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	MASSACHUSETTS DEPARTMENT OF PUBLIC HEALTH 

OFFICE OF EMERGENCY MEDICAL SERVICES

Ambulance Regulation Program

PLAN OF CORRECTION
	



	Service Number


	
	License Expiration Date
	
	Inspection Date
	
	Response Due By:


	Service Name




	Vehicle Information ( if Applicable)

	
	
	Is this vehicle a (n)______Addition    _____ Replacement    _____Renewal

	License Plate Number
	___________________
	Ambulance Class___________
	Vehicle Unit ID_______________

	                                Vehicle Identification Number 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	

	Page
	Citation
	Providers Plan of Correction

( Provide details of corrective action that satisfies reported deficiencies )

( For page and citation number refer to inspection report form)
	Completion

Date

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Licensee representative’s signature

                                                      
	Title


	Date



	Page ______of______  SEND P.O.C. to:     Dept. Public Health – O.E.M.S. Ambulance Regulation Program
                                                                            2 Bolylston Street, 3rd Floor – Boston, MA  02116                                                        OEMS FORM 500-63(4/00)


□ White- Service Original




□ Yellow- OEMS Copy
