POST COURSE REPORT 

 (Complete one PCR for each course)
                 







Date:      
Type of course conducted:                         
Training Site Name                                 
Complete Course Location                                 
	Date Started
	Date Completed
	# Enrolled
	# Enrollees Retrained

(those who completed course at least once in their past)
	# cards issued

Provider / Instructor
	# of instructor reregistered

	     
	     
	     
	     
	      /       
	     


Lead Instructor’s Information

(Full Name, Rank, Corps)        



(Duty Phone No.)  Comm          DSN      
(Duty Email Address)       
	Infection Control Guidelines were
adhered to during course and equipment was cleaned IAW Manufacturers instructions at the completion of the course:
	_______________________________________________________
Signature and Title


Program Administrator Information

(Full Name, Rank, Corps)       
(Duty Phone No.)  Comm          DSN      
(Duty Email Address)         
I certify this course has been conducted under the standards and procedures established by the American Heart Association and the Military Training Network.  

____________________________

             ________________________________

Program Director Signature


              Program Administrator Signature 

	MILITARY TRAINING NETWORK INSTRUCTOR LIST

	Instructor’s Full Name (Last, First, MI)

Rank, Branch of Service, Corps
	Professional Licensure (MD, DO, CRNA, RN, EMT, etc.)
	AHA Instructor Card Exp Date
	PD, TSF, or Inst
	**Renewing Instructor (yes/no)

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     


** For renewing Instructors Attach the Instructor Renewal Form.
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