
Verification of EligibilityPRIVATE 

	PRIVATE 
Agency Information

	Agency Name:
	Contact person:

	Address:
	Phone:

	
	


As an authorized representative of the sponsoring organization, I confirm that the individuals listed on this form are volunteer emergency medical and rescue personnel who provide EMS or rescue services primarily within an unincorporated community or within a municipality which does not fund the emergency medical or rescue service and that the duties of these members put them at increased risk of exposure to the hepatitis B virus.  

__________________________________________________________

Signature of Agency Representative                 Date

	PRIVATE 

Eligible Members of Organization

	Name:
	Mailing Address

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


	PRIVATE 

Name of Medical Provider Who Will Provide Vaccinations

	Name:
	Level of Certification/Licensure:

	Address:
	Contact Phone:

	
	


This form should be completed and returned by mail to: Section of Community Health and EMS, Box 110616, Juneau, AK  99811-0616 or by fax to (907) 465-4101. Attach additional pages as needed.
