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Place an X in box next to the division of the department(s) you are interested in being a part of. 

 Fire/Rescue     Support                    SMART/Dive Team   

APPLICANT INFORMATION 

Last:                                      First:     Middle:      

Date of Birth:      SS #:      Email:      

Home Phone:                                     Work:                                     Cell:                                   

Address:        

City:       State:       Zip:       

TX D/L #:       Exp. Date:       Class:       

DD # from your D/L (Item #5 / up to 20 digits):       

EMPLOYMENT INFORMATION  

Current Employer:       

Employer Address:       

City:       State:       Zip:       

Supervisor’s Name:       Phone:       

Previous Employer:       

Employer Address:       

City:       State:       Zip:       

Supervisor’s Name:       Phone:       

Previous Employer:       

Employer Address:       

City:       State:       Zip:       

Supervisor’s Name:       Phone:       

EDUCATION AND TRAINING 

High School: From:       To:       Diploma?       

College: From:       To:       Diploma?       

Other: From:       To:       Diploma?       

Place an X in box next to any certifications you currently hold. 

Texas Commission on Fire Protection 

Structure Fire Protection    Basic  Intermediate  Advanced  Master  

Other        

State Firemen’s & Fire Marshals’ Association of Texas 

Firefighter Intro  Basic  Int  Adv  Master  

Other   

Do you have any fire experience? Yes:  No:  If yes, where and how long? 

      

HAYS COUNTY EMERGENCY SERVICES DISTRICT NO. 3  
Volunteer Membership Application 

3528 Hunter Road, San Marcos TX 78666 
512.754.7963 

Incomplete applications will not be accepted.  
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HAYS COUNTY EMERGENCY SERVICES DISTRICT NO. 3 
Volunteer Membership Application 

Texas Department of State Health Services 
National Registry of Emergency Medical Technicians 

ECA  EMT-B  EMT-I  EMT-P   

Do you have any EMS experience?  Yes:  No:  Where?       

      

REFERENCES 

Name Address Phone 

1.                   

2.                   

3.                   

Why do you want to become a member of the South Hays Fire Department? 

      

EMERGENCY CONTACT 

Name:       Relation:       Phone:       

Address:                                            City:                       State:        Zip:       

CRIMINAL HISTORY (Use Back for Additional) 

Have you ever been arrested? Yes:  No:   

List all offenses, other than traffic you have been charged with, regardless of conviction.   

Type of Criminal Offense       Class       Date       

City       County       Disposition       

      

Type of Criminal Offense       Class       Date       

City       County       Disposition       

      

Type of Criminal Offense       Class       Date       

City       County       Disposition       

      

DRIVING HISTORY (Use Back for Additional) 

List all traffic citations. 

Type of Citation       Date       

City       County       Disposition       

Type of Citation       Date       

City       County       Disposition       

Type of Citation       Date       

City       County       Disposition       

List all vehicle accidents you were the driver in, regardless of fault. 

Date       City       County       At Fault: Yes   No  

Date       City       County       At Fault: Yes   No  
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HAYS COUNTY EMERGENCY SERVICES DISTRICT NO. 3 
Volunteer Membership Application 

DRUG/ALCOHOL USE 

List all medication you are currently taking that are prescribed to you. 

      

List all other drugs and medications you are currently taking. 

      

Explain all current or history of illegal marijuana and/or drug use. 

      

Explain your daily, weekly and monthly alcohol use. 

      

 

Are you willing to take a drug and/or 
alcohol test? 

Yes:  No:  
You could also be subject to 
one anytime in the future. 

I authorize Hays County Emergency Services District No. 3 (ESD3), their Officers and 
representatives to obtain a criminal history, personal history, employment history and a 
driving history on me at any time.  I will immediately inform the department of any changes 
in my criminal, personal, employment or driving history. 

I understand the use of illegal drugs, controlled substances and/or alcohol is prohibited on 
or in all ESD3 grounds, vehicles, equipment and property.  I also understand that if 
performing duties under the influence of illegal drugs, controlled substances and/or 
alcohol, I will be subject to immediate termination. 

I will abide by all ESD3 policies including the SOG’s and Rules & Regulations.  I will strive 
to provide the best public safety services to our community by actively participating in 
community events and up-to-date fire and medical training.  I will hold above all else, the 
safety of fellow members and my community.  I will try to perform my duties to the best of 
my ability.  I understand that my activities outside of ESD3 directly reflect on the 
department and will act accordingly. 

I understand that any ESD3 property issued to me such as gear, uniforms or 
communication equipment must be returned at the time of my resignation or whenever it is 
requested by my supervisors.  Failure to do so will result in possible legal action and/or 
paying for the replacement of such property. 

I grant ESD3, its representatives and employees the right to take photos of me and my 
property in connection with any ESD3 program.  I authorize ESD3, its assigns and 
transferees to copyright, use and publish the same in print and/or electronically.  I agree 
that ESD3 may use such photos of me with or without my name and for any lawful 
purpose, including for example such purposes as publicity, illustration, advertising and 
Web content.  

NOTICE:  Omission or falsification of information on this government 

document is a felony. 

Signature of Applicant: Date:       
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HAYS COUNTY EMERGENCY SERVICES DISTRICT NO. 3 
Volunteer Membership Application 

 
 

Attach a copy of the front of your valid Texas Driver’s License. 

 

Drop off your completed application packet, in person, at: 

 

South Hays Fire Station 

3528 Hunter Road 

San Marcos TX  78666 

 

Monday thru Friday / 9am to 5pm 











 

Annual Medical Statement of Personnel 
NOTE: This form is designed to provide the individual in charge of all personnel a complete history of physical status as of the date indicated 
without the need for expensive physical examinations. It is recommended that the form be completed on an annual basis by all drivers of 
emergency vehicles as well as other employees. If any of the questions are answered “YES,” be sure the answer is fully explained. 
 

Questions: 

Name:   

Address:   

City & State:   Zip:   

Full Time Occupation:   

Name of Organization:   

Position/Title:   

Social Security No.   

What is your Valid State Operators Plate No.   
 

C10:009 (Rev. 4/03) 

1. Birth Date: Month:   Day:   Year:   

2. Eyesight: Yes No 
 a. Have you lost use of either eye?   R   L.........a.   
 b. Is peripheral (side) vision restricted?.............................................b.   
 c. Are you color blind? ......................................................................c.   
 d. Do you have, or have you ever had, cataracts? ............................d.   
 e. Are actual deficiencies corrected by glasses or contact lenses?...e.   
 f. Date of last eye examination: .........................................................f.   

3. Hearing: 
 a. Do you have difficulty hearing normal conversation level?............a.   
 b. Do you use a hearing aid? ............................................................b.   

4. Diabetes: 
 a. Have you ever been treated for diabetes? ....................................a.   
 b. Describe current medication and dosage, if any, and method of 
  administration under “remarks.” 
 c. Date of latest blood sugar test: .....................................................c.   

5. Heart: 
 a. Have you ever been treated for heart disease? ............................a.   
 b. Describe condition:........................................................................b.   
 c. Describe current medication and dosage, if any, under “remarks.” 
 d. Do you have a pacemaker? ..........................................................d.   
 e. Date of last treatment or check-up: ...............................................e.   

6. Epilepsy: 
 a. Have you ever been treated for epilepsy?.....................................a.   
 b. If “Yes,” when was your last seizure?............................................b.   
 c. Describe current medication and dosage, if any, under “remarks.” 

 
 

 
REMARKS:  If any question is answered, 
“YES,” give particulars below.  For 
medical histories, underline the item and 
identify by referring to question number 
and letter.  Give dates, symptoms, 
duration, treatment results, names and 
addresses of doctors, hospitals, etc.



  C10:009  (Rev. 4/03) 

Questions: 
7. Blood Pressure:  Yes No 
 a. Have you ever been treated for high blood pressure? ..................a.   
 b. If “Yes,” when were you treated? ..................................................b.   
 c. What was your last reading?.........................................................c.   
 d. Describe current medication and dosage, if any, under “remarks.” 

8. Limbs: 
 a. Have you lost an arm or leg? ........................................................a.   
 b. Have you lost the use of an arm or leg?........................................b.   
 c. Does vehicle have special controls? .............................................c.   
 d. If “Yes” to any of the above, describe under “remarks.” 

9. Miscellaneous: 
 a. Have you ever had, or been treated for, Convulsions? .................a.   
 b. If “Yes,” give date of last treatment and describe current 
  medication and dosage, if any, under “remarks.” 
 c. Have you ever had any Fainting Spells?.......................................c.   
 d. If “Yes,” give date of last treatment and describe current 
  medication and dosage, if any, under “remarks.” 
 e. Have you ever had, or been treated for, Loss of Equilibrium?.......e.   
 f. If “Yes,” give date of last treatment and describe current 
  medication and dosage, if any, under “remarks.” 
 g. Have you ever been treated for Alcohol or Drug Abuse? ..............g.   
 h. If “Yes,” give date of last treatment and describe current 
  medication and dosage, if any, under “remarks.” 
 i. Have you ever been treated for Mental Illness?............................. i.   
 j. If “Yes,” give date of last treatment and describe current 
  medication and dosage, if any, under “remarks.” 

10. What is the date of your last physical examination? .......................   

11. Are there any restrictions posted on your vehicle  
 operator’s license? .............................................................................   

12. Are you under the care of a physician for any condition not 
 mentioned above which may affect your ability to operate 
 a motor vehicle? ..................................................................................   

13. When and for what purpose, did you last consult a doctor? 

   

   

14. Full Name, address and telephone number of your personal physician. 

 Name:    

 Address:   

 City & State:    Zip:   

REMARKS: 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
The answers to the above are complete, accurate, and true to the best of my knowledge. 

    
 Signature of Person Named Above Date 
 

Authorization For Release 
“I hereby authorize any licensed physician, medical practitioner, hospital or medically related facility, insurance company, the Medical 
Information Bureau or other organization, institution, or person that has any records or knowledge of me or my health, to give __________ 
_________________________________________ Department/Company any such information.” 
A photographic copy, Xerox copy or similar reproduction of this authorization shall be as valid as the original. 

    
 Signature of Person Named Above Date 



 

 

Member Acknowledgment of the Alliance Direct 

Contracting Program 
 

 

Below is information that tells me how to obtain health care under my department’s 

workers’ compensation coverage.  If I am hurt on the job, I understand that: 

 

1. I must choose a “primary care physician” from the Alliance list of doctors which 

will serve as my “treating doctor”.  

2. I must go to my treating doctor for all health care for my injury.  If I need a 

specialist, my treating doctor will refer me.  If I need emergency care, I may seek 

emergency treatment.   

3. I may have to pay the bill if I receive health care from a doctor other than an 

Alliance doctor without approval from the Texas Municipal League Risk Pool 

adjuster.   

 

 

Signature_________________________________  _____/_____/_____ 

        Date 

_________________________________________ 

Printed name 

 

My address is:_____________________________________________________ 

 

Name of policy holder: Hays County ESD #3 

 

 

Name of Direct Contracting Program: Political Subdivision Workers’ Compensation 

Alliance (the Alliance). 

 

Direct Contracting service areas are subject to change.  To locate a treating doctor within 

your area, visit the PSWCA web site at www.pswca.org or contact your adjuster.   

 

 

 

http://www.pswca.org/

