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Dear Medical Provider: 

 

____________________________________ has/is: 

 

____ Applied for Membership with the Mechanicsville Volunteer Rescue Squad  

____ Applied for Operational Support Only* (Non-riding member) 

____ A Member of the Mechanicsville Volunteer Rescue Squad that is returning from  

 medical leave 

 

To assume full, active duty in the organization the applicant/member must be capable of 

performing multiple physical and mental tasks in Emergency Medical Services response. 

These tasks/duties could include, but are not limited to: 

 

Please review the attached form that has been completed by the applicant/member and 

feel free to add any comments. If you have any questions or concerns, please do not 

hesitate to contact our President at 301-884-2900. 

 

Sincerely,  

 

 

The Mechanicsville Volunteer Rescue Squad 

www.co29.org 

301-884-2900 

Mechanicsville Volunteer Rescue Squad 

28120 Old Flora Corner Road 

P.O. Box 15  

Mechanicsville, MD, 20659 

 

 

 

 

 

 

 

 

 Exposure to stressful situations 

 Lifting heavy objects, equipment and 

patients 

 Climbing on and off tall vehicles 

 Performing CPR 

 Exposure to infectious disease 

 Utilizing various forms of medical 

equipment and PPE, including N95 

masks 

 Exposure to loud sounds and flashing 

lights 

 Driving emergency vehicles 

 Radio communications
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Immunizations: 

□ Hepatitis B: ____ Completed Series    __ Waived 

□ BCG or Negative TB screening ____  Date: __________ 

 

Medications: 

 List of Medications/Indications: 

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________ 

o Would any medications impair/impede ability to perform duties?  

____Yes ____ No 

 

Medical History:  

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________ 

 Would any medical history interfere with ability to perform duties?   

____Yes  _____ No  

Surgeries:  

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________ 

 Would any surgeries/injuries interfere or prevent ability to perform duties? 

____ Yes _____ No  

 

Impairments: 

 Physical  ____ Yes ____ No (impaired mobility, fine motor, etc) 

 Sensory: _____ Yes ____ No (i.e. vision that cannot be corrected with 

glasses, hearing not able to be corrected with hearing aids, etc) 

 Behavioral: ____ Yes ____ No (hx of violence, etc) 

 Cognitive: ____Yes _____No (requires supervision for day to day 

activities, impaired decision making)*  

 

Other: 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 
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Please note, ACTIVE DUTY is without any restrictions, limitations or special 

considerations to perform all tasks.  

 

This form is not considered complete unless all sections are completed.  

 

I, as a licensed provider, certify, by my signature below that the applicant/member is 

physically and mentally qualified for: 

 

□ Active Duty ________________________________________________ 

□ Light Duty   ________________________________________________ 

□ Not Recommended for Duty ___________________________________ 

 

 

Provider Name: ________________________________________Title: ________ 

Provider Signature: _____________________________________Date: ________ 

Office Stamp:  

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

* Denotes non riding or patient care rendering position, such as administrative duties.  

 


