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Instructions:  

· Please direct this form to the individual in your organization that is in charge of hiring and/or recruiting.

· Please respond to the questions in Sections One through Five.  

· All questions on this survey apply to the individual ambulance service/site.

Ambulance Site
Place Mailing Label Here

Contact Information


Name and Title of Person Completing Survey
______________________________________________

Phone Number 
______________________________________________

Fax Number
______________________________________________

Section One:  Ambulance Staff
Volunteer
Paid

1. How many total ambulance personnel are currently on the roster at this ambulance service/site?

full-time
_________
_________



part-time
_________
_________

2. How many total ambulance personnel were successfully added to the roster at this ambulance service/site in 2001?

full-time
_________
_________



part-time
_________
_________

3. Are you trying to add volunteer or paid ambulance staff to your roster at this time? Yes _____  No  _____

Section Two:  Current Ambulance Operations

4. Do you have difficulty covering shifts? 

Yes  _____

No    _____  


       What shifts?  

(check all that apply)   
( Days

( Nights

( Weekends

( Holidays



5.  Indicate your top TWO reasons, (with 1 signifying the most important reason) for not being able to cover all ambulance shifts.


____ 1.  Conflicts with employer

____ 2.   Distance from employer

____ 3.   Daycare/childcare obligations

  
____ 4.    Family issues

____ 5.    Other (specify)___________________________
____ 6.    Other (specify)___________________________


Section Three:  Ambulance Staff Characteristics



6.  Please indicate the number of volunteer and paid staff on your ambulance roster by gender.
Volunteer Staff

______ Male

______ Female


Paid Staff

______ Male

______ Female



* Please Turn to the Next Page * 

7.  Please indicate the number of volunteer and paid staff on your roster by how long they have served/been employed at this ambulance site.
Volunteer Staff

______ less than one year

______ 1 to 2 years

______ 3 to 5 years

______ 6 to 10 years

______ more than 10 years

Paid Staff

______ less than one year

______ 1 to 2 years

______ 3 to 5 years

______ 6 to 10 years

______ more than 10 years



8.  Please indicate the number of volunteer and paid staff on your roster by their age using the following age categories.
Volunteer Staff

______ 18-19

______ 20-29

______ 30-39

______ 40-49

______ 50-59

______ 60-69

______ over 70


Paid Staff

______ 18-19

______ 20-29

______ 30-39

______ 40-49

______ 50-59

______ 60-69

______ over 70



9.  Please indicate the number of volunteer and paid staff on your roster by their ability to speak the following foreign languages.


Volunteer Staff

______ Spanish

______ Hmong

______ Somali

______ Russian

______ Other 

(specify Other) _________________


Paid Staff

______ Spanish

______ Hmong

______ Somali

______ Russian

______ Other 

(specify Other) _________________



Section Four:  Ambulance Finances and Infrastructure

10. Are you the person responsible for maintaining and reporting financial information for your ambulance service?

No      _____

Yes    _____  


Please indicate the person who is responsible for this information in the space below and return the survey in the postage paid-envelope


Name and Title of Person 
______________________________________


Full Mailing Address
______________________________________


Phone Number 
______________________________________


Fax Number
______________________________________



11.  In fiscal years 1999 and 2000, how many runs did your ambulance service do annually?

FY1999
FY2000



Billable Runs
__________
__________



Non-Billable Runs
__________
__________



Total Runs 
__________
__________


* Please Turn to the Next Page * 

12.  In fiscal years 1999 and 2000, what percent of your ambulance service’s charges were billed to Medicare?
1999
2000



________ %
________ %


13.  In fiscal years 1999 and 2000, what were your ambulance service’s total annual operating expenses?

Note: Total expenses include personnel, facilities and equipment, and general and administrative expenses.  Please round to the nearest thousand.
1999
2000



$ ________ 
$ ________ 


14.  In fiscal years 1999 and 2000, what were your ambulance service’s personnel expenses?

Note: Please round to the nearest thousand.

1999
2000



Salaries
$ ________ 
$ ________ 



Travel
$ ________ 
$ ________ 



Employee Benefits
$ ________ 
$ ________ 



Education/Training
$ ________ 
$ ________ 



Other (specify) _____________
$ ________ 
$ ________ 



Other (specify) _____________
$ ________ 
$ ________ 



Total Personnel Expenses
$ ________ 
$ ________ 


15.  In fiscal years 1999 and 2000, what was your ambulance service’s total net annual revenue?

Note: Total net revenue includes direct gross charges, non-ambulance revenue, discounts and write-offs. Please round to the nearest thousand.
1999
2000



$ ________ 
$ ________ 


16. In fiscal years 1999 and 2000, what percent of your ambulance service’s total revenue came from the following sources?


1999
2000



Medicare 

(those over 65 yrs old)
________ %
________ %



Medical Assistance

(Fee for service)
________ %
________ %



HMO and Insurance
________ %
________ %



Private Pay/Self Pay
________ %
________ %



Contract Services
________ %
________ %


17. In fiscal years 1999 and 2000, what revenue did you receive from the following sources?  

1999
2000



Public Subsidy 

(federal, state, county, city, 

township and other local funds)
$ ________ 
$ ________ 



Personal Gifts/Private Grants
$ ________ 
$ ________ 



Training Reimbursement
$ ________ 
$ ________ 



Other (specify) _____________
$ ________ 
$ ________ 



Other (specify) _____________
$ ________ 
$ ________ 



Other (specify) _____________
$ ________ 
$ ________ 


* Please Turn to the Next Page * 



18.  Please indicate the number of vehicles your ambulance service operates by the vehicle model year, age of the radio, mileage, and ownership status.



Vehicle Model Year
Age of Radio
Current Mileage
Status

(Check appropriate box)


Vehicle #1
_________
_________
_________
( Leased

( Owned




Vehicle 

#2
_________
_________
_________
( Leased

( Owned




Vehicle 

#3
_________
_________
_________
( Leased

( Owned




Vehicle #4
_________
_________
_________
( Leased

( Owned




Vehicle #5
_________
_________
_________
( Leased

( Owned



19.  Are you ready to accept Medicare assignment?  
_____ Yes

_____ No  
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Complete questions 11 through 18.
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