
HOLLEY VOLUNTEER AMBULANCE, INC.
P.O. Box 181

HOLLEY, NY 14470
585-638-7711

________________________________________________________________________

MEMBERSHIP APPLICATION

Print Clearly 
APPLICANT INFORMATION

Last Name: __________________________                       Are you 18 years old or older?

First Name: __________________________ If not, state your age. _______

Middle Name: ________________________ SSN:_________-______-___________

Street Address: __________________________________________________     Apt. #: ______

City: _____________________________ State: ___________   Zip Code: _______-_______

Home Phone #: _____-_____-_______    Pager #: _____-_____-_______    Cell #: _____-_____-_______

Work Phone #: _____-_____-_______

EMS CERTIFICATIONS

Current NYS EMS Certification:  EMT-P     EMT-CC     EMT-I     EMT-B     CFR

Certification #: __________________    Expiration Date: ___________

Location of Last Re-Certification: ______________________________   Date: ___________ 

Current CPR Certification:   American Red Cross     American Heart Association     Green Cross 

Expiration Date: _________________         

Location of Last Re-Certification: ______________________________   Date: ___________

Current Epinephrine Certification:    Yes     No

            Location of Certification: ______________________________   Date: ___________

Current Albuterol Certification:    Yes     No
          

Location of Certification: ______________________________   Date: ___________ 

Copies of certification cards must me attached
Original cards must be presented for review



DRIVERS LICENSE INFORMATION / CRIMINAL HISTORY
Drivers license information required for driver & medic membership only

 Current Valid NYS Drivers License     No- Drivers License    

Drivers License #: _________________    Expiration Date: __________    Class: _______
Current Restrictions: ________________________    (example: Corrective Lenses)

Has your Drivers License ever been Suspended or Revoked: :    Yes     No
If Yes, Reason: ________________________________  Date of Suspension or Revocation: _________
Location of Court that suspended or revoke the license: ____________________________________

Have you ever been convicted of an Alcohol Driving related offense:    Yes     No
If Yes, Give Court Location: _________________________________________________________

Have you ever been convicted of any other driving related offense other than above:    Yes     No
If Yes, Offense:_______________________________  Date: ______________
Court Location: _______________________________________________________

Offense:_______________________________  Date: ______________
Court Location: _______________________________________________________

Offense:_______________________________  Date: ______________
Court Location: _______________________________________________________

Have you ever been convicted of a crime (misdemeanor or felony):     Yes     No
If Yes, Crime:_______________________________  Date: ______________
Court Location: _______________________________________________________

Copies of licenses must me attached
Original licenses must be presented for review

I hereby attest under penalties of perjury that the information provided above is the truth to the best of my 
knowledge. I further give permission to the Holley Volunteer Ambulance, Inc. to contact any appropriate 
agency to verify that the information given above is valid.

_____________________________    _________
            Applicant Signature                      Date
  

DIRECTOR OF OPERATION REVIEW

Date application received: __________     Copies of Applicable Documents Attached:     Yes     No  

Original Certifications and Licenses Reviewed and Verified:     Yes     No

Applicant recommended for Membership:     Yes     No     Title:  Driver    Medic    Administrative 

Date Presented to Board of Directors: ____________              ______________________________    
                                                                                                        Director of Operation Signature
Approved by Board of Directors:     Yes     No   Date: _____________
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