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CME APPLICATION FOR REGULARLY SCHEDULED SERIES

GENERAL INFORMATION
	ACTIVITY TITLE / LOCATION / DATES:

	Series Name:       
	Series Code:      

	Location:                                          
	Time:      

	Start Date:                                              End Date:       
Duration in terms of month of the year when the activity is available (i.e. September to June, January to December)

	Credits desired (one hour = one credit):      


	SPONSORSHIP:

	 FORMCHECKBOX 
Direct : Upstate ONLY Departments:        



	 FORMCHECKBOX 
Joint: Non-Upstate Organization:         Departments:
     




	TYPE OF ACTIVITY:

	Format



Day


Frequency

If Monthly
 FORMCHECKBOX 
Grand Rounds

              FORMCHECKBOX 
Monday

                 FORMCHECKBOX 
Weekly

 FORMCHECKBOX 
1st Week

 FORMCHECKBOX 
M&M


              FORMCHECKBOX 
Tuesday

 FORMCHECKBOX 
Monthly

 FORMCHECKBOX 
2nd Week

 FORMCHECKBOX 
Journal Club

              FORMCHECKBOX 
Wednesday

 FORMCHECKBOX 
Semi-monthly
                 FORMCHECKBOX 
3rd Week

 FORMCHECKBOX 
Noon Conference
              FORMCHECKBOX 
Thursday

 FORMCHECKBOX 
Quarterly

 FORMCHECKBOX 
4th Week

 FORMCHECKBOX 
Other:     

              FORMCHECKBOX 
Friday

                 FORMCHECKBOX 
Other

                 FORMCHECKBOX 
Every other


	Course Director: 

	Name & Title:                              

	Organization:                                      
	Department:      

	Address:      

	Phone:
     
	Fax:      
	Email:      


	CONTACT PERSON: 

	Name: 
     
                                       

	Phone:
     


	Fax:       
	Email:      


PLANNING & DESIGN:
1) Target Audience:  Who is this educational activity intended for?
     
	2) Professional Practice Gaps:  List 3-5 practice–based issues, problems or areas of improvement you want to address. 

	Gap Example 1:  The prevalence of diabetes is on the rise in NYS.  Many remain undiagnosed.

Gap Example 2:   Preterm birth is the single largest cause of perinatal morbidity and mortality in the US.  It is the leading cause of infant blindness, deafness and cerebral palsy.  

1)     
2)     
3)     
4)     
5)     


	3) Are these issues (gaps) in physician

  FORMCHECKBOX 
Knowledge  (do they need to know what to do)

  FORMCHECKBOX 
Competence  (do they need to apply what they know)
  FORMCHECKBOX 
Performance  (do they need to put into action what they know)


4) How did you identify the professional practice gaps listed above?  Check all that apply and ATTACH supporting documentation.  
Participant Needs
 FORMCHECKBOX 
Needs Assessment Survey of Target Audience 
 FORMCHECKBOX 
Focus Panel Discussions/Interviews 
 FORMCHECKBOX 
Previous Related Evaluation Summary 
 FORMCHECKBOX 
Requests from physicians
Observed Needs
 FORMCHECKBOX 
Adverse drug events
 FORMCHECKBOX 
Increased prevalence/epidemic
 FORMCHECKBOX 
Hospital/departmental QA/PI data 
 FORMCHECKBOX 
Mortality/morbidity data
 FORMCHECKBOX 
National clinical guidelines (NIH, NCI, AHRQ, etc)
 FORMCHECKBOX 
Other clinical observations (specify):

Other

 FORMCHECKBOX 
New technologies/procedures/treatments

 FORMCHECKBOX 
Literature review

 FORMCHECKBOX 
Research Findings

 FORMCHECKBOX 
Government regulations

 FORMCHECKBOX 
Core Measures

 FORMCHECKBOX 
Other societal trends
5) Based on the needs/practice gaps above, this activity is designed to change 
 FORMCHECKBOX 
Competence  (do you want to change what they know)
 FORMCHECKBOX 
Performance  (do you want to change what they do)
 FORMCHECKBOX 
Patient Outcomes  (do you want to change patient outcomes) 
6) What are the QA/PI initiatives associated with this activity?  Mention any ways your department has collaborated with QA/PI that would serve to improve compliance with core measures and provide valuable learning opportunities for our physicians.  
     
7) List 3-5 overall learning objectives for this activity.  Each should be directly linked to one of the professional practice gaps listed above.
	GAP Example 1 (from above): The prevalence of diabetes is on the rise in NYS.  Many remain undiagnosed.
OBJECTIVE Example 1:  Recognize the importance of early detection and treatment before the diagnosis of frank diabetes.
GAP Example 2 (from above):  Preterm birth is the single largest cause of perinatal morbidity and mortality in the US.  It is the leading cause of infant blindness, deafness and cerebral palsy.  
OBJECTIVE Example 2:  Improve skills in the education of pregnant women about preterm labor and acquire proficiency in the diagnosis of preterm labor.

1)     
2)     
3)     
4)     
5)     


	8) CME activities should be planned with IOM, ACGME, ABMS competencies in mind.  Check all that this conference will address.
 FORMCHECKBOX 
 Provide patient centered care

 FORMCHECKBOX 
 Apply quality improvement

 FORMCHECKBOX 
 Medical knowledge


 FORMCHECKBOX 
 Professionalism

 FORMCHECKBOX 
 Work in interdisciplinary teams

 FORMCHECKBOX 
 Utilize informatics

 FORMCHECKBOX 
 Employ evidence-based practice

 FORMCHECKBOX 
 Systems based practice

 FORMCHECKBOX 
 Interpersonal and communication skills
 FORMCHECKBOX 
 Professional standing

 FORMCHECKBOX 
 Practice-based learning and improvement
 FORMCHECKBOX 
 Commitment to lifelong learning


	9) What educational format will you use for this activity? 
 FORMCHECKBOX 
 Lectures




 FORMCHECKBOX 
 Video/Audio 

 FORMCHECKBOX 
 Hands-on/Skills Session


                 FORMCHECKBOX 
 Case Presentations

 FORMCHECKBOX 
 Internet/Webcast



 FORMCHECKBOX 
 Panel Discussion                           

 FORMCHECKBOX 
 Q & A / Discussions



 FORMCHECKBOX 
 Other (please describe)            


10) How do you plan to evaluate this activity to determine it’s effectiveness on physician competence, performance and patient outcomes?
 FORMCHECKBOX 
Standard evaluation           
 FORMCHECKBOX 
Post-test                             

 FORMCHECKBOX 
Follow-up survey

 FORMCHECKBOX 
Practice data

 FORMCHECKBOX 
Other      
	11) How often will participants evaluate the activity?
 FORMCHECKBOX 
 Each session
 FORMCHECKBOX 
 Group of sessions        If group of sessions, specify how often:      
 FORMCHECKBOX 
 Combination of both     Please explain:      


12) Describe the process used to plan this activity. 
     
13) List all planners/planning committee members for this activity.  ATTACH a signed disclosure statement for each.

	    Name:

1.      
2.      
3.      
4.      
5.      
6.      
	   Title:
1.      
2.      
3.      
4.      
5.      
6.      


14) List all speakers, planners, presenter, and authors for this activity.  ATTACH a signed disclosure statement for each.

	        Name:

1.      
2.      
3.      
4.      
5.      
6.      
7.      
8.      
9.      
	       Title:

1.      
2.      
3.      
4.      
5.      
6.      
7.      
8.      
9.      



	SPEAKER SELECTION: 

	Who was involved in speaker/topic selection? 

	 FORMCHECKBOX 
 Course Director
 FORMCHECKBOX 
 Planning Committee



	 FORMCHECKBOX 
 Other (please provide names)      

	What criteria were used to select speakers?

	 FORMCHECKBOX 
 Expert in field
 FORMCHECKBOX 
 Other (please describe)      


15) How will you promote your activity?

 FORMCHECKBOX 
Flyer/Brochure



 FORMCHECKBOX 
Email

 FORMCHECKBOX 
Website



 FORMCHECKBOX 
Other 



 FORMCHECKBOX 
Conference Calendar


ATTACH a draft for CME Office approval.  It should contain date, title, location, target audience, learning objectives, planner and speaker disclosures, accreditation/credit designation statement and acknowledgment of commercial support, if any.



FINANCES/BUDGET
	16) Please indicate whether this activity will receive financial support from commercial interests.

 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 Yes.  I have read and agree to abide by the ACCME’s Standard for Commercial Support
1.      
2.      
3.      
4.      

	17) Will vendor exhibits be present? 
 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 Yes.  I have attached a list of anticipated vendors and will provide a copy of the Vendor Registration Form for each.

1.      
2.      
3.      


  DOCUMENTATION CHECKLIST:  Please use this as a personal checklist to be sure all  

     documentation is turned in.  Any meeting with missing documents will not be eligible for credit.                       
	Biennial: (every 2 years)

	 FORMCHECKBOX 
 Completed Planning Guide

	 FORMCHECKBOX 
 Supporting Documentation for Practice Gaps/Needs

	 FORMCHECKBOX 
 Disclosure Forms (planners and presenters for the year)

	 FORMCHECKBOX 
 Evaluation Form (copy of the form you intend to use)

	Monthly:

	 FORMCHECKBOX 
 Flyer/brochure which includes:
· Topic, Date, Time, Location, Target Audience
· Speaker name and credentials
· Speaker and Planner Disclosures (or lack of)
· Learning objectives

· Accreditation and Credit Designation Statement
· Acknowledgment of commercial support, if applicable

	 FORMCHECKBOX 
 Signed disclosure for any speaker previously not submitted with application

	 FORMCHECKBOX 
 Attendance spreadsheet 

	 FORMCHECKBOX 
 Summary of Evaluations 

	 FORMCHECKBOX 
 Letter of Agreement for commercial support , if applicable

	Year-end reporting:

	 FORMCHECKBOX 
 Summary &  Analysis Questionnaire (will be emailed to departments)

	 FORMCHECKBOX 
 Expense Report 
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