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Government of Ontario
The Emergency Health Regulatory and Accountability Branch (EHRAB) is authorized to collect personal information contained on this form by virtue of it being necessary for proper administration of a lawfully authorized activity, that is, to determine the applicant's eligibility to proceed with the Ministry of Health (MOH) Paramedic Labour Mobility Equivalency Process. Paramedic equivalency is authorized under Part III of Ontario Regulation 257/00 made under the Ambulance Act. For information concerning this process contact: Manager, Certification and Patient Care Standards, (EHRAB), MOH, 5700 Yonge Street, 6th Floor Toronto ON  M2M 4K5 Telephone: 416-327-7900.
• It is the candidate's responsibility to read and comply with the accompanying Information and Application Package document regarding Paramedic Labour Mobility Equivalency.
• Please print clearly and in ink. Fields marked with an asterisk (*) are mandatory.
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Applicant Information
Address
Licensure/Registration Status
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Licensure/Registration Status
Level of Practice *
Requirements for Eligibility
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Requirements
Completed application and fee must be mailed to:
Ministry of HealthEmergency Health Regulatory and Accountability Branch
Certification and Patient Care Standards5700 Yonge Street, 6th FloorToronto ON  M2M 4K5
Signature
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Signature
A.          This is to certify that I have read the Information and Application Package document and agree to comply with the policies as described.
B.          This is to certify that the information on the form is true, correct and complete to the best of my knowledge.
C.          I hereby permit Emergency Health Regulatory and Accountability Branch, Ministry of Health and other paramedic regulators to exchange information pertaining to my application for paramedic equivalency. The information will be kept confidential and is for internal use only to determine eligibility for paramedic equivalency.
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Government of Ontario
The Emergency Health Regulatory and Accountability Branch (EHRAB) is authorized to collect personal information contained on this form by virtue of it being necessary for proper administration of a lawfully authorized activity, that is, to determine the applicant's eligibility to proceed with the Ministry of Health (MOH) Paramedic Labour Mobility Equivalency Process. Paramedic equivalency is authorized under Part III of Ontario Regulation 257/00 made under the Ambulance Act. For information concerning this process contact: Manager, Certification and Patient Care Standards, EHRAB, MOH, 5700 Yonge Street, 6th Floor Toronto ON  M2M 4K5 Telephone: 416-327-7900.
For the purposes of this form:
Registration is in reference to the status of an individual as Registered (or equivalent), such that he/she has successfully completed a Canadian paramedic Regulator’s entry to practice examination, and may be certified, subject to meeting the requirements of that regulatory authority.
Certification is in reference to the status of an individual as Certified (or equivalent), such that he/she holds a license, practice permit, or equivalent, issued by a Canadian paramedic Regulator that attests to the individual being authorized to practice.
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Section A – Applicant Section
This section of the form is to be completed by the Applicant. The information provided below should only pertain to the Level of Registration/Certification to be verified. This form must be completed by every jurisdiction in which the requestor is Registered or has been Registered.
Practice Level
Part B - Regulator Section
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Section B – Regulator Section
This section of the form is to be completed by the Regulator. Incomplete forms will be returned to the Applicant. The information provided below should pertain to the Level of Registration/Certification indicated by the Applicant above. This form must be completed by every jurisdiction in which the requestor is Registered or has been Registered.
Practice Level
Registration obtained by
Is this Applicant currently Certified (if certification is temporary or provisional, please provide details in Additional Comments)?
If No:
Was this Applicant a student in the previous year?
Has the Applicant’s Registration or Certification been denied, revoked, restricted, suspended, or under review at any time?
Completed forms are to be sent to: Ministry of Health, Certification and Patient Care Standards, 5700 Yonge Street, 6th Floor Toronto ON  M2M 4K5 or CertificationExams@ontario.ca
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