	NATIONAL SKI PATROL – EASTERN DIVISION        Senior EMM Final Evaluation Record


SPONSORING REGION:     


 Participating Regions:     
NUMBER OF CANDIDATES:  Your Region:        Other Regions:      Total:      

 DATE OF CLINIC:      



LOCATION:         

CLINIC COORDINATOR/STC:     


PHONE:     
ADDRESS:     


CITY/STATE/ZIP:     
DIVISION LIASON:     
	List all Senior EMM T/E’s Participating in the Clinic.

(Please indicate “A” for Group Advocate or “E” for Station Evaluator or “P” for Provisional Evaluator)

	
	Senior EMM T/E Name
	NSP 5 Digit #
	Region
	A or E or P

	1
	     
	     
	     
	     

	2
	     
	     
	     
	     

	3
	     
	     
	     
	     

	4
	     
	     
	     
	     

	5
	     
	     
	     
	     

	6
	     
	     
	     
	     

	7
	     
	     
	     
	     

	8
	     
	     
	     
	     

	9
	     
	     
	     
	     

	10
	     
	     
	     
	     

	11
	     
	     
	     
	     

	12
	     
	     
	     
	     

	13
	     
	     
	     
	     

	14
	     
	     
	     
	     

	15
	     
	     
	     
	     

	16
	     
	     
	     
	     

	17
	     
	     
	     
	     

	18
	     
	     
	     
	     

	19
	     
	     
	     
	     

	20
	     
	     
	     
	     

	21
	     
	     
	     
	     

	22
	     
	     
	     
	     

	23
	     
	     
	     
	     

	24
	     
	     
	     
	     

	25
	     
	     
	     
	     

	26
	     
	     
	     
	     

	27
	     
	     
	     
	     

	28
	     
	     
	     
	     

	29
	     
	     
	     
	     

	30
	     
	     
	     
	     


I CERTIFY THAT THIS CLINIC WAS CONDUCTED IN ACCORDANCE WITH THE PROVISIONS OF THE SENIOR EMM PROGRAM, AS PRESCRIBED BY THE EASTERN DIVISION AND THE NATIONAL SKI PATROL SYSTEM INCORPORATED.

     









     
Signature of Clinic Coordinator/STC





Date

