Print Form Clear Form

CENTRAL DUPAGE HOSPITAL

EMERGENCY MEDICAL SERVICES SYSTEM

25 N. WINFIELD ROAD PHONE: 630.933.6910
WINFIELD, IL 60190 EMAIL: CDHEMS@NM.ORG

WEB: WWW.CDHEMS.COM

LETTER OF GOOD STANDING REQUEST

THIS FORM IS TO BE FILLED OUT IN ITS ENTIRETY AND SUBMITTED TO THE CDHEMSS OFFICE
PLEASE ALLOW UP TO 5 BUSINESS DAYS FOR REQUEST PROCESSING AND SUBMISSION.

PROVIDER DATE OF

NAME: REQUEST: / /
ZLR;;;S; PHONE: ( )- -
Crry: STATE: ZIP:
CURRENT

[ ]emtp []EcrN [ ]pHRN

SYSTEM LEVEL:

LICENSE
EXPIRATION DATE:

NUMBER: / /
CURRENT EMS AGENCY INCLUDE APPLICABLE
OR FIRE DEPARTMENT Select EMS Agency CONTINUING |:| YES |:| No
AFFILIATION: EDUCATION HOURS?
PRIMARY EMS SYSTEM SECONDARY EMS SYSTEM
AFFILIATION: AFFILIATION (IF APPLICABLE)
1AM CDHEMSS TO REMAIN MY D CDHEMSS TO REMAIN AS |:| LeEAve CDHEMSS AND
REQUESTING: PRIMARY AFFILIATION SECONDARY AFFILIATION END SYSTEM AFFILIATION
LETTER TO BE SUBMITTED TO:
AGENCY

/ ATTENTION:
FACILITY NAME:
STREET FAX (IF ( )
ADDRESS: APPLICABLE):
CiTy: STATE: ZIP:

IF ELECTRONIC SUBMISSION IS REQUESTED,

PROVIDE EMAIL ADDRESS OF RECIPIENT:

SIGNATURE OF PROVIDER SUBMITTING

REQUEST:

*¥*¥*STOP** EMS PERSONNEL DO NOT WRITE BELOW THIS LINE. FOR ADMINISTRATIVE USE ONLY!

DATE
PROCESSED:

/ /

SIGNATURE OF SYSTEM PERSONNEL PROCESSING REQUEST:

Form #: CDHEMSS-012 Letter of Good Standing Request
Form Approved: 08/2018 Revised: N/A

DMAILED

I:lE-IVIAILED

DFAXED

LETTER OF GOOD STANDING REQUEST FORM
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