REQUEST FOR EXTENDED AUTHORIZATION

NAME OF INSTRUCTOR: __________________________________________________________
ADDRESS: ________________________________________________________________________

CITY: ______________________________________ STATE: __________ ZIP: _______________

PH:(H)______________________________ (W)__________________________CO:_____________
Please list any/all program areas that you are requesting extended authorization for.  Example: CPR/AED for the Professional Rescuer, Water Safety, etc.  _______________________________

__________________________________________________________________________________

Where (name of facility, address and city) where you plan to conduct courses?_________________

__________________________________________________________________________________
Person responsible for authorizing expenses associated with training programs:

Name: ____________________________________________________________________________

Title: _____________________________________________________________________________

Address: _____________________________________________Fax:_________________________

Phone: _______________________________Email: _______________________________________

Please list which community/business groups you plan to be teaching for: _________________

_______________________________________________________________________
Please give an estimated time period of how long you are planning to teach in our area:

Example: Six months, one year, etc.
___________________________________________________________________________________
Where is your “home” chapter of records? _____________________________________________
An instructor requesting “extended authorization” in our Chapter’s jurisdiction is expected to adhere to our chapter’s policies and procedures as well as to all Red Cross National guidelines.  Your signature below means that you will abide by these policies.  Our office will confirm your instructor information with your home chapter of records.  Based on this information we will determine if your request for extended authorization will be granted.  We will attempt to establish this as soon as you submit your request. However we may not be able to verify your instructor status immediately.  If extended authorization is granted our chapter will endorse the back of your instructor authorization.  Extended authorization is valid for one year from the application date.  Please contact our office at (810) 766-6405 if you have any questions in regard to this process.  Thank you for your interest in teaching American Red Cross classes in Genesee and Lapeer Counties
INSTRUCTOR SIGNATURE: _______________________________________DATE_________
OFFICE USE ONLY

Is instructor in LMS? ___________________________________________________________________ 

Name of contact person at instructor’s home chapter: __________________________________________

Is the instructor currently authorized in each of the programs areas listed above? ____________________

_____________________________________________________________________________________

Is there any information regarding the instructor that our chapter needs to be aware of?  ______________

_____________________________________________________________________________________

_____________________________________________________________________________________

Extension granted? ____________ Yes
_____________ No

Date instructor notified of decision: ______________________________________

Signature of H&SS worker: _________________________________

GENESEE-LAPEER CHAPTER

HEALTH & SAFETY SERVICES

1401 S. GRAND TRAVERS 

FLINT, MI  48503

PHONE: (810) 766-6405

FAX: (810) 766-6454 
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LMS Instructor ID#________________








