
 
 
 
 
   

 

 

The Department of Natural Resources (DNR) is seeking individuals to become members of the summer fire crew 
program. These positions will be located Bathurst, Miramichi, Fredericton and Edmundston. 

Please indicate on your application and resume your choice of posting(s) in order of priority if you are applying 
for more than one location. 

 
Duties will include the suppression of wild fires by handling water pumps, carrying and hauling hose, digging fire line  
and extinguishing flames. Wild land fire fighters are often supervised by a squad boss, Department staff or a forestry 
technician at the fire site. Along with fighting fires, successful candidates will be involved in training exercises and 
undertaking non-fire project work for Departmental programs. There will be an expectation that fire crews will be 
required to travel to other parts of New Brunswick and other Provinces fighting wildfires. 
 
Basic Qualifications 
 

A participant must: 
 possess a valid Class 5 drivers license for operating vehicles in the Province of New Brunswick 
 be eligible to work in Canada 
 be a student in the current academic year and be attending a post-secondary institution in the fall 
 be in good physical shape and able to complete the required physical fitness testing to be eligible for the 

New Brunswick Fire Crew Programall candidates must be registered with Student Employment 
Experience Development (SEED) to be eligible for the fire fighter program.  

http://app.infoaa.7700.gnb.ca/gnb/Pub/EServices/ListServiceDetails.asp?ServiceID1=5099&ReportType1=ALL 
 

Education and Training 
 

Required training will be provided, but years of experience and certification of training received for wild land fire 
fighting from other agencies will be considered on a case by case basis. References will be required.  

 
Physical Fitness Requirements 
 

All applicants must be physically fit for work and will be required to complete physical fitness testing. The Province 
will administer Canadian Physical Performance Exchange Standard for Type 1 Wildland Fire Fighters (WFX-
FIT).  Applicants must be familiar with the physical fitness requirements for this position. Applicants must complete 
the new PARQ+ form prior to taking the physical fitness test. If applicant’s blood pressure is over the allowed 
144/94 mmHg, then the applicant will be required to have a Physician complete a eParMed-X form, allowing the 
applicant to perform elevated activity. If an applicant arrives at testing, their blood pressure is measured to be over 
144/94 mmHg, and applicant does not have a completed eParMed-X form, applicant will not be able to participate 
in the physical fitness testing. 

Salary/Weeks of Work:  New Applicant: Full wage is $13.85 per hour/16 weeks – May 14 to August 31st 
   Returning Applicant: Full wage is $15.40 per hour/16 weeks – May 14 to August 31st  

Application: Deadline for submission of resumes and applications is March 15th, 2012 at 5:00 p.m.                           
Email your applications and  resumes to: sandy.mckinnon@gnb.ca 

Please indicate on your application and resume your choice of location(s)  in order of priority if you are 
applying for a job in more than one region . 

 

Wildland Fire Fighter 
The Department of Natural Resources is an Equal Opportunity Employer. 



 

Canadian Physical Performance Exchange Standard 
for Type 1 Wildland Fire Fighters (WFX-FIT) 

 

There are five separate components to the WFX-FIT:  a screening component and four (4) performance 
components. The components must be completed in the following order: 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

WFX-FIT Circuit 

Throughout the WFX-FIT circuit, the participant wears work-out clothing, running shoes or work boots (if 
agency requirement) and a weighted belt which encumbers the participant with the weight of normal wildland 
fire line work wear. 
 

1. The timed circuit involves 4 separate components performed in a continuous sequence over 40 m 
(131.2 ft) laps with cone markers at each 20 m (65.6 ft) end line. 

2. Timing of the circuit begins when the participant crosses the starting line while carrying the simulation 
pump (28.5 kg / 62.7 lb) from a 1m (3.3 ft) platform on their back. For safety purposes, the WFX-FIT 
Appraiser assists with the lifting and lowering of the medium pump onto and off the participant’s back. 
The simulation medium pump is carried on the back for a total of 160 m (524.9 ft) (4 laps over the 40 
m course) traversing a ramp (35 degree pitch, 1.22 m) every 20 m , then the simulation medium pump 
is returned to the platform. 

3. Next, the participant picks up the simulation medium pump from the platform in his/her hands and 
carries it for 80 m  (2 laps of the 40 m) without traversing the ramp. 

4. The participant then places the simulation medium pump back onto the platform, picks up the WFX-
FIT hose pack containing 4 lengths of hose (25kg;) from the ground and hoists it onto his/her back, 
then carries the hose pack 1 km (25 laps of the 40 mcourse) traversing the ramp every 20 m (65.6 ft). 

5. In the final component of the circuit, the participant drags a weighted sled 80 m (2 laps of the 40 m 
course) on level ground to simulate advancing a charged hose (pull force required to move sled = 
18.5 kg).  Turn lines are also marked 3 m beyond the end line so the participant knows when the sled 
as crossed the end line without looking behind. 

 
Item Distance; # of times over ramp 

Carry Medium Pump on Back 160 m; 4 X 40 m over ramp 8 times 
Hand Carry Medium Pump 80 m;  2 X 40 m over no ramps 
Hose Pack Lift & Carry on Back 1 km; 25 X 40 m over ramp 50 times 
Charged Hose Advance 80 m; 2 X 40 m over no ramps 

1. Pre-Participation Screening (PAR-Q+, ePARmed-X+ (if required), Blood Pressure, Informed 
Consent) and Photo Identification 

2. Carry Medium Pump on Back 

3. Hand Carry Medium Pump 

4. Hose Pack Lift and Carry 

5. Charged Hose Advance 
 

WFX-FIT is completed as a timed circuit.  All components must be tested together. 





1. Do you have Arthritis, Osteoporosis, or Back Problems?

1a. Do you have di�culty controlling your condition with medications or other physician-prescribed therapies? 
 (Answer NO if you are not currently taking medications or other treatments)

1b. Do you have joint problems causing pain, a recent fracture or fracture caused by osteoporosis or cancer, 
 displaced vertebra (e.g., spondylolisthesis), and/or spondylolysis/pars defect (a crack in the bony ring on the   
 back of the spinal column)? 

1c. Have you had steroid injections or taken steroid tablets regularly for more than 3 months? 

If the above condition(s) is/are present, answer questions 1a-1c If NO   go to question 2

2. Do you have Cancer of any kind?
If the above condition(s) is/are present, answer questions 2a-2b

3. Do you have Heart Disease or Cardiovascular Disease? This includes Coronary Artery Disease, High Blood Pressure, 
 Heart Failure, Diagnosed Abnormality of Heart Rhythm

If the above condition(s) is/are present, answer questions 3a-3e

If the above condition(s) is/are present, answer questions 4a-4c

4. Do you have any Metabolic Conditions? This includes Type 1 Diabetes, Type 2 Diabetes, Pre-Diabetes

5. Do you have any Mental Health Problems or Learning Di�culties? This includes Alzheimer’s, Dementia, 
 Depression, Anxiety Disorder, Eating Disorder, Psychotic Disorder, Intellectual Disability, Down Syndrome)

If the above condition(s) is/are present, answer questions 5a-5b

If NO   go to question 3

If NO   go to question 4

If NO   go to question 5

If NO   go to question 6

2a. Does your cancer diagnosis include any of the following types: lung/bronchogenic, multiple myeloma (cancer of  
 plasma cells), head, and neck?

2b. Are you currently receiving cancer therapy (such as chemotheraphy or radiotherapy)?

3a. Do you have di�culty controlling your condition with medications or other physician-prescribed therapies? 
 (Answer NO if you are not currently taking medications or other treatments)

3b. Do you have an irregular heart beat that requires medical management?
 (e.g., atrial �brillation, premature ventricular contraction)

3c. Do you have chronic heart failure?

3d. Do you have a resting blood pressure equal to or greater than 160/90 mmHg with or without medication?
 (Answer YES if you do not know your resting blood pressure)

3e. Do you have diagnosed coronary artery (cardiovascular) disease and have not participated in regular physical   
 activity in the last 2 months?

4a. Is your blood sugar often above 13.0 mmol/L? (Answer YES if you are not sure)

4b. Do you have any signs or symptoms of diabetes complications such as heart or vascular disease and/or 
 complications a�ecting your eyes, kidneys, and the sensation in your toes and feet?

4c. Do you have other metabolic conditions (such as thyroid disorders, pregnancy-related diabetes, chronic kidney   
 disease, liver problems)?

5a. Do you have di�culty controlling your condition with medications or other physician-prescribed therapies? 
 (Answer NO if you are not currently taking medications or other treatments)

5b. Do you ALSO have back problems a�ecting nerves or muscles?

PAR-Q+
YES NO

YES NO

YES NO

YES NO

YES NO

YES NO

YES NO

YES NO

YES NO

YES NO

YES NO

YES NO

FOLLOW-UP QUESTIONS ABOUT YOUR MEDICAL CONDITION(S)

YES NO

YES NO

YES NO
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If the above condition(s) is/are present, answer questions 6a-6d

If the above condition(s) is/are present, answer questions 7a-7c

If the above condition(s) is/are present, answer questions 8a-8c

If you have other medical conditions, answer questions 9a-9c

If NO   go to question 7

If NO   go to question 8

If NO   go to question 9

If NO   read the Page 4 recommendations

PAR-Q+

YES NO

YES NO

YES NO

YES NO

YES NO

YES NO

YES NO

YES NO

YES NO

YES NO

YES NO

YES NO

YES NO
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GO to Page 4 for recommendations about your current 
medical condition(s) and sign the PARTICIPANT DECLARATION.

6. Do you have a Respiratory Disease? This includes Chronic Obstructive Pulmonary Disease, Asthma, Pulmonary High  
 Blood Pressure

6a. Do you have di�culty controlling your condition with medications or other physician-prescribed therapies? 
 (Answer NO if you are not currently taking medications or other treatments)

6b. Has your doctor ever said your blood oxygen level is low at rest or during exercise and/or that you require   
 supplemental oxygen therapy?

6c. If asthmatic, do you currently have symptoms of chest tightness, wheezing, laboured breathing, consistent cough  
 (more than 2 days/week), or have you used your rescue medication more than twice in the last week?

6d. Has your doctor ever said you have high blood pressure in the blood vessels of your lungs? 

7. Do you have a Spinal Cord Injury? This includes Tetraplegia and Paraplegia

7a. Do you have di�culty controlling your condition with medications or other physician-prescribed therapies? 
 (Answer NO if you are not currently taking medications or other treatments)

7b. Do you commonly exhibit low resting blood pressure signi�cant enough to cause dizziness, light-headedness,   
 and/or fainting?

7c. Has your physician indicated that you exhibit sudden bouts of high blood pressure (known as Autonomic 
 Dysre�exia)? 

8. Have you had a Stroke? This includes Transient Ischemic Attack (TIA) or Cerebrovascular Event

8a. Do you have di�culty controlling your condition with medications or other physician-prescribed therapies? 
 (Answer NO if you are not currently taking medications or other treatments)

8b. Do you have any impairment in walking or mobility?

8c. Have you experienced a stroke or impairment in nerves or muscles in the past 6 months? 

9. Do you have any other medical condition not listed above or do you have two or more medical conditions? 

9a. Have you experienced a blackout, fainted, or lost consciousness as a result of a head injury within the last 12   
 months OR have you had a diagnosed concussion within the last 12 months?

9b. Do you have a medical condition that is not listed (such as epilepsy, neurological conditions, kidney problems)?

9c. Do you currently live with two or more medical conditions? 
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PAR-Q+

PARTICIPANT DECLARATION

NAME  ____________________________________________________

SIGNATURE ________________________________________________

SIGNATURE OF PARENT/GUARDIAN/CARE PROVIDER ____________________________________________________________________

DATE _________________________________________

WITNESS ______________________________________
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For more information, please contact 

Key References

www.eparmedx.com or   
Canadian Society for Exercise Physiology

www.csep.ca

1. Jamnik VJ, Warburton DER, Makarski J, McKenzie DC, Shephard RJ, Stone J, and Gledhill N. Enhancing the e�ectiveness of clearance for physical activity participation; background and overall process. APNM 36(S1):S3-S13, 2011.
2. Warburton DER, Gledhill N, Jamnik VK, Bredin SSD, McKenzie DC, Stone J, Charlesworth S, and Shephard RJ. Evidence-based risk assessment and recommendations for physical activity clearance; Consensus Document. APNM
36(S1):S266-s298, 2011.
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The Physical Activity Readiness Questionnaire (PAR-Q+) and Electronic Physical Activity
Readiness Medical Examination (ePARmed-X+). Health & Fitness Journal of Canada 4(2):3-23, 2011.

If you answered NO to all of the follow-up questions about your medical condition, 
you are ready to become more physically active - sign the PARTICIPANT DECLARATION below:

If you answered YES to one or more of the follow-up questions about your medical condition: 
You should seek further information before becoming more physically active or engaging in a �tness appraisal. You should complete 
the specially designed online screening and exercise recommendations program - the ePARmed-X+ at www.eparmedx.com and/or 
visit a quali�ed exercise professional (CSEP-CEP) to work through the ePARmed-X+ and for further information. 

It is advised that you consult a quali�ed exercise professional (e.g., a CSEP-CEP or CSEP-CPT) to help you develop a 
safe and e�ective physical activity plan to meet your health needs.

You are encouraged to start slowly and build up gradually - 20-60 min of low to moderate intensity exercise, 3-5 days 
per week including aerobic and muscle strengthening exercises.

As you progress, you should aim to accumulate 150 minutes or more of moderate intensity physical activity per week. 

If you are over the age of 45 yr and NOT accustomed to regular vigorous to maximal e�ort exercise, consult a 
quali�ed exercise professional (CSEP-CEP) before engaging in this intensity of activity. 

Please read and sign the declaration below:

If you are less than the legal age required for consent or require the assent of a care provider, your parent, guardian or care 
provider must also sign this form. 

I, the undersigned, have read, understood to my full satisfaction and completed this questionnaire. I acknowledge that this 
physical activity clearance is valid for a maximum of 12 months from the date it is completed and becomes invalid if my 
condition changes. I also acknowledge that a Trustee (such as my employer, community/�tness centre, health care provider, 
or other designate) may retain a copy of this form for their records. In these instances, the Trustee will be required to adhere 
to local, national, and international guidelines regarding the storage of personal health information ensuring that they 
maintain the privacy of the information and do not misuse or wrongfully disclose such information. 

Delay becoming more active if:

You are not feeling well because of a temporary illness such as a cold or fever - wait until you feel better

You are pregnant - talk to your health care practitioner, your physician, a quali�ed exercise professional,            
and/or complete the ePARmed-X+ at www.eparmedx.com before becoming more physically active

Your health changes -  talk to your doctor or quali�ed exercise professional (CSEP-CEP) before continuing with 
any physical activity program.  

You are encouraged to photocopy the PAR-Q+. You must use the entire questionnaire and NO changes are permitted.
The PAR-Q+ Collaboration, the Canadian Society for Exercise Physiology, and their agents assume no liability for persons 
who undertake physical activity. If in doubt after completing the questionnaire, consult your doctor prior to physical 
activity. 

The PAR-Q+ was created using the evidence-based AGREE process (1) by the PAR-Q+ 
Collaboration chaired by Dr. Darren E. R. Warburton with Dr. Norman Gledhill, Dr. Veronica 
Jamnik, and Dr. Donald C. McKenzie (2). Production of this document has been made possible 
through �nancial contributions from the Public Health Agency of Canada and the BC Ministry 
of Health Services. The views expressed herein do not necessarily represent the views of the 
Public Health Agency of Canada or BC Ministry of Health Services. 
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