
  

 

Restricted Medical EMD Instructor Application 

Please fill out completely  
Today’s Date _________ 

Name _________________________________________________ 

APCO Membership # (if applicable) __________________________ 

Email Address __________________________________________ 

Daytime Phone Number ___________________________________ 

Fax ___________________________________________________ 

Agency ________________________________________________ 

Agency Address _________________________________________ 

City __________________________State ______Zip____________ 

Please include the following with you application:   

 Resume/Curriculum Vitae 
 Certificate of Medical Training 
 Certificate of Instructor Qualifications 
 Application/Certification Fee (includes training manual)  

Payment Must Accompany This Application:  APCO Members $159; Non Members $169 
___ Check Enclosed 

___ Purchase Order (New Jersey mail original PO only) 

___ VISA Card Number ______________________________ Exp ______Security Code ______ 

___ Master Card Number _____________________________ Exp _____ Security Code ______ 

___ Discover Card Number ____________________________ Exp_____ Security Code ______ 

___ AMEX Card Number ______________________________ Exp _____ Security Code ______ 

 
Name on Card _________________________________________________________________ 

Address ______________________________________________________________________ 

City ________________________________ State ________________ Zip ________________ 

Signature _____________________________________________________________________ 

Mail to: 
APCO International 

351 N. Williamson Blvd 
Daytona Beach, FL 32114 
Phone:  386‐322‐2500 
Fax:  386‐322‐9766


