birth (DOB) 

"' Phone number or Emergency Contact 

"' Ask "wh,ri: insurance does the pt hi\lve1 ple~se'' 

Q Input the information (re: pg 9) 

OK 

Once you reach this screen with a patient selected, dick ADD TRIP (or space bar). 

6 

\l Call Taking 

!W1£/2D1S .:J ~ I tle•~ Nan1e j D0E,J,11,NE SSI-J: jC~!){ !:-C~~~ Modif~ Customer l:,_e,dd Trip. j 
◄ Ap1il ► I ◄ 2018 ► __ T1ip .11 • : Pick·Up ·-· -·· ! _ Status . ...... ! Pick·Up Address-- --·--·- -··-- D1op·0ff .ll.ddr_e.ss·--·~--.. ·-· J 

Sul Mo! T ul If/~ Thi Fr I Sa 
1 I 21 3L..iL.5Lfil_l._ 

JLSl.lll.U JI l 21 13! H. 
151 I 171 181 JSL2QL2L 

..221 23 I 241 2.5U&UZL2a. 
1111 I I I 

Run Mumber: 

D~patch Status: 

--··-- ... - .. - ·- ·•··•-··· ... _ ............ ___ ......... _ .... ... - ........... ....... - ..... · - - ···- · ! Bilinq Status: 

No Trip Selected 

I · -

i 
i! 
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ENTER THE FOLLOWING, TAB l· SERVICE: Non-Emergent Transports 

Pick vp 

ii 

! 
Facility name (verify address), ~dd room number and tower if applicable, verify phone number. 
if needed. 

If pick up is a private residence, Google check address (verify spelling of street name), 

zip code, and get a phone number. Ask if an apartment number or gate number is needed. 

Get a home phone number to call if there are any 

questions. 

Drop off 

Facility name (verify address}, add room number if applicable, verify phone number if needed. 

If pick up is a private residence, Google check address (verify spelling of street name), I 
I 

zip code, and get a phone number. Ask if an apartment number or gate number is needed. Ge~ 

a home phone number to call if there are any questions. tl 
!I 

Clicking the button with Address in red will bring up all previous addresses associated with the \! 
,· 

patient. 1; 

11 

II 
" 3747 Silver Star Road, Orlando, FL 32808 Q Phone (407) 822-3700 o Fax (407) 292-8757 II 

i 
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I 
I 

I 
I 
I ,j ·· 

I 
I 

! 
:: 
I 

Call Type 3 
--.n ,, 

6LS 02, Baker Acts, fractures (Fx) I 

ALS 
Cardiac-Monit~r, Vari~u; !V l\~~diccrtion~, L&D, Abdo~i~al -Pain, c,irdl~e, Res~ir~tory: AMS · 
going to the ER j 

CCT 

- - - ·- - - - - . - - - -· - ·- - T . .. 

Certain IV Medications, Vents• Bi pap_ and Cpap, Running_ blood, chest tubes, balloon pump 

Priority 

Emergent Pl 20 min r~sponse times. CCT, potentiaily unstable patients 
refer requi;st for service to MCFD. • II 

Urgent P2 
60 min response times~ AiS and Bi.s patient ready!rut of ilfl 
Ur Healthfacility. i 

Non Emergency P3 
Scheduled transports .- Patie-nt-rnay be ready, but tnansport 
time is scheduled out into the day, II 

Pre Scheduled P4 
Scheduled diagnostic testing's. May be sc.hed1,11ed1from 
previous days/weeks. I 

Comments 

C,Jmroents: DX--NAUSE,ll, \/0~11Tl~H3-3 DAYS VITALS ST,ll,BLE, 02-3 LT, NO ISOL, NO LBS. PT IS A TQT.<l,L.0.SSISTI 

ALL PERTINENT !NFORMA T!ON NEEDED BY THE TRANSPORT TEAM WILL BE ADDED HERE TO B~I 

RECEIVED ELECTRONICALLY. 11 

Reason for going to the hospital/Diagnosis (DX) I 

3747 Silver Star Road, Orlando, FL 32.808 o Phone (407) 82.2-3700 o Fax (407) 292-8757 \I 
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This is for any transport going into or corning out of a facility {"What is the diagnol'iis for 

the patient" '1Why was the patient in the hospital?'' ) If the patient is Baker Ac.ted, ask 
what the Baker Act is for. 

Equipment for the patient (EQUIP} 

"Is the patient on any equipment for transport?" 02- how is it being delivered and at 

what amount, Cardiac Monitor, IV Drips- and what kinds, Vent~ ask for the ventilator 
settings 

Isolation {ISOL) 

1'ls the patient on any isolation precautions?" "Are they history of or still receiving 

treatment for?" "When was their last positive COVID test'' Ask what it is and notate. 

Large Body Surface (LBS) 

''ls the patient over 300lbs?" If they are reference the Bari.;1tric chart to see if the 

patient would reql1ire an LBS stretcher. If it is border line, ask if the patient is on ;;i 

regular bed or a bariatric bed. Write the weight given. 

3747 Silver Star Road, Orlando, Fl 32808 o Phone (407) 822-3700 o fa).( (407) 292-8757 



ENTER THE FOLLOWING, TAB 2- MEDICAL 

Call taking 
jll4/1E/W1-8 ~ ~ 
~ril ► I ◄2ofi► ; 

<: .. I i.i;;I T~1l\•/EJ Till Fr I Sil ::::il:5J 3J_]L:.Sr ~s1 - r 
JLfilJD..lLl:ll_J~-MJ-M-

fi_ew Niir.-,e_ [)OE,.J,(),l•lE. SSN: ~:;C:t~,!:c'tli Modii.'I Custorn~r J ·. 1c!d Trip 

_Tr)p.il_ _..i Pick-Up . . i .. St11tus __ . . !Pick-Up.ti.ddres: .,- . ... ... . _ L D!o~:91f.~9d~e~s .. . 

J 51 I 171 18.L.1$.Ll I • 
_22.L23U.4L2fillfil-fil2R 
_23UQ) I I I I 
··r1 1· I i 

11,11 Legs; 

I 
QP,e,bill~d 

: (lQ ~! at ,o.rchiva 

5 av~ & Continue 

On the far side of this tab, you will 

Verify ordering facility. If P/U is a private residence, you will need to notate who the 

caller is with. 

Enter the cal.ler's name and phone number. 

3747 Silver Star Road, Orlando, R 32808 o Phone (407) 822-3700 o r-am (L1.07) 292-8757 



I, 
!'t 

~ / '.,.;.,=~==-,;;;;, 

' 
ENTER THE FOLLOWING, TAB 3~ BILLING 

P~• ~r:.jr··· ........ .-.: ................... ~:· .. .. ··~····· ... •• ... : ....... , ... ,, •• , ............ i V I! • • .;~ 1 • Mo, ,:,, ... - J;9in 

.6.cc pt assignrnent: I N Q v_j I Prio~ ,o.utb. , ! I I Orig. d"in1 ref fl ; I I .li.c tion: L 
Sd, dule; - • ~-----~ '=--- ---~ 

0 Ovt;1rri,;!.,, cy~tg rner's si!s)n<it!dl"' info Signc,<ure lnfr 
E y<;I _: 
fsJe:,,t No sign.rt1..1re rec;erg,;;q for thi!il c~--t,:imer l';lr trtp. 

.l i Charg., - i Unit Price ) / Qt!,-' i Price. j Pgs:t D<l 
-oi:io icF,.(;,, ei,.s NON EMERq1;Ncy I -- $'.;)E?'.3.ocff •··- - 1.01 -- - $'.38'.3.00104,11sn1 
ooo 1Cf.0.t·,1ILn.Q.~E; • • I $9.551 1.0 I $S.55I04/1~.·'21 

-~!~i_( 

De)e\e 

Capitation applies to 

0 Current!,:., in collectiar 

0 2one: 

D Loaded mileg_ge; 

Total rnileas:ie: [ 
-
□ Tirne i;,ayrnent: 

<: m -;- 0 ~i!I as ernerge11c_y 

Dqn1l .!!L:ta clQse 
./ .. f i Cre.dit····--- --··· ........ ) A rnc,ynt . J __ Post D,. ._ i Post.Tirr,e l__Pei:;o: it ~, __ --~ .. -·•·•- . - .. . . 

.... _i" ..... da..d _ _ ,...! 0 Show rev.,rsing d1.:ir 

Edjt 

The Payor section with a drop down will allow you to select the insurance that is set up on the 

patient's profile. "Who is covering for the transport or who are we billing, please?" 

If t he s~lection is the Hospital paying,, put in the MRN/Account #. 

. . 
3 - Billiing 4 - rreguo;,nc_y -,i 5 - . 

Pa_',-!Of: l r·· ······ ······-·········· ·· .. ·····························································1 ..,, , , 

,.::,,.,::;ce.pt -e.,s;s:ignn'!ent: I ~--1 o ,-., I l F riqr .6,qt_b.: j IL· ---------~' 0 ri ~ 

SchedL-1le: D O verric)e c•..1st 

t··J 
Event: 
r-..1 .,,, •• ,~· 

If no insurance exists in the patient's profile, you will enter it in Modify Customer: 

ENTER INSURANCE INFORMATION IN MODIFY CUSTOMER 

Go to Modify Customer 

Call Taking 

i:!_0 •.-\• i'!.ome DOE.J,<'.\NE SSN: j0Ct:-!lI}-!)Cl)!) --.,.. Modif.l! Custome!J 

Trip # .... i . Pick·Up. _ .... _ '. Status -- - -·-' _ Pick·Up Address __ _ ·-·-----·-····· ___ . Drop•Off Address _____ ··········-; 

Run Nur 

Dispatcl-

·lr---op - ~=-=-=-=-=--=--=--=--,-,,.-_-_-_::-_-_-_-_-_-_-....._-~=-=-=-=-=-=-=-::::.-r---_-_-_:::_:::_:::_:::---_-_-_-_-_ -_ ------------~---_-_-_-_-_ -.. -' 
'( 3 • Billing Y 4 • Frequency Y 5 • .<'.\lerts '( 6 • Notes ( 7 - Supplemental '( .!l • Histo1y 'j jBilling st 

I ~°'1 Droo•off O Source PT Dest I 

3747 Silver Star Road, Orlando, fl 32808 0 Phone(407)822-3700 0 Fal< (407) 292-8757 
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;;.;;;,,;;:;~ :;;;;:;;;, ~ =-.:.,,,;:::~...-~~-:S~;r-·- • · ·•-•-...,· · •·• -w· - ~- -~ ,.- - •·. · ,~,- - ---- -~-•~.., ...... ,,._,._,..__~..__:.......•-· • - •··~·---- - • 

Click on ADD 

.: DOE 
,: IJ,6,Ng 

: rnCl}..,CC~~~CCi 

: J-i_/ _ _ 3 

f 

j~.t1. : □ G-et; ; e3 
Se:~: J F w 1ale _v I 
D 00.fi is .<i.p.p10:,i~1<1ted 

~ro~imale .<i:ge • 1 

\ y'eig_ht: I 0. 0 I lbs 
, _I--;=-="::'.::""::'..._--'~:::;:;;::::::;:;::;::;::..,~ 
ealth ID: 

Edit Clistomer 

Type t he name of the insu.nince in the Payor line, TAB 

.6.ddr,gss: 
.6,pt.•·'S te.•·'Fi n,: 

City: 
Contact : 
P.;,siticJn.: 

Phone: j'"'i:_l2_E_C_•~-,-C- C--_l:! ___ C_C_C_C __ ,-E;;-- --.q,--_-.-- - - ---..:;,. 

A list of selections will come up. Match the address and select OK. 

Subscriber 

, ..... I 

Edit 

I QK 

l<1st 
Servip~: 

. ITTl□-:vzw 

Last 
Statement: 

.l>.Jerts 

Legal f.lep.. 

S 1,,1b s ~rib~ r 
P at. ient P.e;;J 
G •~-;:sr.;;snt ~~rl 

~~~~~~~~Jit~obns~~Jg~~ l~s_e_lf-,--,------------
Payor: ~I s_c_e_s ____________ ~ 

.6.. ddres:;;: 
vi :1 

I 
Apt/Ste/R,-,=----------------------~~=Ja=n=, e=' ------------,--:-.--­

I ? I C 
Cont 
Pos:iti 
Pho 

Sour 

I !dentificatic ; 

Gro 

ccept As::.ignn, 

Def.ault Sche 

Description ; Address 

BCBS 8830 DE PO BOX 8830 
BCBS Cl>,NADA SERVICE ur, PO SOX 45149 
SCBS ECM 1798 PO BOX J798 
BCBS FEDERAL MA PO SO>< 986020 
BCBS FEDERAL ME PO BOX 105557 
BCBS FEDERAL NH PO BOX 105557 

0 Show all D Show !nactive 

?ayors X 

I City OK 

I Cancel 
WILMINGTON 
JACKSONVILLE 
JA CKSONVILLE 

ATLANTA 
ATLANTA 

.i>.dd 

' i 

I 

econdlJr}' Sch-!:'--------------------,----------------,---c~=-----...,..,.■ 
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Coverage will be 

Primary 

1 

C:c,ver..ige: r· 
---------• Souree; , ______ _ 

Supplemental~ for secondary insurance 

Contract• for Hospitals 

. . . .. 
1
1.t..uto 

~ntifi..;:.,iti,:,n: I I Cont_r.;,ct 
• ••• l::i roup: I M ~drgap 

• F'r1rnar_y 
.:::a.ssieinr,1ent: l S1.molernental • -- • I ·- -- - --

Enter the Policy ID# (or click IDENTIFICATION to have the social entered) 

Click OK 

Once you have all pertinent information, yo1,1 will return to TAB 1- SERVICE 

Notifying Dispatch/Getting an £TA 

Ask the caller ''is the patient ready or would you like to schedule the transport?" then, inform 
the callE;r that you will get an ETA or verify. Ask Dispatch if yow "ean have an ETA for 
BLS/ALS/CCT coining from __ 11 or if they are "OK with a Jex 14;30)_ BLS/ALS/CCT from 
_ ___ " When Dispatch gives you a time, you will inform the caller and add it in the NOTES (TAB 
6- NOTES) 

WHEN A TIIVIE IS DECIDED UPON 

lfthe call is not scheduled, you will dick the PICK~UP box to enter the current time. 

If the call is scheduled, you will enter the discussed time. " 

~on~p~:ny; i F ~-lok SE II Corp d/b/ a .~rneric~n :6.mt '"' I ! "E ii;;_~ ~_u ~: • , I 10: 2:3 I L J V/ill call 

N,;,ture: I • • • • • ID~P.:P.:i:!fo:fo:;~(:{~1 l:28 . :': I 

Call type: r 8 LS . •• 3 R eqLJe~ted tirne:I 00: 00 "' I • □ R espom:e 

Pric;,rity: I P4 - ,6,S,6.P <sv j ! R_eturn: I l □□:00 LJ Dispatch£ 

r qn:sport: I P4 • t..S.6.P v l I I Return •Nill ,:;all 

omrnents:1 DX; t-.J.6.USE.6. VOt-,ilTINC;i-3 D.t..YS VIT.6.LS ST.6.BLE, 02-3 LT, NO ISOL, NO LBS, PT IS 

MAKE SURE TO REVIEW THE INFORMATION WITH THE CALLER 

"THANK YOU ANGIE, I HAVE JOHN SMITH BEING PICKED UP FROM __ AND GOING TO 

___ SCHEDULED FOR/ETA OF_. HE IS ON THE FOLLOWING EQUIPMENT AND WE ARE 

BILLING . THANK YOU AND HA VE A NICE DAY." 

YOU CAN THANK THE CALLER, END THE CALL, AND CLICK SAVE&CONTINUE. NOW ... 

3747 Silver Star Road, Orlando, R 32808 o Phone (407) 822-3700 o Fam (407) 292-8757 
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If an ETA is given, go to TAB 6- NOTES 

ADD a note (misc, ETA, Customer) and add in the time given by Dispatch. 

***Customer notes follow the profile of the patient whereas any other only stay with the one 

transport* ** 

If anything needs to stay with the patient, billing information, Bariatric weight and size, 

ventilator problems/complications, use the Customer selection. 

Add Note - Cl X 

I QK 

I 5;;,an::;;I 
- . 

,,..., 

~ 1 • E_ilt;;r 

If the call is SCHEDULED and the requested time is not available, whereas Dispatch gives you a 

different time, you will put the requested time in the Requested Time box and the given pick up 

time in the Pick Up box. 

~ Discharged: I P'-on- · j 'l' r-1>> {! r1 e. ,_c...L.."" } 

• 1 1 I O\ij ==:a::::lltlt!i~•~~~~e>=-l!~=a,:;:~~!'!!l'i';~;:;i=.,._ j "Pick-Up: 1 13:30 -- ~ 

D 8,ppointment:j14:30 ·: I 
Requested time:j13:00 . : · 1 

;:==============:::; I Ret11rn: I ! □0:00 t ·1 

n 
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If the SCHEDULED call is for a doctor's appointment, the appointment time will be put into the 

Appointment box. Try to schedule the pick-up time for a minimum of 1 hour before the 

appointment time unless otherwise requested by the caller. 

-~=~ .. - e~,.~,, .::r:: 11 r,.,.,,.., ,-¾ ;•i,.. •':. ,...,-___ :--·- L\~,~ ..... 1 I ~ fick-1,,J~ i;:;;1~3:c::::3:;;;:0= · ~~-;;;;J O ~ 
qture: r = . : . . ·== -~ . ]~ ~ppc,i~'1trne~~t:114:30 •• ~- ,I 
typ,;i;: 1· 8 LS == ·• ·...,, I R equesled timeh ~;, 00 ';.. ·1 l I ¥ ~A ~ =============;.' ~--~ • - -

ri,-:,rity: I P4 : ,!,:,,S,6.P • V I I Fl et11rr1: • • 1 l 01~: ?O_ t 11 
-~ I Fi El .. :11 --" 

If the call needs a return trip (Appointments, testing, etc.), check the Return will call box and a 

second transport will be automatically set up on Will Call. 

1hone: jf4 C•7;• :u:,J~l;H!11 El-¢ . __ --~J Oi:;igh;:irged: ! v [ j Ph(c)no;,: 1i:m:::u; 

1~-::iny: I Falck SE II Corp d,,;b/~ -~,n:ierica; . .::..~nt ..;; I l ~ f'.ic;J~~Up: I !,-3:~CI • -~ -! LJ • 

gtl.,lre: ! ji~l,~pp9intment!j[i,]:3CI ;; I 
I t}1p1;;: [ BLS v j Ree1uestecl time:!13:00 t :I L 
,,;mj~q· [ ""·' . AC:.,~ ..., L f Return: l l2::i~~8 : ~ I i....= 

If the caller states they are setting up a transport on Will Call, everything will be the same, 

except you will not verify a time and a time wiH not be requested. The Will Call button will be 

checked at the end of the conversation and the transport will be on hold until someone calls 

back to set up a time. I , . 

Eick-Up: I j=::38 • ·.t-.1 ~ ·,,vm call 

37~-7 Silver Star Road, Orlando, FL 32808 o Phone (407) 822-3700 o Fait (407) 292-8757 



___ ...,._, . .....,.,,.~ ....... -- ~·---_ _____ . .._,.__. • . -.---•..,..•-·- ··----·--· ··- -·-·----~-
I 

If the transport is bariatric (requires the LBS stretcher) or long distance, you will enter it into the 

NATURE so there is an extra note for the Dispatcher to make adjustm€nts for. 

Type and hit TAB (ex. Long TABL then choose. 

◄ Ao'ril ~ I -i261a1t· i I T,rP n ~ Pick•Up _ ; St~llll ___ __ ___ : _P_ ;c __ l:.-_U_ ,, __ Ad_d_,_~_: __ , __ 
.'!.llioUul 'w<l. Th]_£, I So • -------- -- •---- • •• - -- -
.J.L.2L_~~ 
:S_J~U.0.1.L}2t-1 or'-f 
!iL~lZL~L q ? '_,',,'----- --- - ~ - - -------~~ 

i~~~;..~1~ 'U ~ Natures 

J. - $~i-vic; g . Y 2 · M~~i 

Pick-u11 
N;xurn I P11onty 

- "'". - - - ' - -
: Sp,;:ed 1 
: (;Qd,:;; • F-.:ac11i1y: FL HO SP SO 

"A5fdcee:: I 601 E: f!OLLI 

Qqet.::----­
P,pt/Ste/Rm; l~----1 

Cit,11: QF:LCl.l'JDQ 

Zeno: Cr,i:nt1 .<1l F!Q,ig 

Phgnq: (~P"i,} 3CJ-!;i:61 

Mcdi.;.,J_,'\lam, f <Nono> ,•Nonu> j l 

~[0':::.,~·oo:~I .:::: 1l~t :::Ii i:c=! 
Comp.Gl'"'I$ F;:1lc;I--, SE II C 

N..,lurc: LOl~G - • 

C4II (lip.,, ?',o=~s==a-==I 
P,io,il..\,•: F-1 . ASAP 

Tr~n:-;port: P4 - ASAP 

NSMC I Cotlf1'"1cd :=~-~:~~] sNono> =~~--~:~-~J s~o~•• - --==I f'lCF :~~-j 
NSMC / Oi:.connccicd i <Nana ? I <NQl"'!Q~ 1 NOC J 
~~~-~l? t ,~~-~2..~ .~-~ ~! • --i~~~~:!_?. . . #1-~~~~~-~--·-- · .-~- . !~;~-- ,. -! 
NSMC I No .A.-is•,1,,-ar l <Non~> . <None> INN,.'\ : 

. ~JSMC ~ No "ehono Number •• t r::~onc> _ ____ >_,__ • • ••• • ! ,::Nona> ••• i ~~p -- - -; 

Review all TABs to verify all information is filled in . 

]-Billin~ 

Dispatch may ask you to enter a truck number (or notes) into Map Page: 

1 - Service .f -Medical ( ;J - Billing 'y :! -~requency 

Pick-lip 
Facili!y: !FL HOSP SOUTH 

'.<l._gdress: j 60,1 E ROLLIMS ST 

Dept: ',J 

i=.===,,======ea=.==;s;;;"""=,;.a=.==~ 
Apt/Ste/Rm: ~---------------~ 

City: ORLANDO FL 32803· 1248 

Zone: Ce~t;~I FIO!ida Map page: !~ 1_4~_cf __ ~ 
Phone: 1·-"~"'-~-,7't-'-'-3"-ll-3-"---f"-l,;-'11"'---'-Ext-'-~: ~~~~-~_, Discharged: ~ 

Delaying a call 

LiI 

You will be directed to delay a call by the Dispatcher. "Please call the 17:00 calls and delay 

them 45mins - lhr" 

3747 Silver S'i:ar Road, Orlando, r!. 32808 0 Pho11e (407) 822-3700 0 Fa:~ (407) 292-8757 
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This is where the importance of receiving a call back number for whoever set up the transport 

corn es in. Calling the nurse in charge of the patient will help too. 

Put in a note for who was spoken to and how long the delay was for. 

Add DL Yin the Map Page on TAB 1- Service 

Medical Necessity for MEDICARE 

What is the current condition of the patilmt that requires ambulance transpott? 

Needs to be a medical reason beyond needing a ride or a tdp on a stretcher. 

What is the patient's mental statLls? 
(Is the patient olert & oriented? A flight risk? A danger to self or others?) 

Can the patient not be transported safely by any other means. 

Is the patient bed confin~d? 
{Is the patient able ta sit in a chair or wheelchair? Able to ambulate? Able ta get up from bed 
without assistance?) 

Medicare requires the patient to be bed confined. 

What are the contributing factors to them being bed confined? 

Wealmess is not an acceptable reason for bed confinement. Pt must have a 
medical reason. 

Does the patient have a decubitus > stage 2 on buttocks? 

Stage 2 decub ulcer will cause extreme pain and will be a reason a pt cannot sit in 
a chair. 

Is the patient on any other equipment? 
(Suctioning, halo traction, immobilization, abductor pillow, restraints etc.) 

If a patient is on continuous equipment that they cannot manage, this is a reason 

for them to have a healthcare professional ride with them. 

Is the patient being transported to an isolation bed at the destination? 
(MRSA, scabies, immune deficiency etc.) 

Active isolation qualifies as a reason a patient cannot go via non-medical transport. 

Does the patient require continuous oxygen? Can it be self administered? 

If oxygen is being used as a qualifier, it must be continuous, not PRN and the 

must not be able to self-admin (confusion, Alzheimer's, unresponsiveness) 

patient 

37/J.-7 Silvsr Star Road, Orlando, Fl 32808 o Phone (407) 822-3700 o Fa¼ (407) 292-8757 
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COMMON MEDICAL ABBREVIATIONS AND TERMS 

AMA Against Medical Advice 

A&,0/AAO Alert and Oriented 

BGL 

81Jsie l..ife Si,1pport 

BP Ellood Press\Jre 

B52/BASZ Baker Act 

BIPAP Bilevel Positive Airway Pressure, type of ventilator use 

CA Cancer; i;arcinoma 

Catheter, catheteriz;ition 

CABG Coron;iry Artlilrv Bypass Gra.ft; surgery involving the he.art 

cc 
CHf Chronic Heart Failure 

CAO Coronary Artery Diseasl;) 

CP Chest Pain 

CPAP ContinuoL,Js Positive Airway Pressure, type of ventilator use 

COPD Chronic Obstructive Pvlrrionary Disease 

Chema Chemotherapy. A type of treatment for cancer 

CT Computed tomography 

CerebrovamJlar siccident (Stroke) 

DC Djscontinui; or clischarg,e 

CNR Do not resuscitate. Specifi~ ord1;r not to revive a patient artificially 

006 Date of birth 

Di<Jgnosis 

OVT Peep Vein Thrombosis (blood clot in large vein) 

EKG Electrocarcliogram 

ECT Electroconvµlsive Therapy. A proceclure used to control seizures/convulsions 

ETOH Ethanol, Ethyl Alcohol- intoxicated 

FB 

Fx 

1 ·Foreign Body 

Fracture 

GI I Gastro Intestinal 

H&H Hemoglobin and Hematocrit 

Hx History 

HTN Hypertension 

HB,Hgb Hemoglobin 

HR Heart Rate 

ICU Intensive Care Unit 

37tJ..7 Silver Star Road, Orlando, FL 32808 o Phone (407) 822-3700 o Fa~{ {Ll-07) 292-8757 



IV 

IPPV 

l, 

Lac 

l8P 

LPM 

lR 

LOC 

MVA 

MVC 

MCI 

MRI 

Ml 
. 

MVP 

NRB 

NC 

NG tube 

N/V 

NS 

oi 

00 

ORIF 

PALP 

PCApump 

PCR 

PE 

PEEP 

Pt 

PT 

PEDS 

PTSD 

PVD 

R 

RBBB 

l 
!'1 

:::-..,;;;;;;,,:;:;;,;;;;,;;:;;:~ ~ ·~~--=:.,;:;..::~-- · 

I 

lntravenoy~ 
... .. 

Intermittent Positive Press\Jre Ventilation, vent set.ting 

Left 
. 

Laceration 

I.ow Back P;iin 

~itres Per Minute 
. 

Lactated Ringers 
. 

Loss of Consciousness 

Motor Vehicle Accident 

Motor Vehicle Collision 

Mulitple Casl!alty Incident 

Magnetic; Res9ns1nce Imaging 

Myocardial lnfiin;tion (He,lrt Attack) 

Mitra! Valve Prol;Jpse 

Non-Rebreather, mask 

NasoGastric tube 

Nausea Vomitting 

Normal Saline 

Overdose 

. . 

.. - - --

Open Reduction c1nd Internal Fixation. Surgery to fix bro.ken bones 

Palpitation 

Patient Controlled Analgesia pump 

Patient Care Repo~ 

Pulmonary Embolus or Pleural Effusion 

Positive End Expiratory Pressure, vent setting 

Patient 

Physical Therapy 

Pediatric 

Post-Traumatic Stress Disorder 

Peripheral Vascular Disease 

Right 

Right Bundle Branch Block 

. . 

.. 
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RBt:: Red 61ood Cell 

R/0 Rule Ol!t 
. -- --· ---- --

Rqorn Air No 02, no need to document 
·- -- - . --

SCI Spina I Cord Injury 
- - -

SI Suicidal Ideation 
- - . - ·- - ---· -

sos Shortness of Breath 
-- . ··- -

S/P St.itus Post- following 
- - ·-

STAT Immediately 
- - -

Si; Surgery 
-·-- --· - ·•· . - -

- - . 

TIA Tr,m~ient lschemic Attack (Mini stroke) 
. -- -- --

TPN Total Parenteral Nutrition (with insulin ALS) (without insulin BL$) 
. 

-- - - . 

TV Tidal Volume, vent setting 
--

T)( Transplant, treatment 
--- - -

-
us Ult;r;isound 

-· -
UR! Upper Respiratory 11,fection 

-- . --

UTI. Urinary Tract Infection 
-

I Vital Signs 
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Section 10 

Rates/Fees/Charges 
- - . 

Instructions 
On the following page provide a detailed description/list of rates, 
fares and charges for services. 

Revised 09/24/2021 



- - - -- - - - . -- -- - -

Basic Life Support Non-Emergency 

Advance Life Support Non- Emergency 

Specialty Care Transport 

Mileage PIM 

Rates, Fares and Charges 

$339.10 

$489.80 

$1009.60 

$11 ,10 

Revised 09/24/2021 



Section 11 

Drug-Free Workplace 
Instructions 

Complete the Drug-Free Workplace form. Applicant may also 
include any policies/procedures a.s it relates to documenting their 
drug-free workplace. • 

Revised 09/24/2021 



- - - . - - - - - - - -- - - - - - - - - - - - - ~ -

Drug-Free Workplace 

I, the undersigned, in accorda.nce with Florida Statute 287.087, hereby certify my firm: 

" Publishes a written stiiltement notifying the unlawful manufacture, distribution, dispensing, possession or use of 
a controlled subst:imce is prof1ibited in the workplace named above, and specifying actions will be taken against 
violations of such prohibition. 

" Informs employees about t11e dangers of drug abuse in the workplace, the firm's policy of maintaining a drug 
free wo1·l<ing environment, and available drug counseling, rehabilitation, and employee assistance programs, 
and the penalties may be imposed upon employees for drug use violations. 

9 Gives each employee engaged in providing commoditJes or contractual services under bid or proposal, a copy 
of the statement specified above. 

Q Notifies the en1p!oyees as a condition of working on the co1nmodities or contractual services under bid or 
proposal, the employee will abide by the terms of the statement and will notify the employer of any conviction 
or pleas of guilty or nolo contendere to, any violation of Chapter 893, or of any controlled substance law of the 
State of Florida or t11e United States, for a violatiem occurring in the workplace, no l~ter than five (5) days after 
such conviction, ~ind requires employees to sign copies of such writt<'!n statement to acknowledge their receipt. 

" Imposes a sanction on, or requires the s;:itisfaetory participation in, a drug abuse assistance or rehabilitation 
program, if such is available in the employee's comn1unity, by any employee who is $0 convicted. 

• Makes a good faith effort to continu.e to maintain a drng free workplace through the implen,entation of the Drug 
Free Workplace program. 

0 "AS- a penson authorized to sign this statement, I certify the above, named business, firm or corporation 
complies fully with the, requirements set forth heni)in". 

Signature: ~). -----.l/ ..... ..,... ____ _ Printed Name; Bc:ib Eberhart -----------------
Date: November 13, io23 Company Name: RG Ambul~nc,e Service, lf'lc., d/b/a American i 

State of Florida -------
County of Orange __ ;;.._ ___ _ 
Sworn to (or affirmed) and subscribed before me by means of [8,~ hysical presence or □ online notarization, 

this \4.!i- ... day of t\bveMbe.v '20 2~ 'by ~ t..P&\Aa v'+-- . 

Stamp/Seal: 

>E2I Personally Known 

OR 

D Produced Identification 

+\~ 6"tti\ebw,u,-/ ~ \.a.V1tkJ 
Notary Public (Print Name) 

CD2:aw4, ~ y ,,_ r--) 
Signature of Notary Public 

Type of Identification Produced: 

Revised 09/24/2021 



Section 12 

Assets and Liabilities 
. - - - -

Instructions 
Provide a compilation statement showing assets and liabilities 
that has been signed by a certified public accountani (CPA). 
Insert this document following the Section 12 title page. 

Revised 09/24/2021 



RG AMBULANCE SERVICE INC. 

FINANCIAL STATEMENTS AND INDEPENDENT 
ACCOUNTANT'S COMPILATION REPORT 

DECEMBER 31, 2022 



CERTIFIED PUBLIC ACCOUNTANTS & CONSULTANTS 
- ---· -··· 

8900 Coral Way, s,1ite 1021 Miami, FL 33165 
Tel.: (305)661-4441 • Fax (305)661~9994 

Ernail: aag1·edacpa@uol.com or yagreda@agredacpa.com 

Independeut Accountant's Compilation Report 

To the Shareholders of 
RG A111bulance Service, lnc. 
Miami, Florida 

We have compiled the accompanying balance sheet of RG Ambulance Service, Inc, as of 
December 31, 2022, and the related statement of income for the year then ended. We have not 
audited or reviewed the accom.panying financial statements and, accordingly, do not express an 
opinion or provide any assurance about whether the financial statements are in accordance with 
U.S. generally accepted accounting principles. 

Management is responsible for the preparation and fair presentation of the financial statements ii1 

accordance with U.S. generally accepted accounting principles and for designing, implementing, 
and maintaining internal control relevant to the preparation and fair presentation of the financial 
statements. 

01,.ll' responsibility is to conduct the compilation iu accordance with Statements on StandaJds for 
Acco1mti11g and Review Services issued by the American Institute of Certified Public Accountants. 
The objective of a compilation is to assist management in presenting financial information in the 
form of financial statements without undertaking to obtain or provide any assiirance that there are 
no material modifications that should be made to the financial statements. 

Management has elected to omit substantially all of the disclosures ordinarily included in financial 
statements prepared in accordance with U.S. generally accepted accounting principles. If the 
omitted disclosures were inclLLded in the financial statements, they might influence the user's 
conclusions about the organization's assets, liabilities, net assets, revenue, and expenses. 
Accordingly, the financial statements are not designed for those who are not info1med about such 
matters. 

March 30, 2023 
Miami, Florida 



RG Ambulance Service, hie 
Balance Sheet 

As of December 31, 2022 

ASSETS 

Current Assets 

Checking/Savings 

Accounts Rei;eivable 

Other Current Assets 

Deposits 

Loans Receivable 

Other Receivables 

Total Other Cyrrent Assets 

Total Current Assets 

Fil<ed Assets 

Accumulated Depreciation 

Building Improvements 

!;quipment 

EJ<terior Signage 

Medical Equipment 

Vet,icles 

Total Fixed Assets 

Other Assets 

Goodwill 

Total Other Assets 

TOTAL ASSHS 

LIA61LITl!ES & EQUITY 

Li<1bilities 

Current Liabilities 

Accounts Payable 

Accounts Payable 

Total Accounts Payable 

Other Current Liabilities 

Security Deposit Held 

Total Other Current Liabilities 

Total Current Liabilities 

Total Liabilities 

Equity 

Capital Stock 

Paid in Capital 

Retained Earnings 

Net Income 

Total Equity 

TOTAL LIABILITIES & EQUITY 

Dec 31 , 22 

974,105.33 

954,454.92 

11,819.16 

4,418,533.69 

49,628.56 

4,479,981.41 

6,408,541.66 

-4.497,941.40 

107,620.26 

1,362,404, 78 

13,837.80 

52,680.48 

4,064,714.30 

1,103,316.22 

987,026.63 

987,026.63 

8,498,884.51 

107,339.84 

107,339.84 

32,100.52 

32,100.52 

139,440.36 

139,440.36 

100.00 

6,322,701.83 

-315,920.18 

2,352,562.50 

8,359,444.15 

8,498,884.51 

Page 1 



RG Ambulance Service, Inc 
Profit & Loss 

January through December 2022 

Ordinary lnc;orne/1:xpense 

Income 

COGS 

Gross Profit 

Expense 

Advertising and Marketing 

Automobile Expanse 

Bank SeFVice Charges 

Bu$iness Licenses and Permit$ 

Cornpµter and Internet Ei<penses 

Depreciation Expense 

Dues and Subscription 

Employment Verification 

Insurance Expem;a 

Landscapin!;J 

Management fee expem;e 

Medical Eiu:i~mses 

Medical Supplies 

MiscellsimNus expense 

Office expense 

Office Supplies 

Payroll Expenses 

Postage 

Professional Fees 

Property Damage 

Reimbursed Expenses 

Rent Expense 

Repairs and Maintenance 

Security 

Small Tools and Equipment 

Taxes • miscellaneous 

Telephone Expense 

Training and Educsition 

Travel Expenses 

Utilities 

Total Expense 

Net Ordinary Income 

Other Income/Expense 

Other Expense 

Charitable Contribution 

Total Other Expense 

Net Other Income 

Net Income 

16,587,840.10 

1,436,212.22 

15,151,627 ,88 

19,3'16.91 

145.76 

11,917.70 

13,993.91 

40,042.88 

~04,814.64 

245.88 

15,681 .58 

630,688.02 

2,400.00 

300,00Q.00 

6,505.71 

167,222.37 

44.50 

913,,875.74 

3.0, 140.58 

9,916,642.41 

381.42 

370,298.72 

14,194.27 

1,788.75 

537,308 .20 

99,718.91 

798.29 

6,050.52 

2,901.40 

42,545.99 

43,479.50 

539.43 

81,289.86 

12,760,173.85 

2,391,454.03 

38,891.53 

38,891 .53 

-38,891.53 

2,352,562.50 

Page 2 



RG AMBULANCE SERVICE INC, 

FINANCIAL STATEMENTS AND INDEPENDENT 
ACCOUNTANT'S COMPILATION REPORT 

DECEMBER 31, 2021 



i ~greda & Co., C.P.A. 
CERTIFIED PUBLIC ACCOUNTANTS & CONSULTANTS 8900 Coral Way, Suite 102 I Mi.lmi, FL 33165 

Te.I.: (305)661-4441 • Fax (305)661-9994 
Email: iiagredacpa@aol.com or yagrcd;1@agredacp;1.com 

Independent Accountant's Compilation Report 

To the Shareholders of 
RG Ambulance Service, Inc. 
Miami, Florida 

We have compiled the accompanying balance sheet of RG Ambulance Service, Inc. as of 
December 31, 2021, and the related statement of income for the year then ended. We have not 
audited or reviewed the accompanying financial statements and, accordingly, do not express an 
opinion or provide any assurance abo1,,1t whether the financial statements are in accordance with 
U.S. genendly accepted accounting principles. 

. . 

Management is responsible for the preparation and fair presentation of the financial statements in 
accordance with U.S. generally accepted accounting principles and for designing, implementing, 
and maintaining internal control relevant to the preparation and fair presentation of the financial 
statements. 

Our responsibility is to conduct the compilation in accordance with Statements on Standards for 
Accmmting and Review Services issued by the American Institute of Certified Public Accountants. 
The objective of a compilation is to assist management in presenting financial information in the 
form of financial statements without undertaking to obtain or provide any assurance that there an~ 
no material modifications that should be rnade to the financial statements. 

Management has elected to omit substantially all of the disclosures ordinarily included in financial 
statements prepared in accordance with U.S. generally accepted accounting principles. If the 
omitted disclosures were included in the financial statements, they might influence the user's 
conclusions about the organization's assets, liabilities, net assets, revenue, and expenses. 
Accordingly, the financial statements are not designed for those who are not informed about such 
matters. 

March I 0, 2022 
Miami, Florida 



ASSETS 

RG Ambulance Service, Inc 
Balance Sheet 

As of December 31, 2021 

Current As.sets 

Checkin9/S<1vings. 

Accounts Receival:lle 

Other Current Ass.et$ 

Deposits 

Loans Receivablf.l 

Other Receivables 

Total Other Current Assets. 

Total Current Assets 

FiKe(l Assets 

A<;cumulated Depreciation 

E;quipment 

EKterigr Signage 

Medical Equipment 

Vehicles 

Tota! Fi~ed Assats 

Other Asset$ 

GeJodwill 

TQtal Otner As.sets 

TOTAL ASSETS 

l.lABILITIF;S & EQUITY 

Liabilitieia 

Current Liabilities 

Accounts Payable 

Accounts Payable 

Total Accounts Payable 

Other C1ment Liabilities 

Security Deposit Held 

Total Other Current Liabilities 

Total Current Liabilities 

Total Liabilities 

Equity 

Capital Stock 

Paid in Capital 

Net Income 

Total Equity 

TOTAL LIABILITIES & EQUITY 

Dec 31, 21 

366,390.90 

601,393.56 

12,235.50 

2,908,168.91 

7,500.00 

2,927,904.41 

3,895,6SS.87 

-4,193,126.76 

1,348,364.78 

12,63'1.97 

50.492,00 

4,064,714.30 

1,283,076.29 

987,026.63 

987,026.63 

6,165,791.79 

105.,481.93 

105,481 .93 

53,428.21 

53,428.21 

158,910.14 

158,910.14 

100.00 

6,322,701.83 

-315,920.18 

6,006,881.65 

6,165,791.79 

Page 1 



RG Ambulance Service, Inc 
Profit & Loss 

January through December 2021 

Ordinary !ncomelEKpem,e 

Income 

COGS 

<:Sross Profit 

Expense 

Advertising ancl Marketing 

Bank Service Charges 

Business Licenses anq Permits 

Commission Expi:inse 

Compyter .ind Internet E><penses 

Depreciation f!:>q:iense 

Dues and Subscription 

Employment Verific.itiQn 

Insurance Expense 

Landscaping 

Medical Sµpplies 

Miscell.ineous expem,e 

Office Expense 

Office Sl.lpp!ies 

Payroll E:.i penses 

Postage 

Prt;1fessional Fees 

Flroperty Damage 

Reimbursed Expenses 

~ent Expense 

Repai,s and Maintenance 

Security 

Small Tools and Equipment 

Ta,<es - miscellaneous 

Telephone Expense 

Training and .Education 

Utilities 

Total EJ<pense 

Net Ordinary Income 

Other Income/Expense 

Other Expense 

Charitable Contribution 

Loan Costs 

Total Other Expense 

Net Other Income 

Net Income 

Jan - Dec 21 

10,231,521.15 

757,621.47 

9,473,899.68 

6,173.03 

39,753.99 

4,064.63 

8,302.41 

8,136.84 

242,020.91 

335.76 

17,237.21 

438,750.16 

4Q0.00 

155,412.57 

179.71 

93,624.41 

19,728.28 

7,794,020.24 

1,617.13 

176,822.03 

15,232.93 

2,064.88 

431,870.14 

37,555.15 

505.57 

8,055.28 

2,437.98 

138,056.35 

5,720.02 

103,502.25 

9,751,579.86 

-277 ,680.18 

29,000.00 

9,240.00 

38,240.00 

-38,240.00 

-315,920.18 

Page 2 



Section 13 

Equipment & Supplies 
Instructions 

Provide a list of all equipment and supplies to be carried on each 
vehicle. This list should include sufficient detail to illustrate that 
the vehicle meets all requirements for the level of service to be 
provided. This list should be inserted following the Section 13 title 
page. 

Revised 09/24/2021 



s1wn: UF Fl,.Oll{l),\ 
Df.l';\RTi\lENT OF IH,M,. ll! • EME;RGENCY i\1 1:;DlCA!- SCIWlCES 

/\DVANCEO Lll'F. surPORT VEHICLE INSl'ECTION REPORT (SECTION 401.ll. f.S.) 
Service Name: 1J1s.pcction Date: I I Unit No. 

~ 
{1ts1ic<:: lion Codes: R;J.t in$ C:,tcgorics: 
I ~ hem ~nccts i\1:ipccfio11 cri~cri:J , I = Lifc$avlng i;qu{pmcnt, 1.111;dlcal st1pp!ics, dmgs, records or proc~durcs 
In= ltcm corri.!ctcd during 111,sp~ction to m~ct critl.!rin. l :-:. h1hmncdiatl! ~u pport cquip1ncut, medical supplic~. dn11JS, rci;ords or procedures 
:l ;:;: hems, qot in compli;mec \vi th inspection ~ri tcria . 3 = Minit";al s1.1or,9r\ cquipu\~1n, mcdlc;al ~v1>1>1ics. r~cords Pr pro1;cdurcs 

LS EQUll'MENT AND MEDICA.TIONS 
(Referef]ce Chapter 64J-1, F.A.C.) 

I MEDICATIONS WT/VOL QTY MEO!CJ\L t::QUIPMENT (Conf,) 
I. Atropine Sul fate 4 n. [ntraosseous needles 15 or 16 gauge and three way stqp- 1 

cocks. As allowed by 1n~dical director, 
2. bc:-itrosc, so 25 gm/50m[ 2 o. Syringes fro1n I ml. ro·20 ml. -- 20F EACH 
ocrcent 
3. Epinephrine I; 1,000 I mg/ml 

--
p. pc batt~ry powered p9rta~le monitor defibrillator capab.le ·qf -

HCL 5 cklivcring energy below 25 watts/s~c with adult and pecliatric 1 MONITOF 
paddles (or pediatric paddle adapters) and EKG printout and 
spare batlcrv, -- . 

4. Epinephrine I: l 0,000 I mg/I 0cc 
4 q. Adult and pediatric monitoring electrodes. 

1 PAC I< 
HCL 
5. V cntdculnr r. Pacing electrod~s. if monitor or defibrillator require~-_-

- -

I 3 1 
dysrhytlunic 

- . 
7. Naloxonc I mg/1111°2 mg amp. 3 ~ .Elcctro1ik waveform capnography capalJle 9f rcar :titi1e 
(Narcan) Monitoring and printing record of the intubatcc! patient 
8. Nit(aglyccria 0.4 mg spray pump --

l. Method of blood gluCOSQ n1011i toring approvec) ~}I m~clical 
.. 

1 BOTTLE 1 
director. 

.. 

I 9. Dtazepam 5 1i1g/ml 1 MIDAZQl,.AM u. Pcdiat,-io length b;ISed meast1rcment tape far ·equi1ime11t 1 
! selection a11CI drug dosage. 

I 0. fnha[ant, 13.;ta In nebulizer - v. Approved sh,1nJs container" pir Chapter 64H , F.A.C. 
Adrenerg_ic ng~nt apparatus 5 1 
with n,ebulizer 
apparatus, 
approved by 

I m~dical cli r~ctor 
w. flexibk suction-catheter~ si ze 6-8, 10-12, a11d 14, French 

. -- . -
IV SOLUTIONS MINIMUM AMMOUNTS One each 
MINIMUM QTY 

-

I 
I, Lactated l11 any combination Other AtS Requirements 
Ringers or Normal 4 
Sa11ue. 

-
Medkal Em1ip,111cnt I. Stand(n2 orders - authorized bv ct1rre11t medical director whl1in last 24 months 

l a. Laryn!!.oscope h:indlc; with batteries 1 2. Cq11trollcd substances stored in a locked drug camtiavtnm1t. - • 
b. Laryngoscopc blades, aau lt, child and 
infm1t sizes 

1 OF E:ACH 3. Coi1troll~d substance written v~!1icl~ log: 

c. Pediatric IV arm bo~rd or splint 3 A. Inventory conducted at beginning and end of shift. 
nt)J)rooriatc far fV st~bilization 
d. Disposable endotrnchcal tubes; adult, 

2 OF EACH 
B. Log_ consecutively, permmicntly numberc~ pages. 

child and infant sizes (Two each within the 
ranges i.smm - 5 0111111 shall be ui1cuffcd; 
range 5. mm- 7.0mm: 7.5mm - 9.0mm) 
e. Pediatric and-adult endotrachea[ tube C. Log on each vehicle specifies: 
stvlets. 
f. Pediatric and adult Ma2ill forceps. 1 OF EACH I. Vehicle unit or number: 
g. D,;:vice for inlratracheal mcconiu.m 

1 
2. Name of employee co1iducting inventory; 

suctioning in newborns 
h. Tourniquet, 5 3. Date and time of inventory: 
i. [V cannulae between 14 and 24 gauge 

3 OF EACH 
4. Name, weight, volume or quantity and expiration date o( each controlled 

substance: 
i i. Micro drip sets 4 5. Run report no. (if administered): 

k. Macro drip sets 4 6. Each amount administered or disposed; 

I 
I. [V pressure infuser 

1 
7. Printed name and signature of administering Paramedic or other authorized 

licensed orofcssional. 
Ill. Needles between 18 and 25 gauge 2 OF EACH 8. Printed name ond signature of person witnessing the disposal of each unused 

oortion. 
Comments: 

r, the undersigned representative of the above service, acknowledge receipt of a copy of this inspection narrative, applicable supplcment:1I inspection reports and 
cori-ective action statement (iC applicable). In addition, I am aware of the deficiencies listed (iC any) and understand that failure to correct the deficiencies within 
the established time frames will subject the service and its authorized representatives to administrative action and penalties as outlined in Section 401, f.S., and 
Chapter 64J-l, F.A.C Copy of Inspection report and Corrective Action Statement Received by: 

Person in Ch:1rg:c: D:rfc: 

lnspoctc<I By: Dale: 

The provider's medical director may determine quantities. Quantities must be sufficient to meet the services protocols. 



STATI!: OF l'LORlDA 
D\({',\l~TMENT Qf !!EAL Tll • J;:MERGENCY M!lDICA!, SERVICES 

ll,\SIC Lll'E svrro1n VEIIICLE INSrECTION RI-;PORT (SECTION 401.31, F.S.) 
Scrvic~ Name; . fospcctio11 Dnt~: __ / ___ ·-- -'--- --Phone: LJ __ . 
County: . . ... Type oflitspc~tiou: O'iuHinl C:fR~i11spcqtion Cl R1111\lom □ Complaint □Aunouncc!l D Urn111no1111ccc! 
Vehicle Jufol'm;1tion: □Transport ONou-Transport Unitil ___ Ycnr/Mal,c Permit Type Permit// 
YIN T:ig!f 

·· - ·-

[uspcction CQdl!s: Rn1i,1g Ca1csori~:;: 
ll1IIIIlIJ _I = lti:m mcc1s inspcctiou criteria. I = l,,.if~saving equipment, mi:!dii;:il Sllt)p!ic.s, dru~s. records or prQ C{: durns 

In a;. hc111 CQrr~ctc(j cluring in~pcctian to meet cdt~ria, 2 = h11cn11cdiatc s11ppon equipment, I\H:dit;al supplies. drugs, record~ or procedures 

□ 2 ::: h.::111s not in comp!i;mcc with ins111:ction critcri:l. J = ti-·OJJimal s11pp911 cquipmcnr, medical sypplks, records or prQccdurl!S 

N:1111c EMT/P,\R,\/Q(UVEll ERTIFICATE NUMBE:R Crew crc!lcntinls: Section 401.27(0 

[]]] I, .-\nd 401.2!;1, F.S. 
2, 

}. 
Minin111111 = Que EMT and One Driver 

I, Vl;IIICl,,E REQUIREMENTS(Scc1!ons 316 nnd 401, F.S., Ch;aptcr 64.J-!, F.A.C. und I. R9llc/ i,111zc 
--

l.;:l..':ti.'.:~A ... 182? ' I 1. EXh:JUSf Systc,-f! '., ABD (n1ioi111tJ!ll Sx9 inch) i,rids ' ! 2. l;:,,tcrior Li~hlS : -·· 
' · One p:i irofB,~ndosc Shea r> 

' i A. Hoad lighas (high ,,,-d low bcatn) 
- · 

~- One set each, p;\licnt restf;\ints -wri~t ;u\Q i n~lc I , - -
B. 1'un1 si~1 iil1s· -· f. 01ic each l)IQQa prc~surc curfi: iofonr: pediatric. nnd adult. 

I EA( 
-

C. Brake Liglui ·-
~- On~ St'-!ll10s~Opi;: pcdiatrit; rllld ad11l t 

' -D; Tain,ights --· 
~ -Dlmi1'..:ts 

- -

' E, B~ck•up liglilS ;md aµdiblc wamini; dc\iiCc - 7 .. Sheets. (not rCquircd. 0 1\ 1i011-1 r;1 r-SPor1 v~hiClcs) 
·- . . 

! 
3. Hom :S. -PWows wiih \v.i\l!tl)roof covt:rs nnd pillowC;1scs or dispos:abl..: sing.le use pillow~. (Not required on l\On· 

(Jnsnort vd1iclc:s.) ' 
4, Win~li;l1icld wijicr·S 

.. --
~- One di;poia~lc·b!ankct or patic111 rah• cover. I 

5.-Thts LO. One !o0$ s,,i1lc bo:ird :ind thrCl; ~lmµs or cquiVah:nt. -
1 

6. Vehicle frl!C 0(111s{ and dents - - l L One shoit ~pi1lc lJoard :ind two str.lps Or cq11ivali111. 
' 7. r,v·o.~v:1;· r:,dio commuuiciJtl9n - r.tdic;> [CSI -- - CJ. ·ouo cod, a<!nll .antl pediatric cqvicai ilnmobiliz.i1ion device (C'IDf ~pprov,d by !he medical director 

aflhi: S!!r.·ic9. This npnrnv:il tnu ~t be in wrjting ancl mn$.lc i)Vnilablc by the pravid-:r for th~ dcp:utmcnt to IE'•' \ 

cvicw. 
A. Hospital (ca~ ;i11d p:iric.nt cmuLi.trtJ11e1i1) 13. Set of p;u}dinij for \iJtcral lower spine founobilization of pcdinirjc p;i1icn1S Or ectiiiyollCnt. 

' ; 
B. Dispaach Center · · - i4. Two · pOrta~k OX)'gl!n tanks, "D0

' ·or "E'' cylirldlr!i , wilh one. re.gulntor :md S:'lncc. Each lornk must have 
l ' :i: minimum or-.!ssurc of IOOO 1,$i. 

C. Oth~r Eil;IS uails 15. E;)ch ln1nSp{lrcl1t o~yacn fl\i\S~_s; adult, c!iild. and i11fo111 sizes, wi1h mLing - - , e, ~ 
S, Emergency L,igJ1u 

- . 
1G: Sl!I ofpcdia(riq ;Jnd .idull n.,snl c:1111111lac w-ith tuli"i11~. :! ~ ., 

-·-
9. Siren 17. Oui; enc!• h:11\d 9pr;r.it(!d-bag•vollv1! mask rcsuscit;1tors, odl1h ;ind pcdfotric nccumula1or1 iru;ludin~ 

<lulr. child and infant ti-anso:ucnt masks ca.,i1bfc of use wilh su11nlcmcn1:il o:xvecn. ' \t9. Two ABC fire cxtin£.1iish1!rs fully ch:irg~d ouict in:;pech:d in bracf ~1S. ~linimum IS. One ponabh: suctiori, clictti~ or gas powered, with wiQt I.Jori:· tubing .ind tips, which ~ucet th~ 
:5 lbs e.1ch . 11i11imum slnndards .1s published bv the GS,\ in KKK,i-\-1822 sni:cifications. ' \1 I, Poors Qpcf\ Properlyr clos e; sc9u.ci.; ly , - !~. ,\ssoncd Sizes 0,fi;st(c111ity immQbiliz:,tiOn devices. 

- -
IEM 

i12: R-.!:ir and $)de view 111i rrors. -
"0. On¢ lower ~Xll'l!lllil)' tri\ction splint. (Pcdial.ric .ind Adult) 

' 
113. Window~ nnd windshil!{d. 21 . Om; stc.:rilc ol>s11:lric:"1\ kit tQ incllldc, at minimym1 bµll> syringe. stl!rih: scisiors Orscalpcl .incl cord 

cl:unns or cord•tics. ' 
jll, TRANSPORT VEHICLE REQUlltl,MEi\'fS (Scct io11 ~01, F.S. , nod Chapter G~,1-1, '1. Oum ·sheets. 

- . 

lf-.A.C. :md h:Kh:-A•IS?2). ' 
11. Vri1J1:try strctchcr·a11Q three SlraPi . - -

l 3. Que fl:1 shlish1 wilh t,aucrics, I 

2. Auxiliary stretcher mul twO straps. ' ·L Occ:lusivc dressings. 
.. 

~ 

3. Two ccjling rnounlcd fV holCkrs. 25 . A:;scirlcd siz.l!s of oroph;uyngcal airways·. Pc.diitric and Adult 
"" 

14 Two no-smoking signs. 16. One inst,11lcd oxy"gcn with rcgl!lator g_;111~c •md wrench, minif!\Ulll "M" size cyli11dcr. (Other inst:ilkd 
1o.-..ygc11 dclive1y S)'Slcms. such as liquid oxygen, as allowed b)' mi:dic.11 dircc1or. This approval 1nust be in 

' "ritin~ and ;wailalll..: to the dc1,:1rtn,cm for rc:vii:w.) 
5. Overhead grab roil. 

.. 
?7. SuffiClcnl qu:mthy of gloves - suit.i.hlc to _provide b.i.ITic r pcclcction from biohiJz.1rds for all crC\\1 

6. Squad bi:nch and three sc1s of scat belts. ni:mbcrs. 1 EA ' 
7. lnlCl'ior lights. "3. Sufficient qualllity of cncl1 for all crcwmcmbcrs - Face M:1.sks- bo1h sur~icil l andJl!SJ) iratary 

1 
a, Exterior floodlights. protective. 

' 9. Lo;idinc. lichts. 
10. Henl and air condi1ionin1; wi1h fon. 29. Asso11cd 1H:di:11ric and adult sizes rigid cervical collars as a1111rovcd in writin1:t by die mcdic:il dircclor 

' '-1 and avnilablc for review bv lht! dl!nartmcnr. 
1.1. Word·''Ambulancc·• - sidl!s, back and mirror image fro nr. JO. Nnsophnryngcal nirwnys, French or mm equivalents ( infont, pediatric, and adull , .. 

1111, /11£D!CAL EQUll'MENT FOR TESTING (Clrnpler 64.J-I, f.A .C., nnd KKK-A-1822 3 l. One approved biohaz.1rdous waste plastic bag or impervious container per Ch::1pltr 6-U-l, F.A.C. 
J l3. Pcdintric knl!th based measurcmcnl device for cnuinment sclccrion and dn11! dosal!c ' 

L Inslallcd suction. (Transport only) 

Items 4, 1-1, 17, 18 and 26 in sect ion II musr be tested. 12. One per crcwrncmber, safety sos.sics or equivalent mcc1ins A.N.S.1.287.1 sta.ndilrd. ' ,,v. MEDICAL surrLIES AND EQUirMENT (Choptc,· 6~.J-1, F.A.C., Gs;, Kl,K-,\- JJ. One bulb syringe scp;mnc from obstctric:il kit 
i1s22 ' 
I. R.i.ndngins.. dressing and taping supplies: 4 34. One lhcnn;il absorbent rcncc:1ivc IJl.inkc1. 

' :., . Rolls adhesive, silk or plastic tape. , 5. Two mulli-traum.i dressings. ' ;t,. Sterile gauze p.ids, ,my size fGENERAL SANITATION (Section ~Ol.26(2)(c), F.S. 
5 I. Vehicle ant.I Contents D Satisfactory O Unsatisfactory 

r:. Trinngulilr linm.Ja_gcs 5 

Comments: 

I, lhc undersigned represc111ntivc: o(thc :.bovc service, ncfmowledi;c rccci11t of :i copy or 1!1is ins11cc1iou n;m;11in~, ap11lic:1ble supplcrnenC.11 inspccrion reports :md corrcclivc .:i.clion sl.itcmcul {ffapplic:iblc). Jn riddition, l 
:1111 :nv:irc of Ilic ddicicncics listed (if ;my) and undcrHrind tllnl f:,i(urc lo corr«r lhc deficiencies wi1hi11 the csl:1blishe1t time fr:unts will subject the service .:amt ilS :rnthorizcd rcJlrcscnliltivcs to .idminislr:irivc :action and 
pe11:1llics 115 oullintd in Sccllou -101. F.S .. :md Ch:iplcr 6-'J-l , f.A.C. Copy of fus1Jection report :and Corrccli\'C Action St:itcmcnl Received by : 

Person in Ch:irgc: D::1tc: 

Inspected Oy: D:Hc: 



Section 14 

Sworn Statement 
Instructions 

Complete the Declaration of Applicant form . 

Revised 09/24/2021 



- . . - - - - --- - - - - - ~ 

Declaration of Applicant 

Under penalties of perjury, I Bob eberhart declare that I have examined this application and to 
the best of my l<nowledge and belief, that all the information herein is tl'ue, correct and complete. I am aware that, in 
accordance with law, all license applications are public records and subject to public disclosure, which includes this 
applicii!tion and all other documents and information filed therewith, and further, that I understand that I am obligated to 
conform with, and am subject to, all rules and regulations of the Marion County Code of Ordin1;1nces. I acknowledge 
that tt,e County reserves the right to inspect my workplace and/or vehicles for compliance with County or State 
requirements. 

Signature: -----!'lG:-----____ _ Printed Name: Bob Eb(e:rhart -----------------
Date: November 13 2023 Company Name: RG Ambulance Service, Inc. 

State of Florida -------
County of Or0mge -------
Sworn to (or affirmed) and subscribed before me by means of !@>physical presence or □ online notarization, 

this \_41i- - day of ~\p(y ' 20 ZS ' by "'Bob E?erha.v+ . 

Stamp/Seal: 

~ Personally Known 

OR 

D Produced Identification 

I-leather StOl'!ebUlnei~7JltlG> 
Notary Public 

= State of Florldil 
Commit Hl-416SOOS 
Expires 5/30/2026 

+lealha\Stnrelowurw- Lctvtc1 

Notary Public (Print Name) 

[\?t;Llf? __ Q:cS 
Signature of Notary Public 

Type of Identification Produced: 

Revised 09/24/2021 
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Other 
- -

Instructions 
If applicant has any additional information for the Board, insert 
after the Section 16 title page. 

Revised 09/24/2021 
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EMERGENCY MEDICAL SERVICES - ADVANCED LIFE SUPPPORT 

(LEVEL IV - ALS Transport) 

\ .:., 

<·1.- ~.. · \'-,0 -
CERTIFICATE OF PUBLIC CONVENIENCE AND NECESSITY 

• • r,, 0 {) w f,. _:, . 
..... _ - . 

WHEREAS, Marion County Fire Rescue desires to provide quality emergency Advanced Life Support - Transport 
medical services to the citizens of Marion County; and 

WHEREAS, it has been demonstrated there is a need for this Advanced Life Support - Transport service to 
operate in this County to provide essential services to the citizens of Marion County; and 

WHEREAS, the above Marion County Fire Rescue has indicated that it will comply with all requirements of the 
Florida Emergency and Non-Emergency Medical Services Act; 

NOW, THEREFORE, the Board of County Commissioners of Marion County hereby issues a Certificate of Public 
Convenience and Necessity for Advanced Life Support - Transport to Marion County Fire Rescue. In issuing this 
Certificate, it is understood that the above named Marion County Fire Rescue will meet the requirements of Florida 
Statutes and applicable rules and regulations and provide Advanced Life Support - Transport services as needed 
for the following area: 

PRIMARY AREA: Marion County 

TERM: Six Years 
April 1st, 2024 Through May 30th 2030 

ATTEST: 

Gregory C. Harrell, Clerk of Court 

SECONDARY AREA: None 

MARION COUNTY 
BOARD OF COUNTY COMMISSIONERS 

BY: -------------------
Mich e II e Stone, Chairman 

DATED: ____ _ 



CERTIFICATE OF PUBLIC CONVENIENCE AND NECESSITY 
ADVANCE LIFE SUPPORT - TRANSPORT (LEVEL IV) 

RG AMBULANCE INC D/B/A AMERICAN AMBULANCE 
MODIFIED OPERATIONAL RESTRICTIONS 

In accordance with the Certificate of Public Convenience and Necessity (COPCN) Advanced 
Life Support- Transport (Level IV) approved on April 2, 2024 RG Ambulance Service Inc, d/b/ 
a American Ambulance has indicated that it will comply with all requirements of the Florida 
Emergency and Non- Emergency Medical Services Act and the restrictions specified below as 
set for by the Marion County Board of County Commissioners. 

In order to ensure that the current provider of ambulance service is not negatively impacted by 
approval of another advanced life support transport provider: the following restrictions are 
required to be placed upon the RG Ambulance Service Inc, d/b/a American Ambulance 
Advanced Life Support - Level IV COPCN as modified during the April 2, 2024 Board of 
County Commissioners regularly scheduled meeting: 

1. RG Ambulance Service Inc, d/b/a American Ambulance shall be authorized to transport 
basic life support (BLS) level and advanced life support (ALS) level patients originating 
from University of Florida Shands hospitals and freestanding emergency departments 
within Marion County to any University of Florida Shands facility. 

2. RG Ambulance Service Inc, d/b/a American Ambulance shall be authorized to transport 
BLS and ALS level patients being discharged from University of Florida Shands hospitals 
and freestanding emergency departments within Marion County to the patient's home, 
skilled nursing facility, assisted living facility, etc. 

3. RG Ambulance Service Inc, d/b/a American Ambulance shall not transport critical care 
(SCT) level patients unless specifically requested by Marion County Fire Rescue. 

4. RG Ambulance Service Inc, d/b/a American Ambulance shall neither respond to, nor 
take patients from, emergency calls for service, unless specifically requested by Marion 
County Fire Rescue, and shall not be considered an emergency services provider. 

5. RG Ambulance Service Inc, d/b/a American Ambulance shall transport 100% of all BLS 
and ALS patients within the University of Florida Shands network originating within 
Marion County. To illustrate compliance with this requirement, RG Ambulance Service 
Inc, d/b/a American Ambulance will submit a quarterly report to the county administrator 
or designee to include the date, time, originating facility, level of care and destination 
facility for each patient. 

6. Marion County Fire Rescue will assist RG Ambulance Service Inc, d/b/a American 
Ambulance with any local inter-facility transport deemed an "EMERGENCY TRANSPORT' 
in the event RG Ambulance Service Inc, d/b/a American Ambulance ambulances are 
unavailable to undertake the transport. RG Ambulance Service Inc, d/b/a American 
Ambulance will follow the set established procedure to request this assistance. 



7. RG Ambulance Service Inc, d/b/a American Ambulance will make available to the county 
administrator or designee records for all transports upon written request. 

8. In the event of a state of emergency declared by the county administrator, state or federal 
officials, these restrictions may be suspended as requested by Marion County Fire 
Rescue. 



Attest 

By: ___________ _ 

Gregory C. Harrell, Clerk of Court 

Approved as to form and legal 

Marion County Board of County 
Commissioners, a political subdivision 
of the State of Florida 

By: __________ ~ 

Name: Michelle Stone 
Title: Chairman 

RG Ambulance Service Inc., d/b/a American Ambulance 

Date 

RG Ambulance CEO 




