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NEW YORK STATE DEPARTMENT OF HEALTH . Application for New Service, Expansion of
Bureau of Emergency Services and Trauma Systems  Primary Operating Territory or Transfer of Ownership
w

Application for {check one) Type of Service (check one}
D New service {Sections A,B,C,D,F} D Ambulance
D Expansion of Primary Operating Territory for existing service {Sections A.B,C.D,F) D ALS First Responder

Transfer of existing service operating authority (Sections A,D,E.F}

Section A  Organizational Structure

For a corparation, attach a copy of certificate of incorporation, any DBAs and a listing of alt owners’ stockholders, principals, investers and/or
parent corporations or sub-corporations. For LLC attach a copy of NYS DOS Application For Authority.

Name of Service DOH Agency Code Federal Employer Identification Number
Sylvamo Medical Emergency Response Team 1511 13-0872805
Address City State Zip County
568 Shore Airport Road Ticonderoga NY 12883 Essex
Contact Person Title
Holly Munson RN, EMT
Business Phone Home Phone Cell Phone E-mail
{ 518) 585- 5709 { ) - { ) . holly.munson@sylvamo.com
Current Organizaticnal Sponsor Type
D Proprietary E] Hospital Based D Volunteer Independent industrial
D Volunteer Fire Department E Municipal/Government E] Other
Type of Ownership
D Individual D Partnership D Government D Corporation LLC

Name of Individual Owner, Partners, Corporation or Government Entity {attach a listing of any/all owners of 10% or more stock}
Syivamo North America, LLC (wholly owned by Sylvamo Corp. - public entity)

SectionB  Primary Operating Territory

Specify geographic area requested uising municipal, political or other identifiable Boundaries. Attach a detailed map of the primary service area. Statements
such as "surrounding, adjacent, vicinity, proximity, contiguous, adjoining, or portions of, etc.” are not acceptable when defining a primary operating territory.

Proposed new or expanded primary operating territory

Industrial premises of paper mill

For expansion list existing primary operating territory

N/A

SectionC  Financial Responsibility

Applicant is required o attach detailed fiscal and budgetary information as specified in the current DOH Policy Statement. An initial start-up or continuation
budget and sufficient financial information as well as the source of such must be provided to insure the fiscal responsibility and stability of the ownership for

the territory served.

Insurance Carrier
See attached Certificate of Insurance
Agent Business Phane
{ ) -
Types and Limits of Coverage Dﬁeneral Liability D Other

DOH-3777 (12/16} p 1 of 2



SectionD Description of Proposed Services

For a corporation attach a certificate of incorporation, any DBAs and a listing of all owners, stockholders or principals.

Level of Service {check only one}
[ ewr O aemr [ critical care [ Paramedic

Agency Medical Director ~ Address Gty State Phone Number
Laura Mulvey, MD { 518 ) 873 - 6377
Agency Providing Medical Control Phone Number

( ) -
System Medical Director Address Gity State Phone Number

{ } -
Size of Population to be Served Days of operation Hours of operation
600 7 days/week 24 hours/day
Projected Call Volume Total 5. Aryear Emergency Non-Emergency
Source of Statistics for Call volume [dpcr  []pispatch Center [JAgency Call Record [-Jother Records
Total no. of ambulances Total no. of emergency ambulance service vehicles (EASV'S} Total no. of ALS First Response vehicles

1

SectionE  Proposed Organizational Structure

For a corporation attach a copy of certificate of incorporation for any DBAs listing of all owners’ stockholders, principals, investors and/or parent corporations
or sub-corporations. For LLC attach a copy of NYS DOS Application For Authority.

Proposed Name of Service Federal Employer Identification Number
Sylvamo Medical Emergency Response Team 13-0872805
Address City State Zip County
568 Shore Airport Road Ticonderoga NY 12883 Essex
Contact Person Title
Holly Munson RN
Business Phane Home Phone Cell Phone E-mail
( 518 ) 585 - 5673 ( } 3 ( ) - holly.munson@sylvamo.com
Proposed Organizational Sponsor Type
D Proprietary BHospital Based D Volunteer Independent m Industrial
D Volunteer Fire Department GMunicipal/Government D Other
Proposed Type of Ownership
D Individual DPannership D Government UCorporaﬁon LLC

Name of Proposed Individual Owner, Partners, Corporation or Government Entity (attach any/all owners of 10% or more stock)
Sylvamo North America, LLC (wholly owned by Sylvamo Corp. - public entity)

SectionF  Certification of Accuracy and Ownership Competency

As owner/CEO/operator of the ambulance service described herein L attestto the accuracy of the information contained in this application and its attachments and
to having received and read Public Health Law Article 30 and State EMS Cade Part 800. 1 also state that neither the corporation nor any of the owners, principals
or stockholders in the corporation, or LLC members, have been convicted of Medicare or Medicaid fraud. T understand that under Section 3012{a} of the PHL Article
30 that the ambulance service or ALS FR service certificate for this agency may be revoked, suspended limited or annulted if this application indludes willful
misrepresentation.
Attachments Required Detailed narrative to support need or statement of purpose and intent for transfer

L
« Affirmation of Fitness and Competence {DOH-3778)
« DOS Certificate of Incorporation or Authority, DBA's, owners, partners, shareholders or members listing

Financial information including funding budget and insurance
Primary operating tetritory map

= P!
Name of Owner or CEQ Title
Christopher Dostie / [ 6/«?2»:,{" Agency CEO (Mill Manager)
Signat . Date
Sl on Bl jofisfees

Public affirmation and acknowledgement Date Application Received

Date of Council Decision
USH DApproved DDenied DR'ejecled —Incomplete

EILEEN B oAl
gﬁaﬁﬁﬁﬁcl State of New York Council Chair Signature
DORESHIC[2/AB! prose No. 01BU0041149
Qualified in Essex County
My Commission Expires 08/28/2029




APPENDIXTO FORM DOH-3777

Statement of purpose and intent for transfer:

The Medical Emergency Response Team at the paper mill in Ticonderoga, NY has
been authorized and licensed to operate by the New York Department of Health and
REMSCO prior to 1985. It provides emergency response services strictly to
employees and contractors at its paper mill industrial site. This Medical Emergency
Team was under the ownership of the International Paper Company until ownership
transferred to Sylvamo North America, LLC in a spin-off on October 1, 2022.

Since 2022, the Medical Emergency Response Team continued to renew its license
through New York’s DOH and REMESCO believing a name change was all that was
necessary. It has since been brought to our attention that this application to Transfer

Ownership is necessary.
Certification of Incorporation (attached)
Affirmation of Fitness and Competence (Form DOH-3778 attached)
Financial Information (Form DOH-5131 attached)
Certificate of Insurance (attached)

Primary Operating Territory Map (attached)

APPENDIXTO FORM DOH-3778

This Medical Emergency Response Team has been certified and licensed by the NYS
Department of Health and REMSCO for the last 2 years. Please see agency records.



Delaware ...

The First State

I, JEFFREY W. BULLOCK, SECRETARY OF STATE OF THE STATE OF
DELAWARE, DO HEREBY CERTIFY THE ATTACHED IS A TRUE AND CORRECT
COPY OF THE CERTIFICATE OF FORMATION OF "TIN INTERMEDIATE, LLC",

FILED IN THIS OFFICE ON THE TENTH DAY OF NOVEMBER, A.D. 2014, AT
6 O'CLOCK P.M.

YOGS

Jefirey W. Bullock, Secretary of State

5636859 8100 AUTHE ION: 1854890

141393051

You may verify this certificate online
at corp.dslaware.gov/authver.shtel

DATE: 11-12-14



State of Delaware
Secre of State
Division (:omor.:tiau.s
Delivered 06:04 11/10/2014
FILED 06:00 PM 11/10/2014
SRV 141393051 - 5636859 FILE

CERTIFICATE OF FORMATION
OF
TIN INTERMEDIATE, LLC
1. The name of the limited liability company is: TIN INTERMEDIATE,
LLC.
2. The address of its registered office in the State of Delaware is:
Corporation Trust Center, 1209 Orange Street, in the City of Wiimington, State of

Delaware 19801. The name of its registered agent at such address is The
Corporation Trust Company.

IN WITNESS WHEREOF, the undersigned has executed this Certificate of
Formation of TIN INTERMEDIATE, LLC, this 10" day of November, 2014.

/s/ Michelle R. King
Michelle R. King, Authorized Person



Delaware

The First State

I, JEFFREY W. BULLOCK, SECRETARY OF STATE OF THE STATE OF
DELAWARE, DO HEREBY CERTIFY THE ATTACHED IS A TRUE AND CORRECT
COPY OF THE CERTIFICATE OF AMENDMENT OF "TIN INTERMEDIATE,
LLC-, CHANGING ITS NAME FROM "TIN INTERMEDIATE, LLC" TO
"SYLVAMO NORTH AMERICA, LLC", FILED IN THIS OFFICE ON THE

TWENTIETH DAY OF APRIL, A.D. 2021, AT 7:52 O CLOCK P.M.

Authentication: 203024199
Date: 04-21-21

5636859 8100
SR# 20211377747

You may verify this certificate online at corp.delaware.gov/authver.shtmi




State of Delaware

Secrefary of State
Division of Corporations
Delivered 07:52 PM 041202021 CERTIFICATE OF AMENDMENT
FILED 07:52 PM 04/20/2021 OF THE

SR 201377147 - FlleNumber 5636859
CERTIFICATE OF FORMATION

OF
TIN intermediate, LLC

TIN Intermediate, LLC, a limited liability company (the “Company”)
organized and existing under and by virtue of the Limited Liability Company Act of
the State of Delaware,

DOES HEREBY CERTIFY:

FIRST: That the Board of Managers of said Company, by unanimous
written consent, filed with the minutes of the Board, adopted a resolution approving
the following amendment to the Certificate of Formation of said Company:

RESOLVED, that the Certificate of Formation of TIN Intermediate,
LLC be amended by changing the First Article thereof so that, as amended, said
Article shall be and read as follows:

“The name of this limited liability company is Sylvamo North America, LLC.”

SECOND: That the aforesaid amendment was duly adopted in accordance
with the applicable provisions of Section 18-202(a) of the Limited Liability
Company Act of the State of Delaware.

THIRD: That this Certificate of Amendment of the Certificate of Formation
shall be effective when filed with the Secretary of State of the State of Delaware.

IN WITNESS WHEREOF, said Company has caused this certificate to be
signed by Matthew L. Barron, its Senior Vice President, General Counsel and

Secretary this 20th day of April, 2021.

Matthew L Barron {Apr 20, 2021 15:31 CDT)

Matthew L. Barron

Senior Vice President, General Counsel and
Secretary




PAGE10f1 Service Request# 20210920646

State nf Belaware

SECRETARY OF STATE
DIVISION OF CORPORATIONS
P.O. BOX 398
DOVER, DELAWARE 19503
8052935 03-16-2021
INTERNATIONAL PAPER COMPANY
6400 POPLAR AVENUE

MEMPHIS, TN 38197

ATTN: ECORP

5515548 - SYLVAMO U.S,, LLC - 07/14/2021
0100C Name Reserve; Charge

Name Reservation Fee $75.00
5515550 - SYLVAMO CORPORATION - 07/14/2021
0100C Name Reserve; Charge
Nome Reservation Fee 575.00
5515554 - SYLVAMO NORTH AMERICA, LLC - 07/14/2021
03200C Name Reserve; Charge
Name Reservation Fee $75.00
TOTAL CHARGES $225.00
TOTAL PAYMENTS $225.00

BALANCE $0.00



e A Affirmation of Fitness and Competenc

Bureau of Emergency Medical Services

| By completing this form, you are aware that the NYS Department of Health will be conducting a detailed background review in

| order to determine fitness and competency in accordance with Article 30 of the NYS Public Health Law.

Sylvamo Medical Emergency Response Team 1511
NYS EMS Agency Code

Name of EMS Agency
|
Sylvamo North America, LLC

Full Name of Corporate Entity requiring F&C review as a new owner/operator
Mill Manager/Agency CEQ
Title

Christopher Dostie
Full Name of Individual

| Address of the Individual or Corporate Entity requiring F&C review as a new owner/operator

| Soc1al Secunity Iuer (this is not releasable under the provisions of FOIL) Date of Birth

As the proposed new owner/operator of an EMS agency, I hereby certify that I am or have been a director, sponsor, principal,
. stock holder, operator or operations manager of one or more of the following in the past 10 years (Article 30 §3005(5]).

YES NO

[0 Emergency Medical Service certified by the NYS Department of Health, or equivalent in any other state.

[Od L1 Hospital, long term care facility or other Article 28 facility licensed by the NYS Department of Health, or equivalent in any
other state.

O Invalid coach (Ambulette) Service authorized by the NYS Department of Transportation or equivalent in any other state.

O Home or residence licensed by NYS or equivalent in any other state.

d Halfway house, hostel or residential facility or institution licensed by, or subject to the rules of the NYS Office of Mentat
L Health (OMH) or Office of Mental Retardation and Developmental Disabilities (OMRDD), or equivalent in any other state.

1f NO has been marked for all of the above, it indicates that there is no history of operating an entity identified in NY5
Public Health Law; signing this affirmation is informational only and a testimony to the accuracy of the information

provided.

L+ If YES has been marked for any of the above, on an attached page, please provide the following information for each:
_ « Name of agency or facility

| » Mailing address of facility or agency

| « Name of Certifying or Licensing authority

» If applicable, a copy of license, certificate oridentification number

« Individual position(s) held with start and end dates

E REQUIRED ATTACHMENTS TO THIS AFFIRMATION
| o Curvent resume or curriculum vitae
« Copies of any related licenses and certifications
« Listing of address of residence, or if less than 2 years, addresses of prior residences.

BOF-3778 T4/14) p 1 oF 2



 Certification of Combeteni:y

': By completing and signing this affirmation, I certify that I have operated all of the agencies indicated, in compliance with all
applicable statutes, rules, regulations and policies, specifically 10 NYCRR800.

Further, I certify that there have been no administrative orders issued by any Federal, State or local agency for matters that are or
were recurrent or uncorrected, or dealt with patient harm or neglect in accordance with NYS Public Health Law during my tenure
| as a director, sponsor, principal, stock holder, operator or operations manager.

If you are unable to sign this affirmation, attach copies of all background information, Department orders and/or justification to
assist in the review and determination of competency.

| Christopher Dostie
Full Na

| ZZ / ﬂ (sl zr
Signature Date

| Certification of Fitness

manslaughter, assault, sexual abuse, theft, robbery, drug abuse, or sale of drugs, nor have I pleaded nolo contendere to a felony

By completing and signing this affirmation, I certify that I have not been convicted of any crime at anytime, involving murder, ‘
charge relating to any of these offenses.

Further, I certify that, I am not, or was not subject to a state or federal administrative order relating to fraud, embezzlement or
| patient harm, including, but not limited to actions involving Medicare and or Medicaid. \

If you are unable to sign this affirmation, attach copies of all background information, Department orders and/or justification to
assist in the review and determination of fitness.

Christopher Dostie :

Full Name ‘
% / / (S / u’( (/23

Signature Date

Notary Public Affirmation and Acknowledgement

Sﬂht_fmh Fileewy, BuSh
i Eiles Bith 1o [z0zs

Signature Date

ILEEN BUSH
EnAtaeryAPlu-‘lalE» State of New York Please affix Notary Public Stamp or equivalent. '

No. 01BU0041149
Qualified in Essex County
My Commission Expires 08/29/2029

DOH-3778 (&/14) p 2 of 2




New York State Department of Health o 0
Funding Document For EMS Agencies
w

Bureau of Emergency Medical Services

Please complete the following information regarding the funding of your agency.

NOTE: Response is mandatory. Faiture to complete this form accurately may impact your agency’s authority to collect fees for prehospital
patfent care.

1511

Name of EMS agency Sylvamo Medical Emergency Response Team DOH agency code

Does your EMS agency bill (collect fees for prehospital transport/patient care)?

Cves [E No

If Yes, does your agency process its own bilting and filings to Medicare/Medicaid/private insurance for prehospital transport/patient care fees?

EYes EINo
If Yes, skip to Funding Sources section below.
if No, indicate the name of the “Service Bureau” or contractor that processes the billing for your EMS agency

EMS Agency NYS Medicaid provider ID number _N/A

Service Bureau NYS Medicaid ID number __ N/A
Note: if your contractor also provides EMS, the Service Bureau is not the same ID used by that EMS agency for its own billing, or your ID this

is a separate ID number issued to the contractor by Medicaid authorizing the contractor to process/submit billing for 3rd party EMS agencies.

The New York State Department of Health will assume that failure to provide a valid ID number for a Medicaid Service Bureau
indicates that your service's billing practices and/or contractor services are unlawful and will report them to the New York State

Office of Health Insurance Programs.

Funding Sources

Identify ALL of the funding sources received by your EMS agency.

Fire District(s)[NOT fire protection districts] - ]
{If more than one district, list additional on back of this page. List Fire Protection Districts below)

Ambulance District {legal name of taxing district]
(If more than one district, list additional on page 2)

Municipal Contracts [other than fire districts}
(List all municipalities your agency holds EMS contracts with including County, City, Town, Village, and Fire Protection Districts.

List additional municipalities on page 2)

Donations or fund-raisers

Not-for-profit status
[1501(c)(3) [} Other NFP

Other funding sources not identified above - s _
{Include agreements/contracts with service fees to provide ALS to other certified services. i.e., ALS assists)

Service's approximate total annual EMS operating budget

Is your service an operator for another service that bills?

[ Yes EINo

If Yes, service name Agency code
Name of person completing this form Holly Munson
(print} — —
Title of person completing form RN Date completed (O IS [3033

{print) § Q (WM\ St fol ls I ;“15

Signature of person completing this form

M |
DOH-5131 {9/14) p1 of 2 O 0
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=
ACORD' CERTIFICATE OF LIABILITY INSURANCE ol

THIS CERTIFICATE IS ISSUED AS A MATTER OF INFORMATION ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE HOLDER. THIS
CERTIFICATE DOES NOT AFFIRMATIVELY OR NEGATIVELY AMEND, EXTEND OR ALTER THE COVERAGE AFFORDED BY THE POLICIES
BELOW. THIS CERTIFICATE OF INSURANCE DOES NOT CONSTITUTE A CONTRACT BETWEEN THE ISSUING INSURER(S), AUTHORIZED
REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.

IMPORTANT: If the certificate holder is an ADDITIONAL INSURED, the policy(ies) must have ADDITIONAL INSURED provisions or be endorsed.
if SUBROGATION IS WAIVED, subject to the terms and conditions of the policy, certain policies may require an endorsement. A statement on
this certificate does not confer rights to the certificate holder in lleu of such endorsement(s).

PROOUCETARSH USA, LLC Rane!
TIWO ALLIANCE CENTER Ao e ) | A%, wo:
3560 LENOX ROAD, SUITE 2400 MAIL
ATLANTA, GA 30326 L AODRCRS: — .
INSURER(S) AFFORDING COVERAGE | NAIC#
CN134092504-GAWU-25-26 = INSURER A : Hartiord Fire Insurance Co. . 19682
INSURED . ; . ! 10690
Sylvamo Corporation | id National Assuia 3
and its Subsidiaries Including 1+ Hadlo 12U
Sylvamo North America, LLC -
oS Praneey Pattagy | INSURER D'+ Tyin ity Fire Insurance Co 29459
Memphis, TN 38119 INSURERE : B .'
INSURERF : !
) COVERAGES CERTIFICATE NUMBER: ATL-D05326480-07 REVISION NUMBER: 2

HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIOD

THIS IS TO CERTIFY THAT THE POLICIES OF INSURANCE LISTED BELOW

ANY CONTRACT OR OTHER DOCUMENT WITH RESPECT TO WHICH THIS

INDICATED. NOTWITHSTANDING ANY REQUIREMENT, TERM OR CONDITION OF

CERTIFICATE MAY BE ISSUED OR MAY PERTA

IN, THE INSURANCE AFFORDED BY THE POLICIES DESCRIBED HEREIN IS SUBJECT TO ALL THE TERMS,

EXCLUSIONS AND CONDITIONS OF SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS. I
INSR| <vpe o I ;bgmfe.irr' ;‘pr_— T 5

:'_._'i'i".i_‘ TYPE OF INSURANCE i“bmbnl sﬁ"- POLICY NUMBER (MWDBVYYY) | (MMDBIYYYY) LIMITS
A | X | COMMERCIAL GENERAL LIABILITY i | 20CSES76101 1001/2025 | 10012026 | EACH OCCURRENCE Is 2,000,000
| 1T | 1 DAMAGE TORENTED =
_ I ICLAIMS-MADE ! X | ocour || | PREMISES (Ea occurence) | § 300,000
___: | ' MED EXP (Any one parson) s 5,000
_r X_| Deductible Vaue: 250,000 N | PERSONAL & ADVINJURY | 2,000,000
GENL AGGREGATE LIMIT APPLIES PER: ]- | _ GENERAL AGGREGATE s 4,000,000
__poucy| |FESF x]wc ! ‘ | PRODUCTS - COMPIOP AGG | § 4,000,000
| | OTHER: : ‘ . S
A | AUTOMOBILE LIABILITY | 20ABS78102 TN | 1001202 | GO MBNEO SINGLELIMIT T 2,000,000
X | ANY AUTO | BODILY INJURY (Per parson) | § ) _ -
OWNED [T SCHEDWED | BODILY INJURY (Per sccklent)| §
TOSONLY | AUTO ji BODILY INJLBY o gooonill® s
| ARED. =t NOWOWNED ["PROPERTY DAMAGE s
— AuTos ONLY | AUTOS ONLY [(Paracadeny 1> =
i '8
B | x | UMBRELLALAB | X | occur ! 0314-0114 | 100112025 | 100172026 EACH OCCURRENCE s 10,000,000
T | — i | e
| EXCESS LLAB | | cLAIMS-MADE | ] AGGREGATE s 10,000,000
DED RETENTION § | | —— $
C |WORKERS COMPENSATION i 20WNS78100 (ACS) 100172025 | 10012026 X | SERure | R
Gl o A A D L Dy P
D | ANYPROPRIETORIPARTNER/EXECUTIVE sa 20WBRST78104 (W) | EL.LEACHACCIDENT _ |$§ 2,000,000
&F: nl?iftory in NE?EXGLUDEM | E.L. DISEASE -EA EMPLOYEE| § 2,000,000
I yas, d ba
DLSERIPTION OF OPERATIONS baiow | EL DISEASE - POLICY LIMIT |[ s 2,000,000

| ] |
| |

DESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES (ACORD. 101, Additional Remarks Schedule, may be attached if mors space is required)

Evidence of Insurance Only

CERTIFICATE HOLDER CANCELLATION
Sylvamo Corporation SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
and Its Subsidiaries THE EXPIRATION DATE THEREOF, NOTICE WILL BE DELIVERED IN
6400 Poplar Ave ACCORDANCE WITH THE POLICY PROVISIONS.
Memphis, TN 38197

AUTHORIZED REPRESENTATIVE

DA he Tlr s 222
© 1088-2016 ACORD CORPORATION. All rights reserved,
The ACORD name and logo are registered marks of ACORD

(]

ACORD 25 (2016/03)
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