Irondequoit Volunteer Ambulance

Observation Authorization Waiver

Name:____________________________________________

Address:__________________________________________

City:________________ State:_________ Zip:___________

Phone:___________________    DOB:__________________


Purpose of Observation:

__ ALS Intern / Student

__ ILS Intern / Student

__ EMT Intern / Student

__ Media / News Personnel

__ Medical Student

__ Membership Recruitment

__ Other _______________

Membership Application on File?_____

Do you hold any certifications or licenses as follows:

CPR____
ACLS___

PALS____
BTLS___

PA____
LPN/RN___

MD___ 
Other_______________

NYS EMT or above________________

I understand that I will not participate in any call, specifically, administering patient care unless directly instructed to do so by the IVA personnel in charge.  I will not initiate nor perform any care or procedure that is outside my current scope of training.

In the event of personal injury or an accident, which may unduly affect me, as a result of observing a call or situation while on the ambulance; I release Irondequoit Volunteer Ambulance Service, INC, it’s members, employees, and affiliated representatives or associations from liability.  I further understand that all information regarding patient care is strictly confidential and must not be disclosed to any individual or agency.  Further, I understand that I will not make any statement or disclose any information to any member of the press, media, or other agency regarding any call, patient, or operational information, condition, prognosis, or outcome, without the expressed permission of the director of operations. 

Signature_________________________________  Date_______________________

Printed Name________________________________

Approved by________________________________  Date____________________

Title__________________  Start Date______________  End Date______________

