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EMT-Extended Role Skill Request for Authorization to Practice
OROTRACHEAL/ENDOTRACHEAL INTUBATION

[PLEASE PRINT]

Name

Address

City State Zip
Social Security # Home Telephone

Date of Birth EMT # EMT Exp. Date

Name of Organization Sponsoring Course

Location of Training Program

Starting Date Ending Date

RIDOH Course Approval #

Name of Course Medical Director

Name of Course Instructor-Coordinator

Signature of Student Date

[HEALTH DEPARTMENT USE ONLY]

o Manikin Testing Sheet received
a Current RI EMT license verified
o Approved Oro/Endotracheal Intubation program

OROTRACHEAL/ENDOTRACHEAL CERTIFICATION APPROVED
ON AND WILL EXPIRE ON

OROTRACHEAL/ENDOTRACHEAL CERTIFICATION DENIED ON

SIGNATURE

Rhode Island Department of Health, Division of Emergency Medical Services

9/2007




EMT-EXTENDED ROLE
OROTRACHEAL/ENDOTRACHEAL INTUBATION TRAINING PROGRAM

Name of Student ' EMT #
PART 1

Student must demonstrate proficiency in ventilating adult and pediatric manikins with
mask technique. ~ :

CIRCLE ONE PASS FAIL
Date Full signature of evaluator
PART II

Student must safely and effectively perform the skill of orotracheal/endotracheal
intubation.

Medical: Head Tilt/ Chin Lift
Trauma: Sniff/ Neutral Position
Date Medical | Trauma | Adult | Pediatric Full Signature of Evaluator o

I hereby certify that the above-named student has safely and effectively performed the skill
of orotrachealendotracheal intubation under my supervision, and I recommend
certification in the extended skill of orotracheal/endotracheal intubation.

Instructor-Coordinator Physician Medical Director or Designee
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