
GMVEMSC PROTOCOL – RECOMMENDATION FORM 
Department Name: _____________________________________________________________ 

Address: ______________________________________________________________________ 

Phone Number: ____________________________________ 

Name, Certification Number 
and email address 

CBT 
Proctor 

Skills 
Evaluator Admin Training 

Date 

Example: John Doe                    123456 
  1-1-19

John.doe@email.com 

IMPORTANT NOTE:  Individuals must have this Recommendation Form signed AND REGISTER ONLINE to take the 
relevant (CBT or Skills Evaluator) training: https://goo.gl/forms/n7x3pqvyVUmoNyo53 

Recommendation by Department Medical Director and Department Chief for Testing Proctor, Skills Evaluator and/or Administrator 
Candidate(s): I recommend the listed Department Members to attend a Proctor training session for our department with the understanding that 
they will comply with all the requirements as listed in the GMVEMSC Standing Orders Implementation Guide for their assigned role. 

Printed Name: Medical Director Signature Date 

Printed Name: Chief Signature Date 

Please complete this form using Adobe (Reader) and email as an attachment to: 
John Russell (JRussell@hhoh.org) or 

turn it in at the Skills Evaluator Training Session you attend. 

https://goo.gl/forms/n7x3pqvyVUmoNyo53
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