Okolona Fire Protection District Ride
Time Verification Form

This form must be completed for each ambulance ride shift. It serves as
documentation that the provider actively participated in patient care during the

shift.

e Provider Name:

e C(ertification Level (Paramedic / AEMT):
e Date of Ride Time:

e Med Unit Number:

e Shift Start Time:

e Shift End Time:

e Total Hours Completed:

e Number of Patient Contacts:
e Name of Supervising Preceptor:

e Preceptor Certification Level:

e Preceptor Signature:

Comments:

By signing below, the supervising preceptor confirms that the provider listed
above actively participated in ambulance operations and patient care activities
during the time documented.

Preceptor Signature Date



