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Education Program Application 

Minnesota Statutes 144E.285, Subd. 1. Approval Required: (a) All education programs for an EMR, EMT, AEMT, 
or paramedic must be approved by the director. 

Program Contact Information 
Program Name: 

Street Address: 

City: State: Zip: 

Primary Phone: Alternate Phone: 

E-mail:

Website (if applicable): 

Requesting Approval for the Following Programs

*Emergency Medical Responder - Initial EMR Refresher 

*Emergency Medical Technician - Initial Emergency Medical Technician – 24-
hour Refresher 

**National Continued Competency Requirement 
(NCCR) Components 

AEMT - Include proof of accreditation or self-study for review 

Paramedic - Include proof of accreditation or self-study for review 

*Initial Courses should include didactic, laboratory, clinical and field experience as recommended in the National
Education Standards appropriate to the level.

**National Continued Competency Requirement components administered by an Approved Education Program 
must meet the guidelines put forth by the National Registry of EMTs. 

https://www.ems.gov/resources/search/?category=education&sort=date
https://www.ems.gov/resources/search/?category=education&sort=date


[Title] 2 

Program Information and Personnel 

Education Program Coordinator 

Minnesota Statutes 144E.001, Subd. 14.  Education Program Coordinator. “Education program coordinator” 
means an individual who serves as the administrator of an emergency care education program and who is 
responsible for planning, conducting, and evaluating the program; selecting students and instructors; 
documenting and maintaining records; developing a curriculum according to the National EMS Education 
Standards by the National Highway Transportation Safety Administration (NHTSA), United States Department of 
Transportation; and assisting in the coordination of examination sessions and clinical training. 

Name: 

Street Address: 

City: State: Zip: 

Primary Phone: Alternative Phone: 

E-mail: 

MN EMS Certification Level & 
Number (If applicable): 

 

Education Program Medical Director 

Minnesota Statutes 144E.001, Subd. 11.  Program medical director. “Program medical director” means a 
physician who is responsible for ensuring an accurate and thorough presentation of the medical content of an 
emergency care education program; certifying that each student has successfully completed the education 
course; and in conjunction with the program coordinator, planning the clinical training. 

Name: 

Street Address: 

City: State: Zip: 

Primary Phone: Alternate Phone: 

E-mail: 

Clinic or Hospital Employed By: 

Minnesota M.D. License Number: MN EMS Number (if applicable): 
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Course Faculty (as approved by the Medical Director) 

Minnesota Statutes 144E.285, Education Programs. (b) To be approved by the director, an education program 
must: (4) utilize instructors who meet the requirements of section 144E.283 for teaching at least 50 percent of 
the course content. The remaining 50 percent of the course may be taught by guest lecturers approved by the 
education program coordinator or medical director. 

Minnesota Statutes 144E.283, Instructor Qualifications. (a) an emergency medical technician instructor must: 
(1) must possess valid certification, registration, or licensure as an EMT, AEMT, paramedic, physician assistant, or 
registered nurse; (2) have two years of active emergency medical practical experience; (3) be recommended by a 
medical director of a licensed hospital, ambulance service, or education program approved by the director; (5) 
complete eight hours of continuing education in educational topics every two years, with documentation field 
with the education program coordinator.  

(b) An emergency medical responder instructor must possess valid registration, certification, or licensure as an 
EMR, EMT, AEMT, paramedic, physician, physician assistant, or registered nurse.   

Program Faculty 
Name: MN EMS Certification Level & Number: 

Street Address: 

City: State: Zip: 

Primary Phone: Alternate Phone: 

E-mail: Emer. Med. Experience: 

Instructor Qualifications: 

 
Name: MN EMS Certification Level & Number: 

Street Address: 

City: State: Zip: 

Primary Phone: Alternate Phone: 

E-mail: Emer. Med. Experience: 

Instructor Qualifications: 
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Name: MN EMS Certification Level & Number: 

Street Address: 

City: State: Zip: 

Primary Phone: Alternate Phone: 

E-mail: Emer. Med. Experience: 

Instructor Qualifications: 

 
 

Adjunct Faculty (as approved by the Medical Director) 
Name: MN EMS Certification Level & Number: 

Street Address: 

City: State: Zip: 

Primary Phone: Alternate Phone: 

E-mail: Emer. Med. Experience: 

Instructor Qualifications: 

 
Name: MN EMS Certification Level & Number: 

Street Address: 

City: State: Zip: 

Primary Phone: Alternate Phone: 

E-mail: Emer. Med. Experience: 

Instructor Qualifications: 

 
Name: MN EMS Certification Level & Number: 

Street Address: 

City: State: Zip: 
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Primary Phone: Alternate Phone: 

E-mail: Emer. Med. Experience: 

Instructor Qualifications: 

 

Clinical Training Sites (written agreement with site must be available for review) 

Minnesota Statutes 144E.285, Subd. 1b. EMT education programs requirements. In addition to the 
requirements under subdivision 1, paragraph (b), an education program applying for approval to teach EMTs 
must: (2) maintain a written agreement with at last one clinical training site that is of a type recognized by the 
National EMS Education Standards established by the National Highway Traffic Safety Administration.  

 (EMR does not currently require clinical experience) 

(Use Additional Sheets as Needed) 
Clinical Site: 

Site Contact: 

Street Address: 

City: State: Zip: 

Telephone: Cell: Fax: 

E-mail: 
Agreement on File:  (Y)☐   (N)  ☐ 

 
Clinical Site: 

Site Contact: 

Street Address: 

City: State: Zip: 

Telephone: Cell: Fax: 

E-mail: 
Agreement on File:  (Y)☐   (N)  ☐ 
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Student Admission Criteria (enrollment forms must be available for review) 

Please list all criteria for admission to your program. Example criteria are available in the Education Program 
Compliance Manual, along with Student Enrollment Forms for you use.  

(Use additional pages as needed) 

 

Instructor Recruitment and Orientation (program’s policy must be available for review) 

Please list all criteria for recruitment and orientation of instructors for your program.  

(Use additional sheets as needed) 
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Instructional Aids and Equipment 

Please check appropriate boxes: 

☐ Didactic Classroom Space 
☐ Technical Equipment (i.e. computer, A/V equipment, etc.)  
☐ Textbook 
☐ Workbook corresponding to textbook 

☐ Syllabuses, lesson plans 

☐ Quizzes and exams 

☐ Student Guides and Reference Materials 

☐ Guest lecturers 

☐ Enrichments 

☐ Records Retention Policy 

☐ Practical Skills Practice Area  
☐ Equipment (see Inspection Form or Appendix A) 

☐ Clinical / Field Rotations – overview, objectives, and guidelines  
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Signatures 
 

Program Coordinator Signature:  
 

(You may electronically sign this document by typing "/s/" before your full name.  Example: John F Doe is /s/ John Francis Doe) 

Name (please print): Date: 

 
 

I understand this application will not be processed until payment is received by the Office of EMS. 

  Initial 

 

Medical Director Attestation 
 

I,  Medical Director of  

Education Program have reviewed and approved the contents of this application. 

Medical Director Signature: 

(Medical Director signature must be original, wet-ink signature) 
Name (please print): Date: 
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