
Ambulance Permit Renewal Check List-2025/2026 

Vendor Contact Person 
STAR Ambulance Brooke Entsminaer 

Item Yes No Other 
Comoleted sianed renewal annlication form X-
Copy of, or description of Applicant's policy or 

A □roaram for vehicle maintenance 
List or description of Applicant's radio X equioment 
Valid California Highway Patrol inspection report 

)C for each nround ambulance 
Applicant's quality management practices and )< policies 
Staffina and hirina □olicies X. 
Oraanizational chart of manaaement staff Y-
Resume of training, orientation program and 

'f experience of the Applicant in the transportation 
and care of □atients 
Legible copies of current California Driver's 
License for each employee listed in the 
annlication. 
Copies of EMT Certification and/or Paramedic 
Licensure cards 
Current Fee Schedule c..-
Certificate of insurance as required by the • 

Humboldt Countv Risk Manaaer 
Application fee in the amount of $319 for each X Waved-non-profit 
service area □avable to Humboldt Countv 

Soecific Items for Permit Officer to Review 

1 Permit Approved? 
Other 

Approved by: (;Qœ~ Vv-f)-, 
1 

Date: _..::_1.ti_,_\-=-l ("--'/....::().::...5:::...' ____________ _ 

Internai document not to be released. 



Date 
Received: 

County of Humboldt 
Eureka, California 

Ambulance Service Permit Renewal Application 

Pursuant to Humboldt County Code, Tille V, Division 5 
Emer enc Medical Services S stem 

A" 'licant - DO NOT FILL OUT THIS SECTION 

Application Fee of 
$196.00 Received: Yesn No □ 
Proof of Liabllity 
lnsurance 
Attached: YesD Non 
Resumes 
Attached: YesO No □ 

Applicants - Please completely fill out this section and provide all requested 
information/verifications: 

Level of Service: fgJ Basic Life Support fgJ Advanced Life Support 

D Non-Emergency Transport (check all that apply) 

Ambulance Southern Trinity Area Rescue 
Service Full 
Name: 
Name of Brooke Entsminger 
Contact 
Person: 
Mailing PO Box4 City/Zip Mad River, 95552 
Address: Code 
Physical 321 Mad River Rd Bridgeville/ Mad River 
Address: Cltv 

707-574-6616 x2090 bentsminger@we-care.org 
Telephone/ E-Mail 
Fax Numbers 



VEHICLES: 

County of Humboldt 
Eureka, California 

ln conformity with the County Ordinance conceming the Permitting of Ambulance Service, the Applicant requests 
permission from the Permit Officer to operate the following ambulance vehicles: 

Year Model/Make Vehicle License Length of Stateor Description of 
Identification Plate# Tîme ln Federal Color Scheme, 

Number Use Aviation lnsignia Name, 
{lnclude Agency Monogram, ot 
current License Distinguishing 
mileage Number Characteristics 

shown on 
odometer\ 

1. 2022 Ford F350 1 FDRF3HT7NDA00417 74452P3 3YEARS Type 1 
(3274) Ambulance, 

STAR logo in 
black silver , 
and maroon 

2. 2014 Ford E350 1FDSS3EL8EDB14606 1481361 9YEARS Type2 
(53688) Ambulance, 

Southern Trinity 
Area Rescue 
written on side 
with Cardiac 
pattern. 

3. 
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County of Humboldt 
Eureka, California 

~tacha copy, or provide a description, of Applicant's policy or program for 
maintenance of vehicles. 

I 
51 Attach a list, or provide a description of, Applicant's radio communication equipment. 

Qittach evidence of currently valid California Highway Patrol inspection report 
for ;r1ch ground ambulance vehicle listed in the application. . 

/S2( Applicant certifies that lt has reviewed and meets the requirements set forth in 
Humboldt County Code, Tille V, Division 5, Sections 551-5 (Standards for Ambulance 
Service Permit) and 551-9 (Standards for Ambulance Equipment and Operations). 

/ 
51 Attach copies, or provide descriptions of the following: 
✓/Applicant's quality management practices and policy; 
v' Staffing and hiring policies; 
✓/Organizational chart of management staff; . 
vf Resume of the training, orientation program, and experience of the Applicant in 

/the transportation and care of patients; and 
-..,r Knowledge of and/or involvement in the Humboldt County Emergency Medical 
/ Services system. 

[sa Attach legible copies of current California Driver's License for each employee listed 
above. 

5d~vide copies of EMT certification and/or Paramedic licensure cards. 

~pplicant certifies that the individuals listed above are qualified, duly licensed and/or 
ery.fiéd drivers, attendants, and attendant-drivers, and said individuals are currently 
cfmpliant with any and ail applicable training, licensing, and permitting requirements set 

forth by local, state, and federal law and regulations. 



County of Humboldt 
Eureka, California 

'7ni'IÂ.•;· . Nçi'3fl~rd . Eâitêrh 
• J3pund~cy . Bqlll')(lçify 

.: !Zgi)~ 4. . Dyerville 
• Sôuth ~ .• Bridge & 

-.. ,1)'\i.-,-,'.<; 1 ;,.-/ .', !/<:·-'· 

Gàrbël'Villé Hwy 101 & 

• ~~~:~Br~ ~:~~~~:g 
Road 7 
miles South 
of SR 36 

Showers 
Pass 
Humboldt 
County Llne 

Humboldt 
County Llne 

AMBULANCE SERVICE RATES: 

Dyerville 
Bridge & 
Hwy 101 & 
Alderpoint 
Blocksburg 
Road 7 
miles South 
of SR 36 
Mattole/ 
Ettersburg 
Road at 
Ettersburg 
Bridge 
Humboldt 
County Line 

•W13jlt~rn .} : Jna}~ate .. 
< Bpun~ary •·•· :?;~me(s) by · 

Pacifie 
Ocean 

Pacifie 
Ocean 

"X. 

ln conformity with the County Ordinance concerning the Permitting of Ambulance 
Service, the Applicant must submit a completed Rates & Schedule of charges. Upon 
the approval by the Board of Supervisors, these rates must remain effective and may 
not be amended except with the consent of, or by the order of the Board of Supervisors. 

D Rates & Schedule attached 
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County of Humboldt 
Eureka, California 

subrogation against COUNTY, its officers, officiais, agents, representatives, 
volunteers, and employees. ln ail cases the above insurance shall include 
Employers Llability coverage with limits of not less than One Million Dollars 
($1,000,000) per accident for bodi/y injury and disease. 

4. lnsurance Notices must be sent to: 

County of Humboldt 
Attention: Risk Management 
825 5th Street, Room 131 
Eureka, CA 95501 

5. The Comprehensive General Liability shall provide that the COUNTY, ils officers, 
officiais, employees, representatives, agents, and volunteers, are covered as 
additional insured for liability arising out of the operations performed by or on 
behalf of CONSUL TANT. The coverage shall contain no special limitations on 
the scope of protection afforded to the County, ils officers, officiais, employees, 
and volunteers. Sald policy shall also contain a provision statlng that such 
coverage: 

a. lncludes contractual liabllity. 
b. Does not contaln exclusions as to loss or damage to property caused by 

explosion or resulting from collapse of buildings or structures or property 
underground commonly referred to "XCU Hazards". 

c. ls primary insurance as regards to County of Humboldt. 
d. Does not contain a pro-rata, excess only, and/or escape clause. 
e. Contains a cross liability, severability of interest or separation of insureds 

/ clause. 

[i2J Attach the Certificate of Liability lnsurance naming the County of Humboldt • 
certificate holder. 



/ 
~ Application complete 

County of Humboldt 
Eureka, California 

Required Paperwork Checklist 

Ga-'6ertificate of Automobile and liability coverage 

[~J,rificalion that each vehicle listed in application has been certified by the California 
Highway Patrol and/or the Health Officer pursuant to County Ordinance Section 551-9 

Q~rtificate of Workers Compensation Insu rance, compensation coverage including 
endorsement of additional insured and waiver of subrogation. 

GJ5i,iosed Rates & Schedule of Charges . 

G:ël Ali requested documentation of Applicanl's policies and programs (as set forth in the 
application) are attached and complete 

Jl(Application fee or proof of payment of application fee lAJolveJ - Y\CM r'""\ 

I 



Transportation Safety Policies 

2008 

Southern Trinity Health Services 

153-A Van Duzen Road 

Mad River, CA 95552 



Incidents, Accidents, and Collisions 

Incident Reports 

Drivers shall use Incident Reports to document rider/driver accidents or any unusual occurrences 
(other than vehicle collisions). [Form 31: Incident Re1201i] 

These might include: 

1. Interactions with doctors and nurses 
2. Gatekeeper information 
3. Rider complaints 

Auto Collisions 

Southern Trinity Health Services shall have accident kits for ail drivers. A kit shall be kept in 
ail vehicles owned by Southern Trinity Health Services and should be provided to volunteer 
drivers operating POV's. Drivers shall be instrncted to follow the procedures contained in the 
accident kit. • 

Typically these kits include: 

1. Witnesses cards 
2. Measurement tao! 
3. Pen or pencil 
4. Chalk 
5. Fonn to diagram accident 
6. Emergency numbers and procedures 

Procedures ami Record Keeping 

1. Complete and accurate records of any collision or claim of collision, no matter how 
slight, must be kept in a permanent file. "Permanent" refers to "as long as is required by 
law." Drivers should not admit fouit to anyone other than the manager or police. 

2. Any claim ofbodily injury or property damage must be reported to the manager 
immediately. Collision reports must be completed by the driver of the vehicle and 
reviewed by the Manager within 24 hours. 

3. Ali collisions, no matter how slight, should be reported to the Sponsoring Organization, 
and a collision report submitted. However, in the event of a serions collision, the 
volunteer driver should contact Southern Trinity Health Services immediately. A serious 
collision involves severe property damage, persona! injury or the potential for media 
involvement. [E9rm 32: Collision Report] 



771e Collisi'on Scene 

1. ln the rare case that a serions or disabling collision occurs, ideally the Manager, or 
designated representative, should immediately go to the scene of the collision to provide 
support and information. It is the responsibility of the Manager to represent the pro gram 
at the collision scene in a way that avoids any further Jiability. The Manager should bring 
a camera to the scene to assis! with the review process. 

2. Because drivers can be injured or become distraught at the scene of a collision, collision 
procedures and guidelines should be an important part of orientation training for new 
drivers. 

3. It is important that the driver document who was in his/her vehicle and any vehicle that 
was involved in the collision. This can be done with a disposable camera which is part of 
the vehicle's emergency equipment. 

Procedures for Managers at the Scene of a Collision 

Collisions of any type can be an upsetting situation for the driver. A distraught or injured driver 
can increase liability for the pro gram by what he/she says at the collision scene. For example, 
when a driver tells riders or bystanders, "I'm so sorry, it's my fault, 11 the potential for claims 
made against the pro gram will dramatically increase. The pro gram should pay claim expenses it 
is responsible for, but it should not pay additional expenses because of erroneous statements 
made at the scene of the collision. 

Managers shou!d consider the following factors when called to the scene of an accident: 

1. Assure that riders are accounted for and are receiving proper emergency services. 

2. Separate the driver from the collision scene. 

3. Speak for the pro gram and the driver. 

4. The driver should be available to answer questions from police and fire authorities. 

Media Relations at the Scene of a Collision 

Poor media relations at the scene of a collision can cause additional liability. Managers and 
pro gram representatives shou!d be familiar with and follow procedures when communicating 
with the media. Guidelines should be in place for employees or volunteers at the scene of a 
collision. The guidelines may include: 

1. Assume the media is present. 
2. Project a professional image. 
3. Maintain control of the situation. 
4. Do not quote hearsay or speculation. 



5. Do not accept responsibility for the collision. 
6. Explain "no comment" by saying, "I don't have enough information to answer that 

question accurately." 
7. Never speak "Off the Record". 
8. When interviewed on camera or video, carefully select the background. Stand in front of 

a neutral backgrmmd, not in front of the crash. 
9. Contact Southern Trinity Health Services immediately in the event ofa serious collision. 

Collision Review 

A Review Committee, consisting of the Manager and other program representatives, is 
responsible for reviewing collision reports. In the event of a collision, the committee cames 
together to review the details ofthe collision and make recommendations. Ail collisions must be 
evaluated for preventability. In each case, preventability is evaluated on the basis of the 
following statement: "Did the driver do everything reasonably possible to avoid the 
circumstances that led to this collision?" 



Driver Records 

Southern Trinity Health Services shall have a file containing ail pertinent information about 
each driver. The Federal Privacy Act covers volunteer drivers. Ali persona! information about 
the driver should be covered by a written confidentiality policy that parallels the organization's 
personnel policies. The following is a list of the documents, and related information, to be 
maintained in driver files: [Fonn 33: Personnel Records Checklist] 

1. Original volunteer/employment application 
2. Interview and reference check documentation 
3. Criminal history documentation 
4. Department ofMotor Vehicles (DMV) history report and any subsequent history reports 

generated 
5. Copy ofcurrent drivers license 
6. Copy of training certifications 
7. On-going objective documentation 
8. Any documentation relevant to performance 
9. Copy ofcurrent persona! automobile insurance card. Insurance must be at least the State 

ofCalifornia's minimum coverage requirement for POV drivers. Persona! auto insurance 
verification must be kept current. 

1Vehicle Records, 
•c_. • • •'· •-•' ·• ' • 

A vehicle file shall con tain sections where the following documentation is maiutained: 

;Î) Vehicle maintenance schedule 
2.' Maintenance records 
':3, 'Maintenance receipts 
'4;' Description of maintenance completed 
5,.' Daily pre-trip inspections 
.6,, Inventory of safety equipment 
7/. Maintenance records for related safety equipment (i.e. fire extinguishers) 

Rider Records 

Southern Trinity Health Services shall maintain specific information on the riders using 
the services. The rider information must be collected and properly maintained using a database 
or an adequate system done by hand if the agency does not have access to a computer. Rider 
information, collected by Southern Trinity Health Services, will be used primarily for reporting 
pmposes. In the event of an emergency, this information can also be valuable. Rider records 
should contain the following information: 

1. Rider's name 
2. Address 
3. Phone number 
4. Age 



TK7360H 

KPS13 

KMB24 

KMC9C 

FGl523 

TK2180 

Southern Trinity Health Services 
Southern Trinity Area Rescue 

Seruing Southern 'l'rinity & Southeastem Humboldt Since 1979 

Description of ST AR Radio Equipment 

Kenwood 50 Watt Mobile Radio 

DC Power Supply ~©JQ>, 
Base Station Mounting Case 

(/:::> 
Desk Microphone 

VHF Base Station Antenna 

Kenwood Hand held portable radios 

ST AR owns and rnaintains multiple base station radios with base station antenna, at the clinic, 
which is our main dispatch center, as well as at each volunteer dispatcher's bouse. 

ST AR maintains Kenwood Mobile Radios in each ambulance it operates. 

ST AR has multiple Kenwood hand held portable radios. 2 are kept at the clinic ambulance 
station, the rest are kept by each volunteer responder at their home for use while on duty or on a 
cal!. 

ST AR owns and maintains a repeater on the ridge behind Dinsmore to boost communication in 
eastern Humboldt County from Pickett Peak. 

PO Box 4,321 Van Duzen Road, Mad River, California 95552 
Telephone (707) 574-6616 Fax 707-574-6523 

www.sthsclinic.org 



@HtrP ;~~~1;~~J~~~~t~·;~~~;~~ICATION CERTIFICATE/PERMIT 
CHP AREA: 175 

AREA: 

CHP 301 (REV 4-97) DPI 062 . 

CHP Certiflcate/Permit Number: 1956- 14202 ISSUED: 11/23/2024 . EXPIRES: 11/23/2025 

0 INITIAL 
0 REPLACEMENT 

0 DUPLICATE 
lïZ) RENEWAL 

lïZ) E1,IER1EMY AMBULANCE CERTIFIC.'.TE O ARMORED CAR CERTIFICATE 
0 AUTHORIZED EMERGENCY VEHICLE PERMIT' 

VEHIOLE YEAR & MAKE: 2014 FORDE 350 VEHICLE LIOENSE NO. 1481361 CA I VIN: 1FDSS3EL8EDB14606 
"Authorized Emergency Vehlcle Permit lssued pursuent 10 Vef;ic/e Code Section 2416 (a) ( ) for 

NAME AND MAILING ADDRESS 

SOUTHERN TRINITY HEAL TH SERVICES 
SOUTHERN TRINITY AREA RESCUE 
321 VAN DUZEN ROAD 
MAD RIVER CA, 95552-

CHP Certificate/Permlt Number: 1956- 18888 

PROPERTY OF CALIFORNIA HIGHWAY PATROL 

This certificate/permit, or a facsimile 
thereof, shall be carried in the vehicle at 
ail limes. lt is non-transferable and shall 
be surrendered to the CHP upon demand 
or as required by regulaUon. 

ISSUED: 11/23/2024 i EXPIRES: 11/23/2025 

CHP AREA: 175 

AREA: 

0 INITIAL 0 DUPLICATE lïZ) EMERGEMCY M.IBULANCE CERTIFICATE 0 ARMORED CAR CERTIFICATE 
0 REPLACEMENT lïZ) RENEWAL 0 AUTHORIZED EMERGENCYVEHICLE PERMIT' 

VEHICLE YEAR & MAKE: 2022 FORD E-350 VEHICLE LICENSE NO. 74452P3 CA : VIN: 1FDRF3HT7NDA00417 
1 

"Autho1ized Emerger1cy Vehlc/e Permir lssued pursuant to Ve/1ic/e Code Secrio11 2416 {a) ( J for 

NAME AMD MAILING ADDRESS 

SOUTHERN TRINITY HEALTH SERVICES 
SOUTHERN TRINITY AREA RESCUE 
321 VAN DUZEN ROAD 
MAD RIVER CA, 95552-

PROPERTY OF CALIFORNIA HIGHWAY PATROL 

This certiflcate/permlt, or a facsimile 
thereof, shall be carried in the vehicle at 
ail limes, lt is non-transferable and shall 
be surrendered to /he CHP upon demand 
or as required by regulation, 



STATE OF CALIFORNIA 
DEP.ARTMENT OF CALIFORNIA HIGHWAY PATROL 

EMERGENCY AMBULANCE 
NON-TRANSFERABLE LICENSE 
CHP 360A (REV. 01-00) OPI 062 

CONTROL NUMBER 

1956 
) UCEtlSE tli.,;MS:ER 1 

1956 
lt!SUE CATE EFFECTIVE c,:.JE .E.\PIF.~ TIC~i c;..TE 

9/1912024 • 11123/2024 11/2312025 

: CHPOP.R:ERNl.'1.'EER LCCATIC!l □- OupÎicate •• tl Replacement 

CA- 175 0 Initial li2! Renewal 

PROPERTY OF THE CALIFORNIA HIGHWAY PATROL (CHP) 

SERVICE NAME AND PHYSICAL ADDRESS /011/y if differe111 /rom befow) • This license is NON-TRANSFERABLE and must be surrendered to the 
-----------------------. CHP upon demand or as required by law. A majority change in 

SOUll-lERN TRINITY HEAL 11-l SERVICES : ownership or control of the licensed activity shall require a new license. 
SOUll-lERN TRINITY AREA RESCUE This license may be renewed within the 30-day period prior to the 
321 VAN DUZEN ROAD expiration date indicated above. 
MAD RIVER CA, 95552-

SERVICE NAME AND MAILING ADDRESS 

• SOUll-lERN TRINITY HEAL 11-l SERVICES 
! 
' SOUTHERN TRINITY AREA RESCUE 

321 V AN DU ZEN ROAD 

. MAD RIVER CA, 95552-

Attentlon: LEE LUPTON, CEO 

, Ambulance operations must cease immediately upon expiration of this 
: license. THERE IS NO GRACE PERIOD FOR A LICENSED ACTIVITY. 
; The Department wîll accept an application for renewal during the 30-

day perlod following the license expiration date provided all required 
documentation is complete and accompanied by the initial license tee of 
$200.00. For license information contact CHP, Research and Planning 
Section at (916) 843-3440 . 



NoR--cALf!3 3501 
Emergency Medical Services System 

Quality lmprovement Program (EMSQIP) - EMS" 

Nor-Cal EMS Policy & Procedure Manual Documentation and Quality Improvement 

Effective Date: 4/07/2021 Next Revislon: 4/07/2024 
Approval: Jeffrey Kepple MD - MEDICAL DIRECTOR SIGNATURE ON FILE 

Authority 
Health and Safety Code Division 2.5, California Code of Regulations, Title 22, Division 9. Californie 
Administrative Code, Title 22, Division 9, Chapter 1.5, 2, 3 and the Health and Safety Code, Division 2.5, 
Section 1797.220 

Purpose 
To establish Ernergency Medical Services Quality lrnprovernent Program(EMSQIP) requirements for EMS 
system participants. 

Policy 
1) AED/BLS/ALS/LALS prehospital provider organizations and base/modified base hospitals shallsubmit a 

written EMSQIP to Nor-Cal EMS for review and approval every five (5) years. The written EMSQIP shall 
include the following minimum Information (template provided): 

a) Provider name and management structure, lncluding QI coordinator, medicaldirector, and 
internai QI structure. lnclude an organizational char! If avallable. 

b) Description of how, how often and who collects/analyzes QI indicator data. 
c) Description of how and how often QI indicator data is shared with QI committees,technical advisory 

committees, peer review groups, management, etc. 
d) Description of how the provider communicates QI activitles to external stakeholders (other EMS 

system participants, elected officiais, the public, etc.). 
e) Description of the provlder's approach to performance improvement and theprocess used to 

implement changes. 
f) Description of how provider policies and procedures are developed/revised, andhow staff are 

educated/trained on new/revised pollcies and procedures. 
g) Description of how staff are educated/trained on new/revised Nor-Cal EMS policies and protocols. 

h) Description of the process for ensuring staff complets other required EMSeducation/tralning. 

2) Ali AED/BLS/ALS/LALS EMS system participants shall participate in the Nor-Cal EMS EMSQIP which 
may include provlding records for program monitoring and evaluation. 

3) AED/BLS/ALS/LALS EMS system participants shall develop a performance improvement plan when 
their EMSQIP identifies a need for improvement. Collaboration with Nor-Cal EMS and/or other EMS 
system participants will collaborate to identify system Issues, wlll be discussed at MAC/AMAC, and a 
year plan will be determined. 

4) Ali agencles with Nor-Cal EMS will be sent a year-end report form, requestlng data of pre-determined 
criteria and narrative revlews. This data can be pulled from agency ePCRs/PCRs. 

5) Ali provider agencies: 

a) Peer Review Audit form is available for use for EMSQIP in your agency. You may submit the forms 
with the yearend report for those PCRs withln the criteria. 

b) The Optional Scopa Utilization form shall be submitted within 7 days of the use of optional scope 
skills/medications. 

c) Optional Skills training rasters shall be submitted yearly to Nor-Cal EMS. 



',. 

Section: Operations Approved by: CQI and Board of Directors 
Polie : '!iliifftiifü!\OS,Qüalif'llin' fovêment â>J:iWi~ait'tbi'iîiîtJf'""'''' ,,r.' •• P ••• ••• Adopted Date: 7/1/2004 

Reference Number: OPS.030 Last CQI Review and Approval: 10/23/14 
Last BOD Review and Annrovàl: 2/22/12 

Page 1 of7 Next Review and Annroval: 10/28/14 

Policy ~(Q)(p)W 
To establish and outline the structure and fonction of Southern Trinity Health Services (STHS) 
Continuous Quality Improvement Program. 

Purpose/Goal 

The primary mission of Southern Trinity Health Services is to improve the quality of life in Southern 
Trinity and Southeastern Humboldt Counties by providing access to quality, comprehensive, 
innovative, and integrated health care and emergency medical services regardless of ability to pay. 
STHS acknowledges that quality health care and the systems that support that care must be the 
foundation of a successful heallh care organization. STHS is committed to providing optimal health 
care for its patients consistent with regu!atory and acc:epted standards ofpractice established by the 
STHS medical staff. 

Southern Trinity Health Services recognizes that the patient experience is influenced hy every aspect of 
the services provided and by every employee and volunteer the patient encounters. The Continuous 
Quality Improvement Program must be organization wide and include rnedical, dental, behavioral 
health, emergency medical services, transportation, facility, business, administrative services and the 
Southern Trinity Health Services Board of Directors. 

Procedure 

The Quality Improvement Plan assesses each area of oare individually and how they internet and 
support patient care as a whole. The Quality Improvement process will utilize both internai and 
externat audit systems; track and review defined clinical indicators and outcomes; sentine! events and 
'near miss' incidents; patient comments, both formai and anecdotal, negative and positive; and 
emp!oyee reports, observations, concerns and comments, 

The Continuons Quality Improvement Committee is responsible for ensuring the compliance of ail 
policies and procedures of the organization bath clinical and operational. Refer to OPS.0 19 Policy 
Development and Approval for further information. 

Southern Trinity Health Services is committed to fostering an open and supportive environment for 
identifying, reporting, discussing and correcting events before they become problems. Resolution will 
be sought through examining systems; policy, products, tools, procedures, and education. Solutions 
will be rewarded; fmger painting and blame will be discouraged, lndividual corrective actions, if 
necessary, will be conducted in private, and documented appropriately. 

1 



Contînuous Quality lmprovemeut • CQI Commiltee 

The CQI Committee provides the leadership necessary to develop implement and oversee quality 
related activities. The active participation of departmental leadership is necessary to demonstrate that 
Southern Trinity Health Services is committed to quality and safety. 

The CQI Committee is an organization-wide group composed of representatives from ail departments. The 
following are the minimum requirements for CQICommitleecomposition: 

Executi ve Director 
Medical Director 
Dental Director 
Behavioral Health Director 
Financial Officer/Administrative/Fiscal Representative 
Operations Officer-Patient flow, Front Office Representative 
Provider Representatives - Medical and Dental Back Office 
Risk Manager/Lass Control/ Facilities Representative 
Quality Assurance Coordinator, RN 
Board of Dfrectors Representative 

The Executive Director or designee serves as chair of the CQI Committee with responsibility for 
setting and approving agendas, leading meetings and providing leadership in the selection of CQI 
activities and priorities. The Executive Director may designate a CQI Coordinator with responsibility 
for carrying out the administrative activities necessary to conduct Committee business. The 
Coordinator will ensure that meetings are held at least 10-12 times per year, that minutes of meetings are 
taken, distributed, records and documents are maintained for HRSA reporting purposes and prepared for 
Board of Directors approval each month, and that scheduled activîties proceed according to the 
established calendar. 

The Comrnittee will evaluate the effectiveness of the Continuous Quality lmprovement P rogram 
annually at the February meeting per the CQI reporting calendar Cycle I. 

Subcommittees of /Ize CQI Committee 

The CQI Comrrûttee will form individual or joint subcommittees to investigate significant or 
recurrent events, to address an ongoing need to protect confidentiality and to identify 
opportunities for improvement. Ali subcornmittees shall provide a written report to the full 
CQ] Committee. Tbefo!Jowing subcommittees are designated as permanent individual or 
joint committees as CQI Committee deem appropriate to meet the requirement: 

The Chronic Pain Subcommittee is taskecl with monitoring the Chronic Pain 
Program, including but not limited to overall results, outcomes, problems, 
appropriateness and consistency of care delivered, review of individual patient 
care plans referred by the providers, and ail requests by providers to withdraw 
opiate therapy due to violations of the pain contract. Subcomnûttee membership is 
limited to Medical, Behavioral Health, and Dental providers, Executive 
Management, and the Risk Manager to protect confidentiality. The subcommittee 
shall meet monthly and shall submit a report to the full CQI Committee which full 
protects individual patient information. 

. ·. 

2 



The Chronic Disease subcommittee is task:ed with reviewing data for conditions 
identified in the STHS Health Care Plan, the Uniforrn Data System report structure, 
and otl1er chronic conditions identified from lime to time. The subcommittee shall 
monitor trends, compare them to established benchmarks and goals, and recommend 
improvements to the CQI Committee utilizing the PDSA mode!. The subcornmittee 
shall consist of the Medical, Behavioral Health. Dental providers, Executive 
Management, and the Risk Manager, and shall meet monthly. 

Confidentiality 

The review of patient data, employee performance dala and other infonnation of a sensitive nature is 
vital to the success of the quality improvement process. Southern Trinity Health Services requires ail 
data to be protected. Information wiU only be reviewed and discussed in office spaces. AH reports are 
confidential and will only be used for the quality improvement processes. Al! patient identification 
information shall be removed, as will al! provider data for aggregate reports. Any discussion 
requiring patient or employee identification will be done in private. 

Objectives 

!. To ensure the delivery of patient care at the maximum achievable level of quality in a safe 
and cost effective manner. 

2. To ensure the effective "hand-off"ofpatient care between providers and other internai and 
external sources of care, including support and administrative services. 

3. To develop effective systems for continuous prob]em assessment/identification, corrective 
action planning, plan implementation and evaluation of organization processes and services. 

4. To develop a system of accurate cornprehensive data collection methods to track, trend and 
report quality indicators for the organization and for extemal reportîng compliance. 

5. To educate ail health care professionals and staff in the philosophy procedures and practîces 
of quality assessment. 

6. To utilize information gained in quality assessment activities to direct contînuing medical 
education at STHS. 

7. To increase knowledge and participation in quality improvement aclivities at STHS. 

8. To identify opportunities for improvement and institute continnous improvement strategies 
as appropriate. 

9. To demonstrate the pro gram' s overalt impact on improving the quality of care delivered by 
STHS. 

QI Process 

1. The Southern Trinity Health Services Health Care Plan identifies specific Hea]th Care Goals and 
performance measures. The individual elements are reviewed annualty by the CQI Committee on 
a three month rotating schedule as specified in the CQireporting calendar Cycle I. 

2. The Clinical tracking measures are developed from the Health Care Plan. The Hea!th Care Plan 
defines internai goals, and establishes extemal benchmarking standards to be met or exceeded. 
The Clinicat tracking measures are reviewed, progress noted, and corrective action decided upon 
on as scheduled in the QI reporting calendar Cycle I. 
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3. Quality Assurance rneasures including calibration of equipment, !ab tracking, referral tracking, 
audit reports, and other regular inspection reports. 

4. Quality Assurance measures are reviewed as set forth in the CQI reporting calendar Cycle 2. 

5. Risk Management issues are reviewed as set forth in the CQireporting calendar Cycle 3. Specific 
review items are included, but will also include any issue brought to the committee, or any issue 
of concern to any committee member. 

6. Peer Review of assessment, treatment plans, and outcomes is a very important component of 
STIIS CQI program. Southern Trinity Health Services is comrnitted to fostering an open and 
supportive environment for identifying, reporting, discussing and correctingevents before they 
become problems. The peer review process is intended to improve care to our patients, not to 
place blame. Generalized peer review results will be reviewed as indicated in the CQI reporting 
calendarCycle 2. Specific concerns notable to be resolved via the peerteview process will be 
directed to the Medical Director. 

7. Identification of potential system problems or breakdowns 

a. Quality control test reports 
b. Peer review audits 
c. Patient corn plaints and grievances 
d. Incident reports 
e. Medical and dental record audits 
f. Clinica! tracking reports 
g. Equipment Damage report forms 
h. Variance report forms 
i. Other sources may include: patient care evaluation studies, financial data, productivity 

reports, disease management reviews, lime and motion studies, patient flow studies. 
j. Any report of an unusual nature may be considered by the CQI Cornmittee. Anonymous or 

anecdotal reports will be considered generally, specif,c allegations will be considered on a 
case by case basis. 

Collecting and analyzing data 

STHS utilizes a tracking registry IMS/Medi-Tab in its Health Care Plan for maintaining, monitoring 
and improving quality of care for common chronic diseases and assuring optimal de!ivery of 
preventive services. 

a. Data Collection and Information Resources 
c. Medical and dental records review 
e. Patient satisfaction surveys 
g. Employee concerns and suggestions 

The Process lmprovement Model 

b. Reports from organization staff 
d. C!inical tracking indicators 
f. Employee satisfaction surveys 
h. Patient warnings and dismissals 

STHS uses the PDSA (Plan, Do, Study, Act) method ofprocess improvement to prevent adverse 
occurrences. If an item is entered into the CQI Committee meeting agenda, it will be followed a t 
each meeting, and will be removed when satisfactory results have been achieved. The general flow 
should be similar to the following: 
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, . 
a. 
b. 
c. 
d. 
e. 

f. 
g. 
h. 

Problem/Project Identification 
Entered into Problem/Project log by QI coordinator 
Initial investigation/action plan developed by QI coordinator 
Initial findings reported to QI Committee (or sub-committee) for review 
Action plan developed and executed by QI coordinator or other individual as assigned by 
QI Committee 
Results of action plan reported to QI Committee 
If reso!ved, de termine review period 
Ifunresolved, revise and execute action plan 

Incident Reporting 

The purpose ofreporting incidents is to identify problems or potential problems that may result in 
unsafe, unhealthy circumstances and outcomes in the practice. The completion of an 
incident/variance report demonstrates conscientiousness and concern for th ose in vol ved. 
Communication in the form of positive feedback to providers -and staff on improvements made as 
a result of reported incidents reinforces use of the system as a non-punitive means of identifying 
probkms and developing solutions. Other purposes include the following: 

a. To provido a record of the incident and to document fac tuai infonnation about the event. 
b. To encourage staffto identify incidents, near misses, and hazards. 
c. To provide for prompt treatment of any injnries that may have occurred. 
d. To notify responsible individuals about incidents and hazards and to allow for prompt 

investigation of circumstances surrounding an incident. 
e. To analyze information generated from reporting incidents and hazards and to take actions 

to prevent recurrence and improve safety. 
f. To provide documentation as a part of an incident investigation, an OSHA or other required 

agency reports, workers compensation cla!m processes, disability or insurance claims. 

Incident/variance reports are confidential, internai documents and are maintained in 
confidential risk management files. IncidenVvariance reports are not placed in patient medical 
records. 

CQI Information Distribution 

In order to ensure organization wide support and involvement of the entire organization, written 
minutes of the CQI Committee monthly meetings are submitted to the Medical Director, 
Executive Director for review, comment and action as appropriate. Board review and action 
where necessary shall be noted in the Board Meeting Minutes. 

Southern Trinity Health Services alsorecognized that itis vital to the continued success of the 
Quality Improvement process that overall results, concerns, patterns and information are 
communicated to ail employees and volunteers. This wiU be accomplished by discussion with 
al! employees during the departmental team meetings. Significant findings or changes will be 
communicated at the month!y ail staff meeting or at a special meeting if the Executive Director 
determines it necessary or beneficial. 
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Attacbmenl A: CQI Reporting Calendar 

Cycle 1 .January, April, .Tuly, October Healthcare Plan Review & Tracking 

Clinical Tracking 
a. Barly entry into prenatal care 
b. Childhood immunizations 
c. Cervical cancer screening 
d. Weight assessment and education - children 
e. Weight assessment and education - adult 
f. Tobacco use assessment 
g. Tobacco use intervention/education 
h. Asthmatic care 
i. Coronary artery disease/lipid therapy 
j. Ischemic Vascular Disease/antithrombotic therapy 
k. Colorectal cancer screening 
1. Adolescent and adult depression screening 
m. Barly intervention for HIV care 
n. Diabetes Ale tracking 
o. Hypertension 
p. Birth weight 
q. Oral health 
r. Pain contrai 

Cycle 2 February, May, August, November Oualitv Assurance 
a. Annual Evaluation ofCQI Program effectiveness (February) 
b. Pbarmacy Report 
c. X-ray QC Report 
d. Lab OC Report 
e. Lab Tracking 
f. Referral Tracking 
g. ST AR Quarterly QAReport 
h. Peer Review 
i. Patient Satisfaction Survey- continuous 

Cycle 3 March, .Tune, September1 December Risk Management/Compliance/HR 
a. Patient wamings/dismissals 
b. Variance/Incident reports (medication errors, infectious disease, injuries/falls, HIPAA, etc.) 
c. Lass Control/Safety reports and Forms 
d. Policies & Procedures/Protocols/Standards 
e. Credentialing/privileging/compelency 
f. Clinic licenses and certification updates - !ab, x-ray etc. 
g. Job Descriptions/Scope - providers and support staff 
h. Employee evaluations - providers and support staff 
i. Training updates • HIPM, Infectious Disease, BMT, CPR, ACLS, OSHA, etc. 
j. Bmployee Satisfaction Survey 
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Approvcd 

LeeLupton, 

Michael Schafle, Medical Director 

Sifsan<Îordon,Prident, Board of Directors 

Attachment A: CQI Reporting Calendar 

Forms: QI Tracking Log 
References & Controlling D:lcuments: 
PAL 2001-16 
PAL 2002-22 BPHC Credentialing & Privileging 
PAL 2011-05 
PAL 2014-09 Notice of HRSA FTCA Health Center Policy Manual 
Other STHS policies: 
OPS.009 Referrai policy 
OPS.010 Hospital Visit tracking policy 
OPS.011 Lah results tracking 
OPS.012 Imaging tracking 
OPS.007 Incident reporting 
OPS.019 Policy Development and Approval 
OPS.031 Credentialing policy 
OPS.042 Pharmacy & Supply Ordering 
OPS.049 Patient Satisfaction Assessment 
CLN.008 Peer Review Procedure 
CLN,009 Dmg Room 

Date 

Accreditation Association for Ambulatory Healthcare (AAAHC) accredilation documents 
National Committee for Quality Assurance (NCQA) 

Revisions and Reviews: 
Adopted 7/11/2004 
Revision 11/16/2010, 2/22/2011, 3/22/2011, 6/2112011, 10/28/2014 
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Southern Trinity Health Services 
Southern Trinity Area Rescue 

Serving Southern Trinity & Soittheastern Humboldt Since 1979 

Certific11tion Information: (EMT, AEMT, Paramedic, EMD Only) 

D CPR Card Exp:---~-

□ EMT State Certification Number: ______ Exp: __ _ 

D AEMT Local Accredîtation Agency: D NotCal D North Coast 

D Paramedic License Nmnber: -------'--__ Exp:-'-. __ _ 

D Emergency Medical Dispatch Number: Exp: __ _ 

Required Copies 

D Adult/Child Abuse & Domestic Violence Reporting Requirements 

D Confidentiàlity/Security Agreement 

D . Copy ofDriver's License (Front & Back) 

D Copy of Ambulance Endorsement 

0 Copy of Green Driver' s Medical Card (Front & Back) 

0 Co'py ofEMT/AEMTIParamedic/EMD Card (Front & Back) 

D Copy of Auto Insutance (Responders only) 

0 Pull Notice Program Authorization (Drivers Only) 

□ Copy ofCPR Card 

. 

For STAR Management Use Only 

Initial Start Date: 

Radio Information: Model: SIN: 

Radio Cali Sign: 
. 

Equipment Assigned: 
. 
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Southern Trinity Health Services 
Southern Trinity Area Rescue 

Serving Southern Trinity & Southeastern Humboldt Since 1979 

Certification Information: (EMT, AEMT, Paramedic, EMD Only) 

0 CPR Card Exp: ___ _ 

0 EMT State Certification Number: ______ Exp: __ _ 

□ AEMT Local Accreditation Agency: □ NorCal □ North Coast 

□ Paramedic License Number: _________ Exp:-'------

□ Emergency Medical Dispatch Number: ______ Exp: __ _ 

Required Copies 

□ Adult/Child Abuse & Domestic Violence Reporting Requirements 

□ Confidentiality/Security Agreement 

0 Copy ofDriver's License (Front & Back) 

□ Copy of Ambulance Endorsement 

□ Copy of Green Driver' s Medical Card (Front & Back) 

□ Copy ofEMT/AEMT/Paramedic/EMD Card (Front & Back) 

□ Copy of Auto Insurance (Responders only) 

□ Pull Notice Pro gram Authorization (Drivers Only) 

□ Copy ofCPR Card 

For STAR Management Use Only 

Initial Start Date: 

Radio Information: Mode!: SIN: 

Radio Call Sign: 

Equipment Assigned: 



,,· 

PENALTIES 

Unauthorlzed accèss, ùse, modific$tion, disclosure, br destr~ction is stricUy proh\biteid. The penalties for 
unauthoriied àcce.ss, _ us~, modifi~ation, disclosure, pr destructio~ rnay in~lude .disciplinary <)ètion up to 
and including terrninatio.n of employment and/or èriminal orcivil aètLon, • _ • ' • . . ,, . ' , • . ' • '. . . ,-~ ·: - . ' . • . - -. . • . . ·, ' \ ' 

·., . .· ' . ' • . • ' • . ' ·, :i; . -·.' ·--_' _·"'. ', • • . _· 

Southern Trinity Heàlth Services reservj3s the /ight to monitor and recorg all_n,etwork activity includfng e­
mail, with or without notice, an_d therefore users shoU!d have no e~peqt_ations _of privacy in the use 61 
these resources. • • • 

DISCLAIMERS 

Nothing in this document creates any express or implieo contractu~I rigl1ts. Ail employees are employed 
on an at,wi/1 basis. Emp/oyees 'have the .right to terminale their employm~nt at any tlme, and Southern 
Trinity HealthSeirvlces retains a simllar right. • • • • • 

1 certify that / have reacl, 11nclèrstobcl, and accept the Çonficlentia/ity Agreement ab ove. 
• . 

lssued: February 21, 2003 rev 7.26.2011 
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Signature Date 

TO BE PLACED IN EMPLOYEE'S PER.SONNEL FILE 
SOUTHERN TRINITY HEAL TH SERVICES 

Confidentiality / Security Agreement 

1 have received Health lnsurance Portabllity and Accountability Act (HIPAA) training and as such, 1 understand that 
whlle performing my official dulies I may have access to protected health information, Protected Health Information 
(PHI) rneans lndividually Identifiable health information that is transmltted or maintained in any form or medium, 
Protected health Information is NOT open to the public, '8peclal precautions are necessary to protect this type of 
Information from unauthorized access, use, modification, disclosure, or destruction, 

t agree to protect the following types of information: 

Ali data elements described :as piotected health information (PHI) including but not limited t~: 

• Addresses 
• 'îeleP.hone'numbers 
• Fax riumbers • 
• Électronlc Mali addresses 
• Social security numbers 
• Mediéal record numbers 
• Birth date • , 

Date of death 
• Health plan beneficiary _numbers 
• Acco'unt numbers 

• • Certlficateilicense numbers • . , . . 
,,. • • Vehicle identifiers and serial number, including licènse plate nunibers • 

.. , Devlce iden\ifiers and lierial numbers • , > .' .... ' , .. •. }>::· .. ' ·• · • 
'• Full face photogrnphic Images and 'any conipàrablè lmàges . • .· • · • • • • . . 
• Client infonmation (sùch as, disability Jnsurance ·c1aima_nts, .reciplènts 'of pu6Uc social services,· 

P~)f[clpants of steite/federal progràms, employers, etc,) :: , . . . • • • • 
• Information_ abo,ut how automatèd systems are' aqcessed and operate. • 

•. Any other proprietary iriformafion. . •. _: •. . • • • • 
• Any • othef unique • identlfyi,ng ',, 'll~nibe'r cliàràcieri~ilc, • or code 

1 agree to protect PHI by: 

Ali ofth.e fdllowlng m~àns.lnèluding. but not limited to: 

• 

• 

Acces~ing, ùsing, ;, modifying confidehtial, ;~nsitive, or _PHI o~ly for th'e purpose of performing , 
myofficialduties. •- . ·: ,' • . • ... • ·. . : • .. 
Never attemptlng to access Information .by using ·a user identification code or password othèr 
tlian l)lyown • • . • • • • • • • • 

• , Never sliaring passwords with anyone or sto/ing passw9rds in a location accessible .to 
uriauthorized persohs, 

• Never exhibiting or divulging· the .contents of any record. ur report -exèept :to • fulfill a work 
assignment, • • • 

lssued: February 21, 2003 rev 7.26.2011 
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ADUL T/CHILD ABUSE & DOMESTIC VIOLENCE REPORTING REQUIREIVJENTS 

California law requires that medical practitioners, non-medical practitioners, health practitioners and child 
care custodians working in health clinics and other specified public or private facllities be informed of their 
duty to report suspected child abuse, suspected dependent adult abuse, and suspected domestic 
violence. 

Please read the followlng carefully and slgn where lndlcated. 
Section 11166 of the Penal code requires· any chlld care custodian, medical practitioner, non-medicai' 
care practitioner or employee of a child protective agency who has knowledge of or observes a child in 
his or her professional capacity or within the scope of his or her employment whom he or she suspects 
has been the victim of a chlld abuse to report the known or suspected Instance of child abuse to a child 
protective agency immediately or as soon as practically possible by telephone and to prepare and send a 
written report thereof within 36 heurs of receiving the Information concerning the Incident. 

Any persan who /ails to report an instance of child abuse which he or she knows to exist or reasonably 
should know ta exist, as required, is guilty of a misdemeanor and is punishable by confinement in the 
county jail for a term not to exceed six months or by a fine of not more than five hundred dollars ($500) or 
by bath. The law also provides that a persan who does report as required, or who provides a child 
protective agency with access ta a victim, shall not be civilly or crlmlnally liable for doing so. 

Section 15630 of the Welfare and Institutions Code requires any care custodian, health practltioner, or 
employee of a health facility who in his or her professional capacity, or within the scope of his or her 
employment, has knowledge of or observes a dependent adult who he or she knows has been the victim 
of physical abuse, or who has injuries under circumstances which are consistent with abuse, to report the 
known or suspected instance of physical abuse to an adult protective services agency or a local Jaw 
enforcement agency lmmediately, or as soon as practically possible, by telephone, and ta prepare and 
send a written report thereof within 36 hours of receiving the information concerning the incident. 
reporting is required where the dependent adu/t's statements indicate, or in the case of a persan with 
deve/opmental disabilities, where his or her staternents . or other corroborating evidence indicates that 
abuse has occurred. 

Séctions 11160-11163 of the California Penal Code require that any health practitioner employed in a 
health facility, clinic or physician's office who, in his or her professional capacity or within the scope of hls 
or her employment, has knowledge of or observes a patient whom he or she knows or reasonably 
suspects has suffered frorn any wound or lnjury iFlflicted as a result of domestic violence or spousal 
abuse shall immediately, or as soon as is reasonably possible, file a telephone report to the local law 
enforcement agency followed by a written report within two working days. 

Failure to camp/y with these reporting requirements may lead to a fine of up to $1,000 and/or up ta six 
months in jail. A health practitioner who makes a report in accordance with this article shall not incur civil 
or criminal liability as a resu/t of any report required or authorized by this article. Your clinical superviser 
and Medical Center Administration should be notified whenever you believe that you may be requirèd to 
report suspected abuse or violence. 

1 certify that I have read and understand this statement and will cornply with my obligations under the 
dependent adult abuse, chi/d abuse, and dornestic violence reporting laws. 

Name Position/Department 

lssued: February 21, 2003 rev 7.26.2011 
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A Public Service Agency 

EMPLOYER PULL NOTICE PROGRAM 

AUTHORIZATION FOR 
RELEASE OF DRIVER RECORD INFORMATION 

1, _________________ Callfornia Driver License Number, ----------~ 
hereby authorize the California Department of Motor Vehicles (DMV) to disclose or otherwise make available, my driving 
record, to myemployer,, _____________ ===~----------------

cOMrANY NAfi1E 

1 understand that my employer may enroll me in the Employer Pull Notice (EPN) program to receive a driver record report at 
least once every lwelve (12) months orwhen any subsequent conviction, failure to appear, acclden~ drlver's license suspension, 
revocation, or any other action Is ta ken against my driving privilege during my employment. 

1 am no! driving in a capacity that requlres mandatory enrollment in the EPN program pursuant to California Vehicle Code 
(CVC} Section 1808.1(k}. I understand that enrollment ln the EPN program is in an effort to promote driver safety, and that my 
driver license report will be released to my employer to determine my eligibllity as a licensed driver for my employment. 
EXECUTEDAT: CITY COUNTY STATE 

DATE 

1 

XNATURE OF EMPLOYEE 

l, ___________________ ,of __________ =---------
AUTIIORIZED REPRESENTATIVE COMPANY NAME 

do hereby certify under penalty of perjury under the laws in the State of California, that I am an authorized representative of 
this company, that the information entered on thls document is true and correct, to the best of my knowledge and that I am 
requestlng driver record Information on the above lndividual to verify the information as provided by said individual. This 
record is to be used by this employer in the normal course of business and as a legltimate business need to verify information 
relating to a driving position not mandated pursuant to CVC Section 1808. 1. The Information received wlll not be used for any 
unlawful purpose. 1 understand that if I have provided taise information, 1 may be subject to prosecution for peQury (Penal 
Code Section 1'18) and false representation (CVC Section 1808.45). These are punishable by a fine not exceeding five 
thousand dollars ($5,000} or by lmprisonment in the county jail not exceeding one year, or both fine and imprisonment. 1 
understand and acknowledge that any failure to maintain confidentiality is both civilly and criminally punishable pursuant to 
CVC Sections 1808.45 and 1808.46. 

E'..X:ECUTED A : nY COUN ATE 

DATE . SIGNATU EANDTITLEO A 0 

X 

To obtain a driver record on a prospective ernployee you may submit an INF 1119 forrn. To add this driverto the EPN Program 
you must submit the applicable forms: INF 1100, INF 1102, INF 1103, INF 1103A forrn. Vou may obtain forms atourwebsite 
at www.dmv.ca.gov/otherservices, or by calling 916-657-6346. 

THIS FORM MUST BE COMPLETEDAND RETAINED AT THE EMPLOYER'$ PRINCIPAL PLACE OF BUSINESS AND 
MADE AVAILABLE UPON REQUEST TO DMV STAFF. 

DO NOT RETURN THIS FORM TO DMV. 

ii',IF 1101 ENGLISH (RE'l 9/21JC4J WWW 



Southern Trinity Health Services 
Southern Trinity Area Rescue 

Serving Southern Trinity & Southeastern Humboldt Since 1979 

Management Staff Organization 

Lee Lupton - CEO 
.,(.. 

Brooke Entsminger - EMS Manager 
.,(.. 

Paramedics 
.,(.. 

Dispatchers & EMT's 
.,(.. 

Drivers 

PO Box 4, 321 Van Duzen Road, Mad River, California 95552 
Telephone (707) 574-6616 Fax 707-574-6523 

www.sthsclinic.org 



Southern Trinity Health Services 
Southern Trinity Area Rescue ... 

{,'-;"\ .. 

Seruing Southern Trinity & Southeastern Humboldt Since 19711;_;;, y /pJ D7 
Resume 

Training: 
• STAR is certified through Nor Cal EMS to instruct EMT and AEMT courses. 

ST AR instructors put on one new course per calendar year. 
• STAR has Continuing Education meetings for all local responders once a month 

with chart reviews included. ST AR CE provider number 64-5308. 
• ST AR is linked with Redwood Memorial Hospital to attend Char! Review 

through teleconference when they are held at the hospital for North Coast EMS. 
• ST AR participates and organizes training opportunities with other emergency 

services ( ex - USFS, REACH Air ambulance, Southern Trinity Volunteer Pire, 
Coast Guard and many more) on a regular basis. 

• ST AR provides dispatch training. 
Orientation: 

• New STAR volunteers are required tofill out the new volunteer packet (included 
in attached papers) and provide all documentation required on it. 

• New volunteers are brought in to practice driving as well as become oriented to 
the ambulance before being put on the schedule. 

• Volunteers who will be providing patient care are scheduled as a third persan on 
crew until ready to pro vide care independently and they have been observed by 
current responders. 

STAR has been operating as an Emergency Medical Transport 911 Ambulance service 
since 1979. Regular training and education ofall responders is required for their 
certification and by ST AR. Responders must remain current for the best patient care 
possible. 

PO Box 4, 321 Van Duzen Road, Mad River, California 95552 
Telephone (707) 574-6616 Fax 707-574-6523 

www.sthsclinic.org 



Southern Trinity Health Services 
Southern Trinity Area Rescue 

Serving Soz,thern Trinity & Soz,theastern Hz,mboldt Since 1979 

Humboldt County EMS System 

Southern Trinity Are a Rescue (ST AR), acknowledges that North Coast EMS 
oversees EMS systems within Humboldt County. STAR understauds that it's 
operating Policies and Procedures are dictated by Nor Cal EMS, and that Nor Cal 
EMS has an agreement with North Coast EMS and St Joes Health System­
Redwood Memorial Hospital (RMH), for STAR to operate with RMH as its base 
hospital and primary place to transport patients. 

PO Box 4,321 Van Duzen Road, Mad River, California 95552 
Telephone (707) 574-6616 Fax 707-574-6523 

www.sthsclinic.org 



AMBULANCE SERVICES PROVIDED Patient Name: 

Unit Dispatched 

Responder # ____ Name ____________ _ 

Responder # Name ____________ _ 

Responder # Name ____________ _ 

TIMES . . 
·. .. MILES·.· . 

Dlspatched Beglnnlng 
ENROUTE 
On Scene On Scene 

LEFT SCENE response miles ( 
At Destination At Destination 
AVAILABLE oatient miles ( 

Cancelled 
Back at Base Back at Base 

ADVANCED LIFE SUPPORT , .··••. · 1 .... .·., .. 
ALS . . CC C Code Fee ... . . . . 

ALS Non-Emernencv Transnort A0426 $2,200.00 
ALS 1 Emernencv Transnort A0427 $2,400.00 
ALS2 Emernencv Transnort A0433 $2,600.00 

Multiole Patient# A0370.5 $2,400.00 

BASIC LIFE SUPPORT · '• 

•• ''·· • 
. ---:c · ... ~ .•.· ·.· . •. r, 

BLS ·_ ", . . . . . . , _·_._Code • • Fee ~.c. -c .. 
BLS Non-Emernencv Transnort A0428 $1,700.00 
BLS Emernencv Transnort A0429 $1,900.00 

Multinle Patient# A0362.1 $1,900.00 

OTHER.SERVICES/PROèEDURES . ·. · .. 
.• •• ..... ·, . . . . 

Proceduifis .,, • •. . . . . . • .. • .. Code.,· .Fee • • • 

EKG/ECG Monitor 93005 $ 146.00 
Oxvnen/Oxvnen Sun, lies A0422 $ 100.00 
Extra Ambulance Attendant A0424 $ 150.00 
Ground Transnort Miles A0425 $ 40.00 
Assesment- On Scene / AMA A0998 $ 485.00 

Waitîime hrs A0420 200.00/hr 

F:\Admin\Fiscal\CFO 2017\EMS\Fee Scdudule\EMS Charge Sheet.xlsx 

Date: 

3048 
305 

) 



~ 
ACORD® CERTIFICATE OF LIABILITY INSURANCE 1 

DATE (MMIDONYYY) 

L.--- 4/10/2025 

THIS CERTIFICATE IS ISSUED AS A MATTER OF INFORMATION ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE HOLDER, THIS 
CERTIFICATE DOES NOT AFFIRMATIVELY OR NEGATIVELY AMEND, EXTEND OR ALTER THE COVERAGE AFFORDED BY THE POLICIES 
BELOW. THIS CERTIFICATE OF INSURANCE DOES NOT CONSTITUTE A CONTRACT BETWEEN THE ISSUING INSURER(S), AUTHORIZED 
REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER. 

IMPORTANT: If the certlflcate holder is an ADDITIONAL INSURED, the pollcy(les) must have ADDITIONAL INSURED provisions or be endorsed, 
If SUBROGATION IS WAIVED, subject to the terms and conditions of the pollcy, certain pollcles may requlre an endorsement. A statement on 
thls certlflcate does not confer rlghts to the certlflcate holder ln fieu of such endorsement(sl. 

PRODUCER ~2~lf:"·" Laura Kniaht 
Pauli-Shaw Jnsurance Agency !'HON,~_ ·· , 707-622~7251 1 r,e~ .,,, 707-626-9021 627 7th Street 
Arcata CA 95521 f~~~ss: laura,,::,-auli-shaw.com 

INSURERISI AFFORDING COVERAGE NAIC# 

INSURER A: Arch Sneclaltv lnsurance Comoanv 21199 
INSURED SOUTTRl--02 

INSURER B: State Comnensation lnsurance Fund of California 35076 
Southern Trlnlty Area Rescue, Inc. 

INSURERC: PO Box4 
Mad River CA 95552 INSU RER D: 

INSURERE: 

JNSURERF• 

COVERAGES CERTIFICATE NUMBER· 1970374704 REVISION NUMBER• 
THIS IS TO CERTIFY THAT THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIOD 
INDICATED. NOTWITHSTANDING ANY REQUIREMENT, TERM OR CONDITION OF ANY CONTRACT OR OTHER DOCUMENT WITH RESPECT TO WHICH THIS 
CERTIFICATE MAY BE ISSUED OR MAY PERTAIN, THE INSURANCE AFFORDED BY THE POLICIES DESCRIBED HEREIN IS SUBJECT TO ALL THE TERMS, 
EXCLUSIONS AND CONDITIONS OF SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS. 

11,Nj~ Aoiï1 SUBR 
1 ,:~'li%~, 1 .~grJiT-!al'!'., LIMITS TYPE OF INSURANCE POLICY NUMBER 

A J<.. b
COMMERCJALGENERALLIABILITY y MEPK10486100 4/1/2025 4/1/2026 i-MCH OCCURRENCE $1.000,000 

1-- CLAlMS-MAOE 0 OCCUR PR~ES 'i'e~';;~~tr'e"ca' $100,000 

- MEO EXP (An" one porson) $5,000 

- PERSONAL & ADV INJURY $1,000 000 

~

GEN,'L AGGREGATE LIMIT APPLIES PER; GENERALAGGREGATE $10,000,000 
□ PRO· □ PRODUCTS • COMP/OP AGG $10 000,000 POLICY JECT LOC 

OTHER: ' A ~TOMOBILELIABILITY y MEPl(10486100 4/112025 4/1/2026 Ç.~fo._!~1r .. ~~t~JNGLE LIMIT $1,000,000 

,x ANY AUTO BODIL Y INJURY (Per pers on) 

' OWNED SC HE OULED BODIL y INJURY (Per accident) 

' -- AUTOSONLY ~ AUTOS 
HIRED NON-OWNED 

I rp~~~&:J~1:'!,PAMAGE • ~ AUTOS ONLY ~ AUTOSONLY 
$ 

A ,x UMBRELLALIAB H OCCUR MEUM09377200 4/1/2025 4/1/2026 EACH OCCURRENCE $2,000,000 
EXCES$ LIAB CLAIMS-MADE AGGREGATE $4,000,000 
DED -1 - [ RETENTIONS 

' B WORKERS COMPENSATION 9377888--25 4/1/2025 4/1/2026 11:'§R_UTE 1 1 ~JH-
AND EMPLOYER$' LIABJLITY YIN 
ANYPROPRIETORIPARTNERIEXECUTIVE 

□ NIA E.L. EACH ACCIDENT $1,000,000 
OFFICERIMEMBEREXCLUDED7 
(Mandatory ln NH) E.L. 01S EASE • EA EMPLOYEE $1,000,000 
If yes, describt1 under 

E.L. DISEASE • POLlCY LIMIT $1,000,000 DESCRIPTION OF OPERATIONS below 

DESCRIPTION OF OPERATIONS/ LOCATIONS /VEHICLES {ACORD 101, Addlllonal Remarks S~hadulo, may be attachod If more spaco ls roqulred) 
Re: Ambulance Service Permit 
When ra~uired by wrltten contract or agreement the following may apply: 
Addrtlona lnsured 
Waiver of Subrogation 
When avallable, form(s) may be attached. 

CERTIFICATE HOLDER CANCELLATION 

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE 
THE EXPIRATION DATE THEREOF, NOTICE WILL BE DELIVEREO IN 

County of Humboldt Dept of Public Health ACCORDANCE WITH THE POLICY PROVISIONS. 

529 1 Street 
Eureka CA 95501 
USA 

. 

ACORD 25 (2016103) 

AUTHORIZED REPRESENTATIVE 

~,1V-1~û~, 
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~ 
Aé.5!--RD" CERTIFICATE OF LIABILITY INSURANCE 1 

DATE (MMIDD/YYYY) 

4/10/2025 

THIS CERTIFICATE IS ISSUED AS A MATTER OF INFORMATION ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE HOLDER. THIS 
CERTIFICATE DOES NOT AFFIRMATIVELY OR NEGATIVELY AMEND, EXTEND OR ALTER THE COVERAGE AFFORDED BY THE POLICIES 
BELOW, THIS CERTIFICATE OF INSURANCE DOES NOT CONSTITUTE A CONTRACT BETWEEN THE ISSUING INSURER(S), AUTHORIZED 
REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER. 

IMPORTANT: If the certiflcate holder 1s an ADDITIONAL INSURED, the policy(les) must have ADDITIONAL INSURED provisions or be endorsed. 
If SUBROGATION IS WAIVED, subJect to the terms and conditions of the pollcy, certain pollcles may requlre an endorsement. A statement on 
thls certlf/cate does not confer rlghts to the certlflcate holder ln lieu of such endorsement(sl. 

PRODUCER 1 Nîm~cT Laura Knlah1 
Pauli-Shaw lnsurance Agency 
627 7th Street rA~8N3o ExO· 707•822•7251 1 fffc No': 707·826-9021 
Arcata CA 95521 i~o'}{~ss: lauram)nauli•shaw.com 

INSURER'S' AFFORDING COVERAGE NAIC# 

INSURER Ar Arch Soeclalt11 Insu rance Comnan\1 21199 
INSURED SOUTTRl-02 

INSURER a: State Comnensatlon Insu rance Fund of Californla 35076 
Southern Trlnity Area Rescue, Inc. 

INSURER C: PO Box4 
Mad River CA 95552 INSURER D: 

INSURER E: 

INSURER F: 

COVERAGES CERTIFICATE NUMBER· 393977146 REVISION NUMBER· 
THIS IS TO CERTIFY THAT THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIOO 
INDICATED. NOTWITHSTANDING ANY REQUIREMENT, TERM OR CONDITION OF ANY CONTRACT OR OTHER DOCUMENT WITH RESPECT TO WHICH THIS 
CERTIFICATE MAY BE ISSUED OR MAY PERTAIN, THE INSURANCE AFFORDED BY THE POLICIES DESCRIBED HEREIN IS SUBJECT TO ALL THE TERMS, 
EXCLUSIONS AND CONDITIONS OF SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCEO BY PAID CLAIMS. 

Ir:: TYPE OF INSURANCE 

A X COMMERCIAL GENERAL LIABILITY 

~ tJ CLAIMS·MAOE 0 OCCUR 

~

GEN.'L AGGREGATE LfMIT APPLIES PER: 

POLICY □ ft& □ LOC 

OTHER: 
A ~TOMOBILE LIABIUTY 

X ANYAUTO 
- OWNED 
_ AUTOS ONLY 1-

tllREO 
_ AUTOS ONL Y 1--

SCHEDULEO 
AUTOS 
NON-OWNED 
AUTOSONLY 

A ~ UMBRELLA LIAB _, 1 OCCUR 

EXCESS LIAB 7 CLAIMS-MADE 

DED [ [ RETENTION$ 

POLICY NUMBER 
y Y MEPK10486100 

MEPK10486100 

MEUM09377200 

8 WORKERSCOMPENSATION Y 9377888-25 
AND EMPLOYER$' LIABILITY y f N 
ANvPROPRIETORfPARTNER/EXECUTIVE □ NI A 
OFFICER/MEMBEREXCLUDE.D? 
(Mandatory ln NH) 

grs~~1;;ft~ ~r~PERATIONS below 

LIMITS 

4/1/2025 4/1/2026 EACH OCCURRENCE $ 1,000,000 

4/1/2025 

4/1/2025 

4/1/2026 

MEO EXP fAnu one personl $ 5,000 

PERSONA!. & ADV INJURY $ 1,000,000 

GENERALAGGREGATE $10,000,000 

PRODUCTS • COMP/OP AGG $ 10,000,000 

4/1/2026 

BODIL Y INJURY (Par parson) $ 

BODIL Y INJURY (Par accldant) $ 

4/1/2026 EACH OCCURRENCE 

AGGREGATE 

$2,000,000 

$4,000,000 

$ 

4/1/2026 

E.L, EACH ACCIDENT $1,000,000 

E.L DISEASE- EA EMPLOYEE $ 1,000,000 

E,L, DISEASE • POLICY LIMIT $1,000,000 

DESCRIPTION OF OPERATIONS/ LOCATIONS/ VEHICLES (ACORD 101, Addlllonal Romarks Sehodulo, may bo attaehad If mortt apa.co la roqulrod) 
Re: Measure Z Fundlng Grant. 
When requlred by wrJtten contract or agreement the followlng apply subject to endorsement: 
Additlonal lnsured - County of Humboldt, lts agents, officers, officiais, employees and volunteers 
Prlmary Wordlng 
Walver of Subrogation 
When avallable, form(s) may be attached. 

CERTIFICATE HOLDER CANCELLATION 

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE 

County of Humboldt 
THE EXPIRATION DATE THEREOF, NOTICE WILL BE DELIVEREO IN 
ACCORDANCE WITH THE POLICY PROVISIONS. 

Attn: Risk Management 
825 5th Street, Rrn 131 

AUTHORIZEO REPRESENTATIVE Eureka CA 95501 
JMi;,.,. )l\ttJi;..,, l)/1.Mg' USA 

' 
@ 1988-2015 ACORD CORPORATION. Ali rlghts reserved. 
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ARCHINSURANCECOMPANY 

THIS ENDORSEMENT CHANGES THE POLICY. PLEASE READ 1T CAREFULLY. 

ADDITIONAL INSURED 

J Insured: Southern Trinity Area Rescue Inc. Pollcy No.: MEPK10486100 Effective Date:4/1/2025 J 

This endorsement modifies the insurance provided under the following: 

BUSINESS AUTO COVERAGE FORM 

AUTO NO. DESCRIPTION 
Ali Vehlcles on Policy 

Schedule 
ADDITONAL INSURED 

County of Humboldt 
Dept of Public Health Attn: Clarke Guzzi 529 1 Street 
Eureka CA 95501 

Paragraph c. of 1. Who 1s An lnsured in A. Coverage under Section 11- Llabillty Coverage includes the persan or 
organization shown in the Schedule, but only wlth respect to "bodily injury" or "property damage" resulting from the 
ownership, maintenance or use of the covered "auto(s)" shown in the Schedule by an "insured" described in 
Paragraphs a. or b. of 1. Who 1s An lnsured in A. Coverage under Section Il - Llablllty Coverage. 

ln the event of cancellation of the policy. we will send advance written notice of cancellation to the persan or 
organization shown ln the schedule al the address shown in the schedule. 

AU 4007 0111 McNell & Co., 2011 Page 1 of 1 
lncludes copyrighted materlal of lnsurance Services Office, Inc. wlth its permission. 



CALIFORNIA INSURANCE IDENTIFICATION CARO 

COMPANY NUMBER 

11150 
COMPANY ~ COMMERCIAL □ PERSONAL 

ARCH JNSURANCE COMPANY 

POLICY NUMBER 

MEPK10486100 

YEAR MAKE/MODEL 

EFFECTIVE DATE 

04/01/2025 

2022 Ford Ambulance 

AGENCY/COMPANY ISSUING GARD 

McNeil & Company, Inc. 
P.O.Box5670 

INSURED 

67 Main Street 
Cortland, NY 13045 

Southern Trinity Area Rescue Inc. 
321 Van Duzen Rd 
Mad Rtver, CA95526 

EXPIRATION DATE 

04/01/2026 

VEHICLE IDENTIRCATION NUMBER 
1FDRF3HT7NDA00417 

SEE IMPORTANT NOTICE ON REVERSE SIDE 

CAUFORNIA INSURANCE IDENTIFICATION CARO 

COMPANY NUMBER 

11150 
COMPANY ~ COMMERCIAL □ PERSONAL 

ARCHINSURANCECOMPANY 

POLICY NUMBER 

MEPK10486100 

YEAR 

EFFECTIVE DATE 

04/01/2025 

MAKE/MOOB. 

2015 Weekender Travel Trailer 

AGENCY/COMPANY !SSU!NG CARO 

McNeil & Company, Inc. 
P.O. Box 5670 

INSUREO 

67 Main Street 
Cortland, NY 13045 

Southern Trinity Area Rescue Inc. 
321 Van Duzen Rd 
Mad River, CA95526 

EXPIRATION DATE 

04/01/2026 

VEHICLE IDENTIFICATION NUMBER 
4X4TWDS29FMD54572 

SEE IMPORTANT NOTICE ON REVERSE SIOE 

CALIFORNIA INSURANCE IDENTIFICATION CARD 

COMPANY NUMBER 

11150 
COMPANY 0 COMMERCIAL □ PERSONAL 

ARCH INSURANCE COMPANY 

POLICY NUMBER 

MEPK10486100 

EFFECTNE DATE 

04/01/2025 

MAKE/MODEL YEAR 

2014 Ford Ambulance 

AGENCY/COMPANY !SSUING CARO 

McNell & Company, Inc. 
P.O.Box5670 

INSURED 

67 Main street 
CorHand, NY 13045 

Southern Trinity Al"èa Rescue Inc. 
321 Van Duzen Rd 
Mad River, CA95526 

EXPIRATION OATE 

04/01/2026 

VEHICL.E IDENTIFICATION NUMBER 

1FDSS3EL8EDB14S06 

SEE IMPORTANT NOTICE ON REVERSESIDE 
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APPROVAL TO PROVIDE 
ADVANCED LIFE SUPPORT TRANSPORT 

SOUTHERN TRINITY AREA RESCUE (STAR) 

EMT/AEMT/PARAMEDIC 

nrrs AGREEMENT,is entered into by and between SOUTHER!\ TRINITY AREA 
RESCUE (STAR), hereinafter referred to as PROVIDER, and NORTHERN 
CALIFORNIA EMS, INC., a California non-profit corporation, hereinafter referred to as 
NOR-CAL EMS. 

WHEREAS, NOR-CAL EMS is a regional multi-county Local Emergency Medical 
Service; Agcncy in northern California inc!uding Trinity County, and 

WHEREAS, PROVIDER desires to be app,oved by KOR-CAL EMS to provide 
Advanced Life Support (ALS) and Basic Life Support (BLSJ transport services in certain 
parts ofTrinity County, and 

WHEREAS, NOR-CAL EMS, contingent upon PROVIDER complying with the 
conditions set forth bclow, appro\'es PRO VIDER as an ALS and BLS Transport pro vider, 

NOW, THEREFORE, it is agreed by and betv.·een the parties hereto as follows: 

When signed by bath parties this document serves as the approval and designation by 
NOR-CAL EMS of PROVIDER as a service pro vider, to pro vide cmcrgency medical 
response per provider availability, PRO VIDER agrees to have complied wilh ail 
requirements of this agreement and with ail of NOR-CAL EMS' policies and procedures 
related thereto, 

PROVIDER'S primary response area is STAR boundaries, Trinity Cou □ ty. 

PROVIDER'S Trinity County office is located at MEd River. Califomia. 

This approval is developed in compliance with the current Ca!ifomia Health and Safety 
Code, California Code of Regulations, Title 22, Division 9, Chapters 2, 3 and 4 and 
NOR-CAL EMS Policies and Procedures. PRO VIDER agrees to comply wîth ail 
Californ ia Jaws applicable to providers of prehospital cmcrgcncy medical services. 

F:\le;,a·1ccrtra~ts\ALS Agreer:,ents 1.STAR1-STAR ALS Agreemsr:t.02,01, 14.doc 



1. PROVIDER REQUIREMENTS 

As an approved service, PROVIDER agrees to comply with ail policies and proceduœs 
contained in NOR-CAL EMS' Po!icies and Procedures Manual. By signing this 
Agreement, PRO VIDER affirms that PROVIDER has read and understands the policies 
und procedures relating to PROVIDER's type of service. PROVIDER further agrees to 
keep t1p to date on changes in those policies and procedures and Lo implement those that 
requin: implemenlation. In addition PROVIDER further agrees to the following: 

A. EMERGENCY MEDICAL TECHNICIAN OPTIONAL SCOPE OF 
PRACTICE 

PROVIDER is approvecl for the fo!lowing Opliomtl Scope of Practice: 
1. Perilaryngea! Airway: Pro,·ider will transition from the Combi-tubc to the 

King Airway by July !, 2014. 
2. Automated External Defibrillation 

B. QUALITY IMPROVEMENT 

1. PROVIDER will allow inspection, at any time, by NOR-CAL EMS, with or 
without notice, for the purpose of verifying the Provider Agreement, Regulations, 
and Policies and Procedures compliance. 

2. PROYIDER will participate in the NOR-CAL EMS Continuous Quality 
Improvement (CQIJ prograrn. 

3. PROVmER will designate an employee to actas the CQI program manager to 
oversee and assist in development and ongoing performance of PROVIDER's 
CQI program. 

4. PROVIDER will establish a CQI program, which will identify methods of 
improving the quality of care provided. PROYIDER may create its own CQI 
program, or use the NOR-CAL EMS CQI progrnm. PROYIDER will fllrnish 
NOR-CAL EMS with a copy of its CQI pro gram for approval, and provide any 
changes, as they o:cur. 

5. PROVIDER will submit to NOR-CAL EMS, on a quarterly basis, a CQJ data 
analysis summary. 

C. REPORTS/RECORDS 

1. PROYIDER will supply NOR-CAL ElvlS with a rosier of al! prehospital 
personnel upon request. 

2. PROVIDER is to use an e!ectronic Patient Care Record (PCR) system that is 
compatible with reporting reguirement of the California State Emergency Medical 
Services Authority and make those records available to NOR-CAL EMS. 

3. PROYIDER will comply with any requests from NOR-CAL EMS for records or 
pertinent materials that may be required in the course of investigations, or 
inquiries. 

F:\Le:;iar.Contracts'ALS Agre,;irients·.STAR\STA.9 ALS Agreemert.02.01.14.dcc 2 



4. Ali records maintained pursuant to this policy will be available for inspection, 
audit, or examination by NOR-CAL EMS, or by their designated representatives, 
and wil! be preserved by PROVIDER for at least three (3) years from the 
termination of the agreement. PROVIDER's records wil! not be made available to 
parties or persans outside NOR-CAL EMS without the PROVIDER's prior 
written consent; unless a subpoena or other Jegal order compels disclosure. 

5. Upon written request of NOR-CAL EMS, PROVIDER will prepare and submit 
written reports on any incident arising out of services provided under the 
agreement. NOR-CAL EMS recognizes that any report gcnerated pursuant to this 
paragraph is confidential in nature and will not be re!eased, duplicated, or made 
public without the written permission of the PROVIDER or unless a subpoena or 
other lega! order cornpels disclosure. 

6. PROVIDER will ensure that hand-written PCRs are completed by the 
PROVIDER's personnel, and left at the receil'ing facility for each patient 
transportcd, prior to personnel lcaving the facility, for any response, other than 
another prehospital caJI. The electronic PCR shall be completed upon return to 
the PROVIDER's home location or as quîckly as feasîble. 

7. PROVIDER will provide additional information, and reports as KOR-CAL EMS 
may require, from time-to time, to monitor PROVIDER's performance under this 
agreement. 

8. PROVIDER will ensure that written documentation is provided to the receiving 
facility staff to pro vide continuity of patient care personnel per NOR-CAL EMS 
Policies. , 

D, STANDARDS 

In e2ch instance of an ALS ambJlance failure on a medical emergency call, resulting 
in the inability ta continue the respon.se, PROVIDER will submit an Unusual 
O-;currence Report to NOR-CAL EMS, which will include: 

J. How long it took for another ambulance ta respond to the same cal!. 
2. Which ambulance service providcr responded, and the level of care provided. 
3. The reason or suspected reason(s) for vehicle failure, af!d/or, malfunction. 
4. Actions PROVIDER has taken to prevent similar failures. 

E. TR4.INING 

PROVJDER will designate a training officer to oversee the required training a~d 
orientation of al! new prehospital personnel emp!oyed by PROVIDER. 
Qualifications for training officers for optionàl scope and required training procedures 
are outJined in NOR-CAL EMS Policies and Procedures. PROVIDER will ensure 
that all employees providing patient care comply with training requirements as 
established by tbe State of California afld NOR-CAL EMS for their level of • 
certification. 

F:\Lega'\Contracts\ALS Agrsemer;ts\STAR\STA.R ALS Agreemert.02.01. 14,doc 3 



F. LEVEL OF SERVICE 

Ail requirements relating to the level of service authorized contained in the 
Emergency Medical Service System and the Prehospital Medical Care Personnel Act 
(California Health and Safety Code) and the regulation clerived therefrom are hereby 
inëorporated in this agreement as if fully set forth herein. 

G. CO:\IPLIANCE WITH LA WS AND POLICIES 

PROVIDER will adhere to all federal, state, county and city statutes, ordinances, and 
NOR-CAL EMS Poli ci es and Procedures related to operations, inclt1ding 
qualification of crews and maintenance of equipment. 

2, INDEM~ITY 

PROVIDER and NOR-CAL EMS shall hold each other harmJess and indemnify each 
other againsl ail claims, suits, actions, costs, counsel fees, ex.penses, damages,judgments, 
or decrees, arising out of PROVIDER's performance or failure to perform under this 
agreement including, but not limited to, bodily injury, including death, or property 
damage caused by PROVIDER, or any persan cmployed by PRO VIDER, or in any 
capacity du ring the progress of the work, whether by negligence or otherwise. 

3. SUSPE'.'\SION AND REVOCATIO~ 

NOR-CAL EMS mny deny, su,pencl or rcvoke the approval of PROVIDER for failure to 
comply with the provisions of this agreement or NOR-CAL EMS Policies and 
procedures. 

4. TERM 

This egreement shall, subject to the linùtations contained herein, be for an initial tcrrn of 
twcnty-four (24) months beginning Febrnary 1, 2014, and shall be automatically renewed 
for successive twenty-four (24) month periods; provided, however, prior to the renewal, 
NOR-CAL EMS will issue a letter of renewal or nonrenewal. ln the event NOR-CAL 
EMS issues a nonrenewal letter, that letter shall also serve as a six.ty (60) day notice of 
termination of this Provider Agreement, Any notice required by this approval will be in 
writing and any notice to NOR-CAL EMS will be to the Chief Ex.ecutive Officer. 

S. TERl\UNATION 

This agreement may be terminated by either party, without cause, by giving si.\ty (60) 
days written notice to the other party. 

F:\Legal\CortractslALS Ag·eemerits\STA:=\\STAR A~S Agraerr.s<-:1.02.01 .14.doc' 



JAN-31-2014 10,11 ADM!N RiŒ 707 726 7212 

AGREEMENT TO ACT AS BASE HOSPITAL 

PROVJDER is assigned to REDWOOD MEMORIAL HOSPITAL, 
FORTUNA, CA as its Base Hospital, providing medical contrai as described in t'le 
California Health and Safety Code. By signing this agreement the autborized 
representative of REDWOOD MEMORIAL HOSPITAL agrees that RED'rVOOD 
MEMORIAL HOSPITAL will be the base hospital for PROVIDER subjec'. to all the 
terms and con<litions contained in the Base Hospital agreement between NOR-CAL 
EMS and BASE HOSPITAL . • 

Base Hospital acknowledges receipt of a fully executed copy ofthls agreement. 

BASE HOSPITAL: REDWOOD MEMORIAL HOSPITAL, FORTUNA 

Signature: 
PrintName: 
~ 

D fu/Îll o •13{</ ,;:,---' 
Date: _1 /_!lj l'f 

Title: 

H:\Co~tracts\NO:'•Gai\STARALS Ag<aement.02..01.14,doc 6 
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