
 
 

Vermont Department of Health 
Emergency Medical Services 

 108 Cherry St., Box 70 
  Burlington, VT  05402 

802-863-7310   1-800-244-0911 (in VT)  
 

 
Agency License Level Change Application 

  
 
Agency Number: _________  Agency Name:________________________________   EMS  District:______ 
 
The agency listed above is applying to change its license level to the following:   
 
 EMT     AEMT    Paramedic 
 
Please answer the following questions (use a separate sheet, if necessary) 
 
If your agency will be upgrading to the AEMT or Paramedic level, please describe how the required equipment, 
supplies and medications will be obtained, stored, maintained and made available to the advanced level 
personnel on your agency (attach additional documentation as needed):  
 
__________________________________________________________________________________________ 
 
__________________________________________________________________________________________ 
 
 
If your agency will be upgrading to the AEMT or Paramedic level, please describe how the required education 
will be provided to the advanced level personnel on your agency (attach additional documentation as needed):  
 
__________________________________________________________________________________________ 
 
__________________________________________________________________________________________ 
 
 
By signing below, we attest that this EMS agency can provide the necessary training, medical control and 
equipment to offer care at the requested level, per VT EMS Rules § 2.4.2.11, 2.7.2, 2.7.3, 3.4.2.12, 3.7.2 & 
3.7.3.  
 
____________________________  ______________________________ ____________ 
Head of Service (print)   Head of Service (signature)   Date 
 
 
______________________________  ________________________________  _____________ 
District Chairperson (print)   District Chairperson    Date 
 
 
____________________________  ______________________________ ____________ 
District Medical Advisor (print)  District Medical Advisor (signature)  Date 
 
 


