Central Mississippi EMS District

Verification of Clinical Competency
(This form must be completed and signed in order to get the

Medical Directors signature on the National Registry recertification form)
Paramedic name (print)
___________________________________________________

National Registry #
______________________

Social Security #
______________________

This Paramedic has been employed under my supervision for the past ________ months.   

List any medical performance improvement issues that this paramedic has encountered over the past 24 months and the corrective actions that have been taken for each. 

Problem ______________________________________________________________________

Corrective Action _______________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Problem ______________________________________________________________________

Corrective Action _______________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Problem ______________________________________________________________________

Corrective Action _______________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

As of this date this Paramedic is consistently performing in a competent and professional manner.
_________________________________________

Ambulance Service

_________________________________________

Performance Improvement Officer (Signature)

_________________________________________

Performance Improvement Officer (Printed Name)

