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Date Requested: ____________________  
 
Requesting Agency/Provider: ___________________________________________________________ 
 
Provider Approval by: ______________________________________Fax: _______________________ 
   (Signature of providers approval authority) 
 

 
TYPE OF PERSONNEL CHANGE (Check all that apply): 

 

 Employee Addition  Start Date: _____________________ 

 Employee Deletion Deletion Date: __________________ 

 Change of:  Name        Address        Certification Status        Other:________________ 

 

Last Name: ___________________________ First Name: ________________ Middle: __________________ 
Mailing Address: __________________________________________________________________________ 
City: ________________________________________ State: _____________ Zip Code: ________________ 
Home Phone: ___________________________   Social Security Number: ____________________________ 
Driver’s License (State #): _________________    E-Mail Address: __________________________________ 

CERTIFICATION STATUS 
  EMD    PSFA  EMT   PM   OTHER:________________________ 
 
State Licensure #: ______________________  Issue Date: ______________ Exp. Date: _______________ 
          (Paramedic / EMT) 
 

County: _____________________________________ Co. Cert/Accredit #: __________________________ 
                       (Name County which Accreditation/Certification is held) 
 
 

****NOTE: EMTs MUST include a copy of a current card, with this request **** 
 

 
Email or Fax your request to: 

Napa County EMS Agency 
2751 Napa Valley Corporate Drive, Bldg. B 

Napa, CA 94558 
Office: (707) 253 – 4341 
Fax: (707) 299 – 4126 

Email: ems@countyofnapa.org 

mailto:ems@countyofnapa.org
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