
APPENDIX C-1 

Southern Fox Valley EMS System 
Continuing Education Record 

 

NAME          DEPARTMENT 

 

SYSTEM #         CONTINUING EDUCATION PERIOD     ___/___/___ to  ___/___/___  

 

Continuing Education 

Date Hours Location Topic Verifying 

Signature 

IDPH 

Site Code 

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

Total____________ 

*Note: Attach continuing medical education (CME) verification certificate(s) to this form. 

 

 

 Date          Signature 


