
COMMONWEALTH OF PENNSYLVANIA 

PENNSYLVANIA PUBLIC UTILITY COMMISSION 
P.O. BOX 3265, HARRISBURG, PA 17105-3265 

REFER TO OUR FJLfc 

October 15, 1997 

JOHN A PILLAR 
ATTORNEY AT LAW 
1106 FRICK BUILDING 
PITTSBURGH PA 15219 

DOCKETED 
APPLICATION DOCKFT 

OCT 15 1997 

ENTRY No. 

I n r e : A-00114249 - A p p l i c a t i o n of Non P r o f i t Emergency Service of 
Beaver County, I n c . , t/d/b/a Medic Rescue. 

Dear S i r : 

The above referenced a p p l i c a t i o n has been assigned f o r review 
without o r a l hearing. I n order t o reach a determination on the a p p l i c a t i o n , you 
are being required t o f i l e v e r i f i e d statements i n accordance w i t h 52 Pa. Code 
Section §3.381(e)(1). You w i l l be reguired t o f i l e : 

A. VERIFIED STATEMENT OF APPLICANT 
B. VERIFIED STATEMENT(S) IN SUPPORT OF THE APPLICATION. 

The v e r i f i e d statements should be i n paragraph form. Each heading 
contained i n the attached minimum o u t l i n e should be a separate s e c t i o n or 
paragraph. 

You should be aware of the f a c t t h a t the v e r i f i e d statements w i l l be 
reviewed based on the Commission's decision i n the A p p l i c a t i o n of Blue B i r d 
Coach Lines, Inc., (A-00088807, F. 2, Am-K) 72 Pa. P..U.C. 262 (1990), which 
i n d i c a t e s : (1) the supporting witnesses must give evidence which i s probative 
and relevant t o the a p p l i c a t i o n proceeding; (2) the supporting witnesses must 
i d e n t i f y Pennsylvania o r i g i n and d e s t i n a t i o n p o i n t s between which they r e q u i r e 
t r a n s p o r t a t i o n and those p o i n t s must correspond w i t h the scope of the operating 
t e r r i t o r y s p e c i f i e d i n the a p p l i c a t i o n , i n c l u d i n g requests f o r v i c e versa 
a u t h o r i t y ; and (3) the number of witnesses which w i l l represent a cross section 
of the pu b l i c on the issue of need w i l l vary w i t h the breadth of the intended 
t e r r i t o r y and commodity d e s c r i p t i o n . 

You are being granted an i n i t i a l t h i r t y (30) days t o f i l e v e r i f i e d 
statements. They w i l l be due on or before November 14, 1997. 
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I f a d d i t i o n a l time i s r e q u i r e d , i t may be requested by telephone but must 
be followed i n w r i t i n g w i t h the reasons f o r the extension stated. Questions 
about the a p p l i c a t i o n should be d i r e c t e d t o Tim Zeigler at 717-783-5946. 

V 

Very t r u l y yours. 

Tim Z e i g l e r 
Technical Unit 
Bureau of Transportation & Safety 
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November 14, 1997 

Re: Non Prof i t Emergency Service of 
Beaver County, Inc., t/d/b/a 
Medic Rescue 
Docket No. A-00114249 
F i l e No. 2543 

HECEIVED 
wnv U 1332 

y 
Hon. James J. McNulty, Acti n g Secretary 
Pennsylvania Public U t i l i t y Commission 
P. 0. Box 3265 
Harrisburg, PA 17105-3 2 65 

Dear Mr. McNulty: 

PA PUBUC u m 
PROTHONOTAffV 

DOCKETED 
S OFFICE 

fOiV DOCKET 

NOV 19 1997 

ENTRV Wo. ^ — 

We enclose f o r f i l i n g the o r i g i n a l and one copy of V e r i f i e d 
statements on Behalf of App l i c a n t i n connection w i t h the above 
docketed proceeding. 

Please acknowledge r e c e i p t of the enclosures on the d u p l i c a t e 
of t h i s l e t t e r of t r a n s m i t t a l and r e t u r n i t i n the stamped, s e l f -
addressed envelope provided. 

Very t r u l y yours, 

JOHN A. PILLAR 

SW 
Enclosures 
cc: Medic Rescue (w/encl.) 

U. S. POSTAL SERVICE CERTIFICATE OF MAILING ENCLOSED 

/ \ 

DOCUMENT 
OLDER 

{••ps a oi .'.GULS 

PROFESSIONAL CORPORATION • ATTORNEYS 
M06 FRICK BUILDING • PITTSBURGH, PA 15219 

( 4 1 2 ) 4 7 1 - 3 3 0 0 - PAX: (412) 4 7 1 - 6 0 6 8 



Before the 
PENNSYLVANIA PUBLIC UTILITY COMMISSION 

Application of 
NON PROFIT EMERGENCY SERVICE OF BEAVER COUNTY, INC., 

t / d /b / a MEDIC R E S C U E p ^ Q ^ j y £ "J 

Docket NO. A-00114249 

MOW 
1 4 1997 

_PA PUBLIC UTILITY COMMISSION 
VERIFIED STATEMENTS ON BEHALF T p ^ Q - ^ j j ^ j l J ^ OFFICE 

DOCKETED 
APPLICATIOIV DOCKFT 

NOV 1 9 1997 

ENTRV NO. I _ 

JOHN A. PILLAR, ESQ. 
Attorney for 
NON PROFIT EMERGENCY 
SERVICE OF BEAVER 
COUNTY, INC., t/d/b/a 
MEDIC RESCUE 

Applicant 

P i l l a r • Mulroy & Ferber, P.C 
1106 F r i c k Building 
Pittsburgh, PA 15219 
412/471-3300 

Due Date: November 14, 1997 

^ - • : .. Jj U *J U 



Before the 
PENNSYLVANIA PUBLIC UTILITY COMMISSION 

A p p l i c a t i o n of 
NON PROFIT EMERGENCY SERVICE OF BEAVER COUNTY, INC., 

t/d/b/a MEDIC RESCUE 

Docket No. A-00114249 

INTRODUCTORY STATEMENT 

By t h i s a p p l i c a t i o n , Non P r o f i t Emergency Service of Beaver 

County, I n c . , t/d/b/a Medic Rescue, seeks a u t h o r i t y as f o l l o w s : 

To t r a n s p o r t , as a common c a r r i e r , persons, i n 
p a r a t r a n s i t s e r v i c e , between p o i n t s i n the County of 
Beaver, and from p o i n t s i n said County t o p o i n t s i n the 
Counties of Allegheny, B u t l e r , Lawrence and Washington, 
and r e t u r n ; 

s u b j e c t t o the f o l l o w i n g c o n d i t i o n s : 

(1) t h a t service i s l i m i t e d t o the use of ve h i c l e s 
modified t o handle wheelchairs, and i s equipped and 
manned t o provide c e r t a i n medical procedures whether 
ongoing or emergency i n nature; 

(2) service i s l i m i t e d t o the t r a n s p o r t a t i o n of persons 
who are nonambulatory, or persons who, due t o chronic or 
acute p h y s i c a l or mental c o n d i t i o n s , r e q u i r e assistance 
i n boarding or disembarking the v e h i c l e , or medical 
monitoring, or the use of medical appliances or 
equipment, or an escort, i n c l u d i n g a d r i v e r c e r t i f i e d t o 
provide CPR and provide care a t the l e v e l of a F i r s t 
Responder; and 

(3) s e r v i c e i s l i m i t e d t o persons who make advance 
r e s e r v a t i o n s . 

No p r o t e s t s were f i l e d t o t h i s a p p l i c a t i o n and i t stands 

unopposed. Ap p l i c a n t now submits i t s v e r i f i e d statements i n 

support'jpf; i t s . a p p l i c a t i o n . 



VERIFIED STATEMENT OF PATRICK M. SHERIN 
ON BEHALF OF NON PROFIT EMERGENCY SERVICE 

OF BEAVER COUNTY, INC., t/d/b/a 
MEDIC RESCUE 

1. Legal Name and Domicile of Applicant 

A p p l i c a n t i s Non P r o f i t Emergency Service of Beaver County, 

Inc . , t/d/b/a Medic Rescue. The a p p l i c a n t has i t s p r i n c i p a l place 

of business and d o m i c i l e a t 1019 Riverside Drive, Bridgewater, PA 

15009. The a p p l i c a n t i s a domestic, n o n - p r o f i t c o r p o r a t i o n 

organized under the laws of the Commonwealth of Pennsylvania. 

2. I d e n t i t y and Q u a l i f i c a t i o n s of Person Making Statement 

My name and business address are P a t r i c k M. Sherin, 1019 

Riverside Drive, Bridgewater, PA 15009. I am the General Manager 

of Medic Rescue and I am also one of f i v e members of the Board of 

D i r e c t o r s . I am responsible f o r the day-to-day operations and 

management of Medic Rescue. I am f a m i l i a r w i t h i t s equipment, 

f a c i l i t i e s and personnel, and I am authorized t o make t h i s 

statement on behalf of Medic Rescue before the Pennsylvania Public 

U t i l i t y Commission. 

3. Applicant's A f f i l i a t i o n s 

Neither the a p p l i c a n t nor any of i t s o f f i c e r s , d i r e c t o r s or 

members, have any ownership or management i n t e r e s t i n any other 

motor c a r r i e r . 

4. Authority Sought 

By t h i s a p p l i c a t i o n , Medic Rescue seeks the f o l l o w i n g 

o p e rating a u t h o r i t y as published i n the Pennsylvania B u l l e t i n : 



To t r a n s p o r t , as a common c a r r i e r , persons, i n 
p a r a t r a n s i t s e r v i c e , between p o i n t s i n the 
County of Beaver, and from p o i n t s i n s a i d 
County t o p o i n t s i n the Counties of Allegheny, 
B u t l e r , Lawrence and Washington, and r e t u r n ; 

s ubject t o the f o l l o w i n g c o n d i t i o n s : 

(1) t h a t s e rvice i s l i m i t e d t o the use of 
v e h i c l e s modified t o handle wheelchairs, and 
i s equipped and manned t o provide c e r t a i n 
medical procedures whether ongoing or 
emergency i n nature; 

(2) s e r vice i s l i m i t e d t o the t r a n s p o r t a t i o n 
of persons who are nonambulatory, or persons 
who, due t o chronic or acute p h y s i c a l or 
mental c o n d i t i o n s , r e q u i r e assistance i n 
boarding or disembarking the v e h i c l e , or 
medical monitoring, or the use of medical 
appliances or equipment, or an esco r t , 
i n c l u d i n g a d r i v e r c e r t i f i e d t o provide CPR 
and provide care at the l e v e l of a F i r s t 
Responder; and 

(3) s e r vice i s l i m i t e d t o persons who make 
advance r e s e r v a t i o n s . 

5. General Scope of Currently Authorized Operations 

Medic Rescue p r e s e n t l y holds no operating r i g h t s from the 

Pennsylvania Public U t i l i t y Commission nor from any other 

r e g u l a t o r y agency r e g u l a t i n g t r a n s p o r t a t i o n of passengers or 

property. 

6. Duplicating Authority Which Will Result From Grant of 
Authority 

No d u p l i c a t i n g a u t h o r i t y w i l l r e s u l t from the grant of the 

a u t h o r i t y sought. 

7. Terminal F a c i l i t i e s and Communications Network 

Medic Rescue operates out of the f o l l o w i n g f a c i l i t i e s and 

performs the f u n c t i o n s i n d i c a t e d as t o each f a c i l i t y below: 

o /, ,... 
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a. 313 Bridge St r e e t (Borough of Bridgewater) Beaver, PA 

15009. A b r i c k b u i l d i n g c o n t a i n i n g 6,000 square f e e t of 

one s t o r y garage space w i t h 3,000 square f e e t of o f f i c e 

space. The o f f i c e space i s 2 s t o r i e s . Functions: 

A d m i n i s t r a t i o n , s u p e r v i s i o n , accounts r e c e i v a b l e , 

dispatch center f o r ambulances and wheelchair vans, 

housing of ambulances and wheelchair vans, t r a i n i n g 

f a c i l i t y , decontamination f a c i l i t y , laundry f a c i l i t y and 

wash bay. 

b. 1019 Riverside Drive (Borough of Bridgewater) Beaver, PA 

15009. A one s t o r y frame s t r u c t u r e o f f i c e c o n t a i n i n g 

2,000 square f e e t . Function: Corporate a c t i v i t i e s , 

p a y r o l l and accounts payable. 

c. 1424 7th Avenue ( C i t y of Beaver F a l l s ) Beaver F a l l s , PA 

15010. A one s t o r e masonry s t r u c t u r e w i t h basement 

co n t a i n i n g 6,000 square f e e t . The top f l o o r i s leased 

and the basement i s s e l f occupied. Function: Ambulance 

su b - s t a t i o n used s o l e l y f o r ambulance responses, e i t h e r 

emergency or non-emergency. 

d. 93 6 Midland Avenue (Borough of Midland), Midland, PA 

15059. A one s t o r y b r i c k s t r u c t u r e housing the Borough 

of Midland's o f f i c e s , p o l i c e department and f i r e 

department. Medic Rescue leases 1200 square f e e t on the 

west side of the b u i l d i n g . Function: Ambulance sub­

s t a t i o n used s o l e l y f o r ambulance responses, e i t h e r 

emergency or non-emergency. 

- 3 -



e. 24th and Beaver Road (Harmony Township), Ambridge, PA 

15003. A one story brick structure housing the Harmony 

Township Volunteer F i r e Department. Medic Rescue leases 

1600 square fee on the south side of the building. 

Function: Ambulance sub-station used solely for 

ambulance responses, either emergency or non-emergency. 

The vehicles operated by Medic Rescue are dispatched through our 

central dispatch center by use of a 4 00 MX radio system. The 

equipment i s owned by Medic Rescue and the frequency i s leased from 

Crown Communications. 

8. Equipment 

There i s attached t o my statement as Appendix "A" a l i s t of 

the equipment t o be operated by Medic Rescue upon approval of t h i s 

a p p l i c a t i o n . Appendix "A" c o n s i s t s of two pages. Page 1 i s a l i s t 

of a l l v e h i c l e s , i n c l u d i n g wheelchair vans. Page 2 i s a l i s t of 

Medic Rescue wheelchair vans which emphasize the p a r t i c u l a r type of 

equipment t h a t w i l l be used i n connection w i t h the proposed 

s e r v i c e . Each v e h i c l e w i l l be equipped w i t h a wheelchair van l i f t , 

oxygen, and f i r s t - a i d equipment. A l l of the equipment i s owned by 

Medic Rescue. Medic Rescue employs 24 wheelchair van d r i v e r s . 

These d r i v e r s are e i t h e r c e r t i f i e d by the s t a t e of Pennsylvania as 

emergency medical t e c h n i c i a n s , or are i n the process of being 

c e r t i f i e d by the s t a t e of Pennsylvania as F i r s t Responders. Both 

c e r t i f i c a t i o n s r e q u i r e classroom studies w i t h demonstration of 

acquired s k i l l s and passing of a t e s t . The courses are taught by 

c e r t i f i e d i n s t r u c t o r s . These i n d i v i d u a l s are t r a i n e d t o perform 

- 4 -



basic l i f e support s k i l l s which include, but are not limited to, 

CPR, administration of oxygen, and f i r s t aid. 

9. Safety Program 

Medic Rescue has i n i t i a t e d many saf e t y programs. The 

f o l l o w i n g i s a b r i e f a n a l y s i s of these programs. A l l of the 

programs are i n book form. 

a. D r i v e r s Education - Each v e h i c l e d r i v e r i s r e q u i r e d t o 

take a 4 hour classroom i n s t r u c t i o n , a computerized t e s t , 

d r i v i n g w i t h a c e r t i f i e d i n s t r u c t o r and passing an 

obstacle course t e s t . I n a d d i t i o n , a d r i v e r ' s manual has 

been prepared and each d r i v e r receives one. 

b. The company and the union have a Health & Safety 

Committee which discusses problems and resolves problems 

on a bi-monthly basis. 

c. Each employee i s required t o take l i f t i n g classes upon 

employment and annually t h e r e a f t e r . 

d. Each employee i s r e q u i r e d t o take blood-born and a i r - b o r n 

pathogen classes upon employment and annually t h e r e a f t e r . 

e. A number of standard operating procedures have been 

implemented t o insure the p r o t e c t i o n of the employees. 

f . Vehicle maintenance i s completed on each v e h i c l e every 

3,000 miles. The v e h i c l e maintenance includes a PA s t a t e 

i n s p e c t i o n plus o i l and f i l t e r , checking a l l moving 

e x t e r i o r p a r t s f o r wear, and an i n t e r i o r i n s p e c t i o n of 

gauges, sa f e t y equipment and wheelchair l i f t maintenance. 

- 5 -



g. Although Medic Rescue does not have a PUC l i c e n s e , a l l 

aspects of DOT compliance are complied w i t h . 

10. Service Currently Provided to Supporting Witnesses 

Medic Rescue has been p r o v i d i n g wheelchair van s e r v i c e f o r a 

number of years t o and from medical f a c i l i t i e s only. We have had 

requests f o r t r a n s p o r t a t i o n t o other than medical f a c i l i t i e s and we 

have had t o deny them because we do not have a PUC l i c e n s e . Our 

county has almost 2 00,000 people, and approximately 38% of these 

people are senior c i t i z e n s . Beaver County has over 2,000 beds 

a l l o c a t e d t o personal and s k i l l e d care. Most of these people are 

feeble and r e q u i r e wheelchair van t r a n s p o r t a t i o n . Their l i v e s 

should not end when admitted t o a nursing home. They should have 

the means t o v i s i t t h e i r f a m i l i e s on h o l i d a y s , go t o weddings, 

f u n e r a l v i s i t s , and other f u n c t i o n s or a c t i v i t i e s t h a t are not 

medically r e l a t e d . At t h i s time, there i s no pr o v i d e r of these 

services i n Beaver County which are so r e l y needed. Medic Rescue 

would l i k e t o f i l l t h i s need. 

11. Type of Service Offered 

As explained i n the preceding paragraph, Medic Rescue desires 

t o provide s e r v i c e i n s p e c i a l l y equipped v e h i c l e s f o r the 

t r a n s p o r t a t i o n of persons t h a t r e q u i r e such s e r v i c e between p o i n t s 

i n Beaver County, and from p o i n t s i n Beaver County, t o p o i n t s i n 

the Counties of Allegheny, B u t l e r , Lawrence and Washington, and 

r e t u r n . Medic Rescue has determined t h a t t h e r e i s a need f o r t h i s 

s e r v i c e based on requests t h a t we have received and our perception 

of the needs f o r t h i s s e r vice and the lack of a v a i l a b l e 

- 6 -



t r a n s p o r t a t i o n . Medic Rescue has been i n business c o n t i n u a l l y 

since 1978. The business conducted has been s o l e l y the 

t r a n s p o r t a t i o n of the s i c k and i n j u r e d by ambulance and the 

t r a n s p o r t a t i o n of the s i c k t o and from medical f a c i l i t i e s by 

wheelchair van. We have the equipment and personnel a v a i l a b l e t o 

expand t h i s s e rvice t o provide a more comprehensive s e r v i c e t o the 

p u b l i c f o r those who r e q u i r e s p e c i a l i z e d equipment and s p e c i a l 

services. 

12. Financ i a l Data 

There i s attached t o my statement as Appendix "B", a copy of 

the f i n a n c i a l statements of the a p p l i c a n t , i n c l u d i n g a balance 

sheet as of September 30, 1996, and an income statement f o r the 12 

month pe r i o d ending September 30, 1996. These statements are also 

compared t o a balance sheet and income statement f o r a comparable 

per i o d of 1995. 

The undersigned deposes and says t h a t he i s authorized t o make 
t h i s v e r i f i c a t i o n , t h a t the f a c t s set f o r t h h e r e i n are t r u e and 
c o r r e c t t o the best of h i s knowledge, i n f o r m a t i o n and b e l i e f . The 
undersigned understands t h a t f a l s e statements herein are made 
subject t o the p e n a l t i e s of 18 Pa. C.S. Section 4904 r e l a t i n g t o 
unsworn f a l s i f i c a t i o n t o a u t h o r i t i e s . 

D a t e : SO; 
P a t r i c k M. Sherin 
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/ t j l hides i**cluei; 

APPENDIX "A" 
Page 1 o f 2 

MEDIC RESCUE VEHICLE LIST 

UNIT NO. YEAR MAKE TYPE MODEL VIN NO. INS. 
1 1992 FORD II HORTON 1FDJS34M1NHA51198 YES 
2 1994 FORD III HORTON 1FDJE30M6RHB41983 YES 
3 1992 FORD II HORTON 1FDJS34I\/IXNHA51197 YES 
4 1992 FORD II HORTON 1FDJS34M3NHA51199 YES 
5 1997 FORD II MED TECH 1FDJE30F7VHB22841 YES 
6 1992 FORD II HORTON 1FDJS34M6NHA51200 YES 
7 1997 FORD II MED TECH 1FDJE30F9VHB22842 YES 
8 1993 FORD HE HORTON 1FDJE30M8PHB07542 YES 
9 1992 FORD II HORTON 1FDJS34M1NHA51203 YES 
10 1990 FORD 11 WC 1FDHS34MXLHB48153 YES 
11 1994 FORD ill HORTON 1FDJE30M8RHB41984 YES 
12 1994 FORD III HORTON 1FDJE30MXRHB41985 YES 
14 1996 FORD III MED TECH 1FDJE30FXTHA78217 YES 
15 1996 FORD III MED TECH 1FDJE30F1THA78218 YES 
19 1988 FORD II WC 1FDHS34M7JHA83775 YES 
20 1979 FORD III GRUMMIN E37AHDE2246 NO 
24 1991 CHEV SUB. JB RESCUE 1GCGV26K3MF110709 YES 
27 1989 FORD II WC 1FDHS34M6KHC12851 YES 
28 1989 FORD II WC 1FDHS34M6KHC39144 YES 
29 1989 FORD II WC 1FDHS34M4KHC39143 YES 
30 1991 FORD VAN WHEEL CHAIR 1FBJS31H9MHB08410 YES 
31 1992 FORD VAN WHEEL CHAIR 1FBJS31HXNHA97127 YES 
32 1994 FORD VAN WHEEL CHAIR 1FDEE14N5KHB88558 YES 
33 1995 CHEV VAN WHEEL CHAIR 1GAGG35K3SF132295 YES 
34 1995 CHEV VAN WHEEL CHAIR 1GNEG25K1SF148821 YES 
35 1997 FORD VAN WHEEL CHAIR 1FTHE2420VHA69341 YES 

CAR 1 1992 FORD SEDAN SKIP 2FACP74W8NX175496 YES 
CAR 3 1988 FORD SEDAN FLEET 2FABP74F8JX143632 YES 
CAR 4 1989 CHEV SEDAN FLEET 1G1BN51EOKR159979 YES 
EMOC 1985 SHIOLENE TRAILER HORTON 67128520421 YES 

TRUCK 1992 GMC TRACTOR MR 1GDJ6H1J2NJ521713 YES 



MEDIC RESCUE WHEEL-CHAIR VAN LIST 

APPENDIX "A" 
Page 2 of 2 

UN1T# YEAR MAKE TYPE MODEL PLATE # 

30 1991 FORD VAN WHEELCHAIR 1FBJS31H9MHB08410 ABP4878 
31 1992 FORD VAN WHEEL CHAIR 1FBJS31HXNHA97127 ALT8064 
32 1994 FORD VAN WHEELCHAIR 1FDEE14N5KHB88558 ATN9955 
33 1995 CHEV VAN WHEEL CHAIR 1GAGG35K3SF132295 BBW8972 
34 1995 CHEV VAN WHEEL CHAIR 1GNEG25K1SF148821 BDS1633 
35 1997 FORD VAN WHEEL CHAIR 1FTHE2420VHA69341 BHA8960 



PQ 

X 
H 

EEWET* F.M.LS, PB-^.'^TVAKIA 

3 

FINANCIAL STATEMENTS 

SEPTEX!RER 30, 1997 



urn in nrrso-r 
p.M.\rrr. K}iFfjr. 

SEPTBJPFIil 30, 1??: 

ASSETS 
THIS YEAR LAST YF_AR 

CURRENT ASSETS 
C'.SH 0\" HAKTl 
CASH IN' SAVINGS 
CASH - CERTIFICATr OF DEPOSIT 
CASH - PAYROLL 
C'.SH - GB-iERAl. 
CASH APPROPRIATED 

W DILLINGS 

LESS DOUEnrui. Aocan-frs 

136.71 
llf-.JOf .72 
500.(100.00 

J4, l?.-'. 31 
7?.:.fif-

3l9S3,;f.f:.09 

136.71 
65,012.01 

300,000.00 
369.Fl 

23, ̂ OJ. 7r: 
0.00 

l,31S,-19'-.Jf. 
632.579.7J 

NET ACCOUNTS RECEIVABLE 6S.i,ei9.71 

ACCOU.T5 RrCEIVAELF - OTHER 
ACOOUh.TS RECEIVABLE - EMPLOYEES 
INTEREST RECEIVABLE 
PREPAID EXPENSES 
SUPPLIES ON HAND 

TOTAL CURRENT ASSETS 

33.3. 00 
2.023.02 

0.00 
41,613.5S 
lo.136.82 

13.20S.00 
1, 5PO.JP. 
3.0-14.75 
35,031.70 
16,136.82 

1,173.501.::. 1.148,91 1.7:-



THIS "iTiAtl LAST TK-\:: 

(com i m f d ; 
PROPERT!', PLAh.T m i EQUIPMENT 

X'EHICLES 
IRSS ACOJMULN1 hi J DEPRECIATION 6E5,104. .'.J 

967,342.:] 
569,468.91 

280, f.3"?.86 397,773,27 

C0f.(Ml.INICATIOK' EQUIPMENT 
. LESS ACCUMULAIhl) DEPRECIAT1CK 

sw.yeo.f.o 
30:*.125(:..09 

317,989.60 
282,957.92 

I I - , 733. 51 35,031.68 

^MOTHER FIXED ASSETS 
^PLESS ACCUMULA1 BD DEPRECIATION 

1,290,405.91 
£79,5 7 3.63 

1,059,757.55 
537,167.51 

610,832.23 472,590.04 

TOTAL PROPERTY, PLANT £ ECJIPMBT 904,403.65 905,391.99 

OTHER ASSETS 
LWD 
LOANS RECEIVABLE 
UTILITY DEPOSIT 
INVESTMENT - MRHC/FLfctl 
GOULWILL 
IFSS AMORTI^TIW 

10,636.23 
364,397.37^ 

2,400.00 
67,285.00 
28,431.00 
28,431.00 

10,336.23 
342,372.57 

2,400.00 
67,288.00 
23,431.00 
28,431.00 

TOTAL OTHER ASSETS 444,9;i .60 422,896.76 

TOTAL ASSETS 2, 522,916.50 TOTAL ASSETS 

9 

9 

> 



Fril^ YEAR LAST "iT-AC 

lnon t i nued. 

CUnRENT LIABILITIES 
UJTES PAYABLE - CURRENT 
ifOHTOAGF. - CLIRRENT PORTICW 
ACmUNTS PAYABLE 
LI-'IO: WES PAYABLE 
EMPLOYEE JOIK PAYABLE 
V\CES PAYABLE 
TAXES PAYABLE: 

•

FIC. ANTl FEDERAi INCOME 
STATE IICafE 
LOOM. 
PA UNEMPLOYMENT CO!JPENS.\TION 
OPT 

TOTAL T.AXES PAYABLE 
OTHER PAYROLL DEDUCTIONS 

TOTAL CURRENT LIABILITIES 

LIABILITIES 

DOfC-TERM DEBT 
NOTES PAYABLE 
MORTGAGE PAYABLE 

TOTAL LONG-TERM DEBT 

DEFERRED CHARGES TO INCCME 
CtFERRFD SLESCRIPTIOTS 

TOTAL DEFERRED CHARGES TD INCOME 

TOTAL LIABILITIES £ DEFERRED CHARGES TO INCOME 

EQUITY 
RETAINED EARNINGS - BEGINNING 

UNAPPROPRIATED 
NET INCaft.-LOSS TO DATE 

RETAINED EARNINGS - ENDING 

TOTAL LIABILITIES AND EQUITY 

T i - i n i i 

19, ftJf.. 9 I 
157,151.40 

17.75-
5 5.00 

4:-,fiE:.5r-

34,755.63 
1, fi^O. P. 1 
4,379.49 
6,4 26.40 

130.00 

47,421.36 
19.39 

341,937.62 

155,921.03 
174,438.64 

330,359.67 

107,636.92 

107,636.92 

779,934.21 

1,900.943.59 
157,961.30-

12,270.20 

SI ,573.R7 
1 ,484.82 
709.54-

33,570. IF. 

16,757.61 
1,398.92 
3,536.84 
2,323.68 

0.00 

24.017.0; 
19. 39 

202.174.88 

72.264.35 
192,443.31 

264,707.60 

109.380.37 

109,380.37 

576,262.91 

1,900,943.59 
349,753.76 

1,742,982.29 2.250,697.35 

2,5:2,916.50 2.826,960.26 



UTDir. RFSClT 

i ; f.O-.THS B.'DHj SEPTFf.fREH 30. 1<?9? 

Cl!RR MON. 
THIS YEAR 

SAMF MON. 
L'.ST m'-n 

Y.T.D. 
THIS YEAR 

Y.T.D. 
1AST YEAR 

REN̂ BJUE 
SERVICE REVENliE: 

DIRFCT HILLINGS 
DONATIONS 

TOTAL SERVICE REVENUE 

^RUBSCRimot i FEES 
REBATE - SUBSCRIPTia; FEES 
REKTA1 INCOME 
INTEREST INCW-fE 
SALES OF EQUIPMENT 
OTHER 

TOTAL REVENVE 

BILLING LOSSES 
LOSSES - DIRECT BILLINGS 
REBATES - DIRECT BILLINGS 

TOTAL BILLING LOSSES 

NET REVENUE 

COST OF OPERATIONS 
ADVERTISING 
ADVERTISING - YELLOT PAGES 

•
JJTVERTISINS - MEMBERSHIPS 
WORTIZATION 
BANK CR\RGES 
COLLBma: FEES 
CePRFCl ATION 
DIRECTOR FEES 
DUES & SUBSCRIPTIONS 
EDUCATION £ SEMINARS 
GENERM REPAIRS L MAINTENANCE 
COMPUTER REPAIRS i MAINTENANCE 
INSURANCE 
INTEREST EXPENSE 
LAIINDRY 

59; ,187 .18 86 7,1 15, 529. f 7 6, 920 ,918.57 
200.00 200. 00 64 5. 00 515.00 

595,387.18 565,125. 86 7 ,116 ,174 . 87 6. ,921,463.57 

•5.1S&.18 37 ,053 . 69 413,S»6t;. 46 441,348.50 
0.00 0 . 00 382. 50- 332.SO-

910.67 910.67 10,928. 04 l O , 928.04 
5,376.84 29 ,692 . 67 16 ,675 . 10 39,746.63 

38,400.00 9 ,707. 92- 44 ,100 .00 8 , 3 4 3 . 9 2 -
2,589.85 26,100. 54 11 .107 . 29 30 ,552 .30 

677,852.72 649,175. 51 7 ,612 ,569 . 26 i , 434 ,862 .62 

272,306.19 121,746. 25 3 ,238 ,574 . 86 ,997 ,716 .02 
2,404.13 1.958. 31 14,067. 19 11,829.08 

274,710.32- 123,704. 56- 3 , 2 5 2 . 6 4 : . 05- , 0 0 9 , 5 4 5 . 1 0 -

403, 142.40 525,470. . 95 4 ,359 ,937 . n 4 ,425 ,317 .52 

13,893.05 14,022 .17 136.565. .37 99 ,592 .56 
775.25 693 . 25 8,860. .00 7, 189.00 

0.00 0 .00 n, ,00 i , : ] 6 . o o 
0.00 462 7, 1 0 .00 462.37 

97. 28 35 . 11 1,466 .98 9 6 : . 2 4 

1,601.29 2,763 .96 25. 100 . 34 26,623.14 
19.245.76 20,118 .06 230,339 .70 232,547.42 

2,064.64 1,825 .60 24,089 . 0 1 19,628.17 
339.97 23 .97 3.448 .32 3 .469.38 
500.00 665 .51 10,001 .87 14,516.76 

6.020.35 1.961 .37 51.057 .11 4 0 , 9 4 : . 7 3 
1,786.55 1,995 .35 20,623 .15 18,631.78 
7,960.92 1,147 . 9 6 - 90.322 .12 111,836.65 
4 ,514.67 5,074 .99 32.581 28,211.04 

85.48 0 .00 780 . 35 508.94 



(com inucfl: 
LEASING - OFFICE EQUIPMR-T 
UiSCEUAUFOJS 
PENALTIES 
PETIT C'.SH 
POSTAGE 
POSTAGE - f.fe.fEEnSHIP 
PRINTING 
PRINTING - MEMBERSHIP 
PROFESSIONA1 SVCS. - ATTORNEY 
PROFESSIONAL SERVICES - ACCTG. 
PROFESSIONAL SVCS. - COMPLTER 
PROFESSIONAL SERVICES - CfTHER 
PROFESSIONAL SVCS.-BUS. DEVLP. 
RADIO EQUIPMENT 
RADIO REPAIRS 
RENT EXPENSE 
SUPPLIES - MEDICAL 
SUPPLIES - OFFICE 
TAXES - PROPERTY 
TELEPHONE 
TRAVEL 
TRAVEL - MILEAGE 
UTILITIES 
VEHICLE EXPENSE: 
FUEL AND OIL 
OTHER 
REPAIRS £ MAINTENANCE 
TIRES 

TOTAL VEHICLE EXPENSE 

EMPLOYEE COSTS: 
WAGES 
EMPLOYEE BENEFITS - CLOTHING 
EMPLOYEE BENEFITS - HEM TH 
EMPLOYEE BENEFITS - DEDUCTIBLE 
EMPLOYER PAID MEDICAL 
4011: EMPLOYER PAID CONTRIBITION 
PARAMEDIC TUITION REIMB. 
INSURAJCE - WORKMEN'S CCAFP 
T.\XES - OTHER 
TAXES - PAYROLL 

TOTAL COST OF EUPIOYEES 

TOTAL COST OF OPERATIONS 

NET INX>ME'lOSS(-> 

Y.T D. Y.T.D. 

nur. vr U-. 1 AS*! YFAH uilS YFAF; L\ST YEMi 

00 ft 00 1,319 50 0.00 
13,5?!;. 00 3, 897 3 P. 66.800 n: 55,995.95 

0. 00 0. 00 0. 00 1,114.40 
200. 00 1 9r. 65 i * t . ^ c_ 2, 151.61 
917. "* *i 1.51 P. 20 1?!-:51 79 13.619.40 

11,260. 00 1 .000 00 2 7 , 4 1 6 3 3 12.354.19 
4 59. 40 89'. 50 12 ,:".: 3 46 5.943.60 
0. 00 ft 00 39,040 26 26,51 1.05 

4,320. 54 ft 00 20,405 60 1,891.04 
0 00 0 00 24,074 69 23.095.00 
0 00 64 (• 00 16.661 00 3,852.00 

68,249 Of. 67,507 16 988,674 35 "67, 27 1.29 
9,732. 11 9.19] 78 79,547. 46 74.502.15 
1,570 09 279 00 16.7 74 15 7,623.37 

561. 90 252 00 4,918 49 5.408.89 
1.178 00 1,723 00 16,355 52 20,676.00 
10.900 78 20,951, 82 126,465 03 87,621.86 

957 89 409 51 19,565 27 15,636.62 
0 00 0 00 13.870 93 12.772.07 

3,377 03 3,065 91 37,096 98 34,744.4] 
1.681 85 3.012 83 12,126 01 14.378.18 

0 00 ?~ 82 117 54 746.89 
2,189 81 2 3 13 26,691 55 29,188.75 

9.824 18 11,524 55 90,022 87 65,475.68 
1,100 00 12,388 00- 6,975 67 7,587.90 
29,707 40 15,40^ 41 546.630 58 217.449.96 

0 00 1,822 00 11.86: 00 14,636.29 

40,631 58 16,366 96 555, 191 12 305,1 19.85 

132,306 08 108,738 47 1.435,012 13 1,280,815.75 
4.125 19 1,075 "'7 33,325 4 3 19,836.84 
20,04 5 24 21,560 02 150,775 91 184,328.34 
1,412 08 347 87 16,645 34 14,475.98 
4,070 00 0 00 10,247 50 2,256.00 
2,094 58 2, 895 03 18,518 88 25,431.73 

0 00 0 00 700 00 0.00 
9,100 00 9,94 V 00 91,813 00 98,749.00 

0 00 0 00 788 63 96.39 
11,354 98 8.980 90 143,872 41 124,689.97 

JSJ..504 J5 J5J.S9J $6 1,956,699 

•>•; 
1, 7.5£>,iSS5.IW 

415,681 53 335,662 97 4,517,888 51 4,075,563.76 

12.539 13- 189,807 98 15 7,961 30- 349,753.76 



Re: APPLICATION OF MEDIC RESCUE 
Docket No. A-00114249 

STATEMENT OF jj/ht/Z f CT ^ L ^ / ^ / V 

1. Name and residence address: •nM'E.^V/C-^/nh 

2 . Name of employer and/or occupation and business address 

3. Do you r e q u i r e p a r a t r a n s i t t r a n s p o r t a t i o n service such as i s 
proposed by Medic Rescue? V^ls . I f yes, 
i n d i c a t e the reasons you need t h i s s e r vice by checking the 
ap p l i c a b l e items below: 

a. Cannot walk or board or disembark v e h i c l e without 
assistance. 

b. Confined t o wheelchair. 
c. Need medical monitoring d u r i n g t r a n s i t . 
d. Need use of medical appliances or equipment during 

t r a n s i t . 
e. Need service of or escort d u r i n g t r a n s i t . 
f . Need d r i v e r c e r t i f i e d t o provide CPR or F i r s t 

Responder care l e v e l d u r i n g t r a n s i t . 
g. State any other reason relating to a chronic or 

acute physical or mental condition. O^yk ^C 

1_ <%if ftgs 

4. I f you checked items c and/or d above, s t a t e what type of 
monitoring, appliance or equipment you r e q u i r e . 

<LH-#-//l_ O X y <$ £ V 

5. State what o r i g i n s i n Beaver County from which service i s 
needed. (Please s t a t e o r i g i n s by c i t y or town.) 

6. State the d e s t i n a t i o n s t o which service i s needed? (Please 
s t a t e c i t y or town.) 



7. State the number of times (per week, month) that you will need 
the service of Medic Rescue. -<3 ^ ^ n70<^/-r/tJS 

8 . Describe p u b l i c t r a n s p o r t service now a v a i l a b l e comparable t o 
the proposed service, i f any: /V(?xV<gL 

9. Describe type of v e h i c l e you need t o t r a n s p o r t you, i n c l u d i n g 
special features required: L0i3r££-C (Ltttf-f/< 1//W tv/-r-M i-l/^T^. 

10. State why you need t r a n s p o r t a t i o n from Medic Rescue ( i e . f o r 
doctor v i s i t , s o c i a l , shopping, f a m i l y v i s i t , o t h e r ) . 

11. State your knowledge of Medic Rescue (ie. do you use the 
service currently for emergencies). A/O 

4stLo\/f £>€.0 &Oc£> VA-rJ cSSygV/gr / 

12. State any other f a c t o r t h a t i s important t o you. 

The undersigned deposes and says t h a t (s)he i s authorized t o 
make t h i s v e r i f i c a t i o n , t h a t the f a c t s set f o r t h herein are t r u e 
and c o r r e c t t o the best of his/her knowledge, i n f o r m a t i o n and 
b e l i e f . The undersigned understands t h a t f a l s e statements herein 
are made subject t o the p e n a l t i e s of 18 Pa. C.S. Section 4 9 04 
r e l a t i n g t o unsworn f a l s i f i c a t i o n t o a u t h o r i t i e s . 

Signature) 

P r i n t Name) 



Re: APPLICATION OF MEDIC RESCUE 
Docket No. A-00114249 

1 . 

2 . 

STATEMENT OF DENISE Y. HQSEY 

Name and residence address: 

Name of employer and/or occupation and business address: 
QJ^ : 

Do you r e q u i r e p a r a t r a n s i t t r a n s p o r t a t i o n service such as i s 
proposed by Medic Rescue? \J P 'r~i I f yes, 
i n d i c a t e the reasons you need t h i s s e r vice by checking the 
ap p l i c a b l e items below: 

b. 
c . 
d. 

e. 
f . 

Cannot walk or board 
assistance. 

r disembark v e h i c l e without 

Confined t o wheelchair. 
Need medical monitoring during t r a n s i t . 
Need use of medical appliances or equipment duri n g 
t r a n s i t . 
Need service o f ' o r escort d u r i n g t r a n s i t . 
Need d r i v e r c e r t i f i e d t o provide CPR or F i r s t 
Responder care l e v e l during t r a n s i t . 
State any other reason relating to • a chronic, or 
acute 1 physical or mental -condition.

 / "~}/vh^J } 
f)\^cq_ a\Q^i \Lk&*$ V\a/i -jl 

I f you checked items c and/or d above, s t a t e what type of 
monitoring, appliance or equipment you r e q u i r e . 

MA 

State what o r i g i n s i n Beaver County from which s e r v i c e i s 
needed. P..ease st a t t e o r i g i n s by C i t y or town. 

State _the d e s t i n a t i o n s 
state, c i t y or town.) 5 o, which service i s needed^ Please 



7 . 

9 . 

State the number of times (per.week, month) t h a t you w i l l need 
the service of Medic Rescue . J^iifn.tl "̂ "T/u \ 0)<? Ci N\o n 'Vt̂ X̂  

Describe public transport service now available comparable, to 
the .proposed service, if any: tO D fii xj(\ \ \Q ~ n^lL W5unz&x*os'^ 

Describe type of v e h i c l e you need to t r a n s p o r t you, i n c l u d i n g 
s p e c i a l features r e q u i r e d : IS^fe^gfe. 'V̂ TUi, { x j ^ t — ^ 

10. State why you need t r a n s p o r t a t i o n from Medic Rescue ( i e . f o r 
doctor v i s i t , s o c i a l , shopping, f a m i l y v i s i t , other) . r, t 

11 

12 

v 1 ^ i^-i' 

^ .^JA /riQJ/a-w-^ , rV ^(^^ x A\-\ \\\ 

State your knowledge of Medic Rescue 
service c u r r e n t l y f o r emergencies} 

( i e . do you use the 

State any other f a c t o r t h a t i s important. to you. ZL i.^m.x lei 

The undersigned deposes and says t h a t (s)he is. a u t h o r i z e d t o 
make t h i s v e r i f i c a t i o n , t h a t the f a c t s set f o r t h h e r e i n are t r u e 
and c o r r e c t t o the best of his/her knowledge, i n f o r m a t i o n and 
b e l i e f . The undersigned understands t h a t f a l s e statements herein 
are made subject t o the p e n a l t i e s of 18 Pa. C.S. Section 4 9 04 
r e l a t i n g t o unsworn f a l s i f i c a t i o n t o a u t h o r i t i e s . 

^Signature 

U 
0 

( P r i n t Name 



Re: APPLICATION OF MEDIC RESCUE 
Docket No. A-00114249 

STATEMENT OF 

1. Name and residence address: 

2. Name of employer and/or occupation and business address: 

3. Do you r e q u i r e p a r a t r a n s i t t r a n s p o r t a t i o n service such as i s 
proposed by Medic Rescue? VA-̂ -S I f yes, 
i n d i c a t e the reasons you need ^ h i s s e r v i c e b y checking the 
ap p l i c a b l e items below: 

a. Cannot walk or board or disembark vehicle without 
assistance. v 

b. Confined t o wheelchair. 
c. Need medical monitoring during t r a n s i t . 
d. Need use of medical appliances or equipment during 

t r a n s i t . 
e. Need service of or escort during t r a n s i t . 
f . Need d r i v e r c e r t i f i e d t o provide CPR or F i r s t 

Responder care l e v e l during t r a n s i t . 
g. State any other reason r e l a t i n g t o a chronic or 

acute p h y s i c a l or mental c o n d i t i o n . Ŝ 't ?AAr C 
r\ IS rs- & f < — 

4. I f you checked items c and/or d above, s t a t e what type of 
monitoring, appliance or equipment you r e q u i r e . 

5. State what o r i g i n s i n Beaver County from which s e r v i c e i s 
needed. {Please s t a t e o r i g i n s by c i t y or town.) 

6. State the destinations to which service is needed? (Please 
state city or town.) S^uMC^A? VXP^u^ r V<< 



7. State the number of times (per week, month) t h a t you w i l l need 
the service of Medic Rescue. \ ~~ ̂  Xw p A-VK, 

8. Describe p u b l i c t r a n s p o r t service now a v a i l a b l e comparable t o 
the proposed service, i f any: "Tn VU' — \ Jt- V̂vV-p 

9. Describe type of vehicle you need to transport you,, including 
special features required: ^VwyfoVl-Vft Y\fi F / UWp, X/CKNK 

10. State why you need t r a n s p o r t a t i o n from Medic Rescue ( i e . f o r 
doctor v i s i t , s o c i a l , shopping, f a m i l y v i s i t , o t h e r ) . 

11. State your knowledge of Medic Rescue ( i e . do you use the 
serv i c e c u r r e n t l y f o r emergencies) . f \ 0 -̂~ ty\p \XK v-l V 

12. State any other f a c t o r t h a t i s important t o you. 

The undersigned deposes and says t h a t (s)he i s authorized t o 
make t h i s v e r i f i c a t i o n , t h a t the f a c t s set f o r t h h e r e i n are t r u e 
and c o r r e c t t o the best of his/her knowledge, i n f o r m a t i o n and 
b e l i e f . The undersigned understands t h a t f a l s e statements herein 
are made subj ect t o the p e n a l t i e s of 18 Pa. C.S. Section 4904 
r e l a t i n g t o unsworn f a l s i f i c a t i o n t o a u t h o r i t i e s . 

^Signature) ( 

(P r i n t Name) 



Re : 

1 . 

2 . 

3 . 

APPLICATION OF MEDIC RESCUE 
Docket No. A-00114249 

STATEMENT OF 

Name and residence^ addres 

Name of emp1oyer 
/ 
and/or occupation and business address: 

Do you r e q u i r e p a r a t r a n s i t t r a n s p o r t a t i o n service such as i s 
proposed by Medic Rescue? ^& I f yes, 
i n d i c a t e the reasons you need t h 
ap p l i c a b l e items below: 

service by checking the 

a. 

b. 
c. 
d. 

e . 
f . 

Cannot walk or board or disembark v e h i c l e without 
assistance. 
Confined t o wheelchair. 
Need medical monitoring during t r a n s i t . 
Need use of medical appliances or equipment during 
t r a n s i t . 
Need service of or escort during t r a n s i t . 
Need d r i v e r c e r t i f i e d t o provide CPR or F i r s t 
Responder care l e v e l during t r a n s i t . 
State any other reason r e l a t i n g t o a chronic or 
acute physical or mental c o n d i t i o n . 

4. I f you checked items c and/or d above, s t a t e what type of 
monitoring, appliance tpr,equipment- you r e q u i r e . 

5, State what o r i g i n s i n Beaver County from which service i s 
needed. (Please s t a t e . o r i g i n s by c i t y or town.) 

6. State the d e s t i n a t i o n s ±o which service i s needed? (Pleas 
s t a t e c i t y or town.) yW^j/ Caiv\W[ avft HvlgqVgMM- C(lWy\ 

IPlease 



7. State the number of times (per week, month) t h a t you w i l l need 
the service of Medic Rescue. 

8. Describe p u b l i c t r a n s p o r t service now a v a i l a b l e comparable t o 
the proposed service, i f any: 

9 . Describe type of v e h i c l e you need t o transport, yp>\x, i n c l u d i n g 
s p e c i a l features required: 

t o transport. y/Qu 

10. State why you need t r a n s p o r t a t i o n from Medic Rescue ( i e . f o r 
doctor v i s i t , s o c i a l , shopping, f a m i l y v i s i t , o t h e r ) . 

4 

11. State your knowledge of Medic Rescue ( i e . do you use the 
service c u r r e n t l y f o r emergencies). ute uH1 l^OiiUO l^tSCo-^ 

12. State any other f a c t o r t h a t i s important t o you. 

ft 
-W^eWs Y&tLilx jMreJl eWvi^ / 

The undersigned deposes and says t h a t (s)he i s authorized t o 
make t h i s v e r i f i c a t i o n , t h a t the f a c t s set f o r t h herein are t r u e 
and c o r r e c t t o the best of his/her knowledge, i n f o r m a t i o n and 
b e l i e f . The undersigned understands t h a t f a l s e statements herein 
are made subj ect t o the p e n a l t i e s of 18 Pa. C.S. Section 4904 
r e l a t i n g t o unsworn f a l s i f i c a t i o n t o a u t h o r i t i e s 

(Signature) 

( P r i n t Name) 



Re: APPLICATION OF MEDIC RESCUE 
Docket No, A-00114249 

1. 

STATEMENT OF 

Name and residence address: l i t ? \ /&4^$ f j V €- I 

2. Name of employer and/or occupation and business address: 

fC <^T I /Ck U 

3 . Do you r e q u i r e p a r a t r a n s i t t r a n s p o r t a t i o n service such as i s 
proposed by Medic Rescue? H S I f yes, 
i n d i c a t e the reasons you need t h i s service by checking the 
a p p l i c a b l e items below: 

a. Cannot walk or board or disembark v e h i c l e without 
assistance. 

b. Confined t o wheelchair. 
c. Need medical monitoring during t r a n s i t . 
d. Need use of medical appliances or equipment during 

t r a n s i t . 
e. Need service of or escort d u r i n g t r a n s i t . 
f . Need d r i v e r c e r t i f i e d t o provide CPR or F i r s t 

Responder care l e v e l during t r a n s i t . 
g. State any other reason r e l a t i n g t o a chronic or 

acute p h y s i c a l or mental c o n d i t i o n . 

4. I f you checked items c and/or d above, s t a t e what type of 
monitoring, appliance or equipment you r e q u i r e . 

5. State what o r i g i n s i n Beaver County from which service i s 
needed. (Please s t a t e o r i g i n s by c i t y or town.) 

6. State the d e s t i n a t i o n s t o which service i s needed? (Please 
s t a t e c i t y or town. 



7. State the number of times (per week, mont^i)_^that you will need /y 
the service of Medic Rescue. / 3 ihr^^ji s\ ^^-fr-^&K. 

8 . Describe p u b l i c t r a n s p o r t service now a v a i l a b l e comparable t o 
the proposed service, i f any: / [ / f l ̂ / /r" 

9. Describe type of v e h i c l e you need t o t r a n s p o r t you, i n c l u d i n g 
s p e c i a l features reguired: t — ^ - ^ . 

10. State why you need t r a n s p o r t a t i o n from Medic Rescue ( i e . f o r 
doctor v i s i t , s o c i a l , shopping, f a m i l y v i s i t , o t h e r ) . 

S t\ » v v in, - o n C-T-Q n. v is ITS 

11. State your knowledge of Medic Rescue ( i e . do you use the 
service c u r r e n t l y f o r emergencies) . \^ EZ -S 

12. State any other f a c t o r t h a t i s important t o you. 

The undersigned deposes and says t h a t (s)he i s authorized t o 
make t h i s v e r i f i c a t i o n , t h a t the f a c t s set f o r t h h e r e i n are t r u e 
and c o r r e c t t o the best of his/her knowledge, i n f o r m a t i o n and 
b e l i e f . The undersigned understands t h a t f a l s e statements herein 
are made subject t o the p e n a l t i e s of 18 Pa. C.S. Section 4904 
r e l a t i n g t o unsworn f a l s i f i c a t i o n t o a u t h o r i t i e s . 

(Signature) / 

( P r i n t Name) 



Re: APPLICATION OF MEDIC RESCUE 
Docket No. A-00114249 

1. 

STATEMENT OF 

Name and-residence address> -P^&l (Aizx2^u£rf£> ffi?ZZ^ZY^ 

— — 
2 . Najn^M^g employer and/or occupation and business address 

Do you r e q u i r e p a r a t r a n s i t t r a n s p o r t a t i o n service such as i s 
proposed by Medic Rescue? W*̂ - I f yes, 
i n d i c a t e the reasons you need t h i s service by checking the 
ap p l i c a b l e items below: 

Q Cannot walk or board or disembark v e h i c l e w i t h o u t 
assistance. 
Confined t o wheelchair. 

c. Need medical monitoring during t r a n s i t . 
d. Need use of medical appliances or equipment during 

t r a n s i t . 
ey Need service of or escort d u r i n g t r a n s i t . 
f . Need d r i v e r c e r t i f i e d t o provide CPR or F i r s t 

Responder care l e v e l during t r a n s i t . 
g. State any other reason r e l a t i n g t o a chronic or 

acute p h y s i c a l or mental c o n d i t i o n . 

4. I f you checked items c and/or d above, s t a t e what type of 
m o n i t o r i n g , ^ ^ ^ ! ! ^ ^ ^ ^ ^ equ^^ment^ y o u ^ ^ u i r e . 

5. State what o r i g i n s i n Beaver County from which service i s 
needed. (Please s t a t e origins/,by c i t y ^ o r town.) 

6. State the d e s t i n a t i o n s ^ t o , which service i s needed? (Please State the destinations ̂ -to which serv 
state city or town.) CsdtOiLIc/^ 



7. State the number of times (per week^-, month) that you will need 
the service of Medic Rescue. ^ y 

8. Describe p u b l i c t r a n s p o r t service now a v a i l a b l e comparable t o 
the proposed service, i f any: A-/CJ M<b 

9. Describe type of vehicle you need to transport you, including 
special features required: LuJJ_Ak i£ i/A to U /-•/-/' 

10. State why you need t r a n s p o r t a t i o n from Medic Rescue ( i e . f o r 
doctor v i s i t , s o c i a l , shopping, f a m i l y v i s i t , o t h e r ) . 

11. State your knowledge of Medic Rescue^ (ie. do you use the 
service currently for emergencies) . V / / liOU/?^ ~wl LtS) 

12. State any other f a c t o r t h a t i s important t o you. 

The undersigned deposes and says t h a t {s)he i s authorized t o 
make t h i s v e r i f i c a t i o n , t h a t the f a c t s set f o r t h h e r e i n are t r u e 
and c o r r e c t t o the best of his/her knowledge, i n f o r m a t i o n and 
b e l i e f . The undersigned understands t h a t f a l s e statements herein 
are made subject t o the p e n a l t i e s of 18 Pa. C.S. Section 4904 
r e l a t i n g t o unsworn f a l s i f i c a t i o n t o a u t h o r i t i e s . 

(Signature) 

( P r i n t Name) 



Re : 

1 . 

APPLICATION OF MEDIC RESCUE 
Docket No. A-00114249 

STATEMENT 05 

Name and flresi&ericeAaddress : / S 

KM t 

3 . 

2. Name of employer and/or occupation and business address: 

Do you r e q u i r e p a r a t r a n s i t t r a n s p o r t a t i o n service such as i s 
proposed by Medic Rescue? y l ^ S I f yes, 
i n d i c a t e the reasons you neec 
a p p l i c a b l e items below: 

a. 

b. 
c . 
d. 

e . 
f . 

g-

board 

t h i s service by checking the 

or disembark v e h i c l e without Cannot walk 
assistance. 
Confined t o wheelchair. 
Need medical monitoring du/ing t r a n s i t . 
Need use of medical appliances or equipm 
t r a n s i t . V-££> 

e s 

i^e Need service of or escort during t r a n s i t . 
Need d r i v e r c e r t i f i e d t o provide CPR or 
Responder care l e v e l during t r a n s i t . ytf S 
State any other reason r e l a t i n g t o a ^ 
acute p h y s i c a l or mental c o n d i t i o n . 

t d u r i n g 

F i r s t 

chronic or 

4 . I f you checked items c and/or d above, s t a t e what type of 
monitoring, appliance or equipment you r e q u i r e . 

5. State what o r i g i n s i n Beaver County from which s e r v i c e i s 
needed. (Please s t a t e o r i g i n s by c i t y or town.) 

6. State the d e s t i n a t i o n s t o which service i s needed? 
s t a t e c i t y or town.) 

(Please 



7. State the number of times (per week, month) that you will need 
the service of Medic Rescue. ID ySl/l ~^,U^l^J^^ 

Describe p u b l i c t r a n s p o r t service now a v a i l a b l e comparable t o 
the proposed service, i f any: 

fyiorfy 

9. Describe type of v e h i c l e you need t o t r a n s p o r t you, i n c l u d i n g 
s p e c i a l features r e q u i r e d : 

-L* \ l A \1 = 

10 . State why you need t r a n s p o r t a t i o n from Medic Rescue ( i e . f o r 
doctor v i s i t , s o c i a l , shopping, f a m i l y v i s i t , o t h e r ) . 

11 State your knowledge of Medic Rescue ( i e . do you use the 
service c u r r e n t l y f o r emergencies). 
__L. 

12. State any other f a c t o r t h a t i s important t o you. 

The undersigned deposes and says t h a t (s)he i s aut h o r i z e d t o 
make t h i s v e r i f i c a t i o n , t h a t the f a c t s set f o r t h h e r e i n are t r u e 
and c o r r e c t t o the best of his/her knowledge, i n f o r m a t i o n and 
b e l i e f . The undersigned understands t h a t f a l s e statements herein 
are made subject t o the p e n a l t i e s of 18 Pa. C.S. Section 4904 
r e l a t i n g t o unsworn f a l s i f i c a t i o n t o a u t h o r i t i e s . ̂  



Re: APPLICATION OF MEDIC RESCUE 
Docket No. A-00114249 

STATEMENT OF £P^O & & N & Qj <4 ^ 

address: 3 H 2> - UJ Ay N € S>Tr^^7 1. Nafne arid residence 

2. Name of employer and/or occupation and business address: 

NO N f 

3. Do you r e q u i r e p a r a t r a n s i t t r a n s p o r t a t i o n service such as i s 
proposed by Medic Rescue? /̂ 6 5> I f yes, 
i n d i c a t e the reasons you need t h i s service by checking the 
a p p l i c a b l e items below: 

a. Cannot walk or board^or disembark v e h i c l e without 
assistance. 

b. Confined t o wheelchair. "̂"̂  
c. Need medical monitoring during t r a n s i t . 
d. Need use of medical appliances or equipment during 

t r a n s i t . 
e. Need service of or escort during t r a n s i t . 
f . Need d r i v e r c e r t i f i e d t o provide CPR or F i r s t 

Responder care l e v e l d u r i n g t r a n s i t . L — 
g. State any other reason r e l a t i n g t o a chronic or 

acute p h y s i c a l or mental c o n d i t i o n . 
\JrJfihLc f a UJO/^J 

4. I f you checked items c and/or d above, s t a t e what type of 
monitoring, appliance or equipment you r e q u i r e . 

5. State what o r i g i n s i n Beaver County from which service i s 
needed. (Please s t a t e o r i g i n s by c i t y or town.) 

6. State the destinations to which service is needed? (Please 
state city or town.) ft r r cf jj ? ^ i H 1 ? f 



7. State the number of times (per week, month) t h a t you w i l l need 
the service of Medic Rescue. 

8. Describe public transport service now available comparable to 
the proposed service, if any: No rt€ 

9. Describe type of v e h i c l e you need t o t r a n s p o r t you, i n c l u d i n g 
s p e c i a l features r e q u i r e d : 

10. State why you need t r a n s p o r t a t i o n from Medic Rescue ( i e . f o r 
doctor v i s i t , s o c i a l , shopping, f a m i l y v i s i t , o t h e r ) . 

11. State your knowledge of Medic Rescue ( i e . do you use the 
service c u r r e n t l y f o r emergencies) . U££3f 

12. State any other f a c t o r t h a t i s important t o you. 

KJee. 0 Th e /^Q,^' ? / Tins 

The undersigned deposes and says t h a t (s)he i s authorized t o 
make t h i s v e r i f i c a t i o n , t h a t the f a c t s set f o r t h h e r e i n are t r u e 
and c o r r e c t t o the best of his/her knowledge, i n f o r m a t i o n and 
b e l i e f . The undersigned understands t h a t f a l s e statements herein 
are made subject t o the p e n a l t i e s of 18 Pa. C.S. Section 4904 
r e l a t i n g t o unsworn f a l s i f i c a t i o n t o a u t h o r i t i e s . 

(Signature 

(g£int ^ame) 



Re: APPLICATION OF MEDIC RESCUE 
Docket No. A-00114249 

STATEMENT OF BERTHA HUUD 

Name and residence address : fZRT^ p\ hiU (J<rl 

Name of employer and/or occupation and business address: 

^ 7 T F T i n t r \ : 

3. Do you r e q u i r e p a r a t r a n s i t t r a n s p o r t a t i o n service such as i s 
proposed by Medic Rescue? I f yes, 
i n d i c a t e the reasons you need t h i s s e r vice by checking the 
ap p l i c a b l e items below: 

Cannot walk or board or disembark v e h i c l e without 
assistance. 

b^> Confined t o wheelchair. 
c. Need medical monitoring during t r a n s i t . 
d. Need use of medical appliances or equipment duri n g 

t r a n s i t . 
e. Need service of or escort d u r i n g t r a n s i t . 
f . Need d r i v e r c e r t i f i e d t o provide CPR or F i r s t 

Responder care l e v e l during t r a n s i t . 
g. State any other reason relating to^a^chrpnic or 

acute physical or mental condition. ^^nnLL f i^n. 

4. I f you checked items c and/or d above, s t a t e what type of 
monitoring, appliance or equipment you r e q u i r e . 

5. State what o r i g i n s i n Beaver County from which service i s 
needed. (Please s t a t e o r i g i n s by c i t y or town.) 

6. State the d e s t i n a t i o n s t o which service i s needed? (Please 
state city or town.) f ? ^ ^ K ̂  O f-f-J / n /-j o p puJ (j^LL 



7. State the number of times (per week, month) that you will need 
the service of Medic Rescue. 3 7~7/-T? e. £• ft yyi & & 

8. Describe public transport service now available comparable to 
the proposed service, if any.- M o pPfZ 

9. Describe type of v e h i c l e you need to transport^you, i n c l u d i n g 
s p e c i a l features r e q u i r e d : USH.fz. / I i - (Lh A / ̂. 

10. State why you need t r a n s p o r t a t i o n from Medic Rescue ( i e . f o r 
doctor v i s i t , s o c i a l , , shopping, f a m i l y v i s i t , o t h e r ) . 

11. State your knowledge of Medic Rescue { i e . do you use the 
service c u r r e n t l y f o r emergencies) . yĝ -*=> 

12. State any other f a c t o r t h a t i s important t o you. 

The undersigned deposes and says t h a t (s)he i s authorized t o 
make t h i s v e r i f i c a t i o n , t h a t the f a c t s set f o r t h h e r e i n are t r u e 
and c o r r e c t t o the best of his/her knowledge, i n f o r m a t i o n and 
b e l i e f . The undersigned understands t h a t f a l s e statements herein 
are made subject t o the p e n a l t i e s of 18 Pa. C.S. Section 4904 
r e l a t i n g t o unsworn f a l s i f i c a t i o n t o a u t h o r i t i e s . 

^J^^QML y —Q 
(Signature) 

( P r i n t Name} 



Re: APPLICATION OF MEDIC RESCUE 
Docket No. A-00114249 

STATEMENT OF / J f ^ / f f S s J / / / / f s f ' j 2 A ^ f y f j - < 

1. Name and residence address: 

2. NameOof employer and/or occupation and business address: NameOof employe: 

3. Do you re q u i r e p a r a t r a n s i t t r a n s p o r t a t i o n s ervice such as i s 
proposed by Medic Rescue? ^ Z ^ f ^ i ^ I f yes, 
i n d i c a t e the reasons you need t h i s / s e r v i c e by checking the 
ap p l i c a b l e items below: 

Cannot walk or board or disembark v e h i c l e without 
assistance. 

b. Confined t o wheelchair. 
c. Need medical monitoring during t r a n s i t . 
d. Need use of medical appliances or equipment duri n g 

t r a n s i t . 
e. Need service of or escort during t r a n s i t . 
f . Need d r i v e r c e r t i f i e d t o provide CPR or F i r s t 

Responder care l e v e l during t r a n s i t . 
g. State any other reason r e l a t i n g t o a chronic or 

acute p h y s i c a l or mental condition/? 

4. If you checked items c and/or d above, state what type of 
monitoring, appliance or equipment you require. s y ? ^ f / 

5. State what origins in Beaver County from which service is 
needed. (Please state origins by city or/town^) " . /I 

6. State the d e s t i n a t i o n s t o which s e r v i c e i s needed? (Please 
s t a t e c i t y or town.) iw A ) ^ J j / r r ^ v-Ao 

2 



7. State the number of times (per week, month) that^you w i l l need 
the service of Medic Rescue. fU^iAS? ̂  CJ. ̂  ̂ >-^L: 

8. Describe p u b l i c t r a n s p o r t service_ripw a v a i l a b l e comparable t o 
the proposed service, i f any: 

9. Describe type of vehicle you ne^cU to transport you, including 
special features required: tyrZfzV f -C- ̂ -^g? ^ • ^Zci^^ / 

10. State why you need t r a n s p o r t a t i o n from Medic Rescue ( i e . f o r 
doctor v i s i t , s o c i a l , shopping, f a m i l y v i s i t , o t h e r ) . 

11. State your knowledge of Medic Rescue^ie. do you use. the. 
service currently for emergencies) . /KJL^ <ZL<T~ TT^I ^£^r 

12. State any other f a c t o r t h a t i s important t o you 
2̂. 

The undersigned deposes and says t h a t (s)he i s authorized t o 
make t h i s v e r i f i c a t i o n , t h a t the f a c t s set f o r t h h e r e i n are t r u e 
and c o r r e c t t o the best of his/her knowledge, i n f o r m a t i o n and 
b e l i e f . The undersigned understands t h a t f a l s e statements herein 
are made subject t o the p e n a l t i e s of 18 Pa. C.S. Section 4904 
r e l a t i n g t o unsworn f a l s i f i c a t i o n t o a u t h o r i t i e s . 

(-Signature) CZ 

( P r i n t Name) 



Re: APPLICATION OF MEDIC RESCUE 
Docke t No. A-00114249 

STATEMENT OF JsKiZt c'4 TrG/^ 

Name and r e s i d e n c e add re s s : tieui S>h <e£l; c j c i /Tyfl-^QtO 

Name o f employer a n d / o r o c c u p a t i o n and b u s i n e s s a d d r e s s : 

Pa / 3 ^ 0 / 

Do you re q u i r e p a r a t r a n s i t t r a n s p o r t a t i o n service such as i s 
proposed by Medic Rescue? v> S I f yes, 
i n d i c a t e the reasons you need t h i s service by checking the 
ap p l i c a b l e items below: 

a. Cannot walk or board or disembark v e h i c l e without 
assistance. 

b. Confined t o wheelchair. 
c. Need medical monitoring d u r i n g t r a n s i t . 
d. Need use of medical appliances or equipment during 

t r a n s i t . 
e. Need service of or escort d u r i n g t r a n s i t . 
f. Need driver certified to provide CPR or First 

Responder care level during transit. c-^ 
g. State any other reason r e l a t i n g t o a chronic or 

acute p h y s i c a l or mental c o n d i t i o n . f^tW/ 

4. I f you checked items c and/or d above, s t a t e what type of 
monitoring, appliance or equipment you r e q u i r e . Qfrg^ , 

5. State what origins in Beaver County from which service is 
needed. (Please state origins by city or town.) fl litjatflpc^ 

6. State the destinations to which service is needed? (Please 
state city or town.) 13 u-^r- ^bj 



7. State the number of times {per week, month) t h a t you w i l l need 
the service of Medic Rescue. L> V g-ŝ-V 

8. Describe p u b l i c t r a n s p o r t service now a v a i l a b l e comparable t o 
the proposed service, i f any: /ICOA 

9. Describe type of vehicle you need to transport you, including 
special features required: l^/C Mt-r , £-g_t-', CM^lr-

10. State why you need t r a n s p o r t a t i o n from Medic Rescue ( i e . f o r 
doctor v i s i t , s o c i a l , shopping, f a m i l y v i s i t , o t h e r ) . 

11. State your knowledge of Medic Rescue ( i e . do you use the 
service c u r r e n t l y f o r emergencies) . u ̂ 3 ^ f L A 

12. State any other f a c t o r t h a t i s important t o you. 
4 t-^Vx &tJ ir c fix,1-'-*! Si fi-H— 

The undersigned deposes and says t h a t (s)he i s authorized t o 
make t h i s v e r i f i c a t i o n , t h a t the f a c t s set f o r t h h e r e i n are t r u e 
and c o r r e c t t o the best of his/her knowledge, i n f o r m a t i o n and 
b e l i e f . The undersigned understands t h a t f a l s e statements herein 
are made subject t o the p e n a l t i e s of 18 Pa. C.S. Section 4904 
r e l a t i n g t o unsworn f a l s i f i c a t i o n t o a u t h o r i t i e s . 

(Signature) 

( P r i n t Name) 



Re: 

l . 

2 . 

3 . 

4 . 

5 . 

APPLICATION OF MEDIC RESCUE 
Docket No. A-00114249 

STATEMENT OF 

Name and residence address: ILL fi'liua, Abn. hifLZerot 

Name p£. employer and/or occupation and business address: 

Server, m l^ i /M 
Do you r e q u i r e p a r a t r a n s i t t r a n s p o r t a t i o n service such as i s 
proposed by Medic Rescue? L\€^> I f yes, 

t h i i n d i c a t e the reasons you need t h i s service by checking the 
a p p l i c a b l e items below: 

a. 

b. 
c. 
d. 

e. 
f . 

Cannot walk or bo^rd or disembark v e h i c l e w i t h o u t 
assistance. ^ 
Confined t o wheelchair. 
Need medical monitoring during transit. L^ 
Need use of medical appliances or equipment during 
transit. \ f 
Need service of or escort d u r i n g t r a n s i t . 
Need d r i v e r c e r t i f i e d t o provide CPR or. F i r s t 
Responder care l e v e l during t r a n s i t . 
State any other reason r e l a t i n g t o a 
acute physical or mental c o n d i t i o n . 

chronic or 

I f you checked items c and/or d above, s t a t e what type of 
mon i t o r i n g , appliance or equipment you r e q u i r e . 

State what o r i g i n s i n Beaver County from which s e r v i c e i s 
needed. (Please n s t a t e o r i g i n s by c i t y or town«J 

6. State the d e s t i n a t i o n s ^ t o which service i s 
s t a t e Q'ity or town. ) 

to wnicn service i s needed? , {P. 

(Y: Off ICO. afminhrYY>fYhi 

Please 

i. cu on I rf fxjp)r v j 1 c J .sm rs) % i-t/t 'p I'iobin 



7. State the number of times (per wê k̂ , wmpnth) that; you w i l l need 
the service of Medic Rescue. — 

k, month) t h a t 

8. Describe p u b l i c t r a n s p o r t service now a v a i l a b l e comparable t o 
the proposed service, i f any: 

9. Describe type of v e h i c l e you neetj^to t r a n s p o r t you incluplifnt 
s p e c i a l features required: / ^ l 

:ransport you includi|ng 

10. State why you need t r a n s p o r t a t i o n from Medic Rescue ( i e . f o r 
doctor., v i s i t , s o c i a l , shopping,. f a m i l y v i s i t , o t h e r ) . . 

it 
\\cxrroTl nn tn«r DU-
cxrrdU vis i rs 

11. State your knowledge of Medic Rescue ( i e . .do you use the 
ser v i c e c u r r e n t l y f o r emergencies) . ( J f S " Hrf^nUrtlV. 

<?in\</mpY\nQ*>, MII cam 1 1 

12. State any other f a c t o r t h a t i s important t o you. 

The undersigned deposes and says t h a t (s)he i s aut h o r i z e d t o 
make t h i s v e r i f i c a t i o n , t h a t the f a c t s set f o r t h h e r e i n are t r u e 
and c o r r e c t t o the best of his/her knowledge, i n f o r m a t i o n and 
b e l i e f . The undersigned understands t h a t f a l s e statements h e r e i n 
are made subject t o the p e n a l t i e s of 18 Pa. C.S. Section 4904 
r e l a t i n g t o unsworn f a l s i f i c a t i o n t o a u t h o r i t i e s . 

Siqrfature 

\ / 
( P r i n t Name) 



Re: APPLICATION OF MEDIC RESCUE 
Docket No. A-00114249 

STATEMENT OF 

1. Name and residence address: ^Dl^Uia Q f y t/O Q>cil- ( 

[(Cevu/uift^ Bfon - Att^> PA t TOO/ 
2. _Name of epiployer and/or occupation and business address 

3. Do you r e q u i r e p a r a t r a n s i t t r a n s p o r t a t i o n service such as i s 
proposed by Medic Rescue? 6^-,6 I f yes, 
i n d i c a t e the reasons you need t h i & service by checking the 
ap p l i c a b l e items below: 

a. Cannot walk or board or disembark v e h i c l e without 
assistance. ix 

b. Confined t o wheelchair. 
c. Need medical monitoring during t r a n s i t . 
d. Need use of medical appliances or equipment during 

t r a n s i t . 
e. Need service of or escort during t r a n s i t . 
f . Need d r i v e r c e r t i f i e d t o provide CPR o r . F i r s t 

Responder care l e v e l during t r a n s i t . 
g. State any other reason r e l a t i n g t o a chronic or 

acute p h y s i c a l or mental c o n d i t i o n . 

4. If you checked items c and/or d above, state what type of 
monitoring, appliance or equipment you require. OC\£!0 

5. State what o r i g i n s i n Beaver County from which s e r v i c e i s 
needed. {Please s t a t e o r i g i n s by c i t y or town.) 

fl-tctaoi PPA-

6. State the destinations to which service is needed? (Please 
tate city or town.) '~Be#-^>ex~ C^WYTV . H L I & U / PPft s 



7. State the number of times {per week, month) tha 
the service of Medic Rescue. 

you w i l l ne 
/.S" -/7.*n//> If^fnArti - fs 

Describe public transport service now available comparable to 
the proposed service, if any: kJn 

9 . Describe type of v e h i c l e you need t o t r a n s p o r t y o u i n c l u d i n g 
s p e c i a l features r e q u i r e d : l A ) M € l tt^OJUr UdLT) /l/T-

10. State why you need t r a n s p o r t a t i o n from Medic Rescue ( i e . f o r 
Io c t o r v i s i t , s o c i a l , shopping, f a m i l y v i s i t , o t h e r ) . 
^ I M I T S 

11. State your knowledge of Medic Rescue (ie 
service currently for emergencies) . jd/^ 

do you use the 

12. State any other f a c t o r t h a t i s important t o you. 
'"V" IS \rc\ • - U-

The undersigned deposes and says t h a t (s)he i s aut h o r i z e d t o 
make t h i s v e r i f i c a t i o n , t h a t the f a c t s set f o r t h h e r e i n are t r u e 
and c o r r e c t t o the best of his/her knowledge, i n f o r m a t i o n and 
b e l i e f . The undersigned understands t h a t f a l s e statements herein 
are made subject t o the p e n a l t i e s of 18 Pa. C.S. Section 4904 
r e l a t i n g t o unsworn f a l s i f i c a t i o n t o a u t h o r i t i e s . 

( P r i n t Name) 



Re: 

1. 

APPLICATION OF MEDIC RESCUE 
Docket No. A-00114249 

/\ . n 
STATEMENT OF A l 0 

Name and residence address:.— 

2. Name of employer and/or occupation and business address: 

Do you r e q u i r e p a r a t r a n s i t t r a n s p o r t a t i o n s e r v i c e such as i s 
proposed by Medic Rescue? ^[^LS I f yes, 
i n d i c a t e the reasons you need1 t h i s service by checking the 
ap p l i c a b l e items below: 

Cannot walk or board or disembark v e h i c l e without 
assistance. 
Confined t o wheelchair. 
Need medical monitoring during t r a n s i t . 
Need use of medical appliances or equipment duri n g 
t r a n s i t . 
Need service of or escort during t r a n s i t . 
Need d r i v e r c e r t i f i e d t o provide CPR or F i r s t 
Responder care l e v e l during t r a n s i t . 
State any other reason r e l a t i n g t o a chronic or 
acute physical or mental c o n d i t i o n . 

I f you checked items c and/or d above, s t a t e wj^a(t type 
monitoring, appliance or equipment you r e q u i r e . 

State what o r i g i n s i n Beaver County from which service i s 
needed. (Please, s t a t e o r i g i n s by c i t y or town.) i / , / 

woxxn ^poj^Io Moey- ^NH ÎC.K 

State the d e s t i n a t i o n s 
s t a t e c i t y or town.) 

-hich serAcice is, needed? (Please 



7. State the number of times (per week, month) that vou will need 
the service of Medic Rescue. r7)0 A /fUJAjk^^S ^ If PATitAJT*) 

8. Describe p u b l i c t r a n s p o r t s e r v i c e now a v a i l a b l e comparable t o 
the proposed service, i f any: h J 0 M & 

9. Describe type of ve h i c l e you need t o ^ t r a n s p o r t you,, i n c l u d i n g 
s p e c i a l features required: UJMU.U.'jULcA- l / l ^ l ^ j f -

10. State why you need t r a n s p o r t a t i o n from Medic Rescue ( i e . f o r 
doctor v i s i t , sociaL, shopping, f a m i l y v i s i t , o t h e r ) . 

HnCJne- W I S ' 

11. State your knowledge of Medic Rescue (ie-^ do you use the 
service c u r r e n t l y f o r emergencies) . V-̂ X'Q-̂  

12. State any other f a c t o r t h a t i s important t o you. 

The undersigned deposes and says t h a t {s)he i s authorized t o 
make t h i s v e r i f i c a t i o n , t h a t the f a c t s set f o r t h h e r e i n are t r u e 
and c o r r e c t t o the best of his/her knowledge, i n f o r m a t i o n and 
b e l i e f . The undersigned understands t h a t f a l s e statements herein 
are made subject t o the p e n a l t i e s of 18 Pa. C.S. Section 4904 
r e l a t i n g t o unsworn f a l s i f i c a t i o n t o a u t h o r i t i e s . 

'Signature) 

UM fit ifl Mb 
( P r i n t Name) 



Re: APPLICATION OF MEDIC RESCUE 
Docket No. A-00114249 

STATEMENT OF 

1. Name and residence address: ^S^Hu Momr £AJ I phasic ^ 5a;<'-t<<zi 

2. Name of employer and/or occupation and business address: 

3. Do you r e q u i r e p a r a t r a n s i t t r a n s p o r t a t i o n service such as i s 
proposed by Medic Rescue? Zs^> I f yes, 
i n d i c a t e the reasons you need t h i s service by checking the 
ap p l i c a b l e items below: 

a. Cannot walk or board or disembark vehicle without 
assistance. ^ 

b. Confined to wheelchair. ^ 
c. Need medical monitoring during t r a n s i t . 
d. Need use of medical appliances or equipment during 

transit. ^ 
e. Need service of or escort d u r i n g t r a n s i t . ^ 
f. Need driver certified to provide CPR or First 

Responder care level during transit. ^ 
g. State any other reason r e l a t i n g t o a chronic or 

acute p h y s i c a l or mental c o n d i t i o n . 

4. I f you checked items c and/or d above, s t a t e what type of 
monitoring, appliance or equipment you r e q u i r e . 

f n 

5. State what origins in Beaver County from which service is 
needed. (Please state origins by city or town.} A^v'^Z 

6. State the d e s t i n a t i o n s t o which service i s needed? (Please 
s t a t e c i t y or town.) / ^ r ^ r - r Co- &9Mtff fpCtifiSTfA ([IfuJ O l l ^ H r O ^ 

^ / / ^ i ^ r ^ / y Co • ' ' 



7. State the number of times (per week, month) that you will need 
the service of Medic Rescue. 3o / />7sn-rfi of flf\ri9AJT^> 

8 . Describe public transport service now available comparable to 
the proposed service, if any: ^Ja^^ 

9. Describe type of vehicle you need to transport you, including 
special features required: UJ/}TCIC ha'.e ^c-r/g/ c/i4t'& 

10. State why you need t r a n s p o r t a t i o n from Medic Rescue ( i e . f o r 
doctor v i s i t , s o c i a l , shopping, f a m i l y v i s i t , o t h e r ) . 

11. State your knowledge of Medic Rescue (ie. do you use the 
service currently for emergencies) . y^S 

12. State any other f a c t o r t h a t i s important t o you. 

The undersigned deposes and says t h a t (s)he i s authorized t o 
make t h i s v e r i f i c a t i o n , t h a t the f a c t s set f o r t h h e r e i n are t r u e 
and c o r r e c t t o the best of his/her knowledge, i n f o r m a t i o n and 
b e l i e f . The undersigned understands t h a t f a l s e statements herein 
are made subject t o the p e n a l t i e s of 18 Pa. C.S. Section 4904 
r e l a t i n g t o unsworn f a l s i f i c a t i o n t o a u t h o r i t i e s . 

(Signature) 

( P r i n t Name) 



CONCLUSION 

On the basis of the foregoing v e r i f i e d statements, a p p l i c a n t 

submits t h a t the evidence warrants the f o l l o w i n g conclusions: 

(a) a p p l i c a n t i s f i t , w i l l i n g and able t o provide the se r v i c e 

proposed; and (b) the r e i s a p u b l i c need or demand f o r the proposed 

se r v i c e i n the a p p l i c a t i o n area t o the extent a u t h o r i t y i s 

requested. 

R e s p e c t f u l l y submitted, 

PILLAR • MULROY & FERBER, P.C. 

By: 
A. PILLAR 

frney f o r 
)N PROFIT EMERGENCY 

'SERVICE OF BEAVER 
COUNTY, INC., t/d/b/a 
MEDIC RESCUE, Appl i c a n t 

PILLAR AND MULROY, P.C. 
Suite 700 
312 Boulevard of the A l l i e s 
P i t t s b u r g h , PA 15222 

Due Date: November 14, 1997 



COMONWEALTH OF PENNSYLV/^A 
PENNSYLVANIA PUBLIC UTILITY COMMISSION 
P.O. BOX 3265, HARRISBURG, PA 17105-3265 

November 19, 1997 
REFER TO OUR FILE 

JOHN A PILLAR 
ATTORNEY AT LAW• 
1106 FRICK BUILDING 
PITTSBURGH PA 15219 

In r e : A-00114249 - A p p l i c a t i o n of Non P r o f i t Emergency 
Service of Beaver County, Inc., t/d/a/b Medic Rescue 

Dear S i r : 

We have received the v e r i f i e d statement(s) and/or other i n f o r m a t i o n 
f i l e d i n connection w i t h the above referenced a p p l i c a t i o n proceeding. 

The record w i l l be reviewed and a recommendation w i l l be made f o r 
Commission c o n s i d e r a t i o n at p u b l i c meeting. You w i l l be advised by the 
Secretary as t o the a c t i o n taken by the Commission. 

Very t r u l y yours, 

Tim Z e i g l e r 
Bureau of Transportation & Safety 

DOCKETED 
APPLICATION DOCKET 

NOV 19 1997 

ENTRY No. 


