American Red Cross 

Central New Jersey Region

Information for Authorized Provider Agreement
	Authorized Provider (AP):
	

	Company Name: 
	     

	Address: 
	     

	Phone Number: 
	     

	Fax Number: 
	     

	E-mail Address: 

Company Representative (this individual is the person who is the decision maker at the company and has authority to sign a contract):

Title:

Phone Number:

Fax Number:

E-mail:

Chapter Affiliation:
	     
     
     
     
     
     
     


A.  Courses: [insert names of programs (e.g. First Aid/CPR/AED, Lifeguarding or Babysitter's Training…)]
B.  Equipment:



I plan on renting the equipment needed for the courses
     



I own the equipment needed for the courses

     
	Equipment

	[insert equipment name here]

	     

	     

	     

	     

	     

	     

	     

	     


INSTRUCTORS
	Name
	Contact Information including 

address, phone and mail
	Home Chapter
	Current Instructor

Certification

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


MULTIPLE FACILITY CONTACTS 

(all locations where courses will be conducted)
	Facility Name and Address
	Contact Name
	Phone Number

Fax Number

E-mail Address
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