
Emergency Medical Responder  
TRAINING AND TESTING VERIFICATION FORM 

 
DO NOT FAX 

 
EXAMINEE INFORMATION 

      Date of birth: _______________________________ 

Name: _______________________________________ Social Security Number: ______________________ 

Address: _________________________________________________________________________________ 

City: ________________________________________ State: ____________ Zip: ______________________ 

 
 

EXAMINEE TRAINING INFORMATION 
Date Examinee completed 
the EMR training program:______/_____/_________| Training Program Code: ____________OK 
 
►  (Approved Training Programs ONLY)  
  Training Program Name: _________________________________________________________________ 
►  (Ambulance Services, Emergency Medical Response Agencies and Fire Service Training Program) 
  If the Training Program Code is 888 or 510, give the location of this class:  

______________________________________________________________________________________ 

  Course Authorization Number [CAN]: _____________________________________ 

  
TRAINING VERIFICATION STATEMENT 

I verify that the above named student has passed the Emergency Medical Responder (First 
Responder) curriculum and final practical examination within the past 24 months and that the 
training is currently approved by the Oklahoma State Department of Health - Emergency 
Medical Services Division.  
 
__________________________________________  _______________________________________ 
Instructor Printed Name         Instructor  Signature 
 
_______________________________________________  __________________________________________ 
Instructor Telephone Number          Date  
 
NOTES: ___________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________________ 
 
 

THIS APPLICATION IS NOT VALID WITHOUT WRITTEN EXAMINATION RECORD [on back] 

ODH 681  June 2007 
Oklahoma State Department of Health  Emergency Medical Service Division 

bobh
Placed Image



WRITTEN EXAMINATION RECORD 
The Test Site Coordinator must sign and date this form at each EMR Written examination.  Examinees that fail 
three attempts of the written examination within two years of original training must complete a new First 
Responder Course     [DO NOT FAX] 
 
Written Exam 1: ______________________________________________  Date: ________________________ 
  Test Site Coordinator Signature 

Test #1 OVERALL SCORE: _______________________________  PASS [  ]  FAIL [  ] 
 Airway Score ___________________________ Trauma Score: _________________________ 
 Cardiology Score: _______________________ OB/Peds Score: ________________________ 
 Medical Emer Score: _____________________ EMS Ops Score: ________________________ 
 
 

Written Exam 2: _____________________________________________  Date: _________________________ 
  Test Site Coordinator Signature 

Test #2 OVERALL SCORE: _____________________________  PASS [  ]  FAIL [  ] 
 Airway Score ___________________________ Trauma Score: _________________________ 
 Cardiology Score: ________________________ OB/Peds Score: ________________________ 
 Medical Emer Score: ______________________ EMS Ops Score: ________________________ 

 
 
Written Exam 3: _____________________________________________  Date: _________________________ 
  Test Site Coordinator Signature 

Test #3 OVERALL SCORE: _______________________________  PASS [  ]  FAIL [  ] 
 Airway Score ____________________________ Trauma Score: _________________________ 
 Cardiology Score: _________________________ OB/Peds Score: ________________________ 
 Medical Emer Score: _______________________ EMS Ops Score: ________________________ 

 
 
CANDIDATE INSTRUCTIONS: 
WHEN YOU HAVE EITHER PASSED THE WRITTEN EXAMINATION OR HAVE UNSUCCESSFULLY 
ATTEMPTED IT THREE TIMES, PLEASE MAIL THIS COMPLETED ORIGINAL FORM TO:   
 

Oklahoma State Department of Health 
Emergency Medical Services Division 

1000 Northeast 10th Street 
Oklahoma City OK 73117-1299 

 
 
INCOMPLETE, ALTERED, OR OTHERWISE IMPROPER FORMS WILL NOT BE 

ACCEPTED FOR ENTRY INTO THE OKLAHOMA EMR DATABASE 
 
 
 

ODH 681  June 2007 
Oklahoma State Department of Health  Emergency Medical Service Division 




