First Responder Registration for Tiers of Trust Program
Requester Name (First Name/Last Name) ____________________________________________
Requester Title ____________________________________________

Requester Phone ______________________________

Requester Fax ________________________________

Requester Email _______________________________

Check One:       

Private Sector □          Public Sector  □             Other  □ If Other Explain: ________________________

Type of First Responder ________________________________________________________________
Organization Legal Name ____________________________________

Division / Location Name ____________________________________

Department / Unit Name ____________________________________

Physical Street Address ______________________________________

Street Address Line 2 ________________________________________

City/State/Zip ______________________________________________

Main Phone ____________________

Main Fax _______________________

Main Website ______________________________________________

How Many First Responders in Your Organization _______________

How Many First Responders are to be Credentialed ______________

Highest Ranking Official Name (First Name/Last Name) _______________________________________

Highest Ranking Official Phone _________________________________

Highest Ranking Official Email __________________________________

Related Stakeholder Official Name (First Name/Last Name) ____________________________________

Organization Legal Name _________________________________________

Formal Relationship to Requester Organization _____________________________________________

Related Stakeholder Official Phone _________________________________

Related Stakeholder Official Email __________________________________

Affirmation of Highest Ranking Official:

I hereby claim that I am authorized to sign this form on behalf of the above specified organization, as the highest ranking official in the organization for my geographic location.  I acknowledge that I am aware of the implications of operating a credentialing system for my organization, and all information submitted is complete to the best of my knowledge.
Signature __________________________________________  Date _____________________
Name _____________________________________________

Title ______________________________________________

Please type the requested information, print the form, have the highest ranking official sign it, and fax it to :  Tiers of Trust consortium  (303) 833-3677
