[image: image1.png]P
~gE
z



Committee on Accreditation of Educational Programs

For the EMS Professions

8301 Lakeview Pkwy, Suite 111-312
Rowlett, TX  75088
 FORMCHECKBOX 

Self-Study Report Format

For Programs Seeking

Continuing Accreditation

For additional information about CoAEMSP and accreditation services visit:
www.coaemsp.org
© Copyright 2009 – All rights reserved.

CONTINUING ACCREDITATION SELF-STUDY REPORT (CSSR)
for an Educational Program for the Paramedic
INSTRUCTIONS

Each accredited program must periodically conduct an internal review culminating in the preparation of a continuing accreditation self-study report (CSSR).  The CoAEMSP will use the report, and any additional information submitted, to assess the program’s degree of compliance with the Standards and Guidelines for the Accreditation of Educational Programs in the Emergency Medical Services Professions of the Commission on Accreditation of Allied Health Education Programs (CAAHEP) [www.caahep.org].  Programs should carefully read the Standards & Guidelines as well as the CoAEMSP Interpretations to the Standards and Guidelines to fully understand and respond to the corresponding questions in the CSSR.  The CoAEMSP Executive Office will review the CSSR and any additional documentation for completeness.
Electronic copies may be submitted on CD or flash/thumb drive in the format set forth in this document (no paper copies are required).  The CSSR (electronic) and the Student Evaluation SSR Questionnaires (sent separately) must both be received in the CoAEMSP executive office for the submission to be complete.
FEES: 
The Reaccreditation Self Study Report Evaluation fee and Site Visit deposit are due with submission of the CSSR
(see fee schedule at http://www.coaemsp.org/Fees.htm ).

REPORT FORMAT:

· Type the text of the response for each question directly into the spaces provided on the template form.

· Consecutively number each page of the report, including appendices.

· Prepare four (4) electronic copies on CDs or flash drives. (no paper copies are submitted)
CAAHEP REQUEST FOR ACCREDITATION SERVICES

Programs must electronically submit the CAAHEP Request for Accreditation Services when filing the CSSR, if not previously submitted.
Click here to go to the on-line form. (Internet connection required.)
Submit the report with appropriate fees to:

Committee on Accreditation of Educational Programs for the EMS Professions
8301 Lakeview Pkwy, Suite 111-312  (  Rowlett, TX  75088
TIMING OF ON-SITE REVIEW:

A continuing accreditation on-site review will occur as scheduled by CoAEMSP and agreed to by the program.  The CoAEMSP Site Visit Information form must be completed and copied to each CD/flash drive.

Click here for the link to the on-line form.
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TABLE OF CONTENTS

After sequentially numbering all pages in the self-study report, including appendices, reference the questions in each PART and each Appendix in the Table of Contents with the appropriate page indicated.
The document contains hyperlinks to assist with navigation.

Copy on to each CD/jump-flash drive:
CoAEMSP Site Visit Information form.
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GENERAL INFORMATION
1.
Chief Executive Officer (to whom all correspondence will be directed)
Name

     
Title

     
Address
     


     
City/State/Zip
     
Voice
     
FAX      

E-mail

     
2.
Dean or Comparable Administrator 
Name

     
Title

     
Address
     


     
City/State/Zip
     
Voice
     
FAX      

E-mail

     
3.
Program Director:
Name

     
Title

     
Address
     


     
City/State/Zip
     
Voice
     
FAX      

E-mail

     
Is the Program Director employed by the sponsor?
 FORMCHECKBOX 
 Full-time        FORMCHECKBOX 
 Part-time

4.
Clinical Coordinator  (if applicable)
Name

     
Title

     
Address
     


     
City/State/Zip
     
Voice
     
FAX      

E-mail

     
Is the Clinical Coordinator employed by the sponsor?
 FORMCHECKBOX 
 Full-time        FORMCHECKBOX 
 Part-time
5.
Medical Director(s)
Name

     
Title

     
Address
     


     
City/State/Zip
     
Voice
     
FAX      

E-mail

     

Co-Medical Director  (if applicable)
Name

     
Title

     
Address
     


     
City/State/Zip
     
Voice
     
FAX      

E-mail

     
6.
List the other health professions programs offered by or within this institution/consortium.

     
     
     
     
     
7.
Write a brief (no more than 2 pages) description of the history and development of the program from its inception.  Include significant events affecting the program
     
PART A:
Sponsorship (Standard I)

1.
Is the sponsor a consortium?
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
(If yes, at least one member must meet Standard I.A requirements.  Proceed to
 question #2 and include a copy of the Consortium Agreement in Appendix L)

Complete the following for the sponsoring institution:

2.
Type of Sponsoring Institution (check only one of the following):

a.
 FORMCHECKBOX 
 U.S. Post-secondary institution (Standard I.A.1)

b.
 FORMCHECKBOX 
 Foreign post-secondary institution (Standard I.A.2)
c.
 FORMCHECKBOX 
 Hospital, clinic, or medical center (Standard I.A.3)
(1) Is there an allied health program sponsored by the institution?
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
(2) If no, is there an office of graduate medical education with

at least one residency program for post-graduate

physician education? 
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
 FORMCHECKBOX 
N/A

(3) If no to #1 and #2, include a copy of the Articulation Agreement in Appendix L)
d.
 FORMCHECKBOX 
 Branch of the United States Armed Forces (Standard I.A.4)
e.
 FORMCHECKBOX 
 Governmental education or medical service (Standard I.A.4)
(1) The sponsor is under the auspices of which government (check only one):

 FORMCHECKBOX 
Federal      FORMCHECKBOX 
State      FORMCHECKBOX 
County      FORMCHECKBOX 
City/Town

(2) Is the sponsor authorized by the State to provide initial 

educational programs? (If no, then not eligible under Standard I.A.4)
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
(3) Is the sponsor authorized to award college credit?
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
(4) If no, is the sponsor recognized by the State as a 

post-secondary institution?
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
 FORMCHECKBOX 
N/A

(5) If no to #3 and #4, include a copy of the Articulation Agreement in Appendix L)
3.
Type of award upon program completion:
 FORMDROPDOWN 

(Note: Choose only one award level.  Accreditation is granted only to the award level curriculum that gives the graduate eligibility for entry into the profession.)

4.
Sponsoring Institution Accreditation

a.
Name of Institutional Accrediting Agency:

     
b.
Current Accreditation Status
     

Date of Last Accreditation Review:
     

Date of Next Accreditation Review:
     
c.
Is the sponsoring institution legally authorized under applicable state laws to provide postsecondary education?
 FORMCHECKBOX 
Yes        FORMCHECKBOX 
No
PART B:
Program Goals  (Standard II)

1.
Has the program made any changes in the last 3 years based on changes in the needs and expectations of the communities of interest?
 FORMCHECKBOX 
Yes      FORMCHECKBOX 
 No

2.
If yes, briefly describe the program changes:
     
3.
List of the individuals and the communities of interest that they represent on the program advisory committee (must include at least one representative from each group in the drop down list) (for individuals not on the drop down list, use rows 11-20):
	Member Name
	Community of Interest

	1.      
	 FORMDROPDOWN 


	2.      
	 FORMDROPDOWN 


	3.      
	 FORMDROPDOWN 


	4.      
	 FORMDROPDOWN 


	5.      
	 FORMDROPDOWN 


	6.      
	 FORMDROPDOWN 


	7.      
	 FORMDROPDOWN 


	8.      
	 FORMDROPDOWN 


	9.      
	 FORMDROPDOWN 


	10.      
	 FORMDROPDOWN 


	11.      
	     

	12.      
	     

	13.      
	     

	14.      
	     

	15.      
	     

	16.      
	     

	17.      
	     

	18.      
	     

	19.      
	     

	20.      
	     


4.
Does the advisory committee meet at least annually?
 FORMCHECKBOX 
Yes        FORMCHECKBOX 
No
If No, please explain:

     
5.
List the dates of all advisory committee meetings in the last 3 calendar years:

     
6.
Place in Appendix M copies of Advisory Committee minutes for the past 3 calendar years.

PART C:
Program Resources  (Standard III)

1.
Place in Appendix A, the completed Resources Assessment matrix (all columns completed).
2.
Place in Appendix B, a programmatic organizational chart of the sponsoring institution/ consortium that portrays the administrative relationships under which the program operates.  Start with the chief executive officer.  Include all program Personnel and faculty, anyone named in the Self Study Report, and any other persons who have direct student contact except support science faculty.  Include the names and titles of all individuals shown.
3.
Explain any relationship in the programmatic organizational chart, which is other than direct line.
     
4.
Complete in Appendix C on the forms provided, the designated information for the Program Director, Medical Director, Clinical Coordinator (if applicable), and any other paid faculty.  Also, include in the Appendix the job descriptions of the Program Director, the Medical Director, and Clinical Coordinator (if applicable).
5.
Complete in Appendix D the Program Course Requirements Table to list all courses required in the Paramedic curriculum.
6.
How many total active clinical affiliates are used by the program?
     
 FORMCHECKBOX 

As Paramedic Program Director, by checking the box, I verify that an appropriate, authorized clinical affiliate individual has provided and attested to the information presented in the corresponding form in Appendix E.
Complete in Appendix E a Clinical Affiliate Affiliate Institutional Data form for each active hospital affiliate.  (Use one page for each clinical affiliate.  For more than four affiliates, use the supplemental form from the CoAEMSP web site.  Insert as many forms as necessary to report on all affiliates.)
7.
How many total active field internship affiliates are used by the program?
     
 FORMCHECKBOX 

As Paramedic Program Director, by checking the box, I verify that an appropriate, authorized field internship individual has provided and attested to the information presented in the corresponding form in Appendix F.
Complete in Appendix F a Field Internship Affiliate Institutional Data form for each active hospital affiliate.  (Use one page for each clinical affiliate.  For more than four affiliates, use the supplemental forms from the CoAEMSP web site.  Insert as many forms as necessary to report on all affiliates.)
8.
Complete in Appendix G the Student Clinical Rotation Matrix.
9.
Complete in Appendix H the Student Field Internship Rotation Matrix.
10.
Do students in the Paramedic program receive all support services available 


to other students enrolled in the educational institution?
 FORMCHECKBOX 
Yes 
 FORMCHECKBOX 
 No
a.
access to the same health services
 FORMCHECKBOX 
Yes 
 FORMCHECKBOX 
 No

b.
receive the same personal counseling
 FORMCHECKBOX 
Yes 
 FORMCHECKBOX 
 No

c.
receive the same academic advising
 FORMCHECKBOX 
Yes 
 FORMCHECKBOX 
 No
PART D:
Student and Graduate Evaluation / Assessment  (Standard IV)

1.
Are evaluations of students conducted in accordance with the

requirements of Standard IV,A,1?
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No

2.
Are records of student evaluations maintained in sufficient detail
to document learning progress and achievements.?
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
 No

Location where they are stored:
      
The # of years stored before disposal:
     
3.
Note:  Upon receipt of the Self Study Report, CoAEMSP will add the most recently submitted Annual Report on file for purposes of reviewing the Outcomes Assessment results.
PART E:
Fair Practices (Standard V)

1.
Does the institution/consortium publish a general 
catalogue/bulletin for its educational programs?
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
 No
If yes, year(s) of the latest edition?
     
2.
Are admissions non-discriminatory, and made in accordance with

defined and published practices?
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
 No
3.
Does the institution/consortium have a student grievance policy?
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
 No
4.
a.
Does the institution/consortium have policies and procedures to 
ensure compliance with the ADA?
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
 No
b.
Does the Paramedic program disclose technical standards
in compliance with ADA?
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
 No

c.
When are students informed of the program’s technical standards? 
     
5.
Does the institution/consortium have a faculty grievance policy?
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
 No
6.
a.
Are all activities required in the program educational?
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
 No
If no, briefly describe.
     

b.
Are students ever substituted for staff?
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
 No
7.
Are grades and credits for courses recorded on the student 

transcript and  permanently maintained?
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
 No
Location where they are stored:
     
If No, # of years stored before disposal:
     
8.
Is there a formal affiliation agreement or memorandum of

understanding with all other entities that participate in the

education of the students?
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
 No
9.
Place in Appendix I a copy of the most recent college catalogue and any other documents that make known to applicants and students the information specified in Standard V.A.2.  Complete the following table listing the location(s) of the disclosures:

	Disclosures
	Source Document(s)
	Page

#

	Accreditation status of the sponsor with address and phone number
	     
	     

	Accreditation status of the program with address and phone number
	     
	     

	Admission policies and practices
	     
	     

	Policies on advanced placement
	     
	     

	Policies on transfer of credits
	     
	     

	Policies on credits for experiential learning
	     
	     

	Number of credits required for program completion
	     
	     

	Tuition, fees, and other program costs
	     
	     

	Policies and procedures for student withdrawal
	     
	     

	Policies and procedures for refunds of tuition/fees
	     
	     


Link to on-line catalogue, if applicable:
     
10.
Place in Appendix J a copy of additional material to be provided to enrolling students that makes known the information specified in Standard V.A.3 and Standards V.B and V.C.  Complete the following table listing the location(s) of the disclosures:

	Disclosures
	Source Document(s)
	Page

#

	Academic calendar
	     
	     

	Student grievance procedure
	     
	     

	Criteria for successful completion of each segment of the program
	     
	     

	Criteria for graduation
	     
	     

	Policies and procedures for performing service work while enrolled in the program
	     
	     

	Non-discrimination policy for student admissions
	     
	     

	Non-discrimination policy for faculty employment
	     
	     

	Policies and procedures for processing faculty grievances
	     
	     

	Policies and procedures to safeguard student health and safety
	     
	     


Link(s) to on-line additional materials, if applicable:
     

     
PART F:
Supplementary Information / Materials
1.
Program Information
	
	Paramedic

	a. Length of program (in months)
	     

	b. Total credit hours for completion
	     

	c. Maximum class size (capacity)
	     

	d. Actual current enrollment – 1st year students
	     

	e. Actual current enrollment – 2nd year students (if applicable)
	     

	f. Month(s) in which classes are enrolled (e.g., Jan, Sep)
	     

	g. Certificate of Completion granted?
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	h. # of paid full-time Paramedic program faculty
	     

	i. # of paid part-time Paramedic program faculty
	     

	j. # of unpaid Paramedic program faculty
	     

	k. Number of satellite campuses  (see relevant Policy)
	     

	l. Number of program sections (locations)  (see relevant Policy)
	     

	m. Date of most recently admitted class
	     

	n. Date of completion of next class
	     

	o. Year program enrolled the first class ever
	     


Program Strengths & Limitations

2.
List the program’s areas of strength:


3.
List the program’s limitations (areas that need improvement):


4.
Describe the processes and/or evaluation systems used to identify the program’s strengths and limitations.


5.
Provide the program’s analysis of the data collected assessing its strengths and limitations.


6.
Describe the action plans developed to correct deficiencies for all areas in need of improvement listed in question 3 above:


7.
Insert the completed Faculty Evaluation SSR Questionnaires from each paid faculty member (didactic, laboratory, and clinical), the Medical Director(s), and the members of the Advisory Committee in Appendix K.

8.
Student Evaluation SSR Questionnaires:  Assign a student proctor to administer the Student Evaluation SSR Questionnaire.  All currently enrolled students are to complete the questionnaire.  Have the student proctor distribute a questionnaire to each student, then place all completed questionnaires in a pre-addressed, postage paid envelope, immediately seal the envelope, and mail the envelope with the completed questionnaires directly to the CoAEMSP Executive Office separately from the Self Study Report.
Download the questionnaire from:  www.coaemsp.org/Self_Study_Reports.htm 
It looks like this:

- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -

Committee on Accreditation of Educational Programs for EMS Professions
Student Evaluation SSR Questionnaire

Directions to Program:
Each Paramedic student shall be given a copy of this questionnaire and provided with a means, either individually or in a group, to return it directly to the CoAEMSP Executive Office.

Directions to the Student: 
In order to assist CoAEMSP with an anonymous evaluation of the Paramedic program, please complete this questionnaire and return it directly to the CoAEMSP Executive Office.  The program must provide a postage paid envelope (as a group or individually) for your convenience and to ensure confidentiality.

Date:
__________
CoAEMSP Program # (if known): _____  (accredited programs only)
Name of Sponsor:
_________________________________
City:
____________________
State:
_____
Level of Training:
Paramedic
How many months have you been enrolled in this program?
_____
Expected month/year of graduation from Paramedic program: _____ / _____ (month/year)

DISCLOSURE

1.
Were tuition/fees and other costs required to complete the program made

known to you prior to admission into the program?
 FORMCHECKBOX 
Yes      FORMCHECKBOX 
 No
If No, please explain.

     
etc.

 FORMCHECKBOX 


(The complete questionnaire has a total of 24 questions.)

(Note: This questionnaire is NOT the Student Resource Survey instrument.)
Provide an addressed envelope, postage paid to the student proctor.  Mail surveys to:
Committee on Accreditation of Educational Programs for the EMS Professions
8301 Lakeview Pkwy, Suite 111-312  (  Rowlett, TX  75088
LIST OF APPENDICES FOR SELF-STUDY REPORT

APPENDIX A
=
RESOURCES ASSESSMENT – complete all columns of information


(either the matrix format or full-page format).
APPENDIX B
=
Programmatic organizational chart of the sponsoring institution/ consortium that portrays the administrative relationships under which the program operates

APPENDIX C
=
Curriculum Vitae of the key personnel (program director, medical director, and clinical coordinator (if applicable); any paid faculty. Job descriptions of key personnel.
APPENDIX D
=
Completed PROGRAM COURSE REQUIREMENTS table

APPENDIX E
=
Completed CLINICAL AFFILIATE INSTITUTIONAL DATA forms

APPENDIX F
=
Completed FIELD INTERNSHIP INSTITUTIONAL DATA forms

APPENDIX G
=
Completed STUDENT CLINICAL ROTATION MATRIX.
APPENDIX H
=
Completed STUDENT FIELD INTERNSHIP ROTATION MATRIX.
APPENDIX I
=
Copy of the most recent college catalogue and any other documents related to Standard V.A.2.
APPENDIX J
=
Additional materials (not provided in Appendix H) related to Standard V.A.3.  Reference documents and page numbers in Appendix H materials, as applicable.
APPENDIX K
=
Copies of Faculty Evaluation Self Study Report Questionnaires
APPENDIX L
=
A copy of the Consortium Agreement (Standard I.B) or Articulation Agreement (Standard I.A.3 or I.A.4), as applicable
APPENDIX M
=
Copies of the Advisory Committee minutes for the past 3 calendar years.
APPENDIX A - Resources Assessment

(Matrix Format)

Programs holding Accreditation are required to complete Resource Assessment at least annually (Standard III.D).  Programs seeking Initial Accreditation are required to complete at least columns B, C, and D of this matrix (Purpose, Measurement System, and Dates of Measurement) or complete the same information using the alternative full-page forms.   Listed Purpose statements and Measurement Systems are minimally required.  Programs may write additional Purpose statements and/or add Measurement Systems for resource(s).  (see resource survey instruments at 

www.coaemsp.org) 


(return to PART C;  ToC)
	#
	(A)

RESOURCE
	(B)

PURPOSE (S)

(Role(s) of the resource in the program)
	(C)

MEASUREMENT SYSTEM *

(types of measurements)
	(D)

DATE (S) OF MEASUREMENT
	(E)

RESULTS and ANALYSIS

(Include the # meeting the cut score and the # that fell below the cut score)
	(F)

ACTION PLAN / FOLLOW UP

(What is to be done, Who is responsible, Due Date, Expected result)

	1
	FACULTY
	Provide instruction, supervision, and timely assessments of student progress in meeting program requirements.

Work with advisory committee, administration, clinical affiliates and communities of interest to enhance the program.

     
	1. Program Personnel Resource Survey

2. Student Resource Survey

     
	     
	 FORMDROPDOWN 

     
	 FORMDROPDOWN 

     

	2
	MEDICAL DIRECTOR (S)
	Fulfill responsibilities specified in accreditation Standard III.B.2.a.
     
	1. Program Personnel Resource Survey

2. Student Resource Survey

     
	     
	 FORMDROPDOWN 

     
	 FORMDROPDOWN 

     

	3
	SUPPORT PERSONNEL (clerical, academic, ancillary)
	Provide support personnel/services to ensure achievement of program goals and outcomes (e.g. admissions, registrar, advising, tutoring, clerical)

     
	1. Program Personnel Resource Survey

2. Student Resource Survey

     
	     
	 FORMDROPDOWN 

     
	 FORMDROPDOWN 

     

	4
	CURRICULUM
	Provide specialty core and support courses to ensure the achievement of program goals and learning domains.

Meet or exceed the content and competency demands of the latest edition of the documents referenced in Standard III.C.

     
	1. Program Personnel Resource Survey

2. Student Resource Survey

     
	     
	 FORMDROPDOWN 

     
	 FORMDROPDOWN 

     

	5
	FINANCIAL RESOURCES (fiscal support, acquisition /maintenance of equipment /supplies, continuing education)
	Provide fiscal support for personnel, acquisition and maintenance of equipment/supplies, and faculty/staff continuing education.
     
	1. Program Personnel Resource Survey

2. Student Resource Survey

     
	     
	 FORMDROPDOWN 

     
	 FORMDROPDOWN 

     

	6
	FACILITIES (classroom, lab, offices, ancillary); 

	Provide adequate classroom, laboratory, and ancillary facilities for students and faculty.
     

	1. Program Personnel Resource Survey

2. Student Resource Survey

     
	     
	 FORMDROPDOWN 

     
	 FORMDROPDOWN 

     

	7
	EQUIPMENT /SUPPLIES
	Provide a variety of equipment and supplies to prepare students for clinical experiences.

     
	1. Program Personnel Resource Survey

2. Student Resource Survey

     
	     
	 FORMDROPDOWN 

     
	 FORMDROPDOWN 

     

	8
	CLINICAL/FIELD INTERNSHIP RESOURCES (affiliations)
	Provide a variety of clinical experiences to achieve the program goals and outcomes.

     
	1. Program Personnel Resource Survey

2. Student Resource Survey

     
	     
	 FORMDROPDOWN 

     
	 FORMDROPDOWN 

     

	9
	LEARNING RESOURCES (print, electronic reference materials; computer resources)
	Provide learning resources to support student learning and faculty instruction.

     
	1. Program Personnel Resource Survey

2. Student Resource Survey

     
	     
	 FORMDROPDOWN 

     
	 FORMDROPDOWN 

     

	10
	FACULTY/STAFF CONTINUING EDUCATION
	Provide time and resources for faculty and staff continuing education to maintain current knowledge and practice.

     
	1. Program Personnel Resource Survey

     
	     
	 FORMDROPDOWN 

     
	 FORMDROPDOWN 

     

	11
	PHYSICIAN INSTRUCTIONAL INVOLVEMENT

	Provide physician-student instructional interaction to ensure confident, professional working relationships between students and physicians.

     
	1. Program Personnel Resource Survey (Section X)
2. Student Resource Survey (Section IX)
     
	     
	 FORMDROPDOWN 

     
	 FORMDROPDOWN 

     


*
Programs are required to use the questions/items in the CoAEMSP “Program Personnel Resource Survey” instrument and incorporate the results into the assessment of all of the above resource categories (rows).

Programs are required to use the questions/items in the CoAEMSP “Student Program Resource Survey” instrument and incorporate the results into the assessment of all of the above resource categories (rows), except “Faculty/Staff Continuing Education”.

Programs are encouraged to use other instruments and mechanisms to provide additional information about the status of program resources.

APPENDIX B – Program Organizational Chart
Insert organizational chart ...

(return to PART C;  ToC)
here
     
APPENDIX C1 – Curriculum Vitae and Job Description
Complete the appropriate form for each of the key personnel (Program Director, Medical Director, and Clinical Coordinator(s), if applicable) and any other paid faculty members (no support course faculty).
Insert job descriptions of key personnel…
(return to PART C;  ToC)
Program Director Information
Name:      
How long have you been serving in the present position with the program?
     
Are you currently certified as a Paramedic?
 FORMCHECKBOX 
Yes 
 FORMCHECKBOX 
No 

Have you ever been a Paramedic?
 FORMCHECKBOX 
Yes 
 FORMCHECKBOX 
No

Educational Experience

	School
	Location
	Dates
	Degree
	Major

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     


Post-graduate Training

	Name of program
	Location
	Dates
	Type of program

	     
	     
	     
	     

	     
	     
	     
	     


Work Experience

	Employer/Institution
	Job Title
	Where
	Dates

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


Provider/Instructor Information (check all that apply):

	
	Ever been certified?
	Currently Certified?

	Advanced Cardiac Life Support Provider
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Advanced Cardiac Life Support Instructor
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Advanced Pediatric Life Support (APLS) Provider
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Advanced Pediatric Life Support (APLS) Instructor 
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Pediatric Advanced Life Support (PALS) Provider
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Pediatric Advanced Life Support (PALS) Instructor
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Pediatric Education for Prehospital Professionals Provider
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Pediatric Education for Prehospital Professionals Instructor
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	International Trauma Life Support Provider
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	International Trauma Life Support Instructor
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Pre-Hospital Trauma Life Support Provider 
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Pre-Hospital Trauma Life Support Instructor
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No


Duties / Responsibilities (check all that apply):

	Average # of work hours/week while class in session
	
	      Hours

	Didactic Lecture
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	       % of time 

	Laboratory Instructor
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	       % of time

	Hospital Preceptor
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	       % of time

	Field Preceptor
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	       % of time

	Are you involved in the hiring and evaluation of other program personnel?
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	

	Are you involved in developing the program budget?
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	

	Are you involved in modifications of the curriculum?
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	

	Have you been evaluated by your supervisor?

                      Date of most recent evaluation?
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	     

	Are there systems in place to demonstrate the effectiveness of the program?
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	

	Are there adequate controls to assure quality of delegated responsibilities
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	

	Are you responsible for:
	
	

	Administration of the educational program?
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	If response is “no” to any of these 7 questions, describe below* who is responsible and how that responsibility is attained.

	Organization of the educational program?
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	

	Supervision of the educational program?
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	

	Continuous quality review and improvement of the educational program?
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	

	Long range planning and on-going development of the program?
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	

	Effectiveness of the program?
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	

	Cooperative involvement of the medical director?
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	


* Who is responsible and how is that responsibility attained?

     
Insert job description of the program director…
here
APPENDIX C2 – Curriculum Vitae and Job Description
Medical Director/Co- or Asst Medical Director Information
Name:      
 FORMCHECKBOX 
 Medical Director
 FORMCHECKBOX 
 Co- or Asst Medical Director
Board Certification Specialty:
How long have you been serving in the present position with the program? 
Have you been a medical director of an ambulance service?
 FORMCHECKBOX 
Yes 
 FORMCHECKBOX 
No 


If yes, how long?

Have you ever been a paramedic?
 FORMCHECKBOX 
Yes 
 FORMCHECKBOX 
No

Educational Experience

	School
	Location
	Dates
	Degree
	Major

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     


Post-graduate Training

	Name of program
	Location
	Dates
	Type of program

	     
	     
	     
	     

	     
	     
	     
	     


Work Experience

	Employer/Institution
	Job Title
	Where
	Dates

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


Provider/Instructor Information (check all that apply):

	
	Ever been certified?
	Currently Certified?

	Advanced Cardiac Life Support Provider
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Advanced Cardiac Life Support Instructor
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Advanced Trauma Life Support Provider
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Advanced Trauma Life Support Instructor
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Advanced Pediatric Life Support (APLS) Provider
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Advanced Pediatric Life Support (APLS) Instructor 
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Pediatric Advanced Life Support (PALS) Provider
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Pediatric Advanced Life Support (PALS) Instructor
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Pediatric Education for Prehospital Professionals Provider
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Pediatric Education for Prehospital Professionals Instructor
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	International Trauma Life Support Provider
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	International Trauma Life Support Instructor
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Pre-Hospital Trauma Life Support Provider 
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Pre-Hospital Trauma Life Support Instructor
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No


Duties / Responsibilities (check all that apply):

Avg #         Avg # hrs  
Hrs/month   for program
	Lecture to paramedic students?
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	     
	     

	Participate in lab (practical) exercises?
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	     
	     

	Review written exams for content and appropriateness?
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	     
	     

	Review practical testing?
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	     
	     

	Review clinical performance?
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	     
	     

	Review field experience?
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	     
	     

	Participate in practical testing?
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	     
	     

	Participate in oral testing?
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	     
	     

	Are there adequate controls to assure quality of delegated responsibilities
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	

	Are you responsible for/to:
	
	

	Review and approve the educational content of the curriculum to certify its appropriateness and medical accuracy?
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	If response is “no” to any of these 7 questions, describe below* who is responsible and how that responsibility is attained.

	Review and approve the quality of medical instruction?
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	

	Review and approve the supervision of students?
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	

	Review and approve the evaluation of students?
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	

	Review and approve each student’s progress and assist in development or corrective measures for students that do not show adequate progress?
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	

	Assure the competence of each graduate of the program in the cognitive, psychomotor, and affective domains?
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	

	Work cooperatively with the Program Director?
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	


* Who is responsible and how is that responsibility attained?

     
Insert job description of the medical director…
here
APPENDIX C2 – Curriculum Vitae and Job Description
Medical Director/Co- or Asst Medical Director Information
Name:      
 FORMCHECKBOX 
 Medical Director
 FORMCHECKBOX 
 Co- or Asst Medical Director
Board Certification Specialty:
How long have you been serving in the present position with the program? 
Have you been a medical director of an ambulance service?
 FORMCHECKBOX 
Yes 
 FORMCHECKBOX 
No 


If yes, how long?

Have you ever been a paramedic?
 FORMCHECKBOX 
Yes 
 FORMCHECKBOX 
No

Educational Experience

	School
	Location
	Dates
	Degree
	Major

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     


Post-graduate Training

	Name of program
	Location
	Dates
	Type of program

	     
	     
	     
	     

	     
	     
	     
	     


Work Experience

	Employer/Institution
	Job Title
	Where
	Dates

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


Provider/Instructor Information (check all that apply):

	
	Ever been certified?
	Currently Certified?

	Advanced Cardiac Life Support Provider
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Advanced Cardiac Life Support Instructor
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Advanced Trauma Life Support Provider
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Advanced Trauma Life Support Instructor
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Advanced Pediatric Life Support (APLS) Provider
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Advanced Pediatric Life Support (APLS) Instructor 
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Pediatric Advanced Life Support (PALS) Provider
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Pediatric Advanced Life Support (PALS) Instructor
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Pediatric Education for Prehospital Professionals Provider
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Pediatric Education for Prehospital Professionals Instructor
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	International Trauma Life Support Provider
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	International Trauma Life Support Instructor
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Pre-Hospital Trauma Life Support Provider 
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Pre-Hospital Trauma Life Support Instructor
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No


Duties / Responsibilities (check all that apply):

Avg #         Avg # hrs  
Hrs/month   for program
	Lecture to paramedic students?
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	     
	     

	Participate in lab (practical) exercises?
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	     
	     

	Review written exams for content and appropriateness?
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	     
	     

	Review practical testing?
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	     
	     

	Review clinical performance?
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	     
	     

	Review field experience?
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	     
	     

	Participate in practical testing?
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	     
	     

	Participate in oral testing?
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	     
	     

	Are there adequate controls to assure quality of delegated responsibilities
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	

	Are you responsible for/to:
	
	

	Review and approve the educational content of the curriculum to certify its appropriateness and medical accuracy?
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	If response is “no” to any of these 7 questions, describe below* who is responsible and how that responsibility is attained.

	Review and approve the quality of medical instruction?
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	

	Review and approve the supervision of students?
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	

	Review and approve the evaluation of students?
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	

	Review and approve each student’s progress and assist in development or corrective measures for students that do not show adequate progress?
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	

	Assure the competence of each graduate of the program in the cognitive, psychomotor, and affective domains?
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	

	Work cooperatively with the Program Director?
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	


* Who is responsible and how is that responsibility attained?

     
For each additional Medical Director, download a blank copy of the Curriculum Vitae form from www.coaemsp.org/Self_Study_Reports.htm, complete it, give it a unique file name, and save to the CD/flash drive
APPENDIX C3 – Curriculum Vitae
Clinical Coordinator or Other Paid Faculty Information
Name:      
 FORMCHECKBOX 
 Clinical Coordinator
 FORMCHECKBOX 
 Paid Faculty, Specify:      
How long have you been serving in the present position with the program?
     
Are you currently certified as a paramedic?
 FORMCHECKBOX 
Yes 
 FORMCHECKBOX 
No 

Have you ever been a paramedic?
 FORMCHECKBOX 
Yes 
 FORMCHECKBOX 
No

Provider/Instructor Information (check all that apply):

	
	Ever been certified?
	Currently Certified?

	Advanced Cardiac Life Support Provider
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Advanced Cardiac Life Support Instructor
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Advanced Trauma Life Support Provider
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Advanced Trauma Life Support Instructor
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Advanced Pediatric Life Support (APLS) Provider
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Advanced Pediatric Life Support (APLS) Instructor 
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Pediatric Advanced Life Support (PALS) Provider
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Pediatric Advanced Life Support (PALS) Instructor
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Pediatric Education for Prehospital Professionals Provider
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Pediatric Education for Prehospital Professionals Instructor
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	International Trauma Life Support Provider
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	International Trauma Life Support Instructor
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Pre-Hospital Trauma Life Support Provider 
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Pre-Hospital Trauma Life Support Instructor
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No


Duties / Responsibilities (check all that apply):

	Average # of work hours/week while class in session
	
	      Hours

	Didactic Lecture
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	       % of time 

	Laboratory Instructor
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	       % of time

	Hospital Preceptor
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	       % of time

	Field Preceptor
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	       % of time

	Have you been evaluated by your supervisor?

                      Date of most recent evaluation?
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	     


APPENDIX C3 – Curriculum Vitae
Clinical Coordinator or Other Paid Faculty Information
Name:      
 FORMCHECKBOX 
 Clinical Coordinator
 FORMCHECKBOX 
 Paid Faculty, Specify:      
How long have you been serving in the present position with the program?
     
Are you currently certified as a paramedic?
 FORMCHECKBOX 
Yes 
 FORMCHECKBOX 
No 

Have you ever been a paramedic?
 FORMCHECKBOX 
Yes 
 FORMCHECKBOX 
No

Provider/Instructor Information (check all that apply):

	
	Ever been certified?
	Currently Certified?

	Advanced Cardiac Life Support Provider
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Advanced Cardiac Life Support Instructor
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Advanced Trauma Life Support Provider
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Advanced Trauma Life Support Instructor
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Advanced Pediatric Life Support (APLS) Provider
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Advanced Pediatric Life Support (APLS) Instructor 
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Pediatric Advanced Life Support (PALS) Provider
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Pediatric Advanced Life Support (PALS) Instructor
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Pediatric Education for Prehospital Professionals Provider
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Pediatric Education for Prehospital Professionals Instructor
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	International Trauma Life Support Provider
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	International Trauma Life Support Instructor
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Pre-Hospital Trauma Life Support Provider 
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Pre-Hospital Trauma Life Support Instructor
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No


Duties / Responsibilities (check all that apply):

	Average # of work hours/week while class in session
	
	      Hours

	Didactic Lecture
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	       % of time 

	Laboratory Instructor
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	       % of time

	Hospital Preceptor
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	       % of time

	Field Preceptor
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	       % of time

	Have you been evaluated by your supervisor?

                      Date of most recent evaluation?
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	     


APPENDIX C3 – Curriculum Vitae
Clinical Coordinator or Other Paid Faculty Information
Name:      
 FORMCHECKBOX 
 Clinical Coordinator
 FORMCHECKBOX 
 Paid Faculty, Specify:      
How long have you been serving in the present position with the program?
     
Are you currently certified as a paramedic?
 FORMCHECKBOX 
Yes 
 FORMCHECKBOX 
No 

Have you ever been a paramedic?
 FORMCHECKBOX 
Yes 
 FORMCHECKBOX 
No

Provider/Instructor Information (check all that apply):

	
	Ever been certified?
	Currently Certified?

	Advanced Cardiac Life Support Provider
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Advanced Cardiac Life Support Instructor
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Advanced Trauma Life Support Provider
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Advanced Trauma Life Support Instructor
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Advanced Pediatric Life Support (APLS) Provider
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Advanced Pediatric Life Support (APLS) Instructor 
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Pediatric Advanced Life Support (PALS) Provider
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Pediatric Advanced Life Support (PALS) Instructor
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Pediatric Education for Prehospital Professionals Provider
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Pediatric Education for Prehospital Professionals Instructor
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	International Trauma Life Support Provider
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	International Trauma Life Support Instructor
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Pre-Hospital Trauma Life Support Provider 
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Pre-Hospital Trauma Life Support Instructor
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No


Duties / Responsibilities (check all that apply):

	Average # of work hours/week while class in session
	
	      Hours

	Didactic Lecture
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	       % of time 

	Laboratory Instructor
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	       % of time

	Hospital Preceptor
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	       % of time

	Field Preceptor
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	       % of time

	Have you been evaluated by your supervisor?

                      Date of most recent evaluation?
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	     


For each additional faculty member, download a blank copy of the Curriculum Vitae form from www.coaemsp.org/Self_Study_Reports.htm, complete it, give it a unique file name, and save to the CD/flash drive
Total number of CV files saved to CD/flash drive:
     
List the names of the individuals’ CV saved to CD/flash drive:

     
APPENDIX D – Program Course Requirements Table

(return to PART C;  ToC)
List all the courses that are required for completion of the Paramedic program in the sequence in which the students would typically enroll in them.

	Overall length of program in months = 
	     
	Or in years = 
	     
	
	
	

	Type of credits is (i.e. academic term):
	 FORMCHECKBOX 

	semester
	 FORMCHECKBOX 

	quarter
	 FORMCHECKBOX 

	Tri-mester

	
	 FORMCHECKBOX 

	Other (specify)
	     

	Length of academic term in weeks =
	     
	Length of summer term in weeks (if different) =      


Clinical Hours: are hospital hours performed during the course/program.
Field Internship Hours: are ambulance hours performed after completing the didactic, lab and clinical/hospital portions of the course/program.
	Sequence by Sem/ Quarter #
	Course Number
	Course Title
	# Credits
	# Lecture Hours
	# Lab Hours
	# Clinical Hours
	# Field Intern-ship Hours

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     


	     
	     
	
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     


	Sequence by Sem/ Quarter #
	Course Number
	Course Title
	# Credits
	# Lecture Hours
	# Lab Hours
	# Clinical Hours
	# Field Intern-ship Hours

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	Totals ===>
	     
	     
	     
	     
	     


APPENDIX E1 – Clinical Affiliate Institutional Data Form

(return to PART C;  ToC)
Complete as many of these forms as necessary to report data on all clinical affiliates.  A file with a blank form is available on the CoAEMSP web site.

(http://www.coaemsp.org/Self_Study_Reports.htm )

Insert the file(s) of supplemental forms at the end of this Appendix.
	Accreditation Self Study Report
AFFILIATE #: [    ]
CLINICAL AFFILIATION MATRIX

	Name:

Address:

Chief Administrative Officer:

Telephone #:




	Distance from location of program?
[     ] miles

	Is there a signed, current agreement with this affiliate?
[  ] Yes
[  ] No

	Who supervises the students?
[  ] affiliate personnel
[  ] program personnel

	Are there written policies as to what students may do in each area? 
[  ] Yes
[  ] No

	Are the preceptors formally trained? 
[  ] Yes
[  ] No


For how many hours?



	Rotation
	Annual Visits/Shifts
	Students Per Shift
	Average # Shifts for a Student
	Hours per Shift

	Emergency Dept.
	
	
	
	

	Operating Room
	
	
	
	

	CCU/ICU
	
	
	
	

	Pediatrics
	
	
	
	

	Psychiatry
	
	
	
	

	Obstetrics
	
	
	
	

	Other (specify):
	
	
	
	


APPENDIX E2 – Clinical Affiliate Institutional Data Form
Complete as many of these forms as necessary to report data on all clinical affiliates.  A file with a blank form is available on the CoAEMSP web site.

(http://www.coaemsp.org/Self_Study_Reports.htm )

Insert the file(s) of supplemental forms at the end of this Appendix.
	Accreditation Self Study Report
AFFILIATE #: [    ]
CLINICAL AFFILIATION MATRIX

	Name:

Address:

Chief Administrative Officer:

Telephone #:




	Distance from location of program?
[     ] miles

	Is there a signed, current agreement with this affiliate?
[  ] Yes
[  ] No

	Who supervises the students?
[  ] affiliate personnel
[  ] program personnel

	Are there written policies as to what students may do in each area? 
[  ] Yes
[  ] No

	Are the preceptors formally trained? 
[  ] Yes
[  ] No


For how many hours?



	Rotation
	Annual Visits/Shifts
	Students Per Shift
	Average # Shifts for a Student
	Hours per Shift

	Emergency Dept.
	
	
	
	

	Operating Room
	
	
	
	

	CCU/ICU
	
	
	
	

	Pediatrics
	
	
	
	

	Psychiatry
	
	
	
	

	Obstetrics
	
	
	
	

	Other (specify):
	
	
	
	


APPENDIX E3 – Clinical Affiliate Institutional Data Form

Complete as many of these forms as necessary to report data on all clinical affiliates.  A file with a blank form is available on the CoAEMSP web site.

(http://www.coaemsp.org/Self_Study_Reports.htm )

Insert the file(s) of supplemental forms at the end of this Appendix.
	Accreditation Self Study Report
AFFILIATE #: [    ]
CLINICAL AFFILIATION MATRIX

	Name:

Address:

Chief Administrative Officer:

Telephone #:




	Distance from location of program?
[     ] miles

	Is there a signed, current agreement with this affiliate?
[  ] Yes
[  ] No

	Who supervises the students?
[  ] affiliate personnel
[  ] program personnel

	Are there written policies as to what students may do in each area? 
[  ] Yes
[  ] No

	Are the preceptors formally trained? 
[  ] Yes
[  ] No


For how many hours?



	Rotation
	Annual Visits/Shifts
	Students Per Shift
	Average # Shifts for a Student
	Hours per Shift

	Emergency Dept.
	
	
	
	

	Operating Room
	
	
	
	

	CCU/ICU
	
	
	
	

	Pediatrics
	
	
	
	

	Psychiatry
	
	
	
	

	Obstetrics
	
	
	
	

	Other (specify):
	
	
	
	


APPENDIX E4 – Clinical Affiliate Institutional Data Form

Complete as many of these forms as necessary to report data on all clinical affiliates.  A file with a blank form is available on the CoAEMSP web site.

(http://www.coaemsp.org/Self_Study_Reports.htm )

Insert the file(s) of supplemental forms at the end of this Appendix.
	Accreditation Self Study Report
AFFILIATE #: [    ]
CLINICAL AFFILIATION MATRIX

	Name:

Address:

Chief Administrative Officer:

Telephone #:




	Distance from location of program?
[     ] miles

	Is there a signed, current agreement with this affiliate?
[  ] Yes
[  ] No

	Who supervises the students?
[  ] affiliate personnel
[  ] program personnel

	Are there written policies as to what students may do in each area? 
[  ] Yes
[  ] No

	Are the preceptors formally trained? 
[  ] Yes
[  ] No


For how many hours?



	Rotation
	Annual Visits/Shifts
	Students Per Shift
	Average # Shifts for a Student
	Hours per Shift

	Emergency Dept.
	
	
	
	

	Operating Room
	
	
	
	

	CCU/ICU
	
	
	
	

	Pediatrics
	
	
	
	

	Psychiatry
	
	
	
	

	Obstetrics
	
	
	
	

	Other (specify):
	
	
	
	


Insert the supplemental Appendix E file...
here
APPENDIX F1 – Field Internship Institutional Data Form

(return to PART C;  ToC)
Complete as many of these forms as necessary to report data on all field internship affiliates.  A file with a blank form is available on the CoAEMSP web site.

(http://www.coaemsp.org/Self_Study_Reports.htm )

Insert the file(s) of supplemental forms at the end of this Appendix.
	Accreditation Self Study Report
AFFILIATE #: [    ]
FIELD INTERNSHIP AFFILIATION MATRIX

	Name:

Address:

Chief Administrative Officer:

Telephone #:




	Distance from location of program?
[     ] miles

	Is there a signed, current agreement with this affiliate?
[  ] Yes
[  ] No

	Who supervises the students?
[  ] field agency personnel
[  ] program personnel

	Are the preceptors formally trained? 
[  ] Yes
[  ] No


For how many hours?


	Is there on-line medical direction for this affiliate?
[  ] Yes
[  ] No

	Does this affiliate provide Advanced Life Support?
[  ] Yes
[  ] No

	Is there a quality improvement program that reviews runs?
[  ] Yes
[  ] No


	# of runs per year
	

	# of active EMS units (excluding backups)
	

	# trauma calls per year
	

	# critical trauma calls per year
	

	# pediatric call per year
	

	# cardiac arrests per year
	

	# cardiac calls (less cardiac arrest) per year
	

	# Shifts per student
	

	average # runs per shift for a student
	

	# hours per shift
	


APPENDIX F2 – Field Internship Institutional Data Form

Complete as many of these forms as necessary to report data on all field internship affiliates.  A file with a blank form is available on the CoAEMSP web site.

(http://www.coaemsp.org/Self_Study_Reports.htm )

Insert the file(s) of supplemental forms at the end of this Appendix.
	Accreditation Self Study Report
AFFILIATE #: [    ]
FIELD INTERNSHIP AFFILIATION MATRIX

	Name:

Address:

Chief Administrative Officer:

Telephone #:




	Distance from location of program?
[     ] miles

	Is there a signed, current agreement with this affiliate?
[  ] Yes
[  ] No

	Who supervises the students?
[  ] field agency personnel
[  ] program personnel

	Are the preceptors formally trained? 
[  ] Yes
[  ] No


For how many hours?


	Is there on-line medical direction for this affiliate?
[  ] Yes
[  ] No

	Does this affiliate provide Advanced Life Support?
[  ] Yes
[  ] No

	Is there a quality improvement program that reviews runs?
[  ] Yes
[  ] No


	# of runs per year
	

	# of active EMS units (excluding backups)
	

	# trauma calls per year
	

	# critical trauma calls per year
	

	# pediatric call per year
	

	# cardiac arrests per year
	

	# cardiac calls (less cardiac arrest) per year
	

	# Shifts per student
	

	average # runs per shift for a student
	

	# hours per shift
	


APPENDIX F3 – Field Internship Institutional Data Form

Complete as many of these forms as necessary to report data on all field internship affiliates.  A file with a blank form is available on the CoAEMSP web site.

(http://www.coaemsp.org/Self_Study_Reports.htm )

Insert the file(s) of supplemental forms at the end of this Appendix.
	Accreditation Self Study Report
AFFILIATE #: [    ]
FIELD INTERNSHIP AFFILIATION MATRIX

	Name:

Address:

Chief Administrative Officer:

Telephone #:




	Distance from location of program?
[     ] miles

	Is there a signed, current agreement with this affiliate?
[  ] Yes
[  ] No

	Who supervises the students?
[  ] field agency personnel
[  ] program personnel

	Are the preceptors formally trained? 
[  ] Yes
[  ] No


For how many hours?


	Is there on-line medical direction for this affiliate?
[  ] Yes
[  ] No

	Does this affiliate provide Advanced Life Support?
[  ] Yes
[  ] No

	Is there a quality improvement program that reviews runs?
[  ] Yes
[  ] No


	# of runs per year
	

	# of active EMS units (excluding backups)
	

	# trauma calls per year
	

	# critical trauma calls per year
	

	# pediatric call per year
	

	# cardiac arrests per year
	

	# cardiac calls (less cardiac arrest) per year
	

	# Shifts per student
	

	average # runs per shift for a student
	

	# hours per shift
	


APPENDIX F4 – Field Internship Institutional Data Form

Complete as many of these forms as necessary to report data on all field internship affiliates.  A file with a blank form is available on the CoAEMSP web site.

(http://www.coaemsp.org/Self_Study_Reports.htm )

Insert the file(s) of supplemental forms at the end of this Appendix.
	Accreditation Self Study Report
AFFILIATE #: [    ]
FIELD INTERNSHIP AFFILIATION MATRIX

	Name:

Address:

Chief Administrative Officer:

Telephone #:




	Distance from location of program?
[     ] miles

	Is there a signed, current agreement with this affiliate?
[  ] Yes
[  ] No

	Who supervises the students?
[  ] field agency personnel
[  ] program personnel

	Are the preceptors formally trained? 
[  ] Yes
[  ] No


For how many hours?


	Is there on-line medical direction for this affiliate?
[  ] Yes
[  ] No

	Does this affiliate provide Advanced Life Support?
[  ] Yes
[  ] No

	Is there a quality improvement program that reviews runs?
[  ] Yes
[  ] No


	# of runs per year
	

	# of active EMS units (excluding backups)
	

	# trauma calls per year
	

	# critical trauma calls per year
	

	# pediatric call per year
	

	# cardiac arrests per year
	

	# cardiac calls (less cardiac arrest) per year
	

	# Shifts per student
	

	average # runs per shift for a student
	

	# hours per shift
	


Insert the supplemental Appendix F file...
here
APPENDIX G/H – Student Patient Contact Matrix

(return to PART C;  ToC)
Complete the columns of this matrix based on clinical rotations and based on Field Internship.  For columns “Average # per Student” and “Range per Student”, report the numbers for students who have completed the procedures to date (or graduated from the Paramedic program, if applicable).
	
	For Clinical Rotations ONLY
	For Field Internship ONLY

	Procedure – Paramedic
	# Required Per Student by Program
	Average # Per Student
	Range Per Student
	# Required Per Student by Program
	Average # Per Student
	Range Per Student

	Safely Administer Medications
	     
	     
	     
	     
	     
	     

	Live Intubations
	     
	     
	     
	     
	     
	     

	Safely Gain Venous Access
	     
	     
	     
	     
	     
	     

	Ventilate a Patient
	     
	     
	     
	     
	     
	     

	Assessment of Newborn
	     
	     
	     
	     
	     
	     

	Assessment of Infant
	     
	     
	     
	     
	     
	     

	Assessment of Toddler
	     
	     
	     
	     
	     
	     

	Assessment of Preschooler
	     
	     
	     
	     
	     
	     

	Assessment of School Agers
	     
	     
	     
	     
	     
	     

	Assessment of Adolescents 
	     
	     
	     
	     
	     
	     

	Assessment of Adults
	     
	     
	     
	     
	     
	     

	Assessment of Geriatrics
	     
	     
	     
	     
	     
	     

	Assessment of Obstetric Patients
	     
	     
	     
	     
	     
	     

	Assessment of Trauma Patients
	     
	     
	     
	     
	     
	     

	Assessment of Medical Patients
	     
	     
	     
	     
	     
	     

	Assessment of Psychiatric Patients
	     
	     
	     
	     
	     
	     

	Assess and Plan RX of Chest Pain
	     
	     
	     
	     
	     
	     

	Assess and Plan RX of Respiratory
	     
	     
	     
	     
	     
	     

	Assess and Plan RX of Syncope
	     
	     
	     
	     
	     
	     

	Assess and Plan RX of Abdominal
	     
	     
	     
	     
	     
	     

	Assess and Plan RX of Altered Mental Status
	     
	     
	     
	     
	     
	     

	Field Internship Team Leads
	
	     
	     
	     


Comments:
     
APPENDIX I – College Catalogue and Documents
(return to PART E;  ToC)
Insert copy of the most recent college catalogue and any other documents related to Standard V.A.2.
here
 FORMCHECKBOX 
 A separate file for this Appendix has been placed on the CD/drive named:       
     
APPENDIX J – Additional College Materials

(return to PART E;  ToC)
Insert additional materials related to Standard V.A.3. ...
here
 FORMCHECKBOX 
 A separate file for this Appendix has been placed on the CD/drive named:       
     
APPENDIX K – Faculty Evaluation SSR Questionnaires

(return to STRENGTHS;  ToC)
Blank versions of the Faculty Evaluation SSR Questionnaire are available on the CoAEMSP web site at:

http://www.coaemsp.org/Self_Study_Reports.htm. 

Committee on Accreditation of Educational Programs for EMS Professions

Faculty Evaluation SSR Questionnaire
Advisory Committee Evaluation SSR Questionnaire
For Self Study Report

Instructions:
Have each paid faculty member (didactic, laboratory, and clinical/field internship), the Medical Director(s), the Clinical Coordinator(s), if applicable, and members of the Advisory Committee complete this questionnaire as a part of the Self Study process.
Name of Sponsor:
     
Level of Training:
Paramedic
This form to be completed by the Program Director:
	(
	Program Director


Please rate each of the following items by circling the appropriate rating according to the following scale:

	Strongly Agree
	Generally Agree
	Neutral
	Generally Disagree
	Strongly Disagree
	Not Applicable

	5
	4
	3
	2
	1
	N/A


	Administrative support is sufficient to meet program goals.
	5
	4
	3
	2
	1
	N/A

	A.
College Administration (Dean, Division Chair)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	B.
Financial Resources
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	C.
Teaching Loads
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	D.
Communities of Interest (e.g. employers)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



	Program resources meet the stated purpose for the program.
	5
	4
	3
	2
	1
	N/A

	A.
Clerical Support
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	B.
Support Staff
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	C.
Classroom Facilities
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	D. 
Laboratory Facilities
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	E.
Laboratory Equipment and Supplies
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	F.
Instructional Reference Materials
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	G.
Overall Hospital/Field Internship Resources
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	H. 
Computer Resources
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



	Faculty teach effectively. (Do not rate your own position)
	5
	4
	3
	2
	1
	N/A

	A.
Program Director
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	B.
Clinical Coordinator, if applicable
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	C. 
Medical Director
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	D.
Hospital/Field Internship Faculty
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	E.
Other Paramedic Faculty
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	F.
Science Faculty
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



	Curriculum is sufficient to meet program goals.
	5
	4
	3
	2
	1
	N/A

	A.
Depth and  scope of program
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	B.
Course Sequencing
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	C.
General Education and Science Courses
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	D.
Paramedic Theory and Skill Development
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	E.
Emergency Department
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	F.
Operating Room
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	G. 
ICU/CCU
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	H.
Pediatrics
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	I.
Psychiatry
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	J.
Obstetrics

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	K.
Trauma
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	L.
Field Experience
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



	Clinical Coordination is sufficient to meet program goals.
	5
	4
	3
	2
	1
	N/A

	A.
Communication by program with clinical sites/preceptors
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	B.
Hospital/Field Internship evaluation Instruments
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	C.
Parallel experiences among students
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	D.
Supervision of students
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	E.
Consistency of evaluation of students
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



What do you consider to be the major strengths of the program?

     
What areas do you believe need improvement?

     

Thank you for completing this questionnaire.   

APPENDIX K – Faculty Evaluation SSR Questionnaires

Blank versions of the Faculty Evaluation SSR Questionnaire are available on the CoAEMSP web site at:

http://www.coaemsp.org/Self_Study_Reports.htm. 

Committee on Accreditation of Educational Programs for EMS Professions

Faculty Evaluation SSR Questionnaire
Advisory Committee Evaluation SSR Questionnaire
For Self Study Report

Instructions:
Have each faculty member (didactic, laboratory, and clinical), the Medical Director(s), the Clinical Coordinator(s), if applicable, and members of the Advisory Committee, complete this questionnaire as a part of the Self Study process.
Name of Sponsor:
     
Level of Training:
Paramedic
This form to be completed by the Medical Director:
	(
	Medical Director


Please rate each of the following items by circling the appropriate rating according to the following scale:

	Strongly Agree
	Generally Agree
	Neutral
	Generally Disagree
	Strongly Disagree
	Not Applicable

	5
	4
	3
	2
	1
	N/A


	Administrative support is sufficient to meet program goals.
	5
	4
	3
	2
	1
	N/A

	A.
College Administration (Dean, Division Chair)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	B.
Financial Resources
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	C.
Teaching Loads
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	D.
Communities of Interest (e.g. employers)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



	Program resources meet the stated purpose for the program.
	5
	4
	3
	2
	1
	N/A

	A.
Clerical Support
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	B.
Support Staff
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	C.
Classroom Facilities
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	D. 
Laboratory Facilities
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	E.
Laboratory Equipment and Supplies
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	F.
Instructional Reference Materials
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	G.
Overall Hospital/Field Internship Resources
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	H. 
Computer Resources
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



	Faculty teach effectively. (Do not rate your own position)
	5
	4
	3
	2
	1
	N/A

	A.
Program Director
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	B.
Clinical Coordinator, if applicable
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	C. 
Medical Director
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	D.
Hospital/Field Internship Faculty
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	E.
Other Paramedic Faculty
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	F.
Science Faculty
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



	Curriculum is sufficient to meet program goals.
	5
	4
	3
	2
	1
	N/A

	A.
Depth and  scope of program
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	B.
Course Sequencing
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	C.
General Education and Science Courses
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	D.
Paramedic Theory and Skill Development
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	E.
Emergency Department
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	F.
Operating Room
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	G. 
ICU/CCU
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	H.
Pediatrics
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	I.
Psychiatry
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	J.
Obstetrics

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	K.
Trauma
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	L.
Field Experience
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



	Clinical Coordination is sufficient to meet program goals.
	5
	4
	3
	2
	1
	N/A

	A.
Communication by program with clinical sites/preceptors
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	B.
Hospital/Field Internshipl evaluation Instruments
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	C.
Parallel experiences among students
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	D.
Supervision of students
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	E.
Consistency of evaluation of students
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



What do you consider to be the major strengths of the program?

     
What areas do you believe need improvement?

     

Thank you for completing this questionnaire.   

APPENDIX K

Faculty Evaluation SSR Questionnaires (continued)

Advisory Committee Evaluation SSR Questionnaires (continued)
For each additional faculty member (didactic, laboratory, clinical/field internship) and Advisory Committee member, download a blank copy of the questionnaire from the CoAEMSP web site (www.coaemsp.org/Self_Study_Reports.htm), complete it, give it a unique file name, and save to the SSR CD/flash drive.
Total number of Faculty Evaluation SSR Questionnaire files saved to CD/flash drive:
     
Total number of Advisory Committee SSR Questionnaire files saved to CD/flash drive:
     
List the names of the individuals’ questionnaires saved to CD/flash drive:

     
CoAEMSP will insert the additional completed Faculty Evaluation SSR Questionnaires.

here
APPENDIX L
Consortium Agreement (Standard I.B) or

Articulation Agreement (Standard I.A.3 or I.A.4), as applicable
(return to PART A;  ToC)
Insert a copy of the agreement ...
here
APPENDIX M – Advisory Committee Minutes
(return to PART B;  ToC)
Insert Advisory Committee minutes ...
here
