
 

Form:  KBEMS-E8 (9/2012) 

Critical Care Training Program Verification OFFICE USE ONLY 

Critical Care Endorsement Student Information 
Name KEMSIS # 
Address Birthdate 
City State Zip 
Primary Phone Alt. Phone E-Mail
Course Information 

Training Agency 
Location 

Course Coordinator 
Course Number 

Course Start Date 
Course End Date 

Verification- BOTH SIGNATURES REQUIRED 
I certify that the applicant listed above has completed a training program that minimally meets the objectives of 
the University of Maryland Baltimore Campus (UMBC) CCEMTP program. 
Ambulance Service Director 

Print Name Signature Date 
EMS Medical Director 

Print Name Signature Date 
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