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 Financial Assistance for Emergency Medical Services 
Rescue Squad Assistance Fund (RSAF) 

 Equipment Status / Final Report Form  
 
This report is required within sixty days of the final disbursement of awarded funds, but no later than sixty 
days after the end of the grant period.  The funded item/project shall be completed and operational at the time 
this form is signed and returned. 

 
Agency Name: 

 
Grant #:  

 
Agency Address: 

 
Grant Cycle:           

  
 

 
Agency FIN: 

number is required 
  
 

 
Phone Number: 

 
Signature 

 
Title 

  
Please number each item listed: 
 
No. ___ 

 
Item description: 

 
 

 
Serial Number (if applicable): 

 
 

 
Location item housed at: 

 
No. ___ 

 
Item description: 

 
 

 
Serial Number (if applicable): 

 
 

 
Location item housed at: 

 
No. ___ 

 
Item description: 

 
 

 
Serial Number (if applicable): 

 
 

 
Location item housed at: 

 
No. ___ 

 
Item description: 

 
 

 
Serial Number (if applicable): 

 
 

 
Location item housed at: 

 
No. ___ 

 
Item description: 

 
 

 
Serial Number: 

 
 

 
Equipment/Project Status: 

 
 

 
Location item housed at: 



Ev
al

ua
tio

n 
Ed

iti
on

 o
f a

ct
iv

eP
DF 

So
ftw

ar
e.

Vi
si

t w
w

w
.a

ct
iv

eP
DF.

co
m

 fo
r m

or
e 

de
ta

ils
.

Virginia Office of Emergency Medical Services 
Virginia Department of Health  
 

 
 

1041 Technology Park Drive, Glen Allen, VA 23059 Page ____ of ____ 
(804) 888-9100    *    (800) 523-6019 (Virginia only)     *    FAX  (804) 371-3108 Revision 12/10 

** This page can be duplicated as necessary** 
Provide project description on back. 

 
Description of Completed Project (REQUIRED): 
Please describe in detail the item/project funded by the Office of Emergency Medical Services.  Please indicate 
how this funding impacted your agency and the services provided. 
 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 


