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FO R OFFICE USE EMS-5 (Rev: 63097) 

Receiv ed by 
Date Rece ived _ 

CONTINUING EDUCATION UNITS: I I Appr oved / I Disapproved 

Rev iewed by _ EMT LEVEL: I I BASIC I I INTERMEDIATE I I PARAM EDIC 
Dale Reviewed, _ 

COMME NTS: _ 

GUAM EMT CONTINUING EDUCATION REPORT 

PLEASE TYPE OR PRINT (Use Pen) 

A. IDE TIFICATION DATE: 

NAM E: 
LAST FIRST MIDDLE MAIDEN 

SOCIAL SECURITY NO .: GUAM EMT NUMBER: 

DATE O F BIRTH: EXPIRATION DATE: 

B. CONTINUING EMT ED CATION RECORD: In compliance with the regulations set by the Guam EMS Office . 
biennual renewal for recertification requires proof of completion of a minimum of 48 hour in Continuing EMT 
Education . If additional space is requi red . please use reverse side. 

DATE TOPIC ORGANIZER'S NAME INSTRUCTOR'S NAME HOURS 

TO AL NUMBER OF CR EDIT HO URS REPOR EO _ 

PLEASE CONTINUE ON REVERSE SIDE 



FORM "EMS-5" CEU Page 2 

DATE TOPIC RGA. ' IZER'S J ' M INSTR T RtS 1 AM · II R 

TOT AL NUMB ER OF CREDIT HO RS REPO RTED _ 

I understand that my application will not be accepted for processing until it has been completed in it entirety and I 
hereby affirm and declare that the ab ve informat ion is true and correct and that any fraudulent entry may be co nsidered 
cause for rejection or subsequent revocation . It i also under to d tha t the EM Office may conduct an aud it of the 
registration activities rep ned on these forms at any time . 

SIG ATURE OF EM T DATE 

EMT's UPERVI OR I T RAI I G DIRE TOR: 

PRI T FULL NAME: _ TITLE: _ 

IGN TURE: DATE : PHO. E: _ 

The Guam EMT Con tin uing Education Report MUST accom pany your Rece rtification app licaiior . 


