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2025 NOMINATION FORM 

EXEMPLARY PERFORMANCE AWARD 
 
 

Provider Type: 
☐Citizen (Good Samaritan)   ☐Ambulance/EMS Team (Air/Ground) 
☐Physician or Surgeon  ☐PSFA 
☐Hospital    ☐Paramedic 
☐Dispatcher    ☐EMT/AEMT 
☐Law Enforcement   ☐RN/MICN/CFRN 
☐Specialty Care (Stroke, STEMI, Trauma, MCI) 
 

Nomination Category/Criteria: 
☐Clinical Excellence Life/Saving ☐Education Excellence 
☐Technical Rescue   ☐Extraordinary Service 
☐Heroism    ☐Volunteerism 
☐Excellence in Leadership  ☐Incident Management 
☐Commitment to Community ☐Other:___________________________ 

 

I. Nominee(s) (Please provide address and agency name for each nominee, (use additional 
pages if needed): 

 
Name:  Position:                   

Address:   

Agency:      

Years of Service:  ___________ 

 

Name: ________ Position:   

Address:    

Agency:      

  Years of Service:  ___________ 
 
 
Name: ________ Position:   

Address:    

Agency:      

  Years of Service:  ___________ 
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II. Describe the situation or call which prompted the nomination. Why is the individual deserving of this 
award? Include actions, accomplishments, behaviors or incidents that demonstrate Exemplary Performance 
(use additional pages if needed, include copy of PCR form if applicable)* 

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________ 

 
*Attach: PCR, Dispatch Information, Letters of Support, Photos 
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III. Why should this performance be considered exceptional? What did the individual do that was 
exceptional?  How did it improve patient care or the outcome?  How did the performance impact the team, 
agency or community? 

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________ 

 
 
 

IV. Nominator Name: 
Name:  Position/Title:  ______ 
 
Agency:             Email:  _____ 
 
Address: _____________________________________   Phone: ________________________________ 
 
Relationship with the Nominee (Partner, Supervisor, Peer, etc.): ________________________________ 
 
 

PLEASE RETURN THIS FORM BY MARCH 31, 2026 
Nor-Cal EMS Inc. 930 Executive Way Suite 150 • Redding, CA 96002-0635  

Phone 530.229.3979 • Fax 530.229.3984 
or to: Mail@norcalems.org 


