
Continuing Education Program Application 

  I.   Agency / Institution    

  SC EMS Agency License Number    # Expiration Date 

  Training Institution Number          #   Expiration Date 

II.        Type Application 

Initial (Request for approval of first-time program OR program which was suspended or discontinued) 

Renewal (Renewal of current, on-going program for the next 4-year program cycle) 

Change of Training Officer or Program Director 

Change of Medical Control Physician (attach Medical Control Physician Form) 

III.       Agency Information 

____________________________________________________________________________________________________ 
  Primary Agency Name 

_____________________________________________________________________________________________________________________________________ 

  Agency Mailing Address 

_____________________________________________________________________________________________________________________________________ 

  City/State/Zip Code Phone # 

  IV.  Program Director Information 

____________________________________________________________________________________________________ 
  Name (Person responsible for all administrative aspects of program.) 

_____________________________________________________________________________________________________________________________________ 

  Mailing Address 

_____________________________________________________________________________________________________________________________________ 

  City/State/Zip Code 

_____________________________________________________________________________________________________________________________________ 

  Work Phone # Cell Phone # 

  I have attended an Initial CEP Orientation Workshop.  Y / N    Month / Year_______________________________________ 

   V.  Training Officer Information 

____________________________________________________________________________________________________ 

 Name (Person responsible for all instruction aspects of program.) 

_____________________________________________________________________________________________________________________________________

Mailing Address 

_____________________________________________________________________________________________________________________________________ 

  City/State/Zip Code 

_____________________________________________________________________________________________________________________________________ 

  Work Phone #                                                                Cell Phone # 

 I have attended an Initial CEP Orientation Workshop.    Y / N   Month / Year _______________________________________ 

-Continues on Next Page- 
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VI.     Agency EMS Director Endorsement 

____________________________________________________________________________________________________ 
  Print Name  

____________________________________________________________________________________________________ 
  Signature                                                                                                                                               Date 

 I have read, understood, and will assure that the program complies with all guidelines as established by DHEC – Division of EMS.  I 

assume complete responsibility for this agency’s Continuing Education Program and hereby endorse the above listed Program Director and 

Training Officer as official agents of this agency and will use them in such capacities as listed on this agency’s CIS roster. 

VI.   Medical Control Endorsement 

Must be on file as Medical Control for ALL Agencies listed  

_______________________________________________________________________________________ 
Print Name 

___________________________________________________________________________________________________ 
Signature                                                                                                                                                 Date 

 I have read, understood and will assure that the program complies with all guidelines as established by DHEC – Division of EMS.  I have 
attended or will attend a DHEC medical control workshop within 1 year.   I understand I must maintain my medical control status by completing 
any necessary recertification processes. 

V. EMS Providers Covered By Program 

List All EMS Providers (Include Primary Agency)      Level of Training Covered by Program 

     Agency Name SC License #  EMT  AEMT Paramedic 

Please attach a list of all Continuing Education Program Instructors for this 
Institution.  Be sure to include the Instructor’s SC Number on the list. 
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