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BILLED TIME IS ROUNDED TO THE NEAREST HALF HOUR. 
ADDITIONAL MINIMUM OF 4 HOURS BILLED FOR EACH EVENT
Date of Request: __ __ / __ __ / __ __                        
Name of Requestor:__________________________  Phone #:(_ _ _) _ _ _ - _ _ _ _ or (x_ _ _ _)
Date Requested for EMT Coverage:        __ __ / __ __ / __ __
Event Type:

Event Location:

_______________________________________________________________

_______________________________________________________________

_______________________________________________________________

_______________________________________________________________

If Specific Area Please Note (ex. Campus Name, Section of Building/Venue)         
Start EMT Coverage Time:__ __ : __ __  End EMT Coverage Time:__ __ : __ __
Event Start Time: __ __ : __ __ Event End Time: __ __ : __ __
Responsible Department for Billing:

Name of Budgetary Authority (print):

Signature of Budgetary Authority:

Account Chartfield: Dept ID

                               Fund

                               Speedtype

________________________________________________

________________________________________________

________________________________________________

_____________________________

_____________________________
_____________________________
This information will be used to deduct money from your department’s account. A detailed invoice will be sent.

Additional Information: __________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

Please fax form to 978-934-2078                          UML EMS Office: 978-934-4785
____________________________________                        _____________________
Received                                                                                 Date
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UMASS LOWELL EMERGENCY MEDICAL SERVICES


Request for EMT Standby Coverage

















