
Westerly Fire Department
New Membership Process

Members of our organization are volunteers and come from all different walks of life, age, and
gender. We are looking for those who wish to serve their community in a positive way. No prior
experience is needed, and all training will be at the local, state, and federal level.

Here are the steps required to join the Westerly Fire Department:

1. Recruit fills out an application for membership, consisting of the following pages:
● New Member Process (this document)
● Application for Membership (general info)*
● Criminal Record Check

1. Recruit responsible for fee
2. Recruit responsible for bringing to the Westerly Police Department (Attn:

Chief Gingerella) to process. WPD will then email the completed form to
Chief Mackay.

● Physical Form
● VFIS Annual Medical Statement of Personnel
● VFIS Beneficiary Designation for Accident & Sickness Policy
● WFD Qualified Retirement Plan Enrollment Form

2. The applicant can now be read off at the next regular meeting of the Westerly Fire
Department The Department meetings are held on the 2nd Tuesday of every month.

*The minimum paperwork needed for the first meeting is the Cover Page.

3. Once the first reading is complete, the applicant will interview with at least 2 department
officers.

Upon completion of the interview, the applicant is now allowed to observe any scheduled
training. The applicant may not physically participate, however it is a way to meet
members, observe how we operate, and start learning.

4. The Department Officers will then schedule the meeting with the Board of Engineers, as
well as provide a copy of the application prior to the scheduled meeting. The Board of
Engineers typically meet on the 1st and 3rd Tuesday of the month.

All paperwork must be completed in its entirety prior to the scheduled Board of
Engineers meeting. If the applicant is found favorable, they will then be sworn into
probationary membership at this meeting.

If anyone is interested in learning more about volunteering or the process of joining, please
contact Captain Homsi at shomsi@westerlyfire.com or 401-477-0191.
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https://www.westerlyfire.com/content/recruitment/WFD%20-%20Application%20for%20Membership.pdf
https://www.westerlyfire.com/content/meetingschedule/
mailto:shomsi@westerlyfire.com




Westerly Fire Department
Background Authorization Form

First Name Last Name Middle Initial Social Security Number

Former Name(s) Used

Current Address Street City State Zip Years at this address
From: to:

Prior Address Street City State Zip Dates at this address
From: to:

Prior Address Street City State Zip Dates at this address
From: to:

Drivers License State Drivers License Number Date of Birth

Cell Phone Home Phone Work Phone

Have you ever been arrested (Circle One):  Yes   / No
If yes, provide details:   ________________________________________________________

____________________________________________________________________________

Have you ever been convicted of a crime (circle one): Yes   /   No
If yes, provide details:   ________________________________________________________

____________________________________________________________________________

I certify that the information contained in this authorization is complete and correct to the best of
my knowledge.

I hereby authorize the Town of Westerly and its designated agents and representatives to
conduct a comprehensive review of my background not limited to the following areas:
verification of social security number, current and previous residences, employment history,
education background, character references, civil and criminal history records from any criminal
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Westerly Fire Department
Background Authorization Form

justice agency in any or all federal, state, county jurisdictions, driving records, birth records and
any other public records.

I further authorize any individual, company, firm, corporation, or public agency to divulge all
information, verbal or written, pertaining to me, to the Town of Westerly or its agents.  I further
authorize the complete release of any records or data pertaining to me which the individual,
company, firm, corporation, or public agency may have, to include information or data received
from other sources.  The Town of Westerly and its designated agents and representatives shall
maintain all information received from this authorization in a confidential manner to protect the
applicant’s personal information, including, but not limited to, addresses, social security
numbers, and dates of birth.  All information obtained by the Town of Westerly or its agents shall
be released to the Chief or designee of the Westerly Fire Department.

_______________________________________________ ___________________
Signature Date
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 WESTERLY FIRE DEPARTMENT PHYSICAL FORM 

 7 UNION ST. WESTERLY RI 02891  401-596-0402 
 

 

Date:____________________________________ 

 

Name:___________________________________ 

 

Date of Birth:_____________________________ 

 

 

Following a complete physical the above individual is authorized for:  (please check only one) 

 

____Interior structural firefighting 

 

INTERIOR STRUCTURAL FIREFIGHTING DUTIES 
Includes all the essential job functions in “FIREFIGHTING DUTIES OTHER THAN INTERIOR 

STRUCTURAL”   plus the following: 

 

• Wears self-contained breathing apparatus (SCBA) and full protective gear (approx. 70lbs total) while 

performing arduous work in noxious and/or smoke-filled environments while climbing multiple flights 

of stairs 

• Operates firefighting equipment in areas compromised by fire, confined spaces, and high places such as 

ladders and roofs 

• Carries and moves heavy equipment and/or objects necessary to accomplish fire extinguishment or 

rescue  (HEAVY CARDIAC DEMAND) 

• Performs immediate actions under life threatening conditions which requires emotional and physical 

stability under stress 

• Tolerates extreme fluctuations in temperature.  Must perform physically demanding tasks in extreme 

heat (over 400°F) with humidity up to 100% 

• Perform rescue of child or adult victims, or other firefighter, as necessary by dragging, lifting, and/or 

carrying, with or without assistance, in dangerous situations. 

 

____Firefighting duties other than interior structural 
 

FIREFIGHTING DUTIES OTHER THAN INTERIOR STRUCTURAL 
• Wears full protective firefighting gear (approx. 35-40lbs) while working in outdoor environment 

performing moderate and heavy physical activities for prolonged periods. 

• Directs high pressure water streams; raises, climbs and works from ladders (10-100ft) 

• Lifting and carrying up to 50lbs. alone, carrying up to 100lbs. with one other person 

• Pushing and/or pulling up to 150lbs. alone 

• Balancing, stooping, kneeling, crouching, crawling, and reaching overhead, at times for prolonged 

periods 

• Drive and operate fire apparatus (with or without protective gear – situation dictates) 

 

____Not fit for any on scene firefighting duties, ONLY off scene support 

 

Physician signature______________________________Address______________________________     

 

Physician name (print please)______________________Telephone #___________________________ 



DISCLAIMER: This is a sample guideline furnished to you by VFIS.  Your organization should review this guideline and make the necessary 
modifications to meet your organization’s needs.  The intent of this guideline is to assist you in reducing exposure to the risk of injury, harm, or 
damage to personnel, property, and the general public.  For additional information on this topic, contact your VFIS Risk Control Representative at 
(800) 233-1957.             

©2019 VFIS. All Rights Reserved.

Annual Medical Statement of Personnel
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.  Member participation in completing  
this form is not mandatory but is encouraged on an annual basis for all drivers of emergency vehicles as well as  
other employees.

YES NO REMARKS
1. EYESIGHT

a. Have you lost use of either eye?

b. Is peripheral (side) vision restricted?

c. Is color perception impaired?

d. Do you have, or have you ever had Cataracts?

e. Are actual deficiencies corrected by glasses 
or contact lenses?

f. Date of last eye examination:

2. HEARING

a. Do you have difficulty hearing at a normal 
conversation level?

b. Do you use a hearing aid?

Member Name:          Today’s Date: 
Address:         Birth Date:
City & State:         Zip:
Full Time Occupation:
Name of Organization:
Position/Title:
Member ID#:

Instructions: Check “Yes” or “No” to the following questions. If any question is answered “Yes,” please provide further 
details in the “remarks” section. Please provide dates, symptoms, duration, treatment results, names and addresses of 
doctors, hospitals, etc. where pertinent.



DISCLAIMER: This is a sample guideline furnished to you by VFIS.  Your organization should review this guideline and make the necessary 
modifications to meet your organization’s needs.  The intent of this guideline is to assist you in reducing exposure to the risk of injury, harm, or 
damage to personnel, property, and the general public.  For additional information on this topic, contact your VFIS Risk Control Representative at 
(800) 233-1957.                

©2019 VFIS. All Rights Reserved.

YES NO REMARKS

3. DIABETES

a. Have you ever been treated for Diabetes?

b. Describe current medication and dosage, 
if any, and method of administration:

c. Date of latest blood sugar test:

4. HEART

a. Have you ever been treated for Heart 
Disease?

b. Describe condition:

c. Describe current medication and dosage, 
if any:

d. Do you have a pacemaker?

e. Date of last treatment or check-up:

5. EPILEPSY

a. Have you ever been treated for Epilepsy?

b. If “Yes,” when was your last seizure?

c. Describe current medication and dosage, 
if any:

6. LUNGS

a. Have you ever been treated for Asthma or 
COPD?

b. Describe condition:

c. Describe current medication and dosage,
if any:

d. Date of last treatment or check-up:

7. BLOOD PRESSURE

a. Have you ever been treated for High Blood 
Pressure?

b. If “Yes,” when were you treated?



DISCLAIMER: This is a sample guideline furnished to you by VFIS.  Your organization should review this guideline and make the necessary 
modifications to meet your organization’s needs.  The intent of this guideline is to assist you in reducing exposure to the risk of injury, harm, or 
damage to personnel, property, and the general public.  For additional information on this topic, contact your VFIS Risk Control Representative at 
(800) 233-1957.             

©2019 VFIS. All Rights Reserved.

YES NO REMARKS

c. What was your last reading?

d. Describe current medication and dosage,
if any:

8. LIMBS

a. Have you lost an arm or leg?

b. Have you lost the use of an arm or leg?

c. Does vehicle have special controls?

d. If “Yes,” to any of the above, describe:

9. MISCELLANEOUS

a. Have you ever had, or been treated for, 
Convulsions?

b. If “Yes,” give date of last treatment and 
describe current medication and dosage, 
if any:

c. Have you ever had any Fainting Spells?

d. If “Yes,” give date of last treatment and 
describe current medication and dosage, 
if any:

e. Have you ever had, or been treated for, Loss 
of Equilibrium?

f. If “Yes,” give date of last treatment and 
describe current medication and dosage, 
if any:

g. Have you ever been treated for Alcohol or 
Drug Abuse?

h. If “Yes,” give date of last treatment and 
describe current medication and dosage, 
if any:

i. Have you ever been treated for Mental 
Illness?

j. If “Yes,” give date of last treatment and 
describe current medication and dosage, 
if any:



DISCLAIMER: This is a sample guideline furnished to you by VFIS.  Your organization should review this guideline and make the necessary 
modifications to meet your organization’s needs.  The intent of this guideline is to assist you in reducing exposure to the risk of injury, harm, or 
damage to personnel, property, and the general public.  For additional information on this topic, contact your VFIS Risk Control Representative at 
(800) 233-1957.                

©2019 VFIS. All Rights Reserved.

YES NO REMARKS

10. What was 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 that may affect 
your ability to operate a motor vehicle?

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

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

Member’s Signature        Date  

Consent to Participate

I hereby acknowledge that this form is voluntary and that all information provided by me to the agency will be utilized 
solely to alert the agency of any health conditions that may affect my ability to perform my job duties.  I understand that 
this information is not required but may help the agency make determinations on any work restrictions that will help to 
better support the agency’s mission.  I further acknowledge that the information provided on this form will be held  
confidential and will not be shared with any party other than agency management.   

Member’s Signature        Date



 

 
Beneficiary Designation for Accident & Sickness Policy 

 
Complete this section each time this form is used—Please Print 

Name of Organization                                                                                                         State                    

Member’s/Employee’s Name                                                                                                                                       

Member’s Date of Birth                                              Date Member Joined Organization                                                     
 

 
Complete, sign and date this section if you wish to name or change your beneficiary. 

 
I hereby designate the following beneficiary(ies) with respect to amounts payable as indemnity for loss of life under the ref erenced 

Accident & Sickness Policy and hereby revoke any designation of beneficiary thereunder heretofore made by me.  I direct that any 
amounts payable under said policy to my beneficiary(ies) named below be paid to those of Primary Beneficiary who survive me, 
otherwise to those surviving in Contingent Beneficiary, in proportion to the percentages listed. 

 
Primary (Please see below for examples) 

 

Beneficiary:    Name    Relationship    Date of Birth   Share   % 

Name    Relationship    Date of Birth   Share   % 
 

Contingent 
Beneficiary:    Name    Relationship    Date of Birth   Share   % 

Name    Relationship    Date of Birth   Share   % 

If none of the above-named beneficiaries are living at the time of my death, I direct that payment be made in accordance with the 
terms of the policy.  I reserve the right to revoke or change this designation. 

 
Signature Date    

This form should be retained in the files of your department or organization and reviewed and updated on a regular basis. 
 

Specifying Beneficiaries 
 
 

Individual (always show 
relationship to the insured) 

*Primary Beneficiary **Contingent Beneficiary Second Contingent 
Beneficiary 

 
One Beneficiary 

 
Jane Ann Jones, wife, 100% 

 
(leave blank) 

 
(leave blank) 

 
One Primary Beneficiary 
and one Contingent Beneficiary 

 
Jane Ann Jones, wife, 100% 

 
David Lee Jones, son, 100% 

 
(leave blank) 

 
Two primary beneficiaries 
and one contingent beneficiary 

 
Arthur Leo Jones, father, 50% 
Grace Hays Jones, mother 50% 

 
Marie Jones Ford, sister, 100% 

 
(leave blank) 

 
One Primary Beneficiary, unnamed 
children as first Contingent 
Beneficiary and two second 
Contingent Beneficiaries 

 
Jane Ann Jones, wife, 100% 

 
Children born of my marriage to 
Jane Ann Jones, to share equally 

 
Arthur Leo Jones, father, 50% 
Grace Hays Jones, mother, 50% 

 
Unequal distribution (always use 
percentages) 

 
Grace Hays Jones, mother, 50% 
Mary Jones Ford, sister, 25% 
William Roger Jones, brother, 25% 

 
Surviving Primary Beneficiaries 
share equally in the portion 
designated for any Beneficiary(ies) 
who predeceases the insured 

 
(leave blank) 

 
Insured’s Estate 

 
Executors, Administrators or 
Assigns of the Insured 

 
(leave blank) 

 
(leave blank) 

 
* Primary Beneficiary is the person(s) who will receive the insurance proceeds. 
** Contingent Beneficiary is the person(s) who will receive the insurance proceeds if the primary beneficiary is not alive 

at your death. 
 
 

October 2013 
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