SC EMS REQUEST FOR CHANGE FORM

THE REQUESTED CHANGE WILL (PRIMARILY) EFFECT:
U DRUG FORMULARY U DEVICE U PROCEDURE U PROTOCOL
U SCOPE OF PRACTICE
THE REQUESTED CHANGE WILL INVOLVE:
U ADDITION OR EXPANSION  J CHANGE IN USE U DELETION OR RESTRICTION
INITIAL COMMITTEE FOR REVIEW
O EMS-C U MEDICAL CONTROL COMMITTEE U TRAUMA ADVISORY COMMITTEE
U STROKE ADVISORY COMMITTEE O EMS ADVISORY COUNCIL
DRUG FORMULARY CHANGE REQUEST

1. GENERIC NAME:

2. TRADE NAME:

3. HOW SUPPLIED:

4. PROPOSED METHODS OF ADMINISTRATION:

5. INDICATIONS FOR ADMINISTRATION:

6. CONTRAINDICATIONS FOR USE:

7. RECOGNIZED SIDE EFFECTS and/or ADVERSE REACTIONS:

8. THERAPEUTIC EFFECTS:

9. ADULT DOSAGE:

10. PEDIATRIC DOSAGE:

11. IS THERE AN AGE RANGE FOR THIS DRUG:

12. NOTE: Is the proposed use of the drug approved by the FDA? O YES 1 NO

13. REASON FOR RECOMMENDATION: [Include similar agents already approved and why the new
agent is recommended in favor of current medications.]

14. ADVANTAGES OF ADDING / DELETING THIS DRUG:
15. WHAT PROTOCOLS ARE AFFECTED BY ADDITION / DELETION OF THIS DRUG:

16. LITERATURE SUPPORTING THIS CHANGE IN FORMULARY IN THE PRE-HOSPITAL EMS SETTING.



DEVICE CHANGE REQUEST:

1.

2.

10.

11.

12.

13.

14.

15.

16.

17.

DEVICE NAME:

DEVICE FUNCTION:

INDICATIONS FOR USE:

CONTRAINDICATIONS FOR USE:

RECOGNIZED SIDE EFFECTS and/or ADVERSE REACTIONS:

THERAPEUTIC EFFECTS:

ADULT USAGE CRITERIA AND METHODS:

PEDIATRIC USAGE CRITERIA AND METHODS:

IS THERE AN AGE RESTRICTION ON THIS DEVICE:

NOTE: Is the proposed use of the DEVICE approved by the FDA? O YES O NO

REASON FOR RECOMMENDATION: [Include similar DEVICES already approved and why the
new DEVICE is recommended in favor of currently approved device/s]

ADVANTAGES OF ADDING / DELETING THIS DEVICE:
WHAT PROTOCOLS ARE AFFECTED BY ADDITION / DELETION OF THIS DEVICE:

WHAT TYPE AND FREQUENCY OF RECURRENCY TRAINING IS RECOMMENDED/SUGGESTED
TO INSURE CONTINUED COMPETENCE WITH THIS PROCEDURE:

COST ESTIMATES TO PURCHASE, TRAIN, TEST, and PROVIDE RECURRENCY TRAINING:
a. Include the cost to acquire
b. Include the cost of initial training
c. Include the cost of recurrency training and frequency
d. Include the cost of maintenance and upkeep if indicated

WHAT METHOD OF TRAINING WILL BE EMPLOYED TO EDUCATE THE PERSONNEL WHO ARE
AFFECTED:

a. Include the planned hours of training to be required
b. Include a proposed outline and curriculum for training

LITERATURE SUPPORTING THIS CHANGE IN DEVICE USAGE IN THE PRE-HOSPITAL EMS
SETTING.



PROCEDURE CHANGE REQUEST:

1.

2.

10.

11.

12.

13.

14.

15.

16.

17.

PROCEDURE NAME:

PROCEDURE FUNCTION:

INDICATIONS FOR USE:

CONTRAINDICATIONS FOR USE:

RECOGNIZED SIDE EFFECTS and/or ADVERSE REACTIONS:

THERAPEUTIC EFFECTS:

ADULT USAGE CRITERIA AND METHODS:

PEDIATRIC USAGE CRITERIA AND METHODS:

IS THERE AN AGE RESTRICTION ON THIS PROCEDURE

NOTE: Is the proposed use of the PROCEDURE approved by the FDA? O YES 1 NO

REASON FOR RECOMMENDATION: [Include similar PROCEDURES already approved and why
the new PROCEDURE is recommended in favor of currently approved procedure/s]

ADVANTAGES OF ADDING / DELETING THIS PROCEDURE:
WHAT PROTOCOLS ARE AFFECTED BY ADDITION / DELETION OF THIS PROCEDURE:

WHAT TYPE AND FREQUENCY OF RECURRENCY TRAINING IS RECOMMENDED/SUGGESTED
TO INSURE CONTINUED COMPETENCE WITH THIS PROCEDURE:

COST ESTIMATES TO PURCHASE, TRAIN, TEST, and PROVIDE RECURRENCY TRAINING:
a. Include the cost to acquire
b. Include the cost of initial training
c. Include the cost of recurrency training and frequency
d. Include the cost of maintenance and upkeep if indicated

WHAT METHOD OF TRAINING WILL BE EMPLOYED TO EDUCATE THE PERSONNEL WHO ARE
AFFECTED:

a. Include the planned hours of training to be required
b. Include a proposed outline and curriculum for training

LITERATURE SUPPORTING THIS CHANGE IN PROCEDURE IN THE PRE-HOSPITAL EMS
SETTING.



PROTOCOL CHANGE REQUEST:

1.

2.

10.

11.

12.

13.

14.

PROTOCOL NAME AND ID NUMBER [If referencing a CURRENT SC PREHOSPITAL PROTOCOL]:
PROTOCOL FUNCTION:

INDICATIONS FOR USE:

CONTRAINDICATIONS FOR USE:

ADULT PROTOCOL CHANGES (IF NECESSARY):

PEDIATRIC PROTOCOL CHANGES (IF NECESSARY):

IS THERE AN AGE RESTRICTION ON THIS PROTOCOL

REASON FOR RECOMMENDATION: [Include why the currently approved PROTOCOL (if such
exists) should be changed and why the new PROTOCOL CHANGE is recommended in favor of
currently approved protocol/s]

ADVANTAGES OF ADDING / DELETING / CHANGING THIS PROTOCOL:

WHAT PROTOCOLS ARE AFFECTED BY ADDITION / DELETION OF THIS PROTOCOL [Address
both ADULT and PEDIATRIC Protocols]:

WHAT TYPE AND FREQUENCY OF RECURRENCY TRAINING IS RECOMMENDED/SUGGESTED
TO INSURE CONTINUED COMPETENCE WITH THIS PROTOCOL:

COST ESTIMATES TO TRAIN, TEST, and PROVIDE RECURRENCY TRAINING: Include the cost to
acquire

a. Include the cost of initial training
b. Include the cost of recurrency training and frequency
c. Include the cost of maintenance and upkeep if indicated

WHAT METHOD OF TRAINING WILL BE EMPLOYED TO EDUCATE THE PERSONNEL WHO ARE
AFFECTED:

a. Include the planned hours of training to be required
b. Include a proposed outline and curriculum for training

LITERATURE SUPPORTING THIS CHANGE IN PROTOCOL IN THE PRE-HOSPITAL EMS SETTING.



SCOPE OF PRACTICE CHANGE REQUEST:

1.

10.

11.

12.

13.

LEVEL OF CERTIFICATION/S FOR REQUESTED CHANGE IN SCOPE OF PRACTICE [EMR; EMT-B;
EMT-A; EMT-P; EMT-CP; EMT-CC; EMT-TM; EMT-FM] :

CURRENT SCOPE OF PRACTICE FOR SPECIFIC LEVEL/S THAT ARE BEING CONSIDERED FOR
CHANGE:

RECOMMENDED CHANGE IN SCOPE OF PRACTICE FOR SPECIFIC LEVEL/S THAT ARE BEING
CONSIDERED FOR CHANGE [WILL THE REQUESTED CHANGE EFFECT DIFFERENT LEVELS
DIFFERENTLY — e.g. Is the request for change ONLY going to affect the EMT-TM or EMT-FM —
but NOT CHANGE the Scope of Practice for the EMT-P or EMT-CP, etc. Would the change
effect only the EMT-A — but is already approved at the EMT-P level, etc.]

ADULT PROTOCOL CHANGES (IF NECESSARY):
PEDIATRIC PROTOCOL CHANGES (IF NECESSARY):
IS THERE AN AGE RESTRICTION ON THIS CHANGE IN SCOPE OF PRACTICE:

REASON FOR RECOMMENDATION: [Include why the currently approved SCOPE OF
PRACTICE (for this activity) should be changed and why the new SCOPE OF PRACTICE
CHANGE is recommended in favor of currently approved Level Specific Scope of Practice]

ADVANTAGES OF ADDING / DELETING / CHANGING THIS SCOPE OF PRACTICE:

WHAT PROTOCOLS ARE AFFECTED BY ADDITION / DELETION OF THIS SCOPE OF PRACTICE
[Address both ADULT and PEDIATRIC Protocols]:

WHAT TYPE AND FREQUENCY OF RECURRENCY TRAINING IS RECOMMENDED/SUGGESTED
TO INSURE CONTINUED COMPETENCE WITH THIS CHANGED SCOPE OF PRACTICE:

COST ESTIMATES TO TRAIN, TEST, and PROVIDE RECURRENCY TRAINING:
a. Include the cost to acquire
b. Include the cost of initial training
c. Include the cost of recurrency training and frequency
d. Include the cost of maintenance and upkeep if indicated

WHAT METHOD OF TRAINING WILL BE EMPLOYED TO EDUCATE THE PERSONNEL WHO ARE
AFFECTED:

a. Include the planned hours of training to be required
b. Include a proposed outline and curriculum for training

LITERATURE SUPPORTING THIS CHANGE IN SCOPE OF PRACTICE IN THE PRE-HOSPITAL EMS
SETTING.



THE ABOVE REQUESTED CHANGE IS REQUESTED BY [ALL MUST BE COMPLETED]:

1. NAME OF EMS SERVICE:

2. SIGNATURE OF EMS SERVICE ADMINISTRATIVE DIRECTOR:

3. SIGNATURE OF EMS SERVICE MEDICAL CONTROL PHYSICIAN:

4. SIGNATURE OF REGIONAL EMS MEDICAL DIRECTOR

THIS REQUESTED CHANGE WILL BE FORWARDED TO [CHECK ALL THAT APPLY]

Q

U 0O 0O O

CHIEF, Bureau of EMS & TRAUMA
DIRECTOR, Division of EMS
DIRECTOR, Division of Trauma
State Medical Control Physician

Assistant State Medical Control Physician

*NOTE:

The Bureau of EMS & Trauma Medical Control Committee reviews the Prehospital Formulary
Annually in the Spring. Formulary changes are only considered at that time — with the exception of
cases where there is Emergent need to consider a change outside of this schedule (e.g. Drug Recall,
Drug Shortage, Immediate change in Standard of Care). Temporary approval of formulary changes
MAY be approved prior to full Medical Control Committee review in extenuating circumstances —
but such approval will continue, at maximum, until the Annual Formulary Review by the Medical
Control Committee.

Other committees will determine the schedule for which Policies, Protocols, Procedures, Devices,
and Scope of Practice are reviewed by those committees. This determination will be made by the
committee of jurisdiction for the issue in question.

This application should be completed in full. Incomplete applications may be significantly delayed
for committee review. The Requesting Agency / Medical Control Physician should address how any
change will affect adults as compared to pediatrics; what costs are involved in acquisition, training,
replacement, recurrency training, etc; the planned educational format and curriculum; and should
provide current literature that supports the recommended change in the prehospital EMS setting.



