	
	
	



Post-Cohort Notice of 
Emergency Medical Services (EMS) Training

Submit to EMS@flhealth.gov within 14 DAYS of class completion date.

PART I: Identification 
	Name of EMS Training Program: 

	School Code:

	Cohort Type:  ☐ Emergency Medical Technician (EMT)    ☐ Paramedic

	Primary Instructional Location: 

	Name of Program Director (PD): 

	Start Date of Cohort: 

	End Date of Cohort: 



Cohort Number (3-digit class type “EMT” or “PMD” - 4-digit year- 5-digit school code- 4-digit cohort number) (example: EMT-2023-00107-0002):

	
	
	
	-
	
	
	
	
	-
	
	
	
	
	
	-
	
	
	
	



PART II: Faculty

A.  Training Cohort Lead Instructor(s)
	Name 
	EMT/Paramedic/Other Certification Number

	
	

	
	



B. Course, Laboratory, and Psychomotor Skills Instructor(s) and Subject Matter Experts*
	Name 
	EMT or Paramedic Certification Number, if applicable
	Name and number of the course taught (must match course name and number on DH9025-EPCS-09/2024)  

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


* Only list subject matter experts who provide more than 5 percent of the total hours of instruction.

PART III: Enrolled Students

	Student Identification
	Successful Completion
	Primary reason if incomplete;
check all that apply. Leave blank for completed students.

	Full Legal Name
	NREMT
EMSID
Number
	Yes
	No
	Academic
	Absences
	Discipline
	Financial
	Injury or Illness
	Other
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	Full Legal Name
	NREMT
EMSID
Number
	Yes
	No
	Academic
	Absences
	Discipline
	Financial
	Injury or Illness
	Other
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	Full Legal Name
	NREMT
EMSID
Number
	Yes
	No
	Academic
	Absences
	Discipline
	Financial
	Injury or Illness
	Other

	43
	
	
	
	
	
	
	
	
	
	

	44
	
	
	
	
	
	
	
	
	
	

	45
	
	
	
	
	
	
	
	
	
	

	46
	
	
	
	
	
	
	
	
	
	

	47
	
	
	
	
	
	
	
	
	
	

	48
	
	
	
	
	
	
	
	
	
	

	49
	
	
	
	
	
	
	
	
	
	

	50
	
	
	
	
	
	
	
	
	
	




Attach additional pages as needed.



PART IV: Confirmation

I confirm that the information in PART I and PART II, above, is true and correct and that the information in PART III, above, is true and correct to the best of my knowledge and belief.
 

Program Director’s Signature: ___________________________________ Date: ____________


Submit this completed form and any attachments to: EMS@FLHealth.gov

Questions can be directed to the above or:

Bureau of Emergency Medical Oversight, EMS Section 
Florida Department of Health
4052 Bald Cypress Way, Bin A-22
Tallahassee, FL 32399-1722
(850) 245-4440 
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