BARNEGAT FIRST AID SQUAD INC. 
SQUAD 11 
MEMBERSHIP APPLICATION
 Drop Off completed application to: 

Barnegat First Aid Squad, INC
6 Birdsall Street
Barnegat, NJ 08005

Or mail completed application to: 

Barnegat First Aid Squad, INC
C/O Membership Committee 
PO Box 729 
Barnegat, NJ 08005 

PERSONAL INFORMATION 
_________________________ 
___________
 _______________ 
FIRST NAME 




MIDDLE 

 LAST NAME 

______________________________________________ 

STREET ADDRESS 

__________________________________________
 _______________ 

CITY


 



ZIP CODE 

________-______-__________ 

____________________ 

SSN



 
DATE OF BIRTH 

_____________________________ 
______________________ 

HOME PHONE 



CELL PHONE 

____________________________________________________ 

________________________ 

NEW JERSEY DRIVER’S LICENSE NUMBER



 EXPIRATION 

______________________________________________________ 

EMAIL ADDRESS 

EMERGENCY CONTACT INFORMATION 
____________________________________ __________________ 
NEXT OF KIN PHONE 

EMPLOYMENT 
_____________________________________________ 

__________________________ 

PRESENT EMPLOYER 





PHONE 

_____________________________________________ 

NAME OF SUPERVISOR 
REFERENCES (NOT SOMEONE CURRENTLY RESIDING IN YOUR RESIDENCE) 
__________________________________________ 
___________________________ 

NAME AND RELATIONSHIP PHONE 
___________________________________________ 
___________________________ 

NAME AND RELATIONSHIP PHONE 
___________________________________________ 
___________________________ 

NAME AND RELATIONSHIP PHONE 
CURRENT CERTIFICATIONS (FILL IN ALL APPLICABLE SPACES) 
CPR CIRCLE ONE 
AHA HEALTHCARE PROVIDER


RED CROSS PROFFESIONAL RESCUER
NATIONAL SAFETY COUNCIL 

________________________ 

EXPIRATION 
EMERGENCY MEDICAL TECHNICIAN CERTIFICATION 
LEVEL OF CERTIFICATION 

􀀀 BASIC 

􀀀 INTERMEDIATE 

􀀀 PARAMEDIC 

____________________________ 

________________ 

NEW JERSEY STATE NUMBER 

EXPIRATION 

____________________________ 

________________ 

NATIONAL REGISTRY NUMBER 

EXPIRATION 
CHECK ALL THAT APPLY 

□ PRE-HOSPITAL TRAUMA LIFE SUPPORT 

□ CEVO / EVOC 

□ WEAPONS OF MASS DESTRUCTION 

□ HAZMAT AWARENESS 

□ BLS INSTRUCTOR 

□ OTHER_______________________________ 
HAS YOUR DRIVER’S LICENCE BEEN SUSPENDED IN THIS OR ANY STATE? 

YES
NO 

HAVE YOU BEEN CONVICTED OF A CRIME? 





YES 
NO 

DO YOU HAVE HEALTH OR PHYSICAL LIMITATION? 




YES
NO 
If you answered YES to any of the above questions please explain on the page provided. 

Please provide copies of all certifications with application. 

Explanation of questions from page 3. 
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Motor Vehicle Abstract 
A notarized letter will need to be forwarded to Barnegat First Aid Squad granting permission for us to receive a copy of your certified abstract. A sample letter has been included in this packet. 
Background Check and Finger Prints 
All applicants must submit to a background check with Barnegat Police Department for finger printing and background investigation. 
STATEMENT OF UNDERSTANDING
I UNDERSTAND THAT MY APPLICATION IS COMPLETE ONLY AFTER I HAVE PROVIDED ALL REQUESTED DOCUMENTATION AND EVIDENCE OF A PHYSICAL EXAMINATION, DRIVER’S ABSTRACT, AND BEEN FINGERPRINTED. I ACCEPT THAT I AM TO MAINTAIN MY CPR CERTIFICATION AND, IT IS ENCOURAGED TAHT IF NOT ALREADY A CERTIFIED EMERGENCY MEDICAL TECHNICIAN,  TO ATTEND THE NEXT REGULARLY SCHEDULED TRAINING.  IF MY APPLICATION IS ACCEPTED I WILL THEN BE CONSIDERED TO BE A PROBATIONARY MEMBER FOR A PERIOD OF SIX MONTHS. I WILL MAKE MYSELF AVAILIBLE TO PERFORM EMS DUTIES MONTHLY (16 Hours) AND TO HELP DEVELOP AND MAINTAIN HARMONIOUS WORKING RELATIONSHIP WITH ALL MEMBERS OF THE HEALTHCARE DELIVERY TEAM. THE INFORMATION I HAVE PROVIDED ON THIS APPLICATION IS TRUE AND CORRECT, IF ACCEPTED I AGREE TO ABIDE BY THE RULES OF THE ORGANIZATION, THE BY-LAWS, STANDARD OPERATING GUIDELINES, AND INSTRUCTIONS FROM THE OFFICER IN CHARGE. 
______________________________________ 

______________________ 
APPLICANT’S SIGNATURE 



DATE 
PHYSICIAN’S RELEASE 
_____________________________________________ 

APPLICANT’S NAME 

_________________ 

EXAM DATE 

________________________________________ 

_________________________ 

PHYSICIAN’S NAME



  

PHONE NUMBER 

______________________________________________ 
__________________________ 

PHYSICIAN’S ADDRESS 



 
CITY / ZIP 
I DO HEREBY CERTIFY THAT I AM A LICENSED PHYSICIAN AND I HAVE EXAMINED THIS APPLICANT AND FIND THAT THIS PATIENT IS IN GOOD HEALTH AND ABLE TO PERFORM HIS OR HER DUTIES AS A MEMBER OF THE PRE-HOSPITAL CARE TEAM WITHOUT LIMITATIONS WHICH INCLUDES LIFTING OF HEAVY OBJECTS. 
_____________________________________________ 

_________________________ 
PHYSICIAN’S SIGNATURE 




DATE 

SUMMARY 
Before turning in your application please make sure that all of the following is complete: 
o All pages of the application are filled out in their entirety. 
o Attached copy of certification (If Applicable) 
o Copy of Driver’s License 
o Physicians Release form Complete 
o Certified Driver’s Abstract Attached 
o Statement of Understanding Signed 
Any questions on the application please call (609) 698-7868. 

Date: _________________________ 
I_________________________________________ give New Jersey Motor Vehicle Commission permission to forward a copy of my certified drivers abstract to Barnegat First Aid Squad, Inc. I have reviewed the uses permitted by NJSA 39:2-3 (c)  
____________________________

Signature 
Address____________________________________________________________ 
___________________________________________________________________ 
New Jersey Driver’s License Number___________________________________ 
Have original driver’s license available for copy. 
Squad 11 Application
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