APPLICATION FOR BASE STATION PHYSICIAN

CHECK ONE:
NEW FULL TIME PRACTICE E.M.
RENEWAL E.M. RESIDENT

CHILDREN'SMERCY RESIDENT

NAME

ADDRESS

CITY STATE ZIP

PHONE E-MAIL

EMPLOYER

EMPLOYER PHONE NO.
JOBTITLE

MISSOURI MEDICAL LICENSE NUMBER

DESCRIBE FORMAL TRAINING AND LICENSES. INCLUDE DATESAND
SCHOOLS:

EMERGENCY MEDICINE BOARD CERTIFIED? DATE

EMERGENCY MEDICINE BOARD ELIGIBLE? DATE

THISISTO CERTIFY THAT ALL STATEMENTSMADE ON THISAPPLICATION
ARE TRUE TO THE BEST OF MY KNOWLEDGE. | ACKNOWLEDGE AND
CONSENT TO THE RELEASE OF ALL DOCUMENTS REQUIRED FOR
EVALUATION OF THISAPPLICATION TO THE OFFICIALSAT THE OFFICE OF
THE EMSMEDICAL DIRECTOR.

SIGNATURE OF APPLICANT
DATE

Please fax or email to Mendy Hull at (816)-513-6294 or mendy_hull@kcmo.org



