LAW OFFICES

DAVID M. HOLLAR,PLLC
8 Tower Bridge, Suite 400
161 Washington Street
Conshohocken, PA 19428

Telephone: 610.729.2900
Fax: 610.729.2910

September 16, 2011

Commonwealth of Pennsylvania
Pennsylvania Public Utility Commission

PO Box 3265

Harrisburg, PA 17105-3265

Re:  Application of United Medical Transport, Ltd
PUC No. A-2010-2189481
Dear Sir/Madam:

Verified Statement in Support of the Application.

Enclosed is an original and one (1) copy of the Applicant’s Verified Statement and

Please return a time-stamped copy in the enclosed self-addressed envelope.

Should you have any questions, please feel free to contact me.

/cen
Enc

Very truly yours,
DAVID M., HOLLAR, PLLC

gy Tedborw

Cara E. Nelson
Legal Assistant to David Hollar

!’
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RECE 1y
VERIFIED STATEMENT OF APPLICANT
WIISEP 19 iyl

THE FOLLOWING INFORMATION 1S REQUIRED BY THE COMMISSION TG DETERMINE THE
APPLICANT’S FITNESS TO OPERATE. STATEMENTS SHOULD BE TYPED OR PRINTED. ILLEGIBLE

FS—T&:{\]:ZPAIZI}IES:W[% DELAY YOUR APPLICATION,

A-2010-2189481

PUC Application Docket No,

United Medical Transport, Ltd.

Legal Name of Applicant

Trade Name, if any

12301 McNulty Road, Unit M Philadelphia PA 19154

Street Address (principal place of business) City or Municipality State Zip Code

The Verified Statement of the Applicant is more or less a business plan, or your proposal for providing the
transportation service for which you are making application. Prior to deciding to make applicaticn for operating
authority from the Public Utility Commission, you likely gave much consideration to the manner in which you
would operate the business in order that you could provide satisfactory service to your customers and so that you
could make a reasonable profit. As part of the application process, you must provide the Commission with your
proposal to provide the transportation service.

At minimum, the Verified Statement of the Applicant should include a discussion of the numbered items listed
below and on the following pages. You are encouraged to provide as muchi information as possible about the
partlicular subject as is necessary to fully explain your plan, If you fail to provide sufficient information about the
subjects listed below, it may cause the review of your application to be delayed until you provide the necessary
information. 1f you need more space to provide your explanation, please atiach additional pages that list the
appropriale item by number.

L. Identify the person making the Verified Statement on behalf of the applicant. [fthe applicant is a sole
proprietor making the statement, this will be the same information as provided above. Ifan
employee/officer of applicant i1s making the statement, give name, title, business address and telephone
number, and indicate that the applicant’s directors/owners/partners/etc. have authorized the witness to
speak for the business.

Eduard Davidyuk, President and Director, 8312 State Road, Rear Bldg., Philadelphia, PA
19136. Mr. Davidyuk is the sole shareholder.

2. List the applicant’s affiliation (owner, manager, controls) with any other carrier, with the description of
affiliation.

Mr. Davidyuk owns a 50% interest in, is an officer and director, and is involved in the
day-to-day business operations of Universal Medical Response, Inc., 8312 State Road,
Philadelphia, PA 19136 which provides advanced life support ambulance services in
southeastern Pennsylvania. Universal Medical Response is a licensed basic and advanced
life support ambulance service, Pennsylvania Department of Health, Bureau of
Emergency Medical Services, License No. 5191.



Describe your business experience, particularly any experience relating to the operation of a transportation
service. You may also include an explanation of education or training that you believe may be relevant.

United Medical Transport Ltd. (“United Medical”) was incorporated September 30, 2003
and is an experienced basic life support ambulance service. A copy of United Medical’s
current Pennsylvania Department of Health Certificate of Licensure, License No. 4039, is
attached. United Medical provided 7303 trips in 2007; 8048 trips in 2008; and, 8840
trips in 2009. United Medical anticipates in excess of 9000 trips in 2010,

Mr. Davidyuk also owns a 50% interest in, and is an officer and director involved in the
day-to-day business operations. of Summit Waste Systems, Inc., One Woodhaven Mall,
Suite 202, Bensalem, PA 19020 which provides waste hauling services in Pennsylvania,
New Jersey and Delaware.

Describe your facilities, record maintenance plan and your communication network. Please include a
description of your physical location, to include the office area, office machines that will be utilized, and
the facility to house vehicles. Household goods in use carriers should include a description of their storage
facilities, if applicable. Please include an explanation of your plan to maintain records required by the
PUC, as well as normal business records. In regard to your communication network, please explain how
you will receive customer requests for transportation, how you will dispatch the vehicles to fulfill the
request, and how you will maintain continuous communication with your drivers. Finally, please state your
intended business hours.

OFFICE: 12301 McNulty Road, Unit M, Philadelphia, PA 19154; 1-story light
commercial with 3,666 sq ft. office and warehouse/garage space;

PARKING: Indoor parking at 12301 McNulty Road, Unit M, Philadelphia, PA 19154,
DISPATCH: 8312 State Road, Rear Bldg., Philadelphia, PA 19136, |-story light
commercial with approx. 32,000 sq ft. office and warehouse/garage space;

GARAGE: Fleet Services, Inc. 8312 State Road, Front Bldg, Philadelphia, PA 19136

Currently, United Medical Transport dispatches ambulances through a centralized
communications center shared with Universal Medical Response and Romed Ambulance
Service. The dispatch center operates 24 hours per day, maintains multiple land-lines,
and two-way radio communications. Each United Medical Transport driver carries a
cellular telephone with Nextel 2-way communication capability. If a paratransit license
is issued, the Applicant intends to utilize the same dispatch system. Dispatch, patient and
billing records are maintained at the DISPATCH is facility.

Vehicles are stored, supplied and dispatched from offices located at the OFFICE and
PARKING facility. Complete vehicle and employee records are maintained at the
OFFICE facility.

United Medical Responses’ record maintenance plan currently comports with the
requirements of the Pennsylvania Department of Health and third-party payors. Any
additional PUC record maintenance requirements we be added and incorporated into the
existing records maintenance plan. All records are maintained in excess of three years.



Please state the number of employees you intend to use, along with a description of their duties. Please
explain why that number of employees is appropriate to provide reasonable and efficient service to the
geographical territory you will be serving. (Do not address drivers in your explanation about this item;
drivers are addressed separately in item # 6).

UMT currently employs four full-time management employees who will be involved in
day-to-day paratransit operations. The Shift Supervisor manages the personnel and
vehicles during each shift. The Human Resources Manager manages the hiring, training,
and scheduling of employees. The General Manager manages matters relating to
customers, patients and vehicles. The Chief Executive Officer oversees all business
operations. The management structure has proven eftective in UMT’s BLS ambulance
service and is readily transferrable to the management of the contiguous three-county
paratransit territory.

Please state the number of drivers you intend to use or hire in your business and ¢xplain why that number
of drivers is appropriate for the size of the geographical territory you will be serving. In addition, please
explain;

a. Your hiring standards for drivers;

b. Your system to ensure prospective drivers will be subject to a criminal background check;

c. Your driver training program;

d. Your system for ensuring that your drivers are properly licensed at all times;

€. Your system to ensure that all drivers will be subject to a criminal background check every two
years;

f. Your policies regarding alcohol and drug use by your drivers.

UMT currently employs forty (40) Drivers, First Responders and/or EMTs providing a
sufficient and readily available pool of drivers for the contiguous three-county paratransit
territory.

Each prospective employee must be 21 years of age or older and complete an application
and provide education, training and work history, references, verification of legal
eligibility for employment, social security number, a valid driver’s license, a clean
driving record, and successful completion of EVOC training. (See Application Packet,
UMT035-043, attached). Criminal background checks are conducted through the
Pennsylvania State Patrol and/or corporate counsel’s office.

All applicants to whom an offer of employment is made must agree to a 120-day
probationary period of employment. (UMT 042)

Probationary employees with less than six (6) months field experience must complete a
7-day training period. (UMT 042),

All applicants who accept an offer of employment are provide a copy of United Medical
Transport’s Employee Policy Manual (UMT 044-059, attached) and must submit to drug
screening and random drug testing. United Medical Transport maintains a “zero
tolerance” policy regarding on-the-job alcohol or drug use or intoxication. A verified
positive drug test and/or refusal to provide a sample constitutes grounds for immediate
termination of employment.



United Medical Transport’s insurance agent performs driver’s license and history
verification for new hires and periodic and annual verification for existing employees.
Period and bi-annual criminal background checks are conducted through the
Pennsylvania State Patrol and/or corporate counsel’s office.

Please state the number of vehicles you plan to use in your business and why that number is appropriate to
provide reasonable and efficient service to the geographical territory you will be serving, If you have
already obtained vehicles for your business, please list them in the chart below, Taxicabs and limousines
may not be used if the vehicle’s age is greater than eight model years.

See Vehicle List, attached. If a paratransit license is issued, United Medical Transport
intends to purchase 3-10 new and/or or late model wheelchair-lift equipped Ford E350 6-
passenger van(s) with air-conditioning. United Medical Transport estimates that these
passenger vans will be sufficient to provide transportation for a projected passenger
volume of 100 trips per month. United Medical Transport has sufficient access to capital
to acquire additional vehicles, should they become necessary.

Describe your vehicle safety program. Please include the following in your explanation:

a. Your periodic vehicle maintenance plan;

b. Your system for ensuring your vehicles will continuously comply with Pennsylvania’s equipment
standards (67 Pa. Code, Chapter 175} that are applicable to the type of vehicles used in your
business;

¢.  Your system for ensuring your vehicles will maintain compliance with the PUC’s requirements for
passenger service at 52 Pa. Code, Section 29.403 (applicable to passenger applicants only);

d. Your system for replacing vehicles once they are greater than eight model years in age in
compliance with 52 Pa, Code, Section 29.314(d) (applicable to taxicabs) or 52 Pa. Code, Section
29.333(e) (applicable to limousines);

e. Your system for ensuring the filing of an annual vehicle list (taxicabs and limousines);

f.  Your system for ensuring your vehicles will comply with the requirements of 49 CFR Parts 393
and 396, as adopted by the PUC at 52 Pa. Code, Chapter 37 (applicable to HHG applicants).

If a paratransit license is issued, United Medical Transport plans to use vehicle check-out
and check-in procedures similar to those used in its current ambulance service (See UMT
(63-064).

Similarly, all UMT paratransit vehicles will be maintained using procedures similar to
those used in its current ambulance service. Fleet Care Services performs service in
conformity with manufacturer’s service and maintenance schedules on all UMT vehicles,
as well as any necessary repairs. Fleet Care Services maintains records on each UMT
vehicle, Fleet Care Services is also available to provide annual state equipment and
safety inspections services (67 Pa. Code, Ch. 175), and respond if a UMT vehicle
develops a problem while in service.

Vehicle condition, including doors, seats, heat/air conditioning, tires and safety
equipment are inspected at vehicle check-out. Vehicles must be refueled, cleaned and
any problems reported at vehicle check-in per UMT’s End of Shift Policy. (UMT 047)



9.

11

12.

Please explain what steps you have taken to determine if you can obtain and pay the premiums to maintain
insurance coverage for the proposed number of vehicles for your business.

Mark Grossman is a licensed insurance agent employed by Remco Insurance Services,
Inc., 80 Second Street Pike, Suite 8, Southhampton, PA 18966, and has placed motor
vehicle insurance for United Medical Transport since 2003. Mr. Grossman has
investigated the availability of insurance and has determined United Medical Transport
can secure adequate future coverage at commercially reasonable rates.

. Please describe your customer service standards. Within your description, please explain:

a. Your plan to inform customers of the procedures for filing complaints with the PUC;
b.  Your intended customer complaint resolution procedure.

If a paratransit license is issued, United Medical Transport will hold its paratransit drivers
to the same high standards of its EMTs and paramedics with regard to customer service.
These standards are outlined in United Medical Transport’s Code of Ethics (UMT 055-
057).

Each vehicle have posted or affixed in a conspicuous location a placard or label providing
the PUC’s Bureau of Consumer Services mailing address, phone number and web
address. The PUC’s “Complaint Filing Process” flyer will be made available to any
customer registering a complaint with the company.

UMT has a multi-tiered procedure for resolving customer complaints. Customer
complaints are initially referred to Operations Manager, Sergey Korchuck, for resolution.
If the Operations Manager is unable to resolve the customer complaint, then it is referred
to the Office Manager, Ruvim Yadlovsky. In the rare instance that Mr. Yadlovsky is
unable to resolve the customer complaint, the complaint is then referred to Mr. Davidyuk
for a final evaluation and resolution.

Criminal Record. Have you been convicted of a misdemeanor or felony for which you remain subject to
supervision by a court or correctional institution?

Financial Data. In addition to demonstrating your technical fitness, you must also demonstrate that you
possess the financial fitness to provide the proposed transportation service. Therefore you must complete
both parts of the “Statement of Financial Position”, which follows this page. The first part is the Balance
Sheet. You need only provide the applicable information. The second part of the Statement of Financial
Position is the Projected Income Statement. The projection is your estimation of expected revenues and
specific expenses for one year, You should use the projected information, along with the financial data
reporied on your balance sheet (o help you determine if proposed business can be feasible. Please feel free
to also provide clarification information with your “Statement of Financial Position”, which explains why
you believe you have sufficient funds to ensure your transportation business can provide reliable service to
the public in a safe manner.



Verification of Statement

The undermgned dcposes ang says that he/she i is authorized to and does make this verlﬁcauon and that the

G-y2~1

(Signature) T (Date)

Eduard Davidyuk, President




s UNITED MEDICAL TRAN-SPRT

Application for Employmiént

Please Print

NOTICE TO APPLICANTS
AND EMPLOYEES
Screening tests for lllegal
drug use may be required
before hiring and during
your employment here,

Equal access to programs, services and employment is available to all persons. Those applicants requiring reasonable accommodarion 1o
the application and/or interview process should notify a representative of the Human Resources Department.

Name Applicant ID #
Last First Hiddle
Address
Steeet City State 217 Code
Telephone # ) Cellular/Other Phone # _( E-mail Address
Position(s} applied for Dare of application / /
Referral Source (Please check the appropriate category and tist the source.)
[ Walk-In ] School
(] Employee I Job Fair
[ Advertisement 0 Staffing Agency
' [ Government
[.] Company’s Website Employment Agency
[ Other Interner [J Other .
. AM
If necessary, best time to call you is......,..,........... | 'Will you work overdime if required? oo U Yes LI No
U Home [ Cellular/Other oo, olease exolain
May we contact you at work? ... [ Yes [ No 1o, pie prain:
If yes, work number and best time to call: .
( ) : | Are you able to perform the “essendal functions” of thejob for which
1fyou are under 18 and it is required you are applying {with or withour reasonable accommodation)?
3
: . This question is not designed to elicit information about an applicant's disability. Please do
can you furnish a work PETMULY e Oves Do not provide information about the existence of a disability. particular accommodation, or
. whether accommodation is necessary. These issues may be addressed at a later stage to the
If no, please explain: extent permitted by law.
Have you submitted an application hete before?........ [J¥es [INo ) Yes ONo [ Need more information abour the
If yes, give date(s) and position(s): job's “essential functions” to respond
Driver’s license number required if driving may be required in the
Have you ever been employed here before?................ I ¥es (No {? ob for which you are applying;
If yes, give dates: From VAR A [/ : State
Is this application a request for reemployment Have you ever been bonded? ...ovvviviniiniiciiin, O Yes CINo
following an extended military leave of dbsence o . . . .
f hi 2 D Y. D N Answering “yes” ta the following question does not constitute an autematic bar to
rom this COMPANY T, <3 o empleyment. Factors such as date of the offense, seriousness and nature of the
Are you Icgally c!igible for employmcnt violation, rehabilitation and position applied for will be taken into account,
0 thiS COURTIY? oovreeeeee e [ Yes (INo | Have you ever pleaded “guilty” or “no contest” to

Date available for work........oocoocoviveireeeeinn, _LL

What is your desired salary range or hourly rate of pay?

vererennrennanns 1 Yes (I No

If yes, please provide date(s) and deails:

or been convicted of 2 ciime? v eviiiiennine

b Per
Type of employment desired: (J Full-Time L] Pare-Time

[.] Educational Co-Op [ Seasonal DTﬁmPOT'HY Have you entered into an agreement with any former employer or other
Will you relocate if job requires it? ........oorrroceerr . ClYes (ONg | Pty (such as a noncompetition agreement) thar might, in any way,

‘ restrict your abilicy to work for our company? .......... [Jes Uno
Will you travel if job requires ir?....... et O¥es TNo ’
If they have been explained to you, are you able to meer the Ifyes, please explain:
attendance requirements of the position?..... Onva Oves O No
AN EQUAL OPPORTUNITY EMPLOYER UMTO0035



Employment Histo . c S e e

Starting with your most recent employer, provide the following information.

Employec Telephone § Hanth Year Hanth Year
( ) Dates employed: te

Strest address City State pmpensatio 3 '
[:] Heurly D Satary $ per

Commission/Bonus/Jther Compensation $

Immediate supervisar and title (for most 1eceat position hetd) May we contact for referance? [N L. L D Gl

D Yes D He D vater D Haurly D Salary

Ermail: {ammission/Bonus/Tther Compersatioh $

-Starting job title/final job title

Why did you teave?

Summarize the type of work performed and job responsibilities,

What did you like most about your position?

Yhat were the things yau biked least about the positton?

Employer Telephone ¢ Meath Yiar Menth Year
( ) Dates employed:
Steet addtess City Suate
D Hourly [:l Satay
Starving job title/final job title
Commission/Bonus/ther. Compensation  $
Immadiate supervisor and title {for most reent position held) May we contact For reference? ompensatio
D Yes D No D Later D Hourly D Salary 5 pev
Why did you (eave?
E-mail: Commissien/Bonus/0ther, Compensation $
Summarize the type of work performed and job responsibilities,
Whae did you Like most abeut your position?
What were the things you fiked leasy about the position?
Employer Telephane § Manth et Honth Texr
( ) 4 Dates employed:
Street address City State pmpensatio a v
D Hourly D Salary $ par
Starting job title/final job title
Commission,/Bonus/Other Compensation $
Immediate supervisor and title (for most recent positien held) May we contact for reference? pmpensatio
D Yes [:] Ne D Later D Hourty D Salary ¥ pet
Why did you leave?
E-rails i Commission/Bonus/Other Compensation ¥
Summarize the type of wack performed and Job respansibilities, . B i
What did you like most about your position? :
Vihat were the things you iked least about the position?
Embloyer Telephone & Horth Year
( ) Dates employed;
Stseet address City State
_ Ol kowty 0 sotany
Starting job title/final job title .
Commission/Bonus/Other Compemation $
Imirediate supervisar and title (for most recent pesition held) May we contact for reference? gmpensatio
D Yes D No D tLater D Houly D Salary i per
Why did you leave?
frmails Commission/Bonus/Other Lompensation b

Summarize the type of work performed and job responsibilities,

What did you like most about your positien? .

Whay were the things you fiked least about the position?

UMT00036



Employment HiStOI’y {continued)

Explain any gaps in your employment, other than those due to personal illuess, injury or disability.

If not addressed on previous page, have you ever been fired or asked to resign froma job? ..., [JYes [ JNe

If yes, please explain:

Skills and Qualifications -

Summarize any special training, skills, licenses and/or certificates thar may assist you in performing the pesition for which you are applying:

Computer Skills (Check appropriate boxes. Include software titles.and years of experience.)

(] Word Processing Years; O {nternet Years:
[] Spreadsheet Years: O Other Years:
[0 Presentation Years: O Other ' Y‘cars:
] E-mail Years: (] Other Years:

Educational Background

|:|' Degree
[J Centification

[ Diploma {7} 4ED
O Degree

O Certification

) Other

References

List names and telephone numbers of three business/work references who are not related to you and are not previous supervisors,
If not applicable, [ist three school or personal references who are #or related to you.

‘Social Security Number

SS# - -

We will use this informartion anly for employment purposes and make reasonable efforts to safeguard your privacy.

UMTO00037



Related Information
To what job-related organizations (professional, trade, etc.) do you belong?

Exclude memberships that would reveal race, color, religion, sex, national origin, citizenship, age, mental or physical disabilities, veteran/reserve, National Guard or
any other similarly protected status.

List special accomplishments, publicarions, awards, etc.

Exclude information that would reveal race, color, religion, sex, national origin, citizenship, age, mental or physical disabilities, veteran/reserve, National Guard or
any other similarly protected status.

In your current or a previous job, have vou ever written instructions or directions to be followed by employees or customers?
[CYes [[JNo [JNot Applicable

If yes, please explain:

Is there any other job-related information you want us.to know about you?

Applicant Statement

I ecrrify that all information T have provided in order to apply for and secure work with this employer is true, complere and correct,

1 expressly authorize, without reservation, the employer, its representatives, employees or.agents to contact and obeain informarion from all references (personal and professional),
employers, public agencics, licensing authorities and educational institutions and to etherwise verify the accuracy of all information provided by me in chiis application, resumé or job
interview. [ hereby walve any and all rights and claims [ may have regacding the employer, its agents, employees or representatives, for secking, gathering and using tushful and non-
defamatory information, in a lawful manncr. in the employment pracess and all other persons, corporations or organizations for furnishing such informartion about me.

1 undesstand that chis employec does not unlywhully diseriminace in employment and noe question on this applicadion is used for the purpose of limiding or eliminaring any appticant from
consideration for employment on any basis prohibited by applicable local. state or federal law,

I understand dhar chis spplication remains current for only 30 days. Ar the conclusion of tha tme, if [ have not heard from the employer and still wish to be considered for employment,
it will be necessary for me 1o reapply and fill gue a new application.

If 1 am hired, [ understand thar [ am free 1o resign at any time, with or without cause and with or withour prior notice, and the employer reserves the same righs o rerminace my
employment at any time, with or without czuse and with or without prior notice, &xeept as may be required by faw. This application does not constirute an agreement or contract for
employment for any specified period or definjte duration. [ understand that ne supervisor or representative of the employer is authorized to make any assurances to the contrary and thar
no implicd oral or written agreements contrary to the foregoing express language arc valid unless they arc in writing and signed by che employer's president.

[ also understand that if [ am hired, 1 will be required 1o provide proof of identity and fegal autherization to work in the United States and that federal immigration laws require me to
complete an |9 Form in this regard,

This Company docs not tolcrate unlewful discrimination in its emplo yment practices. No question oo this application Is used for the purpose of limiting or excluding an
applicant from consideration for employment on the basls of his or ber sex, race, colo, religion, natonal origin, citizenship, age, disability, or any other provacted status under
applicable federul, state, or local law, This Company likewise does not tolerute barassment based ou sex, race, color, religion, natonal origin, citizenship, age, disability, or any
other protected starus, Examples of prohibited barassment indude, but are not Bmited to, | physical , offensive gestures, unwelcome commeats, jokes, epithers,
threats, insults, name-calling, negative stereotyping, posscssion or display of derogatory pictures or other graphic materials, and any other words or conduct that demean,
stigroatize, intimidate, or siagle out 2 person because of his/her membership in a protected caregory. Harassment of our employees is stricdy prohibited, whether.it is committed
by 2 manager, coworker, subordinate, or non-cmployee (such as 4 vendor or customer). The Comypany takes all complaiats of harass ment seriously and all complaints will be
investigated promptly and thoroughly.

1 understand that any infermation provided by me that is found to be false, incomplete ar misrepresented in any respect, will be sufficient cause to (i} eliminate me fram further
considesation for employment, or (ii) may resuit in my immediate discharge from the employer’s service, whenever it is discovered.

DO NOT SIGN UNTIL YOU HAVE READ THE ABOVE APPLICANT STATEMENT.
I certify that I have read, fully understand and accepr all terms of the foregoing Applicant Statement.

Signature of Applicant Date / /

£2008 G.Nul '((o% G.Nel asume ho reapohaTbilicy for the employed's usc of this Form er any docision the employer makes
720 Intermational Packowsy. Sungice, FL 33323 ¢ % dhat may viotie local, iuaee ot federal b, By sclling thls form, G.Neil i no giving logal dvice
B00-$99-9111 + www.goctd.com 1o veovder . L3 The purthaser of this form s granted a limited Licerue to photscopy the complesed form for I Internal wsc only,
Application for Empleyment {Long Farm) #R5-A1821 %}t%vﬁ Any other phatocopying of reproducing in 2ny form. whether in whale or In gar. d
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DOCUMENTS NEW HIRED MUST PRESENT

EMT CERTIFICATION PA OR EMERGENCY RESPONDER. CERTIFICATIO
CPR CERTIFICATION ' :

- DRIVER LICENCE

EVOC
SS CARD

" UM700039



U n Ited ‘medical transport

12301 McNulty Road Unit B
Philadelphia, PA 19154

FAIR CREDIT ACT DISCLOSURE STATEMENT

In accordance with the provisions of Section 604 (B)(2)(A) of The
Fair Credit Report Act, Public Law 91-508, as amended by the Consumer
Credit Report Act of 1996.( Title II, Subtitle D, Chapter 1, of the Public
Law 104-208), you are being informed that reports verifying your previous
employment, previous drug and alcoho! test results, and your driving record
‘'may be obtained on you for employment purposes. These reports are
required by Section 382.413,391.23 and 391.25 of the Federal Motor
Carrier
Safety Regulations. -

NAME AS IT APPEARS ON YOUR DRIVER LICENSE:

First Name Last Name
Driver’s License Number: ' ' State
‘Date of Birth: / / ~ Social Security # - -
‘Applicant’s Signature: A ~__ Date: [/

UMT00040



EMS VERIFICATION OF CERTIFICATION

The following individual has applied for a position at United Medical Transport. We are
requesting verification of his/her certification:

Name:

EMS Certification Number:

Expires:
Certification Level: o EMT o Paramedic

Emplovee Request and Release of Information

I authorize United Medical Transp(;rt to check with the Office of Emergency Medical
Services to provide verification of my current certification and .good standing.

I hereby release and will hold United Medical Transport and the Office of Emergency
Medical Services harmless from any all liability in connection with obtaining this
information.

Signature Date

Print name in full

EMS Use Only ,

Does the above named individual have any complaints/issues on file with OEMS?
o Yes o No-

o The Office of Emergency Medical Services verifies that the above information is

correct and up to date.

o The above information is incorrect for the following reasons:

Signature Date

Print Name Title

UMT00041



Probationary Employment Agreement

I, (print full name) understand and
agree that if [’'m hired; my employment at United Medical Transport will be
subjected to a probationary period, which will consist of one hundred and
twenty (120) days starting from the date of hire.

I understand that during my probationary period, I can be discharged
and /or terminated due to unsatisfactory performance, or failure to comply
with Company requirements.

Upon successful completion of my probationary period, I will be
entitled to all Employee Benefits available to me based on my employment
(FT / PT) status.

Signature:

Date: / /

Training period

During the probationary period field employees, who have less than 6
months of field experience, may be subjected to field training (up to 7 days),
provided by United Medical Transport.

Employees will be paid $7.25 per hour for their training period. After
training period has been successfully completed, employee will be pa:d their
agreed starting rate.

I (print full name)
fully understand that I will get paid for my training period at the training rate
of $7.25 per hour,

Signature:

Date: / /

UMTO00042



APPLICATION

COVER SHEET

CPR CARD

DRIVERS LICENSE

EMPLOYEE POLICY

EMPLOYMENT ELIGIBILITY

EMT CARD

EVOC

FAIR CREDIT ACT

PROBATION AGREEMENT

RELEASE FORM

SOCIAL SECURITY CARD

UNIFORM RECEIPT

VACCINATION FORM

W4 FORM

_UMT00043
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CONTENTS

Beginning of shift Policy....... e R |

End of shift Policy ...... fereeraieres e 2
Driving Policy .......... Cerreseaene e 3
AccidentPolicy .. ..ovvveinveesnnninnnnns, 4
Radio Policy «vevvvvenviviensnne, Veseeans 5
Stand by Policy .......ov0uuenn B
DressCode......oivviniiinnniossannans 7
Uniform Policy . ..o ovevviinnniiiniinnnn. 8
Agreement ......iiiiveieiintirieiiiiaan., 9
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Each field employee coming to work must be:
In uniform and ready to work on scheduled time every day.
Employee may not clock in more than 10 minutes prior to-beginning of shift,
unless gets a prior authorization to do so from manager, supervisor or the
dispatcher on duty.
Employee must be at place of work, and clocked in no more than 5 minutes
after start of shift. Anyone clocking in more than 5 minutes after start of shift
will be considered late.
If lateness is repetitive, a warning will be issued, if problem persists, employee
will be subject to termination,

Once employee is clocked in:

Employee must contact dxspatch by radio provided for the assigned truck
for that day.
Employee must start the check out of the assigned truck for that day
(regardless weather or not the partner is present).
Once check out is complete, 1t should be deposited into the “check out
collection box™. '
Once check of vehicle is complete:
If partner is present, crew must advice dispatch immediately of their
availability, and dispatch will provide an assignment.

If partner is not present, employee must advise dispatch of completion of
check out, and dispatch will provide an assignment.

Signature of employee / Print Name

/ /

Date
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END OF SHIFT POLICY

1. United Medical Transport reserves 90 minutes after the scheduled end of shift

time. A Crew may not refuse to take an assignment while within the scheduled

shift time (i.e. if a crew is scheduled to work until 17:00, and is dispatched to a

;:}?11 (glllnergency or non emergency) at 16:59, the crew has a duty to respond to
e call. . :

At arrival to base, refuel your vehicle. _ '

All trash and used gloves/sheets must be emptied from the vehicle. Do not

leave any food, drinks, or newspapers in the vehicle, any spills must be

cleaned, and the exterior of the vehicle washéd.

Stretcher must be made with clean sheet, and belts must be buckled.

Complete the end of shift check out, and park your vehicle at it’s assigned spot.

Turn in all completed paperwork to the dispatcher.

Clock out immediately after completion of cleaning the vehicle and doing the

end of shift check out.

Personal vehicles may not be washed at UNITED MEDICAL TRANSPORT.

W

o] =1

Signature of employee / Print Name

Date / /
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DRIVING POLICY

Ambulance driver must:
a. Maintain a valid drivers license.
b. Have EVOC
¢. Report any and all points and/or accidents on his/her driving record.
d. Adhere to any and all medical restrictions on histher drivers license
(example; Eye glasses...].

D ALL United Medical Transport drivers must follow and obey all traffic signs and
signals,

19} Use of a cellular phone is prohibited under any circumstances while driving the
company vehicle .

IIT})  Driving in emergency mode:

a. Anambulance RESPONDING TO emergency call must get an order and
approval from dispatcher to use audio and light warning devices (lights and
sirens).

b. When TRANSPORTING A PATIENT, it is up to the crew to decide weather
to drive in regular or emergency mode.

¢. Ifacrew is transporting a patient and decide to proceed in emergency mode, the
crew should notify the dispatcher of their decision (for the record)

d.  When driving in emergency mode, the driver must come to a complete stop and
than proceed with caution at every stop sign, red light, etc.

e. When driving in emergency mode, driver should take into consideration the
weather and road condition, and cautiously proceed to get the patient to a
hospital as fast and safe as: possible.

f.  If adriver drives in emergency mode UNAUTHORIZED, he/she is subject to
suspension and/or termination,

VI)  If a driver is found driving under the influence of alcohol or other controlied
substance, hefshe is subject to termination,

VII)  If a driver has prescribed medication by a physician, he/she must check with the
physician and/or pharmacist on the effect of the medication on driving abilities. If
medication is said to impair the driving abilities, he/she must report to dispatcher
and/or supervisor on duty.

1

Signature of employee /  Print Name

/ /
Date
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ACCIDENT POLICY

If a United Medical Transport vehicle is involved in an accident, the
dispatcher and police must be notified immediately.

Driver may not leave the scene of the accident unless released by the
dispatcher and/or supervisor on duty and police.

For every incident or accident, the crew must fill out an accident report
form supplied in every clipboard.

Every accident will be investigated and if the driver is found at fault, up to
$500.00 will be charged for the damages.

If an accident occurs while a driver is breaking the “STAND-BY
LOCATION?” policy, the driver will be charged $500.00 for damages
whether or not the driver is found to be at fault for the given accident,

The crew must collect all information about other car(s) involved in an accident,

Signature of employee / Print Name

/

/

Date
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RADIO POLICY

1) The use of company (NEXTEL) radio and cellular telephone is limited to
company business only.

2) The crew must report to the dispatcher via radio of all of their actions.
(Example: on location, enroute with patient, on stand by location, etc...... )

3) The personal use of company cellular phone is forbidden.

4) If a phone statement shows the use of cellular phone, $.30 per minute w1ll
be deducted from the check of the user.

5) The use of the cellular phone will only be permitted by a dispatcher or
supervisor, and only will be used for official UNITED MEDICAL
TRANSPORT business i.e. calling hospital ER, a patient’s residence, etc...

) Person using company cellular phone for personal business will be subject
to suspension and/or termination.

Signature of employee /  Print Name

/ /
Date
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STAND-BY POLICY

When a crew has no assignments or transports, a dispatcher will provide the
crew with a “Stand-By” location.

Usual stand by locations can be an intersection, a mall, a hospital, or
another public place (example: Rooseveit Mall, Welsh rd.& Roosevelt
blvd., Rt. 611& Rt. 73, PEOM Dialysis unit....).

A crew on stand-by time must find a place to park the ambulance that;

a.
b.

Will be out of traffics way and not interfere with moving traffic.

Will not block the view of a traffic signal or sign for the passing
motorists.

Will not cause as an obstruction of way and/or view to passing
pedestrians and/or motorists.

Will not park on the fire lane, handicapped parking, or any other illegal
parking spot or location.

The crew has to be in the area provided by the dispatcher at all times.

a.

b.

c,

Crew may not move more than two ¢ity blocks away from the stand-by
location -

Crew may not leave or change the stand by location unless approved by
the dispatcher.

The stand-by policy will be strictly enforced! If this policy is not
adhered to, one or both of the crew members are subject to suspension
and/or termination.

Signature of employee /  Print Name

/

/

Date
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DRESS CODEPOLICY

All ambulance attendants are required to wear the following uniform:

Navy blue button down shirt with all appropriate patches

Fitted navy blue pants

Black or white under shirt

Black shoes or boots, absolutely NO SNEAKERS

Black secks and belt:

Hats can be worn only in navy blue color to match the uniform,
ABSOLUTLY NO hats worn backwards

g. Seasonal jackets will be issued by UNITED. Each employee will
receive a raincoat and a winter jacket with appropriate patches

e o o

Personal appearance:

a. Absolutely NO facial piercing (eye brow, chin, nose etc.) Small
earrings are fine.
b. All facial hair must be kept trimmed and groomed
c. All shirts must be clean and tucked in
d. No chains or necklaces should be worn on top of your shirts, tuck
it in under your shirts during working hours

The dress code policy will be strictly enforced! If this policy is not adhered
to, employee will be subjected to suspension and/or termination.

Signature:

‘Date: - -
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1. Dress code must be adhered all the time.

2. Each field employee on the first day of employment receive the necessary items of
uniform:

Turtlenecks (navy blue) cost: $19.00

Navy blue button down shirts cost: $36.00

Winter coat (navy blue) cost: $65.00

Rain coat (navy blue) cost: $35.00

po o

Company does not provide, but requested to wear for field employees:
Black shoes with black socks, navy blue pants, black belt. This is the responsibility of the
employee to purchase these items of uniform outside of the company, no reimbursement
is offered for these itemns.

Additional items of uniform provided by the company are available for employee
at any time for the price listed above.

3. Employees are responsible for maintaining the cleanliness of their uniform and
replacing damage uniform.

" 4. Employees are financially responsible for cost of uniform on the following pro
rated scale due upon termination of employment:
Probation period (120 days) — 100% of cost
Four to six month of employment since hiring date — 75%
Seven to nine months — 50%
Ten to twelve months — 25%
‘After twelve months of employment — 0%

5. On each annual anniversary all employees will receive additional uniform, free of
charge, as follows: full time field employee — 2 sweat shirts and 2 T-shirts, part
time field employee — one of each kind. Winter coat and raincoat will be replaced
once in 3 years.

Employee Signature Date
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AGREEMENT

agree to

reimburse United Medical Response by way of payroll deduction
for uniform items provided to me by United Medical Response on
the following prorated scale should my employment status change

or end.

During:

Probation Period — 100% of cost
Four to six months of employment — 75%

Seven to nine moriths — 50%

Ten to twelve months - 25%
After twelve months — 0%

Signature:

Print Name:

Date:
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CODE OF ETHICS

Definition of Customer is Direct and Indirect which can mean the following:
> Patient
> Attending Nursing Staff
» Family and Friends

Good Customer Service Defined:

+ |* Appearance Defined :
v To look like a professional well dressed groomed
v To present yourself professional while your doing your job body language
¥ To sound like a professional

« 2" The customer is always right even if they’re wrong
v Always right defined:

* If a nurse told you something and you disagree with her do not
argue with her

4= 3" The customer always gets what they want even if it is out of your job

description.
v Always gets what they want defined:

v Ifthey told you to do even if you may disagree just do it do not
argue
* Tumn your lights and sirens off just prior to entering the facility
premises
< 4" The customer is shown and given respect.
v" Respect defined
* Do not laugh at morbidly obese patients, do not comment on how
badly a patient smells or is overweight.
< 5" The customer has to be pleased even if it means going the extra mile.
¥" You should be as concerned with as important to please the customer
4 6" To the customer time is important
v Do not present an image that you’re slow
s If you need more time with the patient let it be in the ambulance
but not in sight of the nursing staff.

To maintain good customer service the following is crucial:
<+ EMT must report to Street Supervisors or Base Supervisors any and all incidents
v" Do not present an image that you're slow

i
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» Incident Defined:

Delay in administration of patient care by our service

Delay in providing a service

Any and all problem or complaint

Any and all occurrences that are outside of normal

operations

Any time you felt that the transfer did not go smoothly

Nothing worse than for a supervisor to hear from the

customer for the first time of any event

v Even if there’s a mess up: do not make a stink of it or prolong the
situation, instead do your best to resolve the issue as and please the
customer as soon as practically possible.

VVVYYVY

v v

As a full service ambulance provider there is no reason why we cannot provide care
to a patient cannot transport a patient.
~b Full Service Defined:
v ALS, BLS, morbidly obese, emergency response, non-emergency
response
v" Never say this is beyond me ALS is on the way
v" Never say this is beyond me call someone else

Why customer service is important: = Image = Call Volume = Income = Employee
. Benefits

% Crew environment {equipment + atmosphere)

Pay raise

Plenty of hours

No layoffs

More opportunities for growth with company as company grows

Boitom line customer service will determine if this company makes it or goes
bankrupt. We are not a state agency we are a for profit organization that totally
depends on its people to make it work.

EEEEFE

Clean Ambulance: . -
+ At end of shift clean ambulance (inside and outside)
4 Refue! ambulance
4. Restock ambulance

Ambulance Checklist:
“ At start of shift check out ambulance don’t just mark the checklist
< At end of shift check out ambulance. If there is anything wrong, mark it off on the
checklist and notify mechanics.

Dispatch Room:
< Please do not bother dispatch. Dispatch center is not for all employees to hang
out, only dispatchers are allowed in.
+ Call for times and use the ten codes after your cleared from all calls
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End of Shift:
4 Hand in all run sheets along with any paperwork that goes along with each
transport
s Make sure all the run sheets are signed by both partners

Prior to you physically transporting the patient on a stretcher out of a facility
the nursing staff should have the following paperwork available for you.

The following.info the sending facility may present to you separately/ directly or as part
of a sealed info packet that is destined for the receiving facility. (You may open the
sealed packet of info)

Face Sheet:
4 Provided a Copy to EMT
< Current Diagnosis & Past Medical History have available for EMT, enly if not
already listed on face sheet

Medical Necessity Form: A K.A. “PMNC?”, “Med. Nec” or “Physician’s
Certification Statement”
% Filled out by facility staff and provided to EMT

Transfer Sheet:
s This will include patient diagnosis for going out, patient insurance information,
and other patient information.

‘List of Allergies:
. Available for EMT to view or copy

List of Current Medications (Medication Name Only)
= Available for EMT to view or copy

Do Not Resuscitate Order A KA. “DNR” or “Comfort Care Form”
- Available for EMT to view or copy

If you see that the nursing staff is busy or there are delays/ problems with this list of
items then, please work with the staff to ensure a satisfactory customer service is
provided by you.

Signature of employee / Print Name

/ /
Date
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EXPOSURE AND VACCINATION STATUS

My duties as an EMT/First Responder, require me to be exposed to blood or

bodily fluids. I , understand

{Print Name}
that as part of my occupational experiences I am at risk of exposure to blood

or bodily fluids.

Please check one of the following:
__Yes, I would like to receive the hepatitis B vaccine at no charge to me.

__I'have been immunized against hepatitis B.
AND

__ I refuse to be vaccinated at this time. [ understand that due to my occupational
exposure to blood or other potentially infectious materials, I may be at risk for acquiring
the hepatitis B virus infection, I have been given the opportunity to be vaccinated with
the hepatitis B vaccine, However, | decline the vaccination at this time. 1 understand that
by declining this vaccine, I continue to be at risk of acquiring hepatitis B, a serious
disease.

If, in the future, [ continue to have occupational exposure to blood or other potentially
infectious materials and 1 want to be vaccinated with Hepatitis B vaccine, 1 can receive
the vaccination series at no charge to me.

Date: / /

Please Print Your

Name:

Employee Signature:
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UNIFORM RECEIPT

I, , received from
{(Employee’s name)

United Medical Transport required items of uniform:
U Navy blue Turtlenecks (2)
L] Navy blue Button Down Shirts (2)
[] Navy blue Rain Jacket (1)

[] Navy blue Winter coat (1) .
Employee’s Signature Date [/ /

Additional/Replacement items received:

[ ] Navy blue Sweatshirts (cost $19.00 each)
[[] Navy blue Shirts (cost $36.00 each)

[7] Navy blue Rain Jacket (cost $40.00 each)
] Navy blue Winter coat (cost $65.00 each)

Total cost $

Employee’s Signature Date [/ [/
Amount Paid in full $ (Cash / Check)
If Check, Check #
Management Date / /
(Signature)
1 , hereby authorize

United Medical Transport to.de'duct the amount of $ from single
/ each of my payroll checks toward my payments for received
additional/replacement items of uniform .

Date of first/only payment:  / / Date of last payment: / /
Employee’s Signature ' Date /[
Print Name . SSN - -

UMTO00059



m:l OTHER ENCLOSED ITEMS:
[m Dﬁ Gﬂ Incidant Reports Vehicle Damage Report
A

RETURN TO DISPATCH BY: -
866-478-7700 QPENED & VERIFIED BY:(1) #
PO. Box 21028 ) (2) #
Philadelphia, PA 19114-0528
GCY g 2010
‘ VEHICLE INSPECTION SHEET
Date / / Vehicle
BEGINNING MILEAGE ENDING MILEAGE FUEL READING E V) s F
Y q 22 SEIRIE3 Ptien]
_ E-ZPass __Light Bar __ Backup Alarm Check Tras
___2Way Radio / Radio Charger ___Fire Extinguisher {with tag)  __Interior Lighls __ Rearlight ___Siren
___ VHF Radio __Stop Light .. Emergency Lights __Engine Oil/ Coolant
___ MAP's PAINJ __ Head Lights ___Tum Signals Fuel Recelpt
___Run Sheets (15) ___Photo Camera __ Medical Necessaly Forms (10} ﬁﬁAccu:Ient Repons (3)

Pens / United Cards & Stickers __Insurance{ Reg. Card /

E i[—) E1

CREW IS RESPONSIBLE FOR CLEANING OF THE OUTSIDE OF THE VEHICLE, PATIENT COMPARTMENT AND CABIN DAILY
Drivar (Pn'nt) Signalure

& REPIETACTION OF Tyeg FORU 15 wOT PERATTY) WITHCu T PROCR CONGIT OF UAGIFFD LETRICAS TIASTORT REV: §5-20
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N Director of EMS

License Number:
Operate As:

. Issued On:
Expires On:
Region(s):

Types of ALS Ambulances:
Station Locations:

GEPARTMENT OF HEALTH

Universal Medical Response
8312 State Rd, Rear Bldg
Philadelphia, PA 19136

Pursuant to the Act of July 3, 1985, P.L. 164, No. 45, the Emergency Medical Services Act, and duly promulgated rules and regulations, as amended,
the Pennsylvania Department of Health hereby issues a license to the above organization to operate in the Commonwealth of Pennsylvania.

05191 :

A Basic and Advanced Life Support Ambulance Service
January 08, 2009 - AMENDED: March 16, 2010
January 01, 2012

Delaware County EHS Council, Inc.

ALS Mobile Care
8312 State Rd, Rear Bldg, Philadelphia, PA 19132

This LICENSE shall expire on the above date unless, for good cause, suspended or revoked sooner.

b, davcd

Joseph W. Schmider-

ol Jomss

Everette James
Secretary of Health u

QQOT.FN??
[
|
|
|



United Medical Transport, Ltd.

VEHICLES

Year

Make Model

Mileage

Placed in
Service

VIN

License

Pass
Capacity

AIC

Whichr

Accessible

Other Features

Out of Service

202 | 2006 | Ford | £350 Amb 1FDSS34P66DA24781 | EV31631 1 Y Oxygen, medical emergency, life
‘ ! | suppori, emergency lighting

203 | 2002 | Ford | £350 Amb 1FDSS34F32HA37871 | EV33054 | 1 | Y Oxygen, medical emergency, life
support, emergency lighting

Ford | E350 Amb

= Out of Service

Out of Service

Qut of Service

Oxygen, medical emergency, life

207 | 2000 1FDSS34F1YHAB4015 | EV30827 1 Y Y >rge
support, emergency lighting
208 | 2002 | Ford | E350 Amb 1FDSE3572HB59381 | EV33057 Oxygen, medical emergency, fife
support, emergency lighting
209 | 2003 | Ford | E350 Amb 1FDSS$34F43HA91701 | EV33056| 1 Y y  |Oxygen, medical emergency, life
support, emergency lighting
210 = - 'E::~":3 - Qut of Service
211 | 2001 | Ford | £350 Amb 1FDSS34F31HB13684 | EV33055 | 1 | Y y  |Oxygen, medical emergency, life
|__ support, emergency lighting
212 | 2001 | Ford ; E350 Amb 1FDSS34F71HB55498 | EV30831 1 Y y  |Oxygen medical emergency. life
i support, emergency lighting
i - .
213 | 2003 | Ford E350 Amb 1FDSS34F13HA41886 | EV32450 | 1 Y y  |Oxygen. medical emergency, life
| support, emergency lighting
214 | 2004 | Ford | E350 Amb 1FDSS34P54HB45856 | EV33052 | 1 % % Oxygen, medical emergency, life
| support, emergency lighting
215 | 2004 | Ford E350 Amb 1FDSS34P24HB27329 | EV33053| 1 | Y y  |Oxvgen, medical emergency, life
‘ support, emergency lighting
' Oxygen, medical emergency, life
216 | 2004 | Ford , E350 Amb 1FDSS34P54HB28765 | EV30830 1 Y Y support, emergency lighting
: Oxygen, medical emergency, life
217 | 2001 | Ford | £350 Amb 1FDSS34F71HB03059 | EV30828 1 Y Y support. emergency lighting
' Oxygen, medical emergency, life
218 | 2001 | Ford + E350 Amb 1FDSS34F61HB25845 | EV33058 | 1 Y Y v9 Joncy

support, emergency lighting

Page 1
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FINANCIAL STATEMENTS




Statement of Financial Position (Balance Sheet)
As of (date) December 31, 2010
* See 2010 IRS Form 11208, Schedule L attached

ASSETS

Current Assets
Cash 9,853
Accounts Receivable
Notes Receivable
Other Current Assets (specify)

Total Current Assets 9,853
Tangible Assets
Motor Vehicle Equipment 353,764
Less: Accumulated Depreciation - 270,829 = 82,935

Building and Structures
Less: Accumulated Depreciation - =

Office Equipment
Less: Accumulated Depreciation - =

Land

Investments and Funds (specify)

Intangible Assets

Other Assets (advances and idle equipment — specify) 3,500
TOTAL ASSETS 96,288
LIABILITIES

Current Liabilities (Due within one year of date)
Accounts Payable

Notes Payable 83,474
Equipment Obligations
Other Liabilities {Attach schedule) 28,795
Total Current Liabilities 112,269

Long Term Liabilities (Due afier one year of date)
Accounts Payable
Notes Payable 127,935
Equipment Obligations
Other Liabilities {Attach Schedule)

Total Long Term Liabilities 127,535
TOTAL LIABILITIES 240,204
OWNER'S EQUITY (Corporaticns only)
Capital Stock 2,050
Additicnal Paid-in Capital
Retained Earnings (152,881)
Less: Treasury Stock - = (152,881)
Total Owner’s Equity (150,831)

TOTAL LIABILITIES & OWNER'S EQUITY 89,373




Form 1 1203 U.S. Income Tax Return for an S Corporation | -OMB No. 1545-0130
P Do not file this form unless the corporation has filed or is

Depariment of the Treasury attaching Form 2553 to elect to be an § corporation. 201 0

Internal Revenue Service P See separate instructions,

For calendar year 2010 or tax year beginning , ending

A S election effeclive dale Name D Employer identification number
09/30/03 UNITED MEDICAL TRANSPORT, LTD 20-0314012

B Business activity code TYPE Number, street, and room or suite no. If a P.O. box, see instructions. E Date incorporated
number {see instructions} | OR
485990 PRINT | 8001 CASTOR AVE. - STE 349 08/30/2003

C  Cneckif Sch. M-3 City or lown, state, and ZIP code F  Total assets (see instructions)
atrached 0 PRILADELPHIA PA 19152 s 96,288

G s the corporation electing to be an $ corporation beginning with this tax year? D Yes E_J No If "Yes," attach Form 2553 if not already filed
H  Check if: {1} Final return  {2) D Name change (3) D Address change

(4) Amended return (5) D S election termination or revocation
| Enter the number of shareholders who ware shareholders during any part of the tax year o . L p
Caution. Include only trade or business income and expenses on lines 1a through 21. See the instructions for more information.
1a Gross raceipls or saleg 2,179,919 b Less ralums and allowances]| | ¢ Baib | 1c 2,179,919
w] 2 Costofgoods sold (Schedule A line 8) . ... 2
g 3 Gress profit, Sublractline 2frombinede 3 2,179,919
g 4 Netgain (loss) from Form 4797, Part Il, tine 17 (attach Form4787) 4
= | 5 Otherinceme (loss) (see instructions - attach statementy 5
6 Total income (I0s8). Add liNes 3 NrOUGN 6 . .o o ie st ettt et il » | 6 2,179,919
| 7 Compensation of OfCers . 7 5,400
£1 8 Salaries and wages (less employment credits) . .. .. S 8 963,887
B| 9 Repairs and MaiMeNaNcE .. .. 9 3,173
‘-% 10 Bad deblS .. . e e 10
‘Z 11 Rents.......... O 13 26,366
S[12 Taxes andHCENSES ... .. . .. . ittt 12 151,796
é 13 Interest ......... e e e b e e e e et ey e ey 13
=114 Depreciation not claimed on Schedule A or elsewhere on return {altach Form4882) 14 55,730
g_ 15 Depletion (Do not deduct oll and gas depletion.) 15
BUB AdVerlising | | 16 4,996
2 |17 Pension, profit-sharing, etc.. plans . 17
O [18 Employee beneiit programs ORI RDRURPUPRRR 18 105,114
B [19 Other deductions (attach staternent) . .. SEE STMT 1 19 746,078
0|20 Total deductions. Add lines 7 through 19 | e e > | 20 2,062, 540
__121_ Ordinary business income (loss). Subtractling 20 from Ne B ... .. .. oo it oot s, 21 117,379
222 Excess net passive income or LIFO racapture tax (see instructions) 22a
w| b TaxfomSchedule D{Form14208) 22b
E ¢ Add lines 22 and 220 {see instruclions for additionaltaxes) | 2¢
£ |23a 2010 estimated tax payments and 2009 overpayment credited to 2010~ 23a
%| © Taxdeposiedwin Form700a " {22
Q! ¢ Creditfor federal tax paid on fuels (attach Form 4136) 23c
S| o Addlines 23athrough23c ... T e L 23d
: 24 Estimated tax penally (see instructions). Check If Form 2220 is attached | 4 D 24
8|25 Amount owed. Ifline 23d Is smaller than the total of lines 22c and 24, enter amountowed """ 25
26 Overpayment. If line 23d is larger than the lotal of lines 22¢ and 24, enter amount overpaid ... ... ........ .. 26
27 __Enter amount from line 26 Credited to 2011 estimated tax W Refunded » | 27
| angt tra gest of ry AnQwiedge and belle 1 e, Conect and commrea e“c‘?'é’r';'l‘sgﬁ%‘F‘S?é%‘?&??é?r?é?ﬂﬁiﬁ?% the IRS discuss i relun wilh he prepaser
S|g | is based on all information of which preparer has any knowledge. . showin betew (see iistructions)? Yes No
Here } | PRESIDENT
Signature of oficer EDUARD DAVIDYUR Date Title
PrintiType preparer's name Preparers signature Date Check L_] if { PTIN
Paid CHARLES E. HAIG, CPA sell-employed| PO0146237
Preparer | Fimsname p PASTQOR, HAIG & ASSOCIATES, P.C. FimsEINP 23-2692056
Use Only | Fimsaddresd» 4636 STREET RD
TREVOSE, PA 19053-6612 Phonenn. 215-953-9950
For Paperwork Reduction Act Notice, see separate Instructions, ' Form 11208 (2010)

DAA




Form 1120s (2010) UNITED MEDICAL TRANSPORT, LTD 20-0314012 Page 2
Schedule A Cost of Goods Sold (see instructions)
1 Inventory atbeginning of year i
2 PUIGRASES | e e (R
F 0 Costof [BDOT | e 3
4  Additional section 263A costs (alach statementy 4
5 Othercosts (altachstatement) 5
6 Total Addlines 1through & 8
7 nventoryatend ofyear 7
8  Cost of goods sold. Subtract iine ¥ from line 6. Enter here and on page 1, line2 8
9a Check all methods used for valuing closing inventery:(i) D Cost as described in Regulations section 1.471-3
(i) Lower of cost or market as described in Regulations section 1.471-4
(iii) Other {Specify method used and attach explanation.) B
Check if there was a writedown of subnormal goods as described in Regulations section 1.471-2(¢) e | 4
¢ Check if the LIFO Inventory method was adopted this tax year for any goods {if checked, attach Form970y > H
d Ifthe LIFO inventory method was used for this tax year, enter percentage (or amounts) of closing
inventory computed under LIFO L od |
e If property is produced or acquired for resale, do the rules of section 263A apply to the corporation? H ‘fes H No
f  Was there any change in determining quantities, cost, or valuations between opening and closing inventory? Yes No
1£"Yes " attach explanation.
Schedule B Other Information (See instructions) Yes| No
1 Check accounting method: a @ Cash b D Accrual c D Other (specit)»
2 Seelhe instructions and enterthe: T
aBusiness activity »  SERVICE b Product or service » AMBULANCE TRANSPOR
3  Atthe end cf the tax year, did the corporation own, direcily or indirectly, 50% or more of the voting stock of a domestic
corporation? {For rules of altribution, see section 267(c}.) If "Yes," atlach a statement showing: (a) name and employer
identification number (EIN), {(b) percentage owned, and (c} if 100% owned, was a qualified subchapler S subsidiary
BleCtOn MaOE X
4 Hasthis corporation filed, or is it required to file, Form 8918, Material Advisor Disclosure Statement, to provide
information on any reportable transaction? ... ....... TR X
5  Check this box if the corporation issued publicly offered debt instruments with original issue discount ... ................... > D
If checked, the corporation may have to file Form 8281, Information Retuin for Publicly Offered Original Issue Discount
Instruments.
§  Ifthe corporation: (a) was a C corporation befora it elecied to be an S corporation or the corporation acquired an
asset with a basis determined by reference 1o the basis of the asset {or the basis of any other property) in
the hands of a C corporation and (b) has net unrealized buyilt-in.gain in excess of the net recognized built-in gain
from prior years, enter the net unrealized built-in gain reduced by net recognized.built-in gair: from prior years (see
INSLUCHONS) | e L
7  Enter the accumuiated earnings and profits of the corporation at the end of the tax year. &
8  Are the corporation's total receipts (see instructions) for the tax year and its total assets.at the snd of the tax year less -
than $250,0007 If “Yes,” the corporation is not required 1o complete Schedules Land M- ... .. ... . ... ... . . ., X
9 During the tax year, was a qualified subchapter S subsidiary election terminated or revoked? If "Yes," see instructions ............. X
Schedule K Shareholders' Pro Rata Share ltems Total amount
1 Ordinaly business income (foss) {page 1, fne2ty 1 117,379
2 Netrental real estate income (loss) (attach Formag2s) Y 2
3a Ofther gross rental income (loss) U 3a """""""""""""""
Expenses from other rental activities (attach statement} 3b
w ¢ Other net rental income (loss). Sublract line 3b from line3a 3c
8 Interstincome 4
@ | § DwidendsiaOrdinarydividends . 58
] bQuatified dividends . Lsb |
E |6 Royales 6
7 Net short-term capitaf gain {loss) (attach Schedule D (Form 11208)) .. ... ...~ 7
8a Net |ong-term capital gain (loss) (attach Schedule D (Ferm 11208y 8a
b Collectibies (28%} gain (boss) ... L
¢ Unrecaptured section 1250 gain (aftach statementy Bc
9 Net section 1231 gain (loss) (attach Form 4797y 9
10__ Other income (loss) (see instructions} ... ... Typed U 10

DAA

Form 11208 (2010)



Form 11208 (2010 UNITED MEDICAL TRANSPORT, LTD 20-0314012 Page 3
Sharehoiders’ Pro Rata Share ltems {continued) Total amount
£ |11 Sectlon 179 deduction (attach Form4562) 11
§ |z comsbwions T SEE STMT 2 | 122 400
2 b INVestment intereSt BXEBNSE | .. .. ittt e 12h
fa] ¢ Section 59(e)(2) expenditures(1) Type®» . {2) Amount P [12¢(2)
d Other deductions (see instructions) . ... ... .. Typed 12d
13a Low-income housing credit (section 4200(5)) 13a
b Low-income housing crediL (ather) . 13b
] ¢ Qualified rehabilitation expenditures (rental real estate) (attach Form 3468) 13¢
?, d Other rental reat estate credits (see instructions)  Type®» 13d
i3} e Other rental credits (see instructions) Type » i3e
f Alcohol and celiulosic biofuel fuels credit {attach Forme478) | 13
g Other credits {see instruclions) ... ... . .. Typed 13g
14a Name of country or U.S. pessession ™
b Gross income from all sources e 14b
¢ Gross income sourced at shareholder level | 14¢
Foreign gross income sourced at corporate level
v d Passive CalegOoy | . 14d
5 e General category 140
3 f Other (attach StalBMENt ..., ... . i it 14
a Deductions aliocated and apportioned al shareholder level
S| ginterestexpense 149
5 O BT 145
s Deductions allocated and apportioned at corporate levei to foreign source income
S| 0 Passve CalegOny . L. L 14)
JoGeneralcategory | 14
k Other{altach statement) 14k
Other information
| Total foreign taxes {chack ore): )D Patd D Accrued 141
m Reduction in taxes available for credit (atlach statement) =~~~ 14m
n_Other foreign tax information (attach statement) ... .. il
x,, | 158 Post-1986 depreciation adjustment . ... .. . . e, 152 10,006
2P | b Adiusted QainOrIoss e 15b
SE= | Depletion (other than ol and GaS) | ... ... 15¢
EEE d Oil, gas, and geothermal properties —gross income 15d
<§$ e Oil, gas, and geothermal praperties ~deductions 15¢
f Other AMT iterns {attach statement) ... .. ... ... . i 15f
£5 [16a Taxexemptinterestincome ... .. 162
B2, | b Othertaceremptinoome, 17T
<P® | c Nondeductibleexpenses 16¢
E.gm d Distributions (attach statement if required) (see instructions) 18d 107,928
.f"-'_’w e Repaymant of joans from shareholders . ... ... . . .... 16e
F [Tra bnestmentincome
ZZ | b IVeSIMEntexpemses | . ..o 176
53 ¢ Dividend distributions paid from accumulated.earnings and profits | 1¢
£ d Othet items and amounts (attach statement)
£s
28 |18 [Incomelloss reconciliation. Combine the amounts on lines 1 through 10 in the far right
©u column. From the result, sublract the sum of the amounts on lines t1 through 12dand 141 | 18 116,979

DAA

Form 11208 (2010)



Form 11268 (2010) UNITED MEDICAI, TRANSPORT, LTD 20-0314012 Page 4
Schedule L Balance Sheets per Books Beginning of tax year End of tax year
Assets {a) {b) (c} (d)
1 Cesh 31,131 9,853
2a Trade notes and accounts receivable
b Less allowance forbaddebts { {
3 Inventories
4 U5 government obligations
§ Tax-exempt securities (see instructions)
6  Othercurrenl assels (allach statemenl)
7 Loanstoshareholders =
8 Mortgage and real estate loans
9 Ofherinvestments {attach slatementy
10a Buildings and other depreciable assets ‘353,764 353,764
b Less accumulated depreciation ( 215,099 138,665| 270,829 82,935
11a Depletableassets
b Less accumulated depletion { {
12 Land (net of any amortlzation}
13a Intengible assets (amortizable only)
b Less accurmnulated amortization ( (
14  Otter assels (attach statementy STMT 3 3,500 3,500
15 Totalassets ... ....................... 173,296 96,288
Liabliities and Shareholders' Equity
16 Accountspayable ... ... ...
17 Morgages, notes, bonds payable in less than 1 yea 148,256 83,474
18 Omer curren iabittes (altach statement) STMT 4 56,987 28,795
19  Loans from shareholders
20 Moigages, noles, bonds payable in 1 year or more 127,935 127,935
21 Other liabilities {altach statemenrt)
22  cCapitalsteck 2,050 2,050
23  Additional paid-in capital
24 Retainedearnings, . .................. -161,932 -152,881
25  Adjusiments to shareholders’
equity (attach statement) _,.................
26 lLesscostoftreasurystock { !
27 Total liabilities and shareholders' equity .. 173,296 89,373
Schedule M-1  Reconciliation of income (Loss} per Books With Income {Loss) per Return
Note: Schedule M-3 required Instead of Schedule M-1 if tolal assets are $10 million or more — see instructions
1 Netincome {loss) per books 116,979] 5 Income recorded on books this year nol Inciuded
2 Income included on Schedule K, fines 1, 2, 3c, 4, on Schedule K, lines 1 through 10 {itemiza):
5a, 6,7, 8a, 9, and 10, not recorded on books thig a Tax-exemplinterest $ . . ... ..
year (itemize}: U
1  Expenses recarded on books this year notl €& Deductions included on Schedule K, lines
included on Schedule K, lines 1 through 13 1 through 12 and 14l, not charged against
and 14/ (itemize): book income this year (itemize):
a Depreclation $ a Depreciation $ .
b ISk ent R
...................................... 7 AddlinesSandb ..
4 Addlines 1 through3 116,979| 8 Income (loss) (Schedule K line 18). Ling 4 less line 7 116,979

Schedule M-2  Analysis of Accumulated Adjustments Account, Other Adjustments Account, and Shareholders’

Undistributed Taxable Income Previously Taxed {see instructions)

{a) Accumulated {b) Other adjustmants (¢} Shareholders’ undistributed
adjustments account accourd laxable income previously laxed
1 Balance at beginning of tax year -161,932
2 Ordinary income from page 1, line 21 117,378
3 Otheradditions
4 lossfrompage1,line2y [
5 Other reductions STMT 5 | 400K
6 Combine lines 1 through5 ~44,953
7 Distributions other than dividend distribution 107,928
8 Balance at end of tax year. Sublract line 7 from line E -152 881
DAA Form 11208 (2010



20-0314012 Federal Statements

Statement 1 - Form 11208, Page 1, Line 19 - Other Deductions

Description Amount
ACCOUNTING/PAYROLL SERVICE 5 3,675
AMBULANCE CONTRACTORS 201,055
AUTO GAS, REPAIRS & MAINTENAN 78,096
BANK CHARGES 6, 966
CONSULTING 56,140
CONTINUING EDUC & SEMINARS 642
DUES & SUBSCRIPTIONS
FLEET CARE SERVICES 66, 564
INSURANCE 289,961
LEGAL & PROFESSIONAL 6,098
LICENSES & PERMITS 570
MEDICAL SUPPLIES 6,498
OFFICE EXPENSES 4,%36
POSTAGE 133
STAFF MEALS . 1,499
TELEPHONE 19, 867
TRASH REMOVAL 981
TRAVEL
UNIFORMS 810
UTILITIES 1,987

TOTAL 3 746,078




20-0314012 Federal Statements
Statement 2 - Form 11205, Page 3, Schedule K, Line 12a - Cash Caontributions
Cash Cash
Description Contrib 50% Contrib 30% Total
DONATIONS 5 400 3 $ 400
TOTAL

$ 400 3 ¢ 3 400




20-0314012 Federal Statements

Statement 3 - Form 11208, Page 4, Schedule L, Line 14 - Other Assets

Beginning End
Description of Year of Year
SECURITY DEPCSIT $ 3,500 $ 3,500
TOTAL 5 3,500 $ 3,500

Statement 4 - Form 11205, Page 4, Schedule L, Line 18 - Other Current Liabilities

Beginning End
Description of Year of Year
PAYROLL TAXES 5 56,987 $ 28,795
TOTAL s 56,987 s 28,795

Statement 5 - Form 11208, Page 4, Schedule M-2, Line 5{a) - Other Reductions

Description Amount
CHARITABLE CONTRIBUTIONS $ 400
TOTAL $ 400

35




STATEMENT OF FINANCIAL POSITION
One Year Projected Income Statement

*See June 30, 2011 YTD Profit & Loss attached

REVENUE and GAINS
Operating Revenue 2,723,640
Net Revenue from non-carrier operations

Dividend and interest revenues

Other non-operating revenue

Gains
Total Revenue and Gains 2,723,640
EXPENSES
Equipment Maintenance and Garage Expense 401,244
Insurance Expense 351,340
Employee Salaries 1,073,500
Supervisory Salaries 349,098
Officer Salaries 207,132
Fuel Expense 105,982
Purchased Transportation (Lease Expense)
Materials and Supplies Expense 2,608
General Office Expense 10,160
Advertising Expense 24,490
Telephone Expense 9,802
Accounting Expense 670
Legal Expense 11,550

Uncollectible Revenue

Depreciation Expense

Amortization
Operating Taxes and Licenses 11,916
Rent Expense 28,764
Loss 21,056
Total Operating Expenses and Losses 2,609,312
Net Income Before Taxes 114,328

Provision for Income Taxes
Net Income (Loss) 114,328




9:30 AM

07/07111
Accrual Basis

United Medical Transport LTD

January through June 2011

. Income

Cash Deposit

Profit & Loss

Jan - Jun 11

medicare payment
private fnsurance payment

Refund
Total income
Expense

3,418.86
776,508.49
581,791.56

101.22

Accountants Service

Auto
Fuel
Lease
Parts

Registration

Repairs
Service
Towing

Total Auto

Building maintence

Cash Withdraw
Child support

Consulting Service

Deonation
Education

Employee Benefit, Business

Insurance

Auto Insurance

Health Insurance
Worker's Comp. Insurance
Insurance - Other

Total Insurance
Legal-Prof Fees

Traffic Citation
Legal-Prof Fees - Other

Total Legal-Prof Fees

Licenses and Permits

Marketing

Meals & Entertn

WMedical

Medical Supply

Office
parts

Postage and Delivery
Radio Equipment

Rent
Returns
Refund

Total Returns
Supplies, Bus

Tax
Fed
State

Total Tax

Transfer to payroil account

Travel, Bus
uniform

1,361,820.13

335.00

52,890.99
37,736.16
2,110.92
6,462.00
12,000.00
132,131.00
3,555.00

246,986.07

1,860.51
174,549.31
668.32
103,566.00
8,000.00
119.00
764.00

45,186.90
49,455.80
80,010.32
21,007.08

175,670.10

100.00
675.01

775.01

1,758.00
12,245.00
267.13
200.00
747,16
3,266.82
2,238.89
70.00
4,856.76
14,381.40

5,628.48
5.528.48
557.12

4,000.00

200.00
4,200.00

536,750.00
1.724.00
458,28

Page 1



9:30 AM United Medical Transport LTD

07/07111 Profit & Loss
Accrual Basls January through June 2011
Jan - Jun 11
Utilities
Gas & Electric 1,250.61
Internat 78.16
Telephone 4,901.13
Total Utitities 6,229.90
Waste
Waste removal 488.00
Total Waste 488.00
Total Expense 1,309,261.26
Net Income 52,558.87

Page 2
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12/08/2010 WED 12:47 FAX @ooi/00

Hov. 29, 2010 12:45PM | ‘BUCKS No. 3684 P. 2

THE FOLLOWING INFORMATION IS REQUIRED BY THE COMMISSION TO
DETERMINE THAT THERE IS A NEED FOR THE APPLICANT S SERVICES,
STATEMENT SHOULD BE TYFED OR PRINTED,

L cireen @Q.L(Q.:Jfr' ﬁmance anp?er M?shqm:mf

Nnos of o m or
Job0  Easton Road ° Warrindon, P4 18976
Strest Addren Cyor ”m oy 4?.]’ rEwn
United Mm Transport, Ld.

* Dascribe the type of transportation service nesded.
Wheelchair var. service

What will be the usal origin end destination? Please give specific locaﬁoﬁs, such
as names of cities, boroughs, or townships. ,Cf .
o Hee

DOL{!gsfgLUn HOSP:'{‘a_Q, DOL{ lestown Qea. Doctors

¢ How frequently is this service needed? Example: Is it on a daily, weekly, oz
montbly basis?

Wreekly

e Have you tried to use other providers of service in this ares, and if so, why do you
prefer got to use them?

NG 5 howls
¢ Have you supportad similar applicatxons inthe past? If so, please supply name
d docket number.
and o (Fro- hobule Transportatign

VERIFICA’I'ION OF STATEMENT

" The undemigned ‘deposes and says that he/ske is the person who mgned the

Statement for the above-captioned applicant/application and that he/she i3 suthorized to snd does

. make this verification and that the facts set forth thetein are trus and correct to the best of hisfwr
knowledge, information, and belief.

The undersigned understands that false statements herein are made subject to the
penalties of 18 Pa. C. S. Seqgtion 4904 relating 1o vaswom falsification to authorities.

Kpceon /ffa,w&gﬂ,w /50

" (Slgnapre) ()
Laureen é'a.l(qo/'zef
(Name, printad or typed)} O

UMT-00092



Nov. 29. 2010 12:450M No. 3684 P 2

ERIFTED STATEMEF

THE FOLLOWING INFORMATION S REQUIRED BY THE COMMISSION TO
DETERMINE THAT THERE I8 A NEED FOR THE APPLICANT'S SERVICES,
STATEMENT SHOULD BE TYPED OR PRINTED.

/e ‘FRimodea

Marzs of Biupporter

D ( M:mmé'@/&(‘gaggwﬁggasj&ﬁ#. 1%S I‘é

United Medieal Transport, Led.
——'—mmmu

+ Deacribe the type of trmponation service neoded,

o What will be the usual origin and destination? Ploase give specific locations, such
s namea of cities, boroughs, or townships, .

.._HDC%&T{,’WW Q/\.{M

» How frequently is this service needed? Example: Is it on n daily, weekly, or
monthly basis? :

+ Have you tried to use other providers of servico in this ates, and if 50, why d6 you

prefer not to use them?
Ret Serice., RAe. ,NoShou)
» Have you supported similas applications in the past? 1o, please supply name
and docket tumber. (_{ E'S
| VERIFICATION OF STATEMENT
Tho undersigned daposes and says that hefghe is the petson who tigned the
Statement for thy above-captioned applicant/application and that k/she is authorizad to and does
make this verifivation and that the facts set forth therein are trun snd correct to the best of his/her
knowledge, informution, and belief. -

The undersigned understunds that false stataments hereit are made subjoot to the

penaltieg of 18 Pa, C. S, Sectlon 4204 rolating to uaswum falsiflcation o authorities,
MWM %ﬁ:f/ 40

Egélg P imoD2. )
(Nuttw, printed or typad)

UMT-OOOQL
o 1829BIERT9: 01 IESE SbE S12 2-0 HONUW ANIWGHSAN:woud /£:28 pPoe-£2-9nY



Nov. 29. 2010 12:45PM %-)C'KS No. 3604 P 2

THE FOLLOWING INFORMATION 19 REQUIRED BY THE COMMISSION TO
DETERMINE THAT THERE I8 A NEED FOR THE APPLICANT'S SERVICES.
STATEMENT SHOULD BE TYPED OR PRINTED,

Nains of Bpporr

O(...LE <.

melm Clty or Mun|

ﬁ—m—#——“——a—w gt 2 P I8y

e Desctibe tho type of transportation aervice needed.
Wheel Qlans an

o  What will l;-: the usual origin and dnsunaﬂon? Ploase give locationy, such
as names of cities, boro
o s *0359*'&\

Deye

¢ How frequently is this servics neaded? Example: Is it on udaﬂy, weskly, of
moarhly bagis?

mo m%c\;l

+ Have you tried to mu;::; other providm of service in this area, and if so, why do you
prefer not to use 7

¢ Haveyou cupported similar applications in the past? If so, please supply name
and docket numiber. M O

VERIFICATION OF STATEMENT

Tho undersignod depuses and says that he/ahe is the person who signed the
Statement fur tho above-captivned spplicant/application and that bovahe is authorized to apd docs
make this verification and that the facts set forth theredn are true and correct to the best ofhwlhnr
kmowledge, information, and bolief,

The undmgnnd u.ndmundn that falsc ytatements herein are made subject to the
; dating 1o vasworn felsification to autherities,

UMT-00094
e-1°d AB2EBeE@TI: 0L 2£2F8 ShE ST2 2-0 HONUW ANIWOHSIN:Wod4 2£:20 PP -E2-9nd



it

VERIFIED STATEMENT IN SUPPORT OF THE APPLICATION

THE FOLLOWING INFORMATION IS REQUIRED BY THE COMMISSION TO
DETERMINE THAT THERE IS A NEED FOR THE APPLICANT’S SERVICES.
STATEMENT SHOULD BE TYPED OR PRINTED., '

. !
.‘(/)(Jfr7t)1}/ a;JOt(‘u .b(]r)uﬁﬁl

Name of Supporter

! re AU v/}
Street Address City or Municipality State Zip Code

United Medical Transport, Ltd.

Name of Applicant

o Describe the type of transportation service needed.

meo\on (-

¢ . What will be the usual origin and destination? Please give specific locations, such
as names of cities, boroughs, or townships.

-DLQ-L{\?.‘,S o~ w N Lo J&'{A“S, e d 2d

¢ How frequently is this service needed? Example: Is it on a daily, weekly, or
meonthly basis?

¢ Have you tried to use other providers of service in this area, and if so, why do you
prefer not to use them?

o

e Have you supported similar applications in the past? If so, please supply name
and docket number.

&\

The undersigned deposes and says that he/she is the person who signed the
Statement for the above-captioned applicant/application and that he/she is authorized to and does
make this verification and that the facts set forth therein are true and correct to the best of hiser
knowledge, information, and belief.

VERIFICATION OF STATEMENT

“The undersigned understands that false statements herein arc made subject to the
penalties of 18 Pa. C. S. Section 4904 relating to unsworn falsification to authorities.

(o}
(Date)

(Name, printed or fyped)

UMT-00095



Bcre

VERIFIED STATEMENT IN SUPPORT OF THE APPLICATION

THE FOLLOWING INFORMATION IS REQUIRED BY THE COMMISSION-TO
DETERMINE THAT THERE IS A NEED FOR THE APPLICANT’S SERVICES
STATEMENT SHOULD BE TYPED OR PRINTED.

L.ori Yarm

Name of Supporter
) \
StreetlAddress City or Municipality State p Code

United Medical Transport, Ltd.

Name of Applicant

e Describe the type of transportation service needed.

U_)\’\ z@\c.\(\dk\ . SPM

¢ What will be the usual origin and destination? Please give specific locations, such
as names of cities, boroughs, or townships.

\)Q rA\ g /B enSAlem

¢ How frequently is this service neecded? Example: Is it on a daily, weekly, or
monthly basis?

ouo e W

* Have you tried to use other providers of service in this area, and if so, why do you
prefer not to use them?

* Have you supported similar applications in the past? If so, please supply name
and docket number.

P<VER.IFICATION OF STATEMENT
The undersigned deposes and says that he/she is the person who signed the
Statement for the above-captioned applicant/application and that he/she is authorized to and does

make this verification and that the facts set forth therein are true and correct to the best of his/her
knowledge, information, and belief.

The undersigned understands that false statements herein are made subject to the
penalties of 18 Pa. C. S. Section 4904 relating to unsworn falsification to authorities.

i /\&4 \2\0\\ )

— >
P e | e

(Name, printed or typed)

UMT-00096



12/15/2010 10:23 FAX 215513303 @005/005

THBFOIIﬂWNGNFORMATIONISREQURBD BY‘]'HB COMIISSIONTO
DETERMINE THAT THERE I3 A NEED FOR THE APPLICANT’S SERVICES.
STAWSI{OULDBETYPEDORPW

& R &WM

2313 Ul . fa 1940

o Tip o
W“ﬁmﬂﬁ—
v Dm'beﬂletypeofm.spmhdmmnudd.
ALS
¢ ‘What will be the wamal origin and destination? Pluugiwwﬂclouuon:,m
umuofdﬂmmmorhwmblpm

T of from Phba /l\(MUJ{.ShfLﬁ

. Howm extly Is this servics needad? Bxsmple: Isiton & daily, weekly, ot
. -Havuyunhindtousaomupro%dmofmvho!nmu and if so, do you
pnﬁu'no:wwthcm? . o e
L’(t’s - T\[M- Ms&uuo

. Hmmmmmmmmnmmhmm If 2o, please supply name
znd dogket riagber.

'VWICATION oy s:mmmcr

“mm~mnﬂdwmdmwmhmohzgmmwm
Statement above-csptioned spplicant/ is authorized 1 and docs
ronkoe thin vertfication aud that the Syots sec Gerein srw tris and correct to the begt of hichey

WWMWMWWMmMnﬁmWw
of 18 Pa.C. 5. W4mmumwmwmm

SR _L2lidio

we ) i)

o

R ATy nfnvl:mﬁ-r‘:601 10



1271572010 10:28 FAX 2155133031

[goodro05

THBFOIJDWINGMOMTIONISREQUIREDBYMCMSIONTO
DETERMINE THAT THERE I3 A NEED FOR THE APPLICANT'S SERVICES.
STATEMENT SHOULD BE TYPED OR PRINTED.

’bmﬂlaah

_Z Ww Jw Chrzadnm /4 (9077

_&um
L,

_ Pome
» Describe fho type of transpartation secvice needod,
B A3

«  What will be tho ususd origin md destinatinn? Plcauglvacpmﬁcloeanons,m
ag names of cities, boroughs, or townships,

7o WM /AW,,, 7 MA@M

« How fiequently is this service needad? Bm:ple: Isitonudmly,wuﬂy.or

sooethly basis?
T Qadty

.. Hmymmodmmothuwoﬁdmﬂmﬂumﬁhmmdﬂw,whydom
prnfornottoulo'mm? .

st W M/wW

. Huwybﬂlwmed simllar applicstions in the past? If so, please supply name
and docket mumber. DY,

VERIFICATION OF BTAWT

WWMMWMMbm who signed the
swmmmwmwwmmdmw-MuWMmmm
mmmmmmnaummmmmmmmmamwmm

mowledge, information, md helicf,

memmmmmammwm
pmmaomra.c.s.wmmmmwmmmmmuu.

W"’”’W lhesy 12[13 [e010

(8lgnatare) (Date)

%{MMME LBuER
(Name, priared or typed) .

o ——

wmrrr areJMT00111



12/15/2010 10:29 FAX 2155133031 @o03/005

THE FOLLOWING INFORMATION 13 REQUIRED BY THE COMMISBION TO
DETEFMINE THAT THERE I3 A NEED FOR THE APPLICANT'S SERVICES.

s'mmnn TYPBD OR FRINTED.

{0 @WWM Pa__ 1kt

WMedlulmmﬂ,Lﬂ. '
T . NemdApplast

v Dﬁm‘bewetypebft‘mspomﬁonpwﬁmn@ed.
*  ‘What will be the usmal origin apd destination? Pluumspemﬂnlnmons,m
3 named of cities, borougha, or townships.

T Wb W
. Hmﬁmmﬂyum\ﬁ{mwll“m&d? » ks it on 8 daily, weeldy, or

mogthly basis? ) .
» - Have you uladmmoﬁ%dmﬂumﬂmmmﬂﬁmwmm

s Heve yon nppomd slmilar nppliwnom nnhe past? Irm. pleass mapply name

and docket steoriber. \—’\l\b/

WIGATION OF STATEMENYT

mundmmnddepou uduyﬂbﬂhdshenﬂm who
mmmwwwmmmumm mm
WMWMMM&MMMMmmmmwNMO{M

knowledge, information, and belict,
understands that false statamants heroin are made subject (o the

The undersigned
W&m%mm
) .\gj}éﬁ O

Eredno. UovHane | W)

(NMPM“M

o maaoa = ST ATUMTI00112



12/15/2010 10:28 FAX 2155133031 @o02/005

Y ERIFIET ATEMEN ) ATION

THE FOLLOWING INFORMATION IS REQUIRED BY THE COMMISSION TO
DETERMINE TEAT THERE IS A NEED FOR THE APPLICANT'S SERVICES.
STATEMENT SHOULD BE TYPED OR PRINTED. |

F.'rei..‘ Pt’-t{\od'r:& -SEIJ,;;%;T"_

%—Aﬂ- or{ .n/li! A . w2y
wu%mm
. Newm ol -

. Dmibaﬂlﬂypaofmw',ﬁ“nm .
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TBE FOLLOWING WORMATIONIS REQUIRED BY THE COMMISSION TO
DETERMINE THAT THERE IS A NEED FOR THE AFPLICANT'S SERVICES.
STATEMENT SHOULD BE TYPED OR PRINTED,
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THE FOLLOWING INFORMATION I8 REQUIRED BY THE COMMISSION TO
DETERMINE THAT THERE IS A NEED POR THE APPLICANT’S SERVICES,

STATEMENT SHOULD BE TYPED OR PRINTED,
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. Birest Addyon Cliy or Mualcgally . 2y Code
United Medical Trausport, Ltd,
Name of Apphcanc
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VERIFIED STATEMENT IN SUPPORT OF THE APPLICATION

THE FOLLOWING INFORMATION IS REQUIRED BY THE COMMISSION TO
DETERMINE THAT THERE IS A NEED FOR THE APPLICANT’S SERVICES.
STATEMENT SHOULD BE TYPED OR PRINTED. '

ﬁ//?.f/_e,éw Lo torres o

Name of Supporter

/, ' - ' A /

treet Address ity or Munlcipality State Zip Code

United Medical Transport, Ltd.

Name of Applicant

® Describe the type of transportation service needed.

(P Srlinsr o

» What will be the usual origin and destination? Please give specific locations, such
as names of cities, boroughs, or townships.
phil adepohi -

* How frequently is this service needed? Example: Is it on a daily, weekly, or
monthly basis?

H pesseca y*

¢ Have you tried to use other providers of service in this area, and if so, why do you
prefer not to use them?

A0

e Have you supported similar applications in the past? If so, please supply name
and docket number.

Vo

VERIFICATION OF STATEMENT

The undersigned deposes and says that he/she is the person who signed the
Statement for the above-captioned applicant/application and that he/she is authorized to and does
make this verification and that the facts set forth therein are true and correct to the best of his/her
knowledge, information, and belief.

The undersigned understands that false statements herein are made subject to the
penalties of 18 Pa. C. S. Section 4904 relating to unsworn falsification to authorities.
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VYERIFIED STATEMENT IN SUPPORT OF THE APPLICATION

THE FOLLOWING INFORMATION IS REQUIRED BY THE COMMISSION TO
DETERMINE THAT THERE IS A NEED FOR THE APPLICANT’S SERVICES,
STATEMENT SHOULD BE TYPED OR PRINTED.

CHatelr Cobn

Name of Supporter

® Stre / : A /

Street Address City or Municipality State Zip Code

United Medical Transport, Ltd.

Name of Applicant

» Describe the type of transportation service needed.

Wheelohar r

e  What will be the usual origin and destination? Please give specific locations, such
as names of cities, boroughs, or townships,

Fhilc. .

¢ How frequently is this service needed? Example: Is it on a daily, weekly, or

monthly basis? )
Weelld ; Passibly doily

» Have you fried to use other providers of service in this area, and if so, why do you
prefer not to use them?

Yes

e Have you supported similar applications in the past? If so, please supply name
and docket number. ﬁ

VERIFICATION OF STATEMENT

The undersigned deposes and says that he/she is the person who signed the
Statement for the above-captioned applicant/application and that he/she is authorized to and does
make this verification and that the facts set forth therein are true and correct to the best of his/her
knowledge, information, and belief.

The undersigned understands that false statements herein are made subject to the
penalties of 18 Pa. C. S. Section 4904 relating to unsworn falsification to authorities.
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(Name, printed or typed)
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VERIFIED STATEMENT IN SUPPORT OF THE APPLICATION

THE FOLLOWING INFORMATION IS REQUIRED BY THE COMMISSION TO
DETERMINE THAT THERE IS A NEED FOR THE APPLICANT’S SERVICES.
STATEMENT SHOULD BE TYPED OR PRINTED. '

A/OW 4

Name of Supporter
S42d Tabor Ave philbclelphas.. A (9/20
Street Address / City or Munltipality State Zip Code

United Medical Transport, Lid.

Name of Applicant

e Describe the type of transportation service needed.

lotbeelChAa < r

o What will be the usual origin and destination? Please give specific locations, such
as names of cities, boroughs, or townships.

/Oh:/a c/e//o/’l /-C/ﬂen Selen

* How frequently is this service needed? Example: Is it on a daily, weekly, or
monthly basis?

@%%/ﬂﬁe/ as 1 e—ecteclt

» Have you tried to use other providers of service in this area, and if so, why do you
prefer not to use them?

S

* Have you supported similar applications in the past? If so, please supply name
and docket number.

O

VERIFICATION OF STATEMENT

The undersigned deposes and says that he/she is the person who signed the
Statement for the above-captioned applicant/application and that he/she is authorized to and does
make this verification and that the facts set forth therein are true and correct to the best of his/her
knowledge, information, and belief.

The undersigned understands that false statements herein are made subject to the
penalties of 18 Pa. C. 8. Section 4904 relating to unsworn falsification to anthorities.

e 22 1O
(Signature) {Date)
Dam, Tarae!

(Name, printed of Typed)
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VERIFIED STATEMENT IN SUPPORT OF THE APPLICATION

THE FOLLOWING INFORMATION IS REQUIRED BY THE COMMISSION TO
DETERMINE THAT THERE IS A NEED FOR THE APPLICANT’S SERVICES.
STATEMENT SHOULD BE TYPED OR PRINTED. ’

Qa_ A N
City or Municipality State Zip Code

United Medical Transport, Ltd.
Name of Applicant

» Describe the type of transportation service needed.

e What will be the usual origin and destination? Please give specific locations, such
as names of cities, boroughs, or townships,

REn@ L pricoe; ixima(Foue

¢ How frequently is this service needed? Example: Is it on a daily, weekly, or
monthly basis?

¢ Have you tried to use other providers of service in this area, and if so, why do you
prefer not to use them?

W“‘\/ AW

s Have you supportéd similar applications in the past? If so, please supply name
and docket number.

G-

VERIFICATION OF STATEMENT

The undersigned deposes and says that he/she is the person who signed the
Statement for the above-captioned applicant/application and that he/she is authorized to and does
make this verification and that the facts set forth therein are true and correct to the best of histher
knowledge, information, and belief.

The undersigned understands that false statements herein are made subject to the
penalties of 18 Pa. C, S. Section 4904 relating to unsworn falsification to authorities.

(Date) \ E

{Signature)
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(Name, printed’or typed)
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VERIFIED STATEMENT IN SUi’PORT_OF THE APPLICATION

THE FOLLOWING INFORMATION IS REQUIRED BY THE COMMISSION TO
DETERMINE THAT THERE IS A NEED FOR THE APPLICANT’S SERVICES.
STATEMENT SHOULD BE TYPED OR PRINTED.

Kodeira. Uotlise a4+

Name of Supporter

905 Yalley Glen &l._Pala Pa_ 19087

Street Address | City or Municipality State " Zip Code

United Medical Transport, Ltd.
Nome of Applicant

* Describe the type of transportation service needed.
Madicd \ ~ Ambulare

e What will be the usual origin and destination? Please give specific locations, such
as names of cities, boroughs, or townships.

Where vecs 1 Oy e Yo SO

» How frequently is this service needed? Example: Is it on a daily, weekly, or
monthly basis?

Wee,u:l/Mom/hlij

» Have you tried~t0 use other providers of service in this area, and if so, why do you
prefer not to use them?

>/Cf) C/ rMded CEKU\QJQ/D

« Have you supported similar applications in the past? If so, please supply name
and docket number.

NA

VERIFICATION OF STATEMENT

The undersigned deposes and says that he/she is the person who signed the
Statement for the above-captioned applicant/application and that he/she is authorized to and does
make this verification and that the facls set forth therein are true and correct to the best of histher
knowledge, information, and belief,

The undersigned understands that false slatements herein are made subject to the
enalties of 18 Pa. C. S. Section 4904 relating 1o unsworn falsification to authorities.
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