STATE  OF  CONNECTICUT
DEPARTMENT OF PUBLIC HEALTH

DRAFT FORM


DATE:

________________________

TO:

________________________,  Clinical Care Coordinator

FROM:
_________________________, EMS-I

REF:

Completion of EMT-Basic Refresher Program #_________

______________________________________________________________________________

___________________________________________, EMT-I, successfully completed a State 

approved  EMT-Basic Refresher  conducted at _______________________________________

from _____________________  to ______________________.  The Candidate’s score on the 

written examination was:   ________.   The Candidate passed / failed the practical component.








            (circle one)
Please contact me if additional information is needed.

___________________________________________, EMS-I # ___________

Contact at:
___________________________________________________
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Phone: (860) 509-7400

Telephone Device for the Deaf  (860) 509-7191

       1
         410 Capitol Avenue - MS # 12EMS

        P.O. Box  340308  Hartford, CT  06134

            An  Equal  Opportunity  Employer
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