
 

 

401 NW F Street 
Grants Pass, OR 97526 

(541) 474-6303 
www.amr.net 

PUBLIC ACCESS AED APPLICATION  

(For Agencies/Organizations) 

SECTION 1 — APPLICANT (AGENCY/ORGANIZATION) INFORMATION 

Agency/Organization Name: _______________________________________________ 

Type of Agency/Organization (check one): 
☐ School/College/University ☐ Government/Municipal ☐ Nonprofit ☐ Faith-Based 

☐ Community Center/Recreation ☐ Business/Employer ☐ Other: ______________________ 

Mailing Address: __________________________________________________________ 
City: __________________________ State: ______ ZIP: _______________ 

Physical Facility Address (if different): ________________________________________ 
City: __________________________ State: ______ ZIP: _______________ 

Primary Contact (Name/Title): ______________________________________________ 
Phone: ________________________ Email: ______________________________________ 

Website (optional): ________________________________________________________ 

SECTION 2 — REQUEST DETAILS 

Requested Placement Area(s) (e.g., lobby, gym, main hallway): 

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________ 

Hours the AED would be accessible (check all that apply): 
☐ 24/7 ☐ Business Hours Only ☐ Event-Based Only ☐ Other: ______________________ 

SECTION 3 — REASON FOR NEED (REQUIRED) 

Describe why your agency/organization needs a public access AED. Include any risk factors such as high 
foot traffic, remote location, delayed EMS response, high-risk participants, history of cardiac emergencies 
(if applicable), or community need. Attach further explanation if needed.  

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________ 

 



  
 

 

SECTION 4 — POPULATION SERVED (REQUIRED) 

Estimate how many people occupy the location the AED will be placed: 

____________________________________________________________________________________

____________________________________________________________________________________ 

Who will be served? (check all that apply): 

☐ Employees/Staff ☐ Students ☐ Visitors/Public ☐ Patients/Clients ☐ Athletes/Participants 

☐ Seniors ☐ Children ☐ Other: ______________________ 

Describe typical activities and peak attendance times (events, sports, meetings, etc.): 

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________ 

SECTION 5 — FACILITY DESCRIPTION (REQUIRED) 

Describe the facility where the AED will be located so reviewers understand access, layout, and 
coverage. 

Facility type/setting (e.g., school campus, multi-building site, public venue): 

Facility size and layout (examples: floors, buildings, square footage, indoor/outdoor areas): 

Key areas covered by the AED (gyms, auditoriums, pools, fields, warehouses, etc.): 

Special considerations (remote areas, security gates, locked buildings, long walking distances): 

SECTION 6 — READINESS TO IMPLEMENT & SUSTAIN THE AED PROGRAM 

6A. AED Program Coordinator (REQUIRED) 
Name/Title: ___________________________________________ 
Phone: _______________________ Email: _______________________ 

6B. Training Plan 

 Do you currently have CPR/AED-trained staff/volunteers? ☐ Yes ☐ No 
If yes, how many currently trained? ________ 

SECTION 7 — OPTIONAL SUPPORTING INFORMATION (Recommended) 

Attach any of the following if available: 
☐ Letters of support (community, leadership, partners) 

☐ Facility map showing proposed AED location(s) 

☐ Summary of events/attendance or community usage 

☐ Any relevant safety plan or emergency procedures 

 

 

 



  
 

 

SECTION 8 — CERTIFICATION & SIGNATURES 

By signing, the applicant confirms the information provided is accurate and that the agency/organization 
will implement and maintain the AED as described. 

Authorized Representative (Name/Title): _____________________________________ 
Signature: ____________________________________ Date: _________________________ 

AED Program Coordinator (Name/Title): ______________________________________ 
Signature: ____________________________________ Date: _________________________ 

 

Submit completed application to: 
AMR 
401 NW F Street 
Grants Pass, OR 97526 
(541) 474-6303 
www.amr.net 

 

Applications may also be submitted via email to Randy.Newell@gmr.net  

 

 

 

 

 

 

 

 

 

 

 

 

FOR REVIEW/ADMIN USE ONLY 

Date Received: ___________________ Reviewed By: ______________________________ 
Decision: ☐ Approved ☐ Not Approved ☐ More Info Needed 
Notes/Conditions: _____________________________________________________________ 

 


