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Application for Admission

EMT-Paramedic Program 
Instructions: Please type or print neatly in blue or black ink. Upon completion, please return application including initial deposit of $800.00 check or money order to: 
FIRST RESPONSE, 300 Tosca Drive, Stoughton, MA 02072
(Please Print)
Part A. Personal:

	First Name            
                                                                    MI               Last Name
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	City







                                    State

       Zip code 

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Home Phone
                                                                                                                              Cell Phone

	
	
	
	-
	
	
	
	-
	
	
	
	
	
	
	
	
	-
	
	
	
	-
	
	
	
	

	Social Security Number

     

                                                Date of Birth (MM-DD-YYYY)

	
	
	
	-
	
	
	-
	
	
	
	
	
	
	
	-
	
	
	-
	
	
	
	

	EMAIL ADDRESS – Used for communication during the program

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Employer
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	City







                                    State

       Zip code 

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Office Phone
                                                                                                                        Name of Supervisor
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Part B. In Case of Emergency
	First Name            
                                                                    MI               Last Name

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Mailing Address

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	City







                                    State

       Zip code 

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Home Phone
                                                                                                                              Cell Phone
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*You must include a copy of your current EMT certification card
Part C. Discounts:

You will receive a $100.00 credit for each student you bring into the program (maximum of five) who completes his / her payment(s) for the same program you attend.  Municipalities involved by proposal are not eligible.
Part D. Withdrawal:

1. Must be done in writing & sent certified mail. 

a. No withdrawals made verbally, by email, or in person will be accepted. 

b. Absences from any class will not constitute withdrawal from the program. 
Part E. PROGRAM FEE:

Make Check or Money Orders Payable to:
FIRST RESPONSE 300 Tosca Drive, Stoughton, MA 02072
Total Fee:
$7000.00
The total fee is due in full by the first day of class unless financing has been approved. (See attached). The application fee* and the initial deposit** are non-refundable and MUST accompany the application when


applying for a seat in our program. A total of $800.00 is required to hold your seat.
**Initial Deposit:
$800.00**
Seats are filled in the order that deposits are received. It is IMPORTANT that you return your application/deposit 
Return w/ Application 
$ 800.00
as soon as possible. Your text book fee ($450.00) is included in total fee and is also non-refundable. State and 



other certification fees are not included in the “total fee” and are the responsibility of the student, 


(i.e. State application fee, State practical exam fee).
Non-financing students: The balance of $6200.00 due on the first night.

Financing students must pay $1000.00 on the first night and weekly payments of $125.00 thereafter.  Regardless of the payment schedule, at least half of your tuition must be paid prior to the beginning of your clinical internship.
Visa
MC  












 
Card #



         Expiration date
  
             Amount


Signature of Cardholder:




   Print Cardholder’s Name:
  

          











                                         Date


I, the above signed person, do state that I am the card holder and do authorize FIRST RESPONSE to charge my credit/debit card the amount I have so indicated above. I also agree that if withdrawing from the program, either voluntary or involuntary, any balance due by me “the student” less any refund due by FIRST RESPONSE, will be charged to my card without notice. I also agree that if I am providing this information for or, on behalf of the student as so indicated on this application, that I will assume all financial responsibilities as if I, myself enrolled in this program.


Part F. Tuition Financing Agreement:

1) FIRST RESPONSE offers this option to students as a courtesy. Credit checks ARE NOT required to qualify for Tuition Financing. 

2) I understand that by applying for financing, I agree to all of the following conditions: 

a. A payment of $800.00 must accompany your application. 

b. A payment of $1000.00 is due the first night of class. Total payments received by the first night of class should equal $1800.00. 

c. The second payment is due on week two, and weekly thereafter. 

d. Weekly payments of $125.00 will be due on the 1st class of each week. At least ½ of tuition must be paid prior to clinical phase.
e. Financing fee of $100.00 is in addition to the regular (non-financed) tuition. 
f. Delinquent finance payments will result in holding of class grades until payment is made.

g. If I fail to make tuition payments, I will pay all FIRST RESPONSE associated costs incurred in the effort to collect the tuition (including but not limited to: bank fees, court costs, attorney fees, lost wages, etc.), whether course was completed or not. 

3) Upon completion of the Program, if tuition has not been paid, I will have not successfully completed the program, and my application for the state exam will not be forwarded until all tuition & fees have been paid in full. 
Part G. Refund Policy:

Refund Policy: Full payment is required by the start of the first class. The financing agreement does not waive this responsibility should you withdraw from the program. Your application fee, initial deposit, CPR certification fee and any text book fee are non-refundable.

1. A student will receive a:

a. 100% refund up to 14 days prior to the start of lesson #1, less fees*

b. 50% refund if the student withdraws 7 days prior to the start of the lesson #1 as described above, less fees*

c. 25% refund within 7 days of the start of the 1st class, less fees*

d. No refunds once the program has begun

e. All refunds will be made within thirty days.

Financing students: FIRST RESPONSE’S approval for you to finance your tuition does not waive your responsibility of paying in full should you withdraw from the program. The tuition is due by the first lesson for ALL students and only those approved for financing may make payments beyond the first night. If you withdraw, are removed or, fail the program at any time you are no longer considered to be a financing student and your balance becomes immediately due in full.  

The refund policy is the same for the financing student as it is for the non-financing student. See above.

Part H. Affirmation:

I certify, that the information provided in this application, is correct and complete. I understand that any omission or falsification of information is grounds for exclusion and dismissal. If accepted into the program, I agree to meet all entrance requirements and to confirm and abide by the letter and spirit of the rules, regulations, and procedures of FIRST RESPONSE. 

By signing below, I acknowledge that I have read this application in its entirety and understand and agree to meet any and all requirements as described in this document.

Student Signature:



















                        



  Date
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Immunization Documentation

To: Student


Please submit this document to your medical provider and request him/her to provide all required information. Failure to submit this document WILL NOT prevent you from being accepted into the program but will preclude you from riding third party (on an ambulance) during the program.

DO NOT ATTACH ANY DOCUMENTS. This document will be the only document for immunizations accepted. 

To: Medical professional

The information request below is required by our clinical (hospital) affiliations as a requirement to the student’s involvement within the hospital setting. Failure to provide all necessary information will result in the student’s removal from the program or prevent the student from completing the program.

Name________________________  
Date____________________

DOB________________

Vaccine Documentation:

THIS DOCUMENT MUST BE COMPLETED IN FULL
DO NOT ATTACH ANY MEDICAL DOCUMENTS

•Varicella (chickenpox): Immunization records of 2 vaccines, copy of lab result indicating immunity, Physician-diagnosed disease
•Hepatitis B Vaccine: Immunization record, Copy of lab result indicating immunity, Declination signed (pg.2)
•MMR   Date(s)__________, ____________

Or Proof of immunity.
•PPD must have negative result within last 12 months

Date of last test ​​​​​​​​​_______________
Signature of Doctor or Nurse______________________________ Title______________

Printed Name or stamp of MD or RN_____________________________________

Medical Facility_______________________________________

Address____________________________________ State____________ Zip______   Phone________________
The Commonwealth of Massachusetts

Executive Office of Health and Human Services

Department of Public Health

Office of Emergency Medical Services

2 Boylston Street, 3rd floor

Boston, MA 02116

(617) 753-7300

Fax: (617) 753-7320
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MITT ROMNEY

GOVERNOR

KERRY HEALEY

LIEUTENANT GOVERNOR

RONALD PRESTON

SECRETARY

Paul J. Cote, Jr.

COMMISSIONER

APPLICANT INFORMATION:

_____________________________     ________________________     ___________________

PRINT LAST NAME                        

FIRST NAME


MIDDLE INITIAL

DATE OF BIRTH:  _____/_____/_____ PLACE OF BIRTH ____________________________

SOCIAL SECURITY NUMBER: _______/_______/_______ 

MOTHER’S MAIDEN NAME ____________________________________________________

SEX: _________ HEIGHT: ____ FT. ____ IN.  WEIGHT: ________ EYE COLOR _________

CURRENT ADDRESS:  STREET _________________________________________________

CITY: ______________________________ STATE: ________ ZIP CODE: ________________

FORMER ADDRESS:  STREET _________________________________________________

CITY: ______________________________ STATE: ________ ZIP CODE: ________________

PLEASE SIGN AND DATE THE STATEMENT BELOW:

I, ________________________________________ hereby give permission to the Massachusetts Department of Public Health, Office of Emergency Medical Services to request my Criminal Offense Record Information (CORI).  Date: _____________
FIRST RESPONSE


Emergency Medical Education





Program


Start Date:									  
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Office Use Only


Date Received: _______


Deposit Rec’d: _______











FIRST RESPONSE


Emergency Medical Education








