
 

CTAS Participant Course Log Sheet 

Course Lead Instructor 

Name:         Course Date:     

City:          Province:      

Hospital Name:        

Participant Name Email 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

PLEASE SUBMIT via fax (613) 523-0190 or email: ctas@caep.ca  

mailto:ctas@caep.ca
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