COMMONWEALTH OF PENNSYLVANIA

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

REFER TO OUR FILE :

DOCKETED

APPLICATION DAOCKET

October 1%, 1997

JOHN A PILLAR
a
ATTORNEY AT LAW ocT 151997
1106 FRICK BUILDING a
PITTSBURGH PA 15219 ENTRY No. y - _

In re: A-00114249 -Application of Non Profit Emergency Service of
Beaver County, Inc., t/d/b/a Medic Rescue.

Dear Sir:
The above referenced application has been assigned for review

without oral hearing. In order to reach a determination on the application, you
are pbeing required to file wverified statements in accordance with 52 Pa. Code

Section §3.381(e){(1). You will be required to file:
A. VERIFIED STATEMENT OF APPLICANT
B. VERIFIED STATEMENT{(S) IN SUPPORT OF THE APPLICATION.

The verified statements should be in paragraph form. Each heading
contained in the attached minimum outline should be a separate section or
paragraph.

You should be aware of the fact that the verified statements will be
reviewed based on the Commission's decision in the Application of Blue Bird
Coach Lines, Inc., (A-00088807, F. 2, Am-K) 72 Pa. P.U.C. 262 (1990), which
indicates: (1) the supporting witnesses must give evidence which is probative
and relevant to the application proceeding; (2) the supporting witnesses must
identify Pennsylvania corigin and destination points between which they require
transportation and those points must correspond with the scope of the operating
territory specified in the application, including requests for vice versa
acthority; and (3) the number of witnesses which will represent a cross section
of the public on the issue of need will vary with the breadth of the intended
territory and commodity description.

You are being granted an initial thirty (30) days to file verified
statements. They will be due on or before November 14, 1997,
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If additional time is required, it may be requested by telephone but must
be followed in writing with the reasons for the extension stated. Questions
about the application should be directed to Tim Zeigler at 717-783-5946.

Ay

Very truly yours,

Tim Zeigler
Technical Unit
Bureau of Transportation & Safety
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PILLAR - MULROY & FERBER

November 14, 1997

Re: Non Profit Emergency Service of =)
Beaver County, Inc., t/d/b/a I‘]E W/
Medic Rescue ’ (:EE'\/“h[)

Docket No. A-00114249
File No. 2543 NNy ]4 w97

PA puscc o DOCKE TED

P | CORMISSION " Ton poexe:
Hon. James J. McNulty, Acting Secretary(NHoNOMRYS CkFIoE 1 DeCkET
Pennsylvania Public Utility Commission
P. O. Box 3265 NOV 19 1997

Harrisburg, PA 17105-3265
Py

Dear Mr. McNulty: ENTRY No.,

We enclose for filing the original and one copy of Verified
Statements on Behalf of Applicant in connection with the above
docketed proceeding.

Please acknowledge receipt of the enclosures on the duplicate
of this letter of transmittal and return it in the stamped, self-
addressed envelope provided.

Very truly yours,
L ﬁznbfél. fﬂ
JOHN A. PILLAR
sSW
Enclosures

cc: Medic Rescue (w/encl.)

U. 8. POSTAL SERVICE CERTIFICATE OF MATILING ENCLOSED
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PROFESSIONAL CORPORATION » ATTORNEYS
1106 FRICK BUILDING «» PITTSBURGH, I’A 15219
{412) 471-3300 - FAX: (412) 471-6068
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Before the
PENNSYLVANIA PUBLIC UTILITY COMMISSION

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

t/d/b/a MEDIC RESC‘-’ERECENED

Docket No. A-00114249

PA PUBLIC UTILITY COMMISSION
VERIFLIED STRTEMENTS ON DEEAL P?HoﬂmﬂFm OFFICE

~ DOCKETED

APPLICATION DOCKET

NOV 19 1997 JOHN A. PILLAR, ESQ.

Attorney for
ENTRY No. —Z NON PROFIT EMERGENCY
‘“‘“L———‘- SERVICE OF BEAVER
- COUNTY, INC., t/d/b/a
MEDIC RESCUE
Applicant

Pillar . Mulroy & Ferber, P.C.
1106 Frick Building
Pittsburgh, PA 15219

412 /471-3300

Due Date: November 14, 1997
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Before the
PENNSYLVANIA PUBLIC UTILITY COMMISSION

Application of
NON PROFIT EMERGENCY SERVICE OF BEAVER COUNTY, INC.,
t/d/b/a MEDIC RESCUE

Docket No. A-00114249

INTRODUCTORY STATEMENT

By this application, Non Profit Emergency Service of Beaver
County, Inc., t/d/b/a Medic Rescue, seeks authority as follows:

To transport, as a commoen carrier, persons, in
paratransit service, between points in the County of
Beaver, and from points in said County to points in the
Counties of Allegheny, Butler, Lawrence and Washington,
and return;

subject to the following conditions:

(1) that service is limited to the use of vehicles
modified to handle wheelchairs, and is equipped and
manned to provide certain medical procedures whether
ongoing or emergency in nature;

(2) service is limited to the transportation of persons
who are nonambulatory, or persons who, due to chronic or
acute physical or mental conditions, require assistance
in boarding or disembarking the vehicle, or medical
monitoring, or the use of medical appliances or
equipment, or an escort, including a driver certified to
provide CPR and provide care at the level of a First
Responder; and

(3) service is 1limited to persons who make advance
reservations.

No protests were filed to this application and it stands
unopposed. Applicant now submits its verified statements in

support:of: its application.
L , '.'j:': .”‘,
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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

Applicant is Non Profit Emergency Service of Beaver County,
Inc., t/d/b/a Medic Rescue. The applicant has its principal place
of business and domicile at 1019 Riverside Drive, Bridgewater, PA
15009. The applicant is a domestic, non-profit corporation
organized under the laws of the Commonwealth of Pennsylvania.

2. Identity and Qualifications of Person Making Statement

My name and business address are Patrick M. Sherin, 1019
Riverside Drive, Bridgewater, PA 15009. I am the General Manager
of Medic Rescue and I am also one of five members of the Board of
Directors. I am responsible for the day-to-day operations and
management of Medic Rescue. I am familiar with its equipment,
facilities and personnel, and I am authorized to make this
statement on behalf of Medic Rescue before the Pennsylvania Public
Utility Commission.

3. Applicant’s Affiliations

Neither the applicant nor any of its officers, directors or
members, have any ownership or management interest in any other
motor carrier.

4. Authority Sought

By this application, Medic Rescue seeks the following

operating authority as published in the Pennsylvania Bulletin:




To transport, as a common carrier, persons, 1in
paratransit service, between points in the
County of Beaver, and from points in said
County to points in the Counties of Allegheny,
Butler, Lawrence and Washington, and return;

subject to the following conditions:

(1) that service is 1limited to the use of
vehicles modified to handle wheelchairs, and
is equipped and manned to provide certain
medical procedures whether ongoing or
emergency in nature;

(2) service is limited to the transportation
of persons who are nonambulatory, or persons
who, due to chronic or acute physical or
mental conditions, require assistance in
boarding or disembarking the vehicle, or
medical monitoring, or the use of medical
appliances or equipment, or an escort,
including a driver certified to provide CPR
and provide care at the level of a First
Responder; and

(3) service is limited to persons who make
advance reservations.

S. General Scope of Currently Authorized Operations

Medic Rescue presently holds no operating rights from the
Pennsylvania Public Utility Commission nor from any other
regulatory agency regulating transportation of passengers or
property.

6. Duplicating Authority Which Will Result From Grant of
Authority

No duplicating authority will result from the grant of the
authority sought.

7. Terminal Facilities and Communications Network

Medic Rescue operates out of the following facilities and

performs the functions indicated as to each facility below:




313 Bridge Street (Borough of Bridgewater) Beaver, PA
15009. A brick building containing 6,000 square feet of
one story garage space with 3,000 square feet of office
space. The office space 1is 2 stories. Functions:
Administration, supervision, accounts receivable,
dispatch center for ambulances and wheelchair vans,
housing of ambulances and wheelchair vans, training
facility, decontamination facility, laundry facility and
wash bay.

1019 Riverside Drive (Borough of Bridgewater) Beaver, PA
15009. A one story frame structure office containing
2,000 sgquare feet. Function: Corporate activities,
payroll and accounts payable.

1424 7th Avenue (City of Beaver Falls) Beaver Falls, PA
15010. A one store masonry structure with basement
containing 6,000 square feet. The top floor is leased
and the basement is self occupied. Function: Ambulance
sub-station used solely for ambulance responses, eilither
emergency oOr hon-emergency.

936 Midland Avenue (Borough of Midland), Midland, PA
15059. A one story brick structure housing the Borough
of Midland’s offices, police department and fire
department. Medic Rescue leases 1200 square feet on the
west side of the building. Function: Ambulance sub-
station used solely for ambulance responses, either
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 Fire 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 400 MX radio system. The
equipment is owned by Medic Rescue and the frequency is leased from
Crown Communications.
8. Equipment
There is attached to my statement as Appendix "A" a list of
the equipment to be operated by Medic Rescue upon approval of this
application. Appendix "A" consists of two pages. Page 1 is a list
of all vehicles, including wheelchair vans. Page 2 is a list of
Medic Rescue wheelchair vans which emphasize the particular type of
equipment that will be used in connection with the proposed
service. Each vehicle will be equipped with a wheelchair van lift,
oxygen, and first-aid equipment. All of the equipment is owned by
Medic Rescue. Medic Rescue employs 24 wheelchair wvan drivers.
These drivers are either certified by the state of Pennsylvania as
emergency medical technicians, or are in the process of being
certified by the state of Pennsylvania as First Responders. Both
certifications require classroom studies with demonstration of
acquired skills and passing of a test. The courses are taught by
certified instructors. These individuals are trained to perform

- 4 -




basic life support skills which include, but are not limited to,

CPR, administration of oxygen, and first aid.

9. Safety Program
Medic Rescue has initiated many safety programs. The
following is a brief analysis of these programs. All of the

programs are in book form.

a.

Drivers Education - Each vehicle driver is required to
take a 4 hour classroom instruction, a computerized test,
driving with a certified instructor and passing an
obstacle course test. In addition, a driver’s manual has
been prepared and each driver receives one.

The company and the union have a Health & Safety
Ccommittee which discusses problems and resolves problems
on a bi-menthly basis.

Each employee is required to take lifting classes upon
employment and annually thereafter.

Each employee is required to take blood-born and air-born
pathogen classes upen employment and annually thereafter.
A number of standard operating procedures have been
implemented to insure the protection of the employees.
Vehicle maintenance is completed on each vehicle every
3,000 miles. The vehicle maintenance includes a PA state
inspection plus o0il and filter, checking all moving
exterior parts for wear, and an interior inspection of

gauges, safety equipment and wheelchair lift maintenance.



g. Although Medic Rescue does not have a PUC license, all
aspects of DOT compliance are complied with.

10. Service Currently Provided to Supporting Witnesses

Medic Rescue has been providing wheelchair van service for a
number of years to and from medical facilities only. We have had
requests for transportation to other than medical facilities and we
have had to deny them because we do not have a PUC license. Our
county has almost 200,000 pecple, and approximately 38% of these
people are senior citizens. Beaver County has over 2,000 beds
allocated to personal and skilled care. Most of these people are
feeble and require wheelchair van transportation. Their lives
should not end when admitted to a nursing home. They should have
the means to visit their families on holidays, go to weddings,
funeral visits, and other functions or activities that are not
medically related. At this time, there is no provider of these
services in Beaver County which are sorely needed. Medic Rescue
would like to fill this need.

11. Type of Service Offered

As explained in the preceding paragraph, Medic Rescue desires
to provide service 1in specially equipped vehicles for the
transportation of persons that regquire such service between points
in Beaver County, and from points in Beaver County, to points in
the Counties of Allegheny, Butler, Lawrence and Washington, and
return. Medic Rescue has determined that there is a need for this
service based on requests that we have received and our perception
of the needs for this service and the 1lack of available

-6 -



transportation. Medic Rescue has been in business continually
since 1978. The business conducted has been sclely the
transportation of the sick and injured by ambulance and the
transportation of the sick to and from medical facilities by
wheelchair van. We have the equipment and personnel available to
expand this service to provide a more comprehensive service to the
public for those who require specialized equipment and special
services.

12. Financial Data

There is attached to my statement as Appendix "B", a copy of
the financial statements of the applicant, including a balance
sheet as of September 30, 1996, and an income statement for the 12
month period ending September 30, 1996. These statements are also
compared to a balance sheet and income statement for a comparable

period of 1995.

The undersigned deposes and says that he is authorized to make
this verification, that the facts set forth herein are true and
correct to the best of his 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: _ Awv ,0, 1997

Patrick M. Sherin
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MEDIC RESCUE VEHICLE LIST

UNIT NO. YEAR MAKE TIYPE

1 1992 FORD I

2 1994 FORD fil

3 1992 FORD 1!

4 1992 FORD I

5 1997 FORD f

6 1992 FORD I

7 1997 FORD i

8 1993 FORD i

9 1992 FORD 1!

10 1990 FORD 1l

11 1994 FORD i

12 1994 FORD 11

14 1996 FORD i

15 1996 FORD i

19 1988 FORD 1l

20 1979 FORD il

24 1991 CHEV SUB.

27 1989 FORD I

28 1989 FORD Il

29 1989 FORD I

30 1991 FORD VAN

31 1992 FORD VAN

32 1994 FORD VAN

33 1985 CHEV VAN

34 1985 CHEV VAN

35 1987 FORD VAN
CAR 1 1992 FORD SEDAN
CAR 3 1988 FORD SEDAN
CAR 4 1989 CHEV SEDAN
EMOC 1985 SHIOLENE TRAILER
TRUCK 1992 GMC  TRACTOR

MODEL
HORTON
HORTON
HORTON
HORTON

MED TECH
HORTON
MED TECH
HORTON
HORTON
wC
HORTON
HORTON
MED TECH
MED TECH
WC
GRUMMIN
JB RESCUE
wcC
wC
wceC
WHEEL CHAIR
WHEEL CHAIR
WHEEL CHAIR
WHEEL CHAIR
WHEEL CHAIR
WHEEL CHAIR
SKIP
FLEET
FLEET
HORTON
MR

VIN NO.
1FDJS34MTNHAS1188
1FDJE30MERHB41983
1FDJS34MXNHAS1197
1FDJS34M3NHAS51199
1FDJE30F7VHB22841
1FDJS34MENHAS1200
1FDJE30FSVHB22842
1FDJE30M8PHB07542
1FDJS34M1NHAS1203
1FDHS34MXLHB48153
1FDJE30MB8RHB41984
1FDJE3OMXRHB41985
1FDJE3OFXTHA78217
1FDJE30F1THAT78218
1FDHS34M7JHAB3775

E37AHDEZ246
1GCGV26K3MF110709
1FDHS34M6KHC 12851
1FDHS34ME6KHC39144
1FDHS34M4KHC398143
1FBJS31HOMHB08410
1FBJS3THXNHAS7127
1FDEE{14N5KHB88558
1GAGG35K3SF132295
1GNEG25K15F148821
1FTHE2420VHAB9341
2FACP74WBNX175496
2FABP74F8JX143632
1G1BNS1EOKR159979

67128520421
1GDJBHTJ2NJ521713

APPENDIX "A"
Page 1 of 2

INS.
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES

NO
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES



. . APPENDIX "A"

Page 2 of 2

MEDIC RESCUE WHEEL-CHAIR VAN LIST

UNIT# YEAR MAKE TYPE MODEL VIN # PLATE #

30 1991 FORD VAN WHEEL CHAIR 1FBJS31H9MHB08410 ABP4878
31 1992 FORD VAN WHEEL CHAIR 1FBJS31HXNHAQ7127 ALT8064

32 1984 FORD VAN WHEEL CHAIR 1FDEE14N5KHB88558 ATN9935
33 1995 CHEV VAN WHEEL CHAIR 1GAGG35K3SF132295 BBWS8972
34 1985 CHEV VAN WHEEL CHAIR 1GNEG25K15F148821 BDS1633
35 1997 FORD VAN WHEEL CHAIR 1FTHE2420VHAE9341 BHAB960



APPENDIX "B"

HEDIS RESTIT

BEAVER FALLS, PENHSYLVAREA

FINANCTAL STATEMENTS

SEPTEMFER 30, 1997
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CURRENT ASSETS

CHAEH OY HAND

CASH T¥ SAVINGS
CASH - CERTIFICATE OF DEPOSTT

Cr8H - PATROLL
CASH - GEVERAL

CASH APPROPRIATED

DILLENGS

LESS DOUBTFUL AOCOLRTS

WET ACCOUNTS RECEIVABLE

ACCOUNTS RECEIVABLE - OTHER
ACODUNTS MECETVABLE - EMPLOYEES
INTEREST RECEIVABLE

PREPAID EXPENSES

SUPPLIES OX HAND

TOTAL CURRENT ASSETS

SEPTeMBER 20,

MEDIC RESCIHE
BALAMCE SHERTS

ASSETS

1007

THIS YEAR

13€.7
115,105, 77
500,000.00

41,612.35€C

LAST YEAR

136.71
£5,012.0]
300,000, 00
36081

18,20&.006
1,58G.48
3,614,75

35,031.70

16,136.82

i



(conlimied?
PROPERTY, PLANT AN BCLIIPMENT

VEHICLES 065,042, 21 087,342, 2]
LESS AOCUMULATED DEPRECIATION 685,104,335 560,468.01

217,98%.60
282,957.92

COMMUNTCATTON EQUTPMENT
LESS ACQUMUIATED DEPRECIATION

R FIXED ASSETS
S ACCUMULATED DEPRECIATION

TOTAL PROPERTY, PLANT & ECUIPMENT

OTHER A33ETS
LAND

10,334, 21 10,836, 23
LOANS RECEIVAELE 164,207,377 242,272,572
UTILITY DEPOSIT 2.100.00 2. 1400.00
INVESTMENT - MRHC/FLEET 67,285.00 67,288.00
GOODRILL 28,421.00 28, 431.00
LESS AMORTIZATION 28,431.00 28,431.00

TOTAL OTHER ASSETS 141,021.60 422,B96.76G

2,522,916.50 2,477,206, 50

E=proc===ce® wEEmS==c=c=an

TOTAL ASSETS



{nontinued:

CURRENT LIABILITIES
NOTES PAYABLE - CURRENT
MORTGAGE. - CURRENT PORTION
MOTOAINTS PAYABLE
URION DUES PATABLE
EMPLOYEE 201F PAYABLE
¥AGES PAYABLE
TAXES PAVARIE:
FIC. AND FEDSRAL |NCOME
. STATE INCOXE
Locat.
PA UNEMPLOYWENT COMPENSATION
OPT

TOTAL TAXES PAYABLE
OTHER PAYROLL DEDUCTIONS

TOTAL CURRENT LIABILITIES
LONG-TERM DEET
NOTES PATABLE
MORTGAGE PAYABLE
TOTAL 1ONG-TERM DEET

DEFERRED} CHARGES TO iNOOME
DEFERRFD SUBSCRIPTIONS

TOTAL DEFERRED CHARGES TC INCOME

TOTAL LIABILITIES & DEFERRED CHARGES TO INOE

RETLINED EARKINGS - BEGINNING
URAPPROPRIATED
NET INOOME/LOSS TO DATE

RETAINED FARNINGS - ENDING

TOTAL LIABILITIES AND EQUITY

Til: YEAR

LIABILITIES

155,921.03
174,438.64

EXITY

157,961.30-

2,522,916.50

LAST YEAR

L 8 L

Ta v Doy
[= IR EUN N L IR ]
o
L.

2,B826,060.2¢



REVENUE
SERVICE PEVENUE:
DIRFCT BILLINGE
DONZTIONS

TOTAL SERVICE REVEMUE

.\,LTBSCRIPTION FEES
REBATE - SUBSCRIPTION FEES
RENTAI TNOOME
INTEREST INCOME
SALES OF BOQUTPMENT
CTHER

TOTAL REVENLE

BILLING LOSSES
LOSSES - DIRECT BILLINGS
REBATES - DIRECT BILLINGS

TOTAL DILLING LOSSES

NET REVENUE

COST OF OPERATIONS
ADVERT1SING
ADVERTISING - YELLOW PAGES
WOVERTISING - MEMBERSHIPS

FORTIZATION

BANK CHARGES
COLLECTION FEES
DEPRFCIATION
DIRECTOR FEES
DUES & SUBSCRIPTIONS
EDUCATION & SEMINARS

CENERAD REPAIRS & MATNTERARCE
COMPUTER REPAIRS & MAINTENANCE

INSURANCE
INTEREST EXPENSE
LAUNDRY

MEDTC RESOAT
STATFERITS OF 1INCOME
12 MONTHS ENDELX SEPTFMBER 30,

1ea?

CURR MON.
THIS YEAR

1,601,2¢
19,245.76
2,064, 64

33e.97

500.00
6,020,335
1,786.55
7.,060.92
4,514,67

85.48

SAME MCEL,
LiST YEAR

1,058.31

14,023.17

16227
3311
2.TEIL96G
20,118.0€
1,825.60

665.51
1,061.37
1,995 35
1,147.96-
5,074,990

6. a0

7,116,174.87

413,965, 46
382,56
10,928,404
i6,675.10
44,100.00
11,107.2¢

Y.T.D.
TAST TEAR

515.00

151,348.50
232.90-
10,928. 04
30, 746,62
£,843.92-
30,552.30

2,997,71€6.02
11,£22.08

89,592, 16

1,216.00
16237
9€2.24

26,622.14
232,547, 42
19,628,172
3,469.38
14,51€.7¢
40,942,732
18,631, 7¢
111,836.65
28,211.04
508,94



(continued:
LEAGTNG - OFFICE BQLIIPMRENT
MISTELLANEOLS
PENALTIES
PETTY 1SH
POSTAGE
POSTAGE - MEMBRERSHIP
PRINTING
PRINTING - MEMBERSHIP
PROFESSICUHAD SVCS, - ATTORMEY
PROFESSIONAL SERVICES - ACCIG.
PROFEEETONAL SVCS. - COMPUTER
PROFESSIONAL SERVICES - OTHER
PROFESSIONAL SVCS. -BUS. DEVLP.
RADIC EQJIPMENT
RADIC REPAIRS
RENT EXPENSE
SUPPLIES - MEDICAL
SUPPLIES - OFFICE
TAXES - PROPERTY
TELEPHDVE
TRAYEL
TRAVEL - MILEAGE
UTILITIES
VEHICLE EXPENSE:
FUEL AND OQiL
OTHER
RFPAIRS & MATNTENANCE
TIRES

TCTAL VEHICLE EXPENSE

EMPLOTEE COSTS:
TAGES
EMPLOYEE BENEFITS - CLOTHING
EMPLCYEE BENEFITS - HEAMTH
EMPLCYEE BENEFITS - CEIXICTIBLE
BEMPLOYER PATD MEDICAL
401K EMPLOYER PAID QONTRIBUTION
PARMMEDIC TUTION REIMB.

INSURANCE - WORKMEN'S COMP
TARES - OTHER
TAXES - PAYTOLL
TOIAL COST OF BEMPLOYEES
TOTAL COST OF OPERATIONS

NET TNCCME ‘1085¢-)

132,306.08
4,125.1¢
20,043.24
1,412.08
4,070.00
2,004, 58
.00
9,100, 00

12,530.13-

R S 16
LIET YEAR

9,191.78
27e.00
252,00
1,722.00
20,956, 82
409,51
0.00
3,065.94

3,012.83

AV i ]
St Ue

327,13

169,807 9¢

oAt ErEaRERE

VLT
THIS YFAR

1,31¢.50
65,800, 07
0,00

¥,

S A

s
17,451.79
ST, ALG,
12,523.4¢

30,020 06

20,407, 60

24,671 80

12,6671.00
oL, 674,35

10,547, 46

16,774,158

4,018, 40

16,385.52
126¢,465.03

19,565,272

13,870.93

37,096.98

12,126.01

117,54

16,691.55

90,022.87

£,075,67
116,630, 58
11,862.00

1,185,012.13
33,325.42
156,775.91
16,645.34
16,247.50
1¢,518.86
700,00
©1,852.00
788.63
148,872, 41

157,961, 30-

T.T.D
LAST YEAR

1,280,818.75
19,826.84
184,325.34
14,475.98
2,236.00
23,431.72
0.00
25,742.00

349,752, 76



Re:

APPLICATION OF MEDIC RESCUE
Docket No. A-Q0114249

STATEMENT OF %ﬁ@gez gézma)/a// )

Name and residence address: £/ J2)
4.05‘ e, /S PO

Nafgie of employer and/or occupation and business address:
EF77REC

Do you require paratransit transportation service such as is
proposed by Medic Rescue? gp If vyes,
indicate the reasons you neéd this service by checking the
applicable items below:

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

b. Confined to wheelchair.

c. Need medical monitoring during transit.

d. Need use of medical appliances or eguipment during
transit.

e. Need service of or egscort during transit.

f. Need driver certified to provide CPR or First
Responder care level during transit.

g. State any other reason relating to a chronic or
acute physical or mental condition. _dAYEE

43%! ES

If you checked items ¢ and/or d above, state what type of
mon torlng appliance or equé? nt you require.

HEE  CHA R OXSE

State what origins in Beaver County from which service 1is

nee%E. (Please state origins by city or town.)
Condort o ey e

74

State the destinations teo which service ia needed? (Please
state city or town.) 56wz<1f(£-£&/f_ Heor Tw £




7. State the number of times (per week, month) that you will need
the service of Medic Rescue. B M o ~NTAHS
8. Describe public transport service now available comparable to

the proposed service, if any: _~Ne~N &

9. Describe type of vehicle you need to transport you, including
special features required: _(WEESL L HA1R VAN wiTH IIETS

10. State why you need transportation from Medic Rescue (ie. for
doctor visgit, social, shopping, family visit, other}.
Doeror.  \Spl;AC 5 HopPIV G-

11. State your knowledge of Medic Rescue {ie. do you use the

serxice currently for emergencies). ALO
RoviDED oo hH YA~ SELVCE ,

12. State any other factor that is important to you.
L VAN WAS Nor AVHie 285 —f Wore
NEELEDE ;> A AmBucBVeE,

The undersigned deposes and says that (s)he is authorized to
make this verification, that the facts set forth herein 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.

ol it MW

(Signature)

e eisr— 72 Zpow e p

{Print Name)




Re:

APPLICATION OF MEDIC RESCUE
Docket No. A-00114249

STATEMENT OF _ DENISE Y, HOSEY

Name and residence address: fﬁXUWVDQJ L4 a‘kaQLLl

A30 Micdland Ave. M:cl\and Lo \SDSY
Name ii employer and/or occupation and bu51ness address:
MY,

Do you require paratransit transportation service such as is
proposed by Medic Rescue? NS If vyes,

indicate the reasons you need this service by checking the
applicable items below:

Cannot walk or board or disembark vehicle without
assistance.

b. Confined to wheelchair.

c. Need medical monitoring during transit.

d. Nead use of medical appliances or equipment during
transit. _

e. Need service of or escort during transit.

f. Need driver certified to provide CPR or First

Responder care level during transit.
g. State any other reason relating to a chroniq or
acute physical or mental-condition.

o =
Lf?l‘ﬂ'ﬁ_(‘(i Mo \lhet INas n hoade ol

If you checked items ¢ and/or d above, state what type of
monitoring, appliance oxr equipment you require.

State what origins in Beaver County from which service 1is
needed. KiJ sta e origins by ity or town.)

State_the destinations4&_ which service is needed? Please /
stagt, y or tT/\n ‘FO\ aw-u\ (lesr sy a o S,{)”(svr
|




10.

11.

12.

State the number of times (per,week, month) that you will need
the service of Medic Rescue.ﬂ nd 00 Ao n i

Describe public transport service now availlable comparable to :
the proposed service, if any: AID _ O NWC . \LVOLkﬁYﬂj<1£bov\kﬂ‘
Middaon . Dhaue's A Aed Ao Shude sea ko
e o1l ke naSS2Me8 et b QP acbme TG
n Sy Roawtn Lo aXe o, - )

Describe type of vehicle you need to trangport you, including
special features requjired: 19 L Nga o8
Wheo o dheein Ly k :

State why you need transportation from Medic Rescue (ie.
doctor visit, social, shopping, family visit, other}.
Q- M-l ovem ot m\_,\u W80 (A= w1 pag @iOQ}ZW

sty i PifeEloone o VILSE en Y J e da e
won XA e ~r seeeo ' e alle. <y Urgoe ‘l-

'b'i'ﬂ "bf\_/mulb_l& \g/(/L"@JQA—J—? ) e (‘U <:(‘§l(’\ LA r \‘uS(‘f‘S
State your knowledge of Medic Rescue (ie. do you use the
service currently for emergencies). ' Al fYLxC£LO Py SCLo
WerAuae, SNShoae o N ot g AVEERA oce N ek

Lol Co ol ywe < Prdes Lo SN e

State any other factor that is important, to you. :Irgsnﬂlﬂcj
\\\LQ_; ‘"\"D I AV XE D] \L‘e'\(k% uf‘{a Q _ i\ikic}\!(“ L_ Q.00 2

Vokaa n o Lo So e Qd  iwrsl  Oieuteld
e a npatt efieas Ty Whisaaceres eSS 0 (0
A 24 NAn Mu\ Aochm's agnk,

The undersigned deposes and says that (s)he is authorized to

make this verification, that the facts sget forth herein are true
and correct to the best of his/her knowledge, information and
balief. 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.

RLCTANETY. C/ /(/rmw

{Signature)

T(\\QJ\\SQ L’( HDS,Q \,l

Prlnt Name)




Re:

APPLICATION OF MEDIC RESCUE
Docket No. A-00114249

STATEMENT OF Q&\\\-&\’& U\O\\b

N .
Name and residence address: PR OE).\( SJr\’ ee
\%& N N

Name of employer and/or occupation and business address:

\3\3(1\“@Ck

Do you require paratransit transportation service such as is
proposed by Medic Rescue? Wes If vyes,
indicate the reasons you need ‘Phis service by checking the
applicable items below:

Cannot walk or boafd or disembark vehicle without

a.
assistance. _ VM

b. Confined to wheelchair. \///

c. Need medical monitoring during transit.

d. Need uge of medical appliances or equipment during
transit.

e. Need service of or escort during transit.

f Need driver certified to provide CPR or First

Responder care level during transit.

g. State any other reason relating to a chronic or
acute physical or mental condition. Sei2.awe
NiSecdee—

If you checked items ¢ and/or d above, state what type of
monitcoring, appliance or equipment you require.

State what origins in Beaver County from which service 1is

needed. {Please state origins by city or town.)

Nadew,
State the destinations to which service is needed?, (Please
state city or town.) f&@kd\(kﬂflt} Veauver ™Med

£ wkp -




7. State the number of times (per week, month) that you will need
the service of Medic Rescue. S R N AL A
8. Describe public transport service now available comparable to

the proposed service, if any: ’W}Qﬂ\ — \FL ante

9. Describe type of vehicle you need to transport you,

including
special features required: Yo dou \nnge / /0 O

10. State why vou need transportation from Medic Rescue (ie. for
doctor visit, social, shopping, family visit, other).
Nocgd ot v /PR DS NS
D coAeas VISIAS
Qx\;\m"m\\i\U\
=)

11. State your knowledge of Medic Rescue (ie. do you use the
service currently for emergencies). (\J5~ wow WDON"
|

~

12. State any other fact that 15 important to you.
SOweR € VRO A o\n\m\:\o\ e

The undersigned deposes and says that (s)he is authorized tc
make this wverification, that the factg set forth herein 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.

\\me’uﬁ " U\ﬂ\"\@

(Signature)

Rawtta Ve

(Print Name) .




Re:

APPLICATION OF MEDIC RESCUE
Docket No. A-00114249%

STATEMENT OF ]—&Mﬂ— Q‘QSS - \jwﬁ\\o \\{\13( Q@G\(Oﬁﬂ\j{\\f

ey, by mm me\\g (g, Coker

Name and re denc res
a5 Gexr(m e@mﬁ _L ma/( SVIAL

Name of employer and/or occupation and bu51ness address:

UL B

Do you redquire paratransit transportation service such as is
proposed by Medic Rescue? Py If yes,
indicate the reasons you need thid service by checking the
applicable items below:

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

b. Confined to wheelchair. L

c. Need medical monitoring during transit. [

d. Need use of medical appliances or equipment during
transit.

e. Need service of or escort during transit. L
f. Need driver certified to provide CPR or First
Responder care level during transit. e
g. State any other reason relating to a chronic or

acute physical or mental condition.

If you checked items ¢ and/or d above, state what type of
monitoring, applian equipment,. you requlre
m ?Nw t\ "( vGé'N

State what origins in Beaver County from which service is

needed. (Please stateDFrlglns by city or town.)

State the destinations to which service is ngeded? Please

state city or town.] Caowk ‘ lp ;
Al Atey £ | )




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

8. Describe public transport service now avallable comparable to
the proposed serxrvice, if any:

9. Describe type of vehicle you need to transpoyt,yop, including
special features required: \QCAJMA_\JJ (Air

10. State why you need transportation from Medic Rescue (ie. for
docter visit, social, shopping, family visit, other).

L A o
Al (# &‘lrmc a/'km uﬁd\dw;p , ‘N\w@iv

%

11. State your knowledge of Medic Rescue {(ie. do : g the
service currently for emergenﬁjes). -
A vdn s §¥N )

12. State any other factor that is important to you.

A N . | \e L \
YoM N R A]jg\ms I ST WY
s _fac weedt S /LM[ {/}\

The undersigned deposes and says that (s)he is authorized to
make this wverification, that the facts set forth herein 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 _?fia{j?)

(Signature) 67
Jane Kass
)

(Print Name



Re:

APPLICATION OF MEDIC RESCUE
Docket No. A-00114249

STATEMENT OF FKWW, CQ_ QW

Name and residence address: /1 le }M”/ /? Ve .

L\ (o 1 & 1) ’ﬁc/&l:a/ | DL gl 12715087

Name of employer and/or occupation and business address:

JeT R

Do you require paratransit trangportation service such as is
proposed by Medic Rescue? = S If yes,
indicate the reasons you need this service by checking the
applicable items below:

a. Cannot walk or becard or disembark vehicle without
assistance.

b. Confined to wheelchair. i;///

C. Need medical monitoring during transit.

d. Need use of medical appliances or eqguipment during

transit.
Need service of or escort during transit. Vel
Need driver certified to provide CPR or First
Responder care level during transit.
g- State any other reason relating to a chronic or
acute physical or mental condition.

Hh (D

If you checked items ¢ and/or d above, state what type of
monitoring, appliance or equipment you require.

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

CHTn VI L LE

State the destinations to which service is needed? (Please

state city or town.)GL
n(p P Cu A/
[ |




7. State the number of times (per week, month) that you wi{imgiiicia{

the service of Medic Rescue. [ 4 AL R A

8. Describe public transport service now available comparable to
the proposed service, if any: NG ns =

9. Describe type of vehicle you need to transport you, including

special features required:

cheel Chn | VAR fet =T

10. State why you need transportation from Medic Rescue (ie. for
doctor visit, socilal, shopping, family visit, other).

SHhopPPipl> — DocToR VUV i(SiT.8S

11. State your knowledge of Medic Rescue (1e do you use the
service currently for emergencies). \l = 3

12. State any other factor that is important to you.
[ PoRT AT __J0 ME  [JECAUS E
T AV THOp Is

The undersigned deposes and says that (s)he is authorized to
make this verification, that the facts set forth herein 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.

W& a. 407%

(Signature)

fvei/le . Jowhs

(Print Name)




Re:

APPLICATION OF MEDIC RESCUE
Docket No. A-00114249

STATEMENT OF f\‘7/1&_6’ L/ K//W

ame and ,res nce address LAéZZQﬁL%‘
o LR B {fw/ A P et

aﬁ%&;ﬁ emp yer and/or occupation and business address:

Do you require paratransit tﬁ\yﬁgéifation service such as is
proposed by Medic Rescue? If yes,
indicate the reasons you need this service by checking the
applicable items below:

Cannot walk or board or disembark vehicle without
assistance.

Confined to wheelchair.
Need medical monitoring during transit.

Need use of medical appliances or egquipment during
transit.

Need service of or escort during transit.

Need driver certified to provide CPR or First
Responder care level during transit.
State any other reason relating to a chronic or
acute physical or mental condition.

@ @) 99:@@

If you checked items c and/or 4d above, state what type of

monitoring, zppliance OE equﬂgment you 25 uire.

State what origins in Beaver County from which service is

needed. Plif e stiﬁiﬁjizglzz ¥ c1ty or town.]
O PPA

State the destlnatlons£§o whl h service i1s needed? (Please
state city or town giLH /%Li




7. State the number of timesg (per week%lmonth) that you will need
the service of Medic Rescue.

8. Describe public transport service nﬁy 3yailable comparable to
the proposed service, if any: OME

9. Describe type of vehicle you nged to nsport you, including
special features required: 53 %fi&fﬂ LJ&?Ly

10. State why you need transportation from Medic Rescue (ie. for
doctor visit, social, shopping, family visit, other).

11. State your knowledge of Medic Rescue ,{ie. do you us
service currently for emergencies). 9/

12. State any other factor that is important to you.

The undersigned deposes and says that {s)he is authorized to
make this wverification, that the facts set forth herein 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 authorities.

,&;‘-{; %M’W

(Signature)

S VE %JM/,@/

(Print Name!}




Re:

APPLICATION OF MEDIC RESCUE
Docket No. A-00114249

TATEMENT O \jl/(/vtbb-f &kf/d/ &/(/L @/‘(ZZ‘K/
Name gr%e:%igencepj dress g (s %ﬂdz fé{—— /6/50 §Es

Name of employer and/or occupation and business address:
I

t{: 4 Pt B /
?éﬂﬂﬂlﬂﬂ K224

Do you require paratransit tran portatlon service such as is
proposed by Medic Rescue? S If yes,
indicate the reasons you need this service by checking the
applicable items below:

a. Cannot walk or board or disembark wvehicle without
assistance.

b. Confined to whkelchair. \/65 _

c. Need medical monitoring dufing transit. zéfs

d. Need use of medical appliances or equipmefit during
transit. Y€$5

e. Need servide of or escort during transit. ¥¢5$

f. Need driver certified to provide CPR, Or First
Responder care level during transit. €5

g. State any other reason relating to a/chronic or

acute physical or mental condition.

If you checked items ¢ and/or d above, state what type of
monitoring, appliance or eguipment you reguire.

UXJGEN
/d .
State what origins 1in Beaver County from which service is
needed. [Please state corigins by city or town.)

N 4 2PN | /1.,.
DL{{.(W S
v

State the destinations to which service is needed? (Please
state city or town )

}MW




10.

11.

12.

State the number of times (per weib month) that you will need
the service of Medic Rescue. ’hté’l

Describe public transport service now avallable comparable to
the proposed serv7ce, if any:

INUIV &

Describe type of vehicle you need to transport you, including
special features required:
1 1

Jyad
TWN/iE T HN
/

State why you need transportation from Medic Rescue (ie. for
doctor visit, social, shopping, family visit, other).

™~ /P
20 ¢ Tok \'/ 1518

State your knowledge of Medic Rescue (ie. do you use the
service currently for emergenc1es).
L ¢ . 0

= AL JEUIENE DOTU L MU/“U""\/

/
State any other factor that is 1ﬁéortant Lo you.

The undersigned deposes and says that (s)he is authorized to

make this verification, that the facts set forth herein 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. Section 4904
relating to unsworn falsification to authorltle

Haret J«mwmﬁ

(Slgnature

AN CY S/mmms

(Print N me)




Re:

APPLICATION OF MEDIC RESCUE
Docket No. A-00114249

STATEMENT OF éﬂ’m GENE Ol T ERLS
Name and residence address: 317’3-' WA NE STreerl
a@ﬂ.ébfu /5/‘3.

1500 5

Name of employer and/or occupation and business address:

No N €

Do you require paratransit transportation service such as is
proposed by Medic Rescue? SES If vyes,

indicate the reasons you need this service by checking the
applicable items below:

a. Cannot walk or qu;d/or disembark wvehicle without
assistance.

b. Confined to wheelchair. il

c. Need medical moniteoring during transit.

d. Need use of medical appliances or equipment during
transit.

e. Need service of or escort during transit. £~

£. Need driver certified to provide CPR or First
Responder care level during transit. e

g. State any other reason relating to a chronic or

acute physical or mental condition.
M Able T cdol kS

If you checked items c and/or d above, state what type of
monitoring, appliance or equipment you require.

State what origins in Beaver County from which service is

needed. (Please state origins by city or town.)
Adpye v
State the destinations to which service is needed? (Please

state city or town.) BRmpridge Q\U\LJ%’€¥




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

8. Describe public transport service now available comparable to
the proposed service, if any: Nown @
9. Describe type of vehicle you need to transport you, including

special features required:
4 wiheel Chair — (AN

10. State why vyou need transportation firxom Medic Regcue (ie. for
doctor visit, social, shopping, family visit, other).

Oroable  To Trawspor+ 1w CAL.

11. State your knowledge of Medic Rescue (ie. do you use the
service currently for gmergencies). e
QMGF%FML% fhmduofr'

12. State any other factor that is important to you.

oD The  AJAILph, 7 v 071 7This
Toans oL Uehic Led.

The undersigned deposes and says that (s)he is authorized to
make this wverification, that the facts set forth herein 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.

(Signdture)

Toee. Poa

(Bfint Name)




Re:

APPLICATION OF MEDIC RESCUE
Docket No. BA-00114249

STATEMENT OF BERTHA HUUD

Name and residence address: [2lRThA /‘[U /JC/
2007 FZRCC;E DRwWE Al ;é:;m}[o‘or-,) A /St

7

Name of employer and/or occupation and business address:

A ETIREA

Do you require paratransit transportation service such as is
proposed by Medic Rescue? If ves,
indicate the reasons you need this service by checking the
applicable items below:

Cannot walk or board or disembark vehicle without
assistance.

Confined to wheelchair.

Need medical monitoring during transit.

Need use of medical appliances or egquipment during
transit.

Need service of or escort during transit.

Need driver certified to provide CPR or First
Respondexr care level during transit.

State any other reason relating to a ,chronic or
acyte physical or mental condition. ° €
tTh imne Left bee s LefrT %F?m

If you checked items ¢ and/or d above, state what type of
monitoring, appliance or equipment you require.

W H (D QQ@@

State what origins in Beaver County from which service is
needed. (Please state origins by city or town.)
Hopew et {. T
7 ’ [ 4

State the destinations to which service is needed? lease

{
state city or town.) TleeToRkS O0ffice /77 / g(ppu_/e.l_é_

R o _L——[ac,:;,{)_/‘f’fq-/ f/ﬂJL}ﬁff’;lb’ﬁﬁ




7. State the number of times (per wegk, month) that you will need
the service of Medic Rescue. T €e.S A 1o pg T

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

. Describe type of vehicle you need to transport you, including

special features required: W HEEL hHIK

1p. State why you need transportation from Medic Rescue (ie. for
doctor visit, social,, shopping, family visit, other).
’2:>m‘:7ﬂplt \}Lc;f‘T’

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

12. State any other factor that is important to you.

The undersigned depcses and says that (s)he is authorized to
make this verification, that the facts set forth herein 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.

(Slgnature)

\gr RTh#A /’/__J {}J

{Print Name)




Re:

APPLICATION OF MEDIC RESCUE
Docket No. A-00114249

STATEMENT OF / / //4/ . 7/ //%

Name and res:Ldence address: /4_‘/6 g/)/ﬂ//&u -~ M th‘L

et o tL3A L /WL)
/ 4

%iﬂ%)Of e;plo r and/or occupation and business address:

Do you require paratransit transportafion service such as is
proposed by Medic Rescue? =) If ves,
indicate the reasons you need this/service by checking the
applicable items below:

[ a- Cannot walk or board or disembark wvehicle without

assistance.

b. Confined to wheelchair.

c. Need medical monitoring during transit.

d. Need use of medical appliances or eguipment during
transit.

e. Need service of or escort during transit.

f. Need driver certified to provide CPR or First
Responder care level during transit.

g. State any other reason relating to a chronic or

PP S e e
b

dotiea Mﬂ/

If you checked items ¢ and/or 4 above, state what type of
monitoring, appliance or equipment you require. g~

State what origins in Beaver County from which service is
needed. (Please state origins by city tow

wurf 4%{'4hw //L

State the destinations fo whi j? servige 1is needed? (Please
state city or town.) %; } V% . giacgﬁg

J-'_"_"

— g/ . i .
c’?{&ﬂ/%_ﬁ‘{ /Un z E—-r/;

L g




7. State the number of times (per week, month) that-you will need
the service of Medic Rescue. ey Ao A
8. Describe public transport service now available comparable to

the proposed service, if any: ‘%2 eozzy

9. Describe type of vehicle you n /2? sport you, including
special features required: 2. TVlay

10. State why you need transportation from Medic Rescue (ie. foxr
doctor visit, social, shopping, family visit, other).

e T, 4 e dis] Code

11. State your knowledge of Medic Rescu%yﬁ_ o you Lif?:iﬁ?

sezv1ce currently for emexgencies) c:gri/¢14:
£

12. State any other factor that is important to you.

The undersigned depcses and says that ({s)he is authorized toc
make this wverification, that the facts set forth herein 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.

%ZMM/ /F Lo il s

gnature

CHARLES NAOGESIRY

(Print Name)




Re:

APPLICATION OF MEDIC RESCUE
Docket No. A-00114245

STATEMENT OF Trcca (e iFEre

Name and residence address: MNew §h€#‘icio( Y1 dn oo
1916 matn S+ Algeippa A 1S/

Name of employer and/or occupation and business address:
Pecsonal (d2e  Hope. .
12 16 MR 5+

Blig iy pa- o  (S500/

Do you require paratransit transportation service such as is
proposed by Medic Rescue? YAr S If ves,
indicate the reasons you need this service by checking the
applicable items below:

Cannot walk or board or disembark vehicle without

a.
assistance.

b. Confined to wheelchair. v

c. Need medical monitoring during transit. e

d. Need use of medical appliances or equipment during
transit. "

e. Need service of or escort during transit. e

£. Need driver certified to provide CPR or First
Responder care level during transit. -

g. State any other reason relating to a c¢hronic or

acute physical or mental condition. pDflyel 6~
Cant altll o~ move W/ J%{ them 5o tb

If you checked items ¢ and/or d above, state what type of
monitoring, appliance or eguipment you regquire. Cquﬁtva_

State what origins in Beaver County from which service is
needed. {Please state origins by city or town.) Aligol 006

State the destinations to which service is needed? (Please
state city or town.) Deaver (o




7. State the number of times (per week, Z?n;h) that you will need
the service of Medic Rescue. N e

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

9. Describe type of vehicle you need to transport you, including
special features required: WiC kY Ve, Chale

10. State why you need transportation from Medic Rescue (ie. for
doctor visit, social, shopping, family visit, other).
Do der Uisit troeg Dok te Hes pltaf

11l. State your knowledge of Medic Rescue (ie. do you,K use the
service currently for emergencies). Lr€:5 kf}ﬂf%J

12. State any other factor that is important to you.
\{" O Cf('/{. lé < A‘el‘-"wf 51 ﬁ{

The undersigned deposes and says that (s)he is authorized to
make this verification, that the facts set forth herein are true
and correct toc 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.

e
(Signature)

Qu/r el Q/(t’; 717/?_0}(/

(Print Name)




Re:

APPLICATION OF MEDIC RESCUE
Docket No. A-00114249

STATEMENT OF PQ(J/)ESWL@( J/YJCU’)OV

Name and residence address: \JILL / 1L ek ﬂ})ﬂ] A/ﬂc‘(’/ﬂ,@
(77 Yipcm4 ﬁv’c/ KocHesyeR_PA 1507y)

Name employer and/or occupation and business address:
Qe PEER RS ,

1 Vironicl., Fue
KoChester, PATS07Y

Do you require paratransit transportation service such as is
proposed by Medic Rescue? Ues If yes,

indicate the reasons you need this service by checking the
applicable items below:

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

b. Confined to wheelchair. e

c. Need medical monitoring during transit. L

d. Need use of medical appliances or eguipment during
transit.

e. Need service of or escort during transit. i

£ Need driver certified to provide CPR or First
Responder care level during transit. v

g. State any other reason relating to a chronic or

acute physical or mental condition.

If you checked items ¢ and/or d above, state what type of

monitorin , appllance or equlpment you require.

OXyd ,UUGU ,,pi (QNES, e oS,
r@’q{@ A pn()CCLUbPlOOS_

State what origins in Beaver County from which service is

needed. (Please state origins by city or town )
'jlin%mﬁiitcaﬁ %%(?’:’%Eﬁ%eﬁ HHO%C—@ Q%];f lfey
LOoCal VOr Ofaces Hwnad N CAINTY
State the destinations_.to whigh service is needed? (Please
state gity or town )y (0 O W@&m&:{iﬁn—
?, IS = Ol XYY AAIS SRS Ve,

U CUDD fCH’)DD)F ry IStany  Aepvel (1000TY




7. State the number of times (per week, month) thaE}you will need
the service of Medic Rescue. = is XS QG uuee,

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

9. Describe type of vehicle you nee to transport y includi
special features required: AJL ’CP\CliV-SjE?

10. State why you need transportation from Medic Rescue (ie. for
doctor.. visit, social, shopping, ,family visit, other).
£ Cnadle: 0 ke Frem, (due 1o
D0 sCheutle , NAh L4y +00 6+
o) 1M v QU OF (@ ) ! f
Noer?_Vis /73

11. State your knowledge of Medic Rescue (ie. you .use Che
servicg urrent%y for %$ergenc1es) )65 L4C5
e n(io
12. State any other factor that is important to you.

The undersigned deposes and says that (s)lhe is authorized to
make this verification, that the facts set forth herein 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.

fm Mkdon

Slg ature)

Jul (Yhller

(Prlnt Name)




Re:

5.

6.

APPLICATION OF MEDIC RESCUE
Docket No. A-00114249

STATEMENT OF ‘RU‘FLLMM lane. oF Dlesupra

Name and residence address: $T>lOJW0‘ CM}”AijﬁL rﬁZA)
S [Ce,,fwul)q Blop. e P4 1 Nvoy

me, of 1oyer and/or occupation and business address:
i) Jer Frmil (o Dyt ot arimn, - .

Do you require paratransit transportation service such as is
proposed by Medic Rescue? N If vyes,
indicate the reasons you need thi# service by checking the
applicable items below:

a. Cannot walk or board or disembark vehicle without
assistance. V/;- -

b. Confined to wheelchair.

c. Need medical monitoring during transit. D//

d. Need use of q/glcal appliances or equipment during
transit. L///

e. Need service of or escort during transit.

£. Need driver certified to provide CPR or First
Responder care level during transit. L///

g. State any other reason relating to a chronic or

acute physical or mental condition.

If you checked items ¢ and/or d above, state what type of

monitoring, appliance or equipment you require. CD*{}%%ﬁAJ

State what origins in Beaver County from which service 1is

neeﬁfd. (Please state origins by city or town.)
W PPA -
State the destinations_to which service is needed? (Please

state city or town.) Reaver QdLuqu : LiQUipPA




the service of Medic Rescue. IS ks ImpanTH .

7. State the number of times (per week, month thaa you will ? e?/b{f]f
/ N} FENTS

8. Describe public transport service ﬁix avallable comparable to
the proposed service, if any:

9. Describe type of vehicle you negd to transport you, ,including
special features required: F ¢ Chewr Udlﬁ (4T .

10. State why you need transportation from Medic Rescue (ie. for
octor visit, social, shopping, family visit, other).

e VisiT%

11. State your knowledge of Medic Rescue (ie. do you use the
sexrvice currently for emergencies). (/%

12. State any other factor that is important Lo you.
TS mPORTANT  TD +HAJE  Dro pdSStonal. +
Zrowlededbl Steft e 2L Naspoir O pudl
TReEUIDLMS - i D

The undersigned deposes and says that (s)he is authorized to
make this verification, that the facts set forth herein 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.

Sigrature)

Dann Obliveee R

(Print Name)




Re:

APPLICATION OF MEDIC RESCUE
Docket No. A-00114249

STATEMENT OF /ll}l@j R QLQSO"‘O—’L QA RE ],Q/%‘/ /T WU&M{, MNek

Name and residence address:/—\log ] WQM@QRCJ}
OV EL 0LES A TSUTO

Name of employer and/or occupation and business address:

Do you require paratransit tra ortation service such as is
proposed by Medic Rescue? F I1f yes,
indicate the reasons you need this service by checking the
applicable items below:

Cannot walk or board or disembark vehicle without
assistance.

Confined to wheelchair.

Need medical monitoring during transit.

Need use of medical appliances or equipment during
transit.

Need service of or escort during transit.

Need driver certified to provide CPR or First
Responder care level during transit.
State any other reason relating to a chronic or
acute physical or mental condition.

« B0 @9 ¢y

If you checked items ¢ and/or d above, state what typelof
monitoring, appliance or eguipment you require.

State what origins in Beaver County from which service 1is

needed. (PleaW%by ﬁgéﬁtgﬁdﬁl(‘ 1](! [LQ‘}II

State the destinations 1ch r ice 1 caded? (Please
state city or town.) /%ESQ_ Ci ijibfl

LSFMM FALLS ENVER,

AE u/ [IQI(JIL/ZQ




7. State the number of times (per wee th) cu w1ll need
the service of Medic Rescue. 5)XTf9UF4Ji— PATHIENTS

8. Describe public transport servicik?owkfvailable comparable to
the proposed service, if any: c

9. Describe type of vehicle you need transpo you, uding
special features required: ‘jitLﬁy ﬁ/ LL%?E

10. State why you need transportation from Medic Rescue (ie. for
doctox\§%81t soc1al:&fh pping, family visit, other).
\

11. State your knowledge of Medic Rescue (if; do you use the
service currently for emergencies).

12. State any other factor that is important to you.

The undersigned deposes and says that (s)he is authorized to
make this verification, that the facts set forth herein 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.S5. Section 4904
relating to unsworn falsification to authorities.

@MMM/

(Signature)

Koy Mo pivs 0 Y

(Print Name)




APPLICATION OF MEDIC RESCUE
Docket No. A-00114249

STATEMENT OF  Aewece Wille, Gexiatc:c  (Cwaren
!

Name and residence address: Lﬁﬁﬁq Meovie s Lnt [ Phasicinm S,
7 7
1-_-‘-2[‘!6 F/’:‘ [ }1 “;?,9 C{l.’r‘/r‘r ﬁc.‘-qvc‘,(_ p/) IJ' '-'f_e-r!?

Name of employer and/or occupation and business address:
S A S -

Dc you require paratransit transportation service such as is
proposed by Medic Rescue? YES If yes,
indicate the reasons you need this service by checking the
applicable items below:

Cannot walk or board or disembark wvehicle without

a.
assistance. el

b. Confined to wheelchair. L

C. Need medical monitoring during transit.

d. Need use of medical appliances or equipment during
trangit. _“Y

e. Need service of or escort during transit. «

f. Need driver certified to provide CPR or First
Responder care level duxing transit. w

g- State any other reason relating to a chronic or

acute physical or mental condition.

If you checked items c and/or d above, state what type of

monitoring, appliance or equipment you require.
O}(\.[qr s
s

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

State the destinations to which service 1sdpeeded° ;
state city or town.) SgLavex (o (J,?ﬂlff/? KUCHLTFK s/ ?)4/60’?“0//
ﬂn@;brdi -




7. State the number of times (per week, month) thatr ou will need
the service of Medic Rescue. \Sb;//v,»¢ﬁ A ArrewnTsS
8. Describe public transport service now available comparable to
the proposed service, if any: Ad AE
9. Describe type of vehicle you need to transport you, including
special features required: lolicelchhaie VAN - <pene) chare .
z 2

10. State why you need transportation from Medic Rescue (ie. for
doctor visit, social, shopping, family visit, other).

/o) A esala 772y ,/ W17 e /PG Saund
NoeTeR YIS s

11. State your knowledge of Medic Rescue (ie. do you use the
service currently for emergencies). gf?j

12. State any other factor that is important to you.

The undersigned deposes and says that (s)he is authorized to
make this verification, that the facts set forth herein 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.S8. Section 4904
relating to unsworn falsification to authorities.

(Signa%ﬁie)

~5ﬁ”y MooEE
(Print Name)




CONCLUSION

On the basis of the foregoing verified statements, applicant
submits that the evidence warrants the following conclusions:
(a) applicant is fit, willing and able to provide the service
proposed; and (b) there is a public need or demand for the proposed

service 1in the application area to the extent authority is

requested.

Respectfully submitted,

PILLAR » MULROY & FERBER, P.C.

By; ‘W\

JO A. PILLAR
A rney for
N PROFIT EMERGENCY
SERVICE OF BEAVER
COUNTY, INC., t/d/b/a
MEDIC RESCUE, Applicant

PILLAR AND MULROCY, P.C.
Suite 700

312 Boulevard of the Allies
Pittsburgh, PA 15222

Due Date: November 14, 1997



coM@NWEALTH OF PENNSYLVARRIA

PENNSYLVANIA PUBLIC UTILITY COMMISSION
P.0. BOX 3265, HARRISBURG, PA 17105-3265

REFER TOQ OUR FILE
November 19, 1997

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

In re: 5-0011424S - Application of Non Profit Emergency
Service of Beaver County, Inc., t/d/a/b Medic Rescue
Dear Sir:

We have received the verified statement(s) and/or other information
filed in connection with the above referenced application proceeding.

The record will be reviewed and a recommendation will be made for
Commission consideration at public meeting. You will be advised by the

Secretary as to the action taken by the Commission.

Very truly yours,

Tim Zeigler
Bureau of Transportation & Safety

DOCKETED

APPLICATION DOCKET

NOV 19 1997

ENTRY No. 14—
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