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Instructor Information Form
Name________________________________________ ________________________Credential_
______



 

Mailing Address______________________________City/State_____________________________ Zip_   



Contact Phone



   Fax



Email_

______





Occupation __________________________________Total Number of Years in Field __________________________
Please complete the following:

ACLS/BLS/PALS Instructor Data (AHA-WA)

1.
Expiration date of Provider Card     ACLS


BLS


PALS




2.
Expiration date of Instructor Card
ACLS


BLS


PALS




3.
Regional  Faculty

ACLS


Expiration Date 


_________



BLS 


Expiration Date 











PALS


Expiration Date 







· Please Submit A Copy of Each Card
4.
Fluent  in any language other than English? ____ Yes____No  If yes what? _________________________________
5.
Available for teaching outside the Multicare Health System? 

 Yes  

 No

6.
List classes interested in teaching.












______________________________________________________________________________________________

7.
List the Training Center you are presently affiliated with:

Name:____________________________________________City/State:____________________________________


Phone:_________________________________________________Fax:____________________________________








Newcastle Training, LLC.


8512 122nd AVE NE, 322, Kirkland, WA 98033


Phone: 425-488-3730 • Fax: 425-408-1110


Email: info@newcastletraining.com • Web: www.newcastletraining.com



































