
 OREGON HEALTH AUTHORITY 
 EMS & Trauma Systems 
 P.O. Box 14450 
 Portland, OR  97293-0450 
 971-673-0526 

OHA/EMS Course #: 
 COURSE COMPLETION ROSTER    ________________ 
 
Initial:  [  ] EMT  [  ] Advanced [  ] EMT-Intermediate  [  ] Paramedic 
 
Refresher:  [  ] EMT  [  ] Advanced  [  ] EMT-Intermediate  [  ] Paramedic  
 
Course Location: ___________________________________________________________________________________  

(Community College)     (Address)   (City, State, Zip) 
 
Course Director: ___________________________________________________________________________________  

(Last)     (First)       (M.I.) 
 
Course Dates:  Beginning:  ________________  Completion:   __________________________  
 
Course Hours:  Didactic:                       Clinical:                        Internship:                       TOTAL HOURS:                      
 
LIST IN ALPHABETICAL ORDER ONLY THOSE STUDENTS WHO HAVE SUCCESSFULLY COMPLETED AN 
APPROVED COURSE AND ARE ELIGIBLE TO APPLY FOR OREGON LICENSURE.   
 
SUBMIT THIS ROSTER WITH COMPLETED APPLICATIONS FOR EMS PROVIDER LICENSURE AND THE 
APPROPRIATE APPLICATION AND EXAMINATION FEE FOR EACH PERSON LISTED TO: OHA/EMS, PO BOX 
14450, PORTLAND  OR  97293-0450. 
 
 -over- 



Applicant's Name: 
 
 Last Name First Name Middle 

Initial 

Candidate is currently 

 licensed as EMR:  Please 

indicate: Yes/No 

PARAMEDIC Candidate Only: 

AAS Degree or higher requirement 

has been met.  Course Director:  

please sign. 
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 Last Name First Name Middle 

Initial 

Candidate is currently 

 licensed as EMR:  Please 

indicate: Yes/No 

PARAMEDIC Candidate Only: 

AAS Degree or higher requirement 

has been met.  Course Director:  

please sign. 

17      

18      

19      

20      

21      

22      

23      

24      

25      

  

I certify under penalty of perjury that the foregoing persons have completed all of the requirements for licensure as an 
emergency medical services provider at the level indicated on the first page of this document.  I understand that if this 
certification is false, I may be subject to discipline for unprofessional conduct pursuant to OAR 333.265-0083 as well as such 
criminal penalties as may be provided for by law. 
 
 
_____________________________________________________________________________________________________ 
Course Director's Name (print)    Course Director's Signature    Date 
 
 
 
 
Revised:  08/03/13 
 


