
 

 

 

Date___________________ 

CPR TRAINING UNIT APPLICATION 

 

Name of organization _________________________________________________________________________ 

 

Address ____________________________________________________________________________________ 

 

City _________________________________    State ___________________    Zip _______________________ 

 

Contact name _______________________________________________________________________________ 

 

Title ________________________________________    Telephone (_______)___________________________ 

 

Email address: _______________________________ Organization website: ___________________________ 

 

ORGANIZATION BACKGROUND     Year founded _____________________ 

 

How supported ______________________________________________________________________________ 

 

___________________________________________________________________________________________ 

 

Purpose of organization _______________________________________________________________________ 

 

___________________________________________________________________________________________ 

 

___________________________________________________________________________________________ 

 

Number of people to be trained__________________ Number of similar units available__________________ 

 

Brief description of program ___________________________________________________________________ 

 

___________________________________________________________________________________________ 

 

___________________________________________________________________________________________ 

 

CPR UNITS AVAILABLE FROM LAERDAL MEDICAL CORP. (select one) 
 

Resusci Anne Complete   _____ 

Resusci Anne Torso Complete  _____ 

Little Anne Four Pack   _____ 

Resusci Junior    _____ 

Resusci Baby Complete   _____ 
Little Anne AED Training System _____ 

 
 

 

Sponsored by: ______________________________________________________________________________________ 
      (Dealership Name & Phone Number) 

 

  ______________________________________________________________________________________ 
            (Contact Name at Dealership) 

 

 

S U B M I T  A P P L I C A T I O N  T O :  

N A T I O N A L  A U T O M O B I L E  D E A L E R S  C H A R I T A B L E  F O U N D A T I O N  

8 4 0 0  W E S T P A R K  D R I V E ,  M C L E A N ,  V I R G I N I A  2 2 1 0 2  

7 0 3 . 8 2 1 . 7 2 3 3  *  F A X  7 0 3 . 2 4 5 . 5 2 4 7 *  F O U N D A T I O N @ N A D A . O R G  


