
FIRST AID/ CRAFT SERVICE DEPARTMENT QUALIFICATIONS 

PERMITTEE REQUIREMENTS 
q Valid WHMIS cer/ficate
q IATSE 856 Intro Course: Ready, Set, Go
q Intermediate First Aid Cer<ficate - 16-hour course
q Valid Safe Food Handling Course Level 1
q $50 processing fee

INTRO TO DEPT: 

Do you have a valid Manitoba Driver’s license- YES  NO 

MEMBERSHIP REQUIREMENTS 
q 60 days’ work experience in CraO Service
q Intermediate First Aid Cer<ficate - 16-hour course
q Food Handler Cer/ficate
q Current Collec/ve Agreement Course
q LeRers of recommenda/on from 1 Key & 2 IATSE 856 members.  All leRers of recommenda/on must be from

 members from within the department



POSITION REQUIREMENTS 

Name: ______ 

I cer+fy that the informa+on I have disclosed is true.  I understand that ANY misrepresenta+ons will jeopardize my poten+al 
Permi@ee or Membership status. 

Signature: ____________________________ 

Key FACS 
q Food Handler Cer+ficate
q Basic cooking skills
q Food Service Experience
q Intermediate First Aid Cer+ficate - 16-hour course
q 60 Days working on a minimum of 2 IATSE Films in the posi+on being applied for
q Le@ers of recommenda+on from direct supervisors 
q Current Collective Agreement Course 
1st Assistant FACS 
q Food Handler Cer+ficate 
q Basic cooking skills 
q Food Service Experience 
q Intermediate First Aid Cer+ficate 16-hour course 
q 60 Days working on a minimum of 2 IATSE Films in the posi+on being applied for 
q Le@ers of recommenda+on from 1 Key & 2 IATSE 856 members.  All le@ers of recommenda+on must be from members 

from within the department 
 
2nd Assistant FACS 
q Food Handler Cer+ficate 
q Basic cooking skills 
q Food Service Experience 
q Intermediate First Aid Cer+ficate - 16-hour course 
q 60 Days working on a minimum of 2 IATSE Films in the posi+on being applied for 
q Le@ers of recommenda+on from 1 Key & 2 IATSE 856 members.  All le@ers of recommenda+on must be from members 

from within the department 
 

Date:
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