ILLINIOIS DEPARTMENT OF PUBLIC HEALTH
DiviSION OF EMERGENCY MEDICAL SYSTEMS & HIGHWAY SAFETY

EQUIPMENT/VEHICLE WAIVER REQUEST FORM

Request to waive the (check): [X] Equipment requirements

(Not for staffing waivers) [ ] Vehicle requirements
Provider name:
Address: City: State: Zip:
Contact person: Phone: E-mail:
EMS System Name: System #:

Describe the exact nature of the waiver. Explain in detail why the waiver js necessary.
Describe how you will meet this requirement in the absence of the equipment.
Describe how you will accompiish ebtaining and carrying this equipment in the future.

Request to waive backboard equipment requirements [Section 515.825 c) 18)] for the following non-transport vehicle(s):
Tlist below each vehicle’s license olate, local iD # and fast 4 #s of the VIN®

We are a dual dispatch agency where ambulances and engines are simultaneously dispatched to the scene. They arrive at the scene
simultaneously or within minutes of each other. There is no space on the engines or trucks to safely store and carry a backboard. The
ambulances carry at least two, if not more, backboards for patient stabilization/immobilization. If the non-transport vehicle arrives
first at the scene and the patient needs immobilization with C-spine stabilization, manual stabilization will be utilized while a C-collar is
applied and continued as indicated by patient condition. When the ambulance arrives, the patient can then be transferred to a
backboard, if necessary. Therefore, there is no decrease in the quality of patient care.

Indicate the length of time requested for waiver (12 month maximum): months

Provider Signature: Date:

SUBMIT COMPLETED REQUEST TO YOUR EMS SYSTEM RESOURCE HOSPITAL
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Resource Hospital Name: EMS System #:

EMS Medical Director Name:

Address: City: State: Zip:

The above request [ ] complies [ 1does not comply with my EMS System Plan Requirements.

EMS Medical Director’s signature Date

SUBMIT SIGNED WAIVER REQUEST APPLICATION TO THE REGIONAL EMS COORDINATOR.
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| recommend the waiver be: [ ] processed [ ]denied [ 1discuss with me
See attached waiver explanation/processing form

REMSC - Initial/Date:

f»-‘atacka’t:ﬁ#:xw:muw«m’x«kx&#**xxﬂxﬁxr‘rﬁjrq‘&&. {.}FF'{‘? ‘JSF 5“3?&3_‘{%%‘****‘#@%::\?‘%‘&rkiﬂ‘#ﬁt‘!’i'@cxizww&z*&ﬁt
PR bad LA wa W i T sl WP

o

Waiver: [ ]processed [ ldenied Initials/Date
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