AED Medical Director Form
Automated External Defibrillator

Site Name__________________________________________________________________

Contact____________________________________________________________________

Address____________________________________________________________________

Phone______________________________________Fax_____________________________

Email______________________________________________________________________

Serial Number_______________________________________________________________

Make:  Physio Control / Medtronic      Model Check One:     LP500      CR+

Describe Location____________________________________________________________

“Any person or entity that possesses an AED shall ensure that a licensed physician or advanced practice registered nurse who is authorized to prescribe is involved in the possessor’s program to ensure compliance with the requirements for training, emergency medical service (EMS) notification and maintenance.”

Physician Name____________________________License Number____________________

Address____________________________________________________________________

Phone______________________________________Fax____________________________

Email______________________________________________________________________

Physician Signature__________________________________Date____________________

I understand that this notification shall remain in effect unless changes occur in the information provided.  I further understand it is my responsibility to submit timely updates as necessary, and to remain in compliance with R.S.1236.13.  

Authorized Signature________________________________Date_____________________ 

Please return by fax, email, or mail to:
American Red Cross of Central Louisiana

425 Bolton Ave., Alexandria, LA  71303

www.cenlaredcross.org
aed@cenlaredcross.org 

Red Cross AED Hotline 866-443-4532     AED Director Cell Phone 318-419-1579

Fax 318-487-8936
