
 

P-302 Attachment A 
 

  
 

Application for Out-of-County Paramedic Internship 
 

Name: ____________________________________________________________________
  

Address: __________________________________________________________________ 
                                                                

Phone Number: ____________________________________________________________ 
 

Email Address: _____________________________________________________________  
 

Out-of-County Paramedic Training Program 
Name:  ___________________________________________________________________ 
   
Address:  _________________________________________________________________ 
                                                        
Phone number: ____________________________ 

 
Training Program Contact Person: ______________________________________________ 
 
Phone Number: ____________________________ 
 
Email Address: _____________________________________________________________ 
 

County of San Diego ALS Provider Agency 
Name: ___________________________________________________________________ 
 

Contact Person: ____________________________________________________________ 
 

Phone Number: ____________________________________________________________ 
 

Email Address: _____________________________________________________________ 
 

Preceptor: _________________________________________________________________ 
 

Preceptor Phone Number: ____________________________________________________ 
 

Preceptor Email Address: _____________________________________________________ 
 

Estimated Completion dates:  Clinical: __________  Field: __________ 
     
     Intubations completed 
 
  Appropriate immunizations received 
 

Training Program Signature: _____________________________________ 
        
-------------------------------------------------- County Use Only ------------------------------------------------- 
CPR/ACLS Verification: _______________________ 
 

EMT Certificate Number: ______________________________Exp. Date: ______________ 
 

Accreditation Class Completion Date: ___________________________________________ 
 

J Number Assigned: _________________________________ Exp. Date: ______________ 
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