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‘ Application for Continuing Education Credit

DELAWARE HEALTH AND SOCIAL SERVICES
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Presenting Agency and Address: Agency Contact:
Contact Phone:
\ Contact Email:
; - \ Total H R ted:
Course Name and Brief Description:. otal Hours Requested:
BLS:
ALS:
Ao %
o J
P . | Postto DPH, OEMS
Course type: training calendar website:
U Conference U Classroom/standard O Online/Hybrid Q VYes Q No
N J J
4 N\
Course Location: ] [ Name of Primary Instructor and Credentials:
-
4
Class Start Date: J [ Class End Date: J [ Class Times:
. J
4 N\
Signature of Agency Contact: ] [ Date:
.
4 N\
Name of Course Medical Director, Credentials and Date of Review:
. J
_ I
Please attach the following:
1) Course Objectives
2) Course Outline (include instructional hours per section)
3) Post-Course Evaluation Tool (quiz, test, skill evaluation tool, class evaluation)
\4) Example, Course Completion Certificate )

Ve

Received by OEMS (Initial/Date): ] [ Reviewed By: (Initial/Date):
-
N
Medical Director Approval: t Date: /Comments: \
J
A
Status: Approval Number:
O Approved - CED - )
O Approved w/ Comments -
O Not Approved w/ Comments [ gﬁgoved Cr('a;\:ithSHours.
\ e — \ /)
J
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