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APPLICATION FOR CONTINUING MEDICAL EDUCATION

To fulfill the requirements of the Accreditation Council for Continuing Medical Education (ACCME) the following information is necessary to be eligible for AMA/PRA Category 1 credit.  

Please Type

Activity Title:
     
Activity Date(s):
     



Time(s):
      

Location:
     
Anticipated Audience Number:
    
       % Physicians 
      % Other Allied health professionals

      %Other

Identify Specialties (Target Audience):
     
Anticipated % Target Audience:  
      %WSU/DMC
      %Local
      %MI   





     
       %Regional (3-state)         %National         % International

Sponsoring Department:      
Activity Director:
      
Email Address:
   
Mailing Address:
   
Telephone:
    



 Fax No:
    
Administrative Staff Contact:
   
Tel:
     
Email:
     
Outside Organizations involved with this Activity providing CME credit:  

     
Administration:  Is there an external conference manager or other business involved with the program?


 FORMCHECKBOX 
  yes

 FORMCHECKBOX 
  no

If yes, this requires an “Agreement and Acknowledgement Form” or a copy of any other contract which should be attached to this application.
Verification that the activity is developed from a professional practice gap connected to your own learners. (C2):
What are the professional practice gaps in your target audience that need to be improved by this program?

     
Please provide evidence for these gaps.  For instance, bioepidemiologic data from the State or National government or scientific literature, data from sites such as www.hospitalcompare.hhs.gov/, utilization data from WSU/DMC, risk management information, etc. Please give actual hard copy numbers with trends and not just references to other sites.  Your may attach these separately at the end of the application.
 FORMCHECKBOX 

Data Attached
What are the desired results related to a change in physician competence, performance or patient outcomes: (C2)

Check all that apply:
 FORMCHECKBOX 

To give participants new abilities/strategies

 FORMCHECKBOX 

To help participants modify their practice

 FORMCHECKBOX 

To help improve patient outcomes
Desired Results:

	Desired Results

List the expected outcomes in terms of changed physician knowledge, skills, performance in practice and/or patient health status.

	     

	     

	     


	State objectives in terms of competencies, performance or patient outcomes.

	     

	     

	     

	     

	     

	     


Please select which of the following Competencies will be addressed by this program: (May select more than one.)
 FORMCHECKBOX 

Patient Care

 FORMCHECKBOX 

Medical Knowledge

 FORMCHECKBOX 

Practice-Based Learning and Improvement

 FORMCHECKBOX 

Systems-Based Practice

 FORMCHECKBOX 

Professionalism

 FORMCHECKBOX 

Interpersonal Skills and Communication

Educational Design:  What presentation method(s) do you intend to use:


 FORMCHECKBOX 
  Lecture (didactic)


 FORMCHECKBOX 
  Laboratory

 FORMCHECKBOX 
  Demonstrations

 FORMCHECKBOX 
  Panel Discussion


 FORMCHECKBOX 
  Case study

 FORMCHECKBOX 
  Video
 FORMCHECKBOX 
  Teaching Rounds


 FORMCHECKBOX 
  Workshops

 FORMCHECKBOX 
  Website
 FORMCHECKBOX 
  Journal/Enduring Material
 FORMCHECKBOX 
  CD-ROM
Program Schedule & Content:  Attach a copy of proposed program with exact start and end times for each presentation or activity including breaks and meals.

List of all individuals in control of content of CME activity. (C7; SCS 2.1)

Program Planning Committee:  Attach a list of all persons planning the program. There must be a physician and WSU/DMC faculty member on the committee.   Please include:

Names

Degrees

Titles

Departments

Institutional affiliations

(Members of the Office of Continuing Medical Education staff (313 577-1453) are available to assist on these committees.)
Faculty and Moderators Involved in Presentation:  
Names

Degrees

Titles

Departments

Institutional affiliations
Commercial Relationship Disclosure:
Verification that all individuals in a position to control the content disclose relevant financial relationships to the provider. (C7; SCS 2.1) Individuals who refuse to disclose are disqualified from CME planning and implementation. (C7; SCS 2.2)
It is the responsibility of the Activity Director to obtain and review a “Disclosure of Commercial Relationships” form from everyone who is in a position to control the content of the activity. This includes all planning committee members, presenters, authors and moderators. 
Any conflicts of interest must be resolved prior to the program.  
Commercial relationships (or lack there of) must be disclosed to the audience prior to the beginning of the educational activity.  (This should be done whether or not there is Commercial Support for the activity.) 

Check means of commercial relationship disclosure:

 FORMCHECKBOX 

Prior to educational activity in a brief statement by Activity Director or Speaker (attach dictated statement with follow-up materials)

 FORMCHECKBOX 

In conference materials (brochures, syllabi) distributed prior to presentations (submit copy with follow-up materials)

 FORMCHECKBOX 

Disclosure Forms displayed at sign-in table (attach dictated statement with follow-up materials)

(Documentation of Disclosure information must be submitted before CME credits are awarded.)
Commercial Support:

List of all Commercial supporters for the activity, if applicable (C8; SCS 3.4-3.6) and attach all signed written agreements, if applicable. (C8; SCS 3.4-3.6)

Full Disclosure and signed Letters of Agreement are required for all Commercial Support.

List Commercial Supporters:

	Company
	Amount Requested

	
	     

	     
	     

	     
	     

	     
	     


Name of person soliciting funds:     
Ph:     
Grants will be deposited into:       account by:      
Means of Disclosure of Commercial Support:

 FORMCHECKBOX 

Prior to educational activity in a brief statement by Activity Director or Speaker (attach dictated statement with follow-up materials)

 FORMCHECKBOX 

In conference materials distributed prior to presentations (attach copy with follow-up materials)

 FORMCHECKBOX 

Statement displayed at sign-in table (attach copy with follow-up materials)

 FORMCHECKBOX 

Not Applicable

Documentation of the Activities’ Commercial Support Disclosure must be submitted before CME credits are awarded.

Attach a copy of proposed budget.  Honoraria must be itemized.
A final itemized financial statement is required (including itemized honoraria) and must be provided to the Division of Continuing Medical Education upon completion of the activity.

This program will be funded by:


 FORMCHECKBOX 

Registration



 FORMCHECKBOX 

Exhibit Support

 FORMCHECKBOX 

Pharmaceutical Grants

 FORMCHECKBOX 

Originating Department’s Cost Center


 FORMCHECKBOX 

Other:     
Evaluation:
Choose one or more of the following options for evaluation:
 FORMCHECKBOX 
 Standard Evaluation form:
            Educational Quality:

Objectives were met:  

1. List








1
2
3
4
5

2.








1
2
3
4
5

Rate each speaker’s effectiveness: 

1.  List names








1
2
3
4
5

2.








1
2
3
4
5

Educational quality of the activity………………………………
1
2
3
4
5
Outcomes:

Based on what you learned in this session, will you make changes in your 

practice?  








Yes

No


If yes, please describe the changes you intend to make:


_____________________________________________________________________________


What barriers to change do you anticipate?


_____________________________________________________________________________
What strategies or mechanisms will you apply to overcome these barriers?


_____________________________________________________________________________
Commercial Bias:

Were all presentations fair, balanced and free of commercial bias?

Yes

No

If not, please describe the nature of the issue:

_____________________________________________________________________________

Comments:____________________________________________________________________

Suggestions for future activities:___________________________________________________

 FORMCHECKBOX 

Pre-test / Post-test (example: Audience Reponse System results):
 FORMCHECKBOX 

Confirmative Evaluation: Questionnaire/survey sent 3-6 months after program (examples: “Survey Monkey”, email surveys, USPO mailed surveys)
 FORMCHECKBOX 

Quantitative Data Analysis: Pre-intervention Practice (statistics) / Post-intervention Practice statistics
Submit the evaluation tool with the original CME application

(The Office of Continuing Medical Education is available for assistance in the design of evaluation instruments.  Contact us at 577-5410 for assistance.)
Handout Material:  Please forward a copy of the syllabus with post-conference follow-up materials to the Division of Continuing Medical Education, 9A UHC, 4201 St. Antoine, Detroit, MI 48201.

Promotional Material:  

XI. Attach a copy of a brochure, meeting announcement, email invitation or webpage with the accreditation statement. (ACCME Policy)
All Promotional Materials must include:

1. WSU identified as the sponsor

2. Accreditation Statement

3. Target Audience

4. Learning Objectives or Purpose

5. Faculty & Planning Committee Identified

All promotional materials must be approved by the Assistant Dean of Continuing Medical Education or Designee before going to print.

All promotional materials (emails, flyers, brochures) must include the following accreditation statement verbatim:    

Direct Sponsorships (Live Activity):

“The Wayne State University School of Medicine is accredited by the Accreditation Council for Continuing Medical Education to provide continuing medical education for physicians. 

The Wayne State University School of Medicine designates this live activity for a maximum of _____ AMA PRA Category 1 Credit(s)™. Physicians should claim only the credit commensurate with the extent of their participation in the activity.”

Joint Sponsorships (Live Activity) :

“This activity has been planned and implemented in accordance with the Essential Areas and policies of the Accreditation Council for Continuing Medical Education through the joint sponsorship of Wayne State University School of Medicine and (name of non-accredited provider). The Wayne State University School of Medicine is accredited by the ACCME to provide continuing medical education for physicians.

The Wayne State University School of Medicine designates this live activity for a maximum of _____ AMA PRA Category 1 Credit(s)™. Physicians should claim only the credit commensurate with the extent of their participation in the activity.”
*Remember AMA Requirements: (We are audited yearly.)

1.  Italicize and/or “bold” the phrase AMA PRA Category 1 Credit(s)™.  Double check for italicization after draft returns from designer (pdf’s often reformat italicization).
2.  Complete the statement by filling the blank space with the number of credits awarded the program.

3.  Use a space between the two statements as seen above.
What methods will be used to publicize the program:

 FORMCHECKBOX 
  Individual mailings
 FORMCHECKBOX 
  Monthly conference calendar
 FORMCHECKBOX 
  Journals



 FORMCHECKBOX 
  Newsletters

 FORMCHECKBOX 
  Hospital signage


 FORMCHECKBOX 
  Newspapers

 FORMCHECKBOX 
  email


 FORMCHECKBOX 
  Websites



 FORMCHECKBOX 
  Faxes

Certificates of Completion:  It is the responsibility of the Activity Director to print and distribute program certificates. The AMA requires that physicians receive a “Certificate of Completion” and non-physicians receive a “Certificate of Attendance”.  Please contact the Division of CME for certificate templates that include the required AMA verbiage.  Certificates are not distributed for Regularly Scheduled Series such as Grand Rounds, Tumor Boards & Journal Clubs.
CME Transcripts:  Official CME Transcripts are available at: www.med.wayne.edu/cme.  Participants must utilized the last four digits of their social security number and establish a password.
Application Checklist:

Pre-Conference (submit with application)

Post-Conference
 FORMCHECKBOX 
 Gap Analysis Documents


 FORMCHECKBOX 
 Attendance Sign-in Sheets

 FORMCHECKBOX 
 Educational Objectives



 FORMCHECKBOX 
 Participant Information Cards

 FORMCHECKBOX 
 Program Schedule



 FORMCHECKBOX 
 Evaluation Summary

 FORMCHECKBOX 
 Faculty & Moderator List


 FORMCHECKBOX 
 Financial Report 
w itemized honoraria & grants
 FORMCHECKBOX 
 Evaluation form




 FORMCHECKBOX 
 Documentation of Commercial
 

 FORMCHECKBOX 
 Planning Committee List


          
Relationship Disclosure to the Audience 

 FORMCHECKBOX 
 Proposed Budget
w itemized honoraria
 FORMCHECKBOX 
 Final Brochure/Promotional Materials

 FORMCHECKBOX 
 Commercial Support Agreements

 FORMCHECKBOX 
 Documentation of the Activities’ Commercial
 FORMCHECKBOX 
 Commercial Relationship Disclosure forms

Support Disclosure to the Audience
 FORMCHECKBOX 
 Draft Brochure/Promotional Materials              FORMCHECKBOX 
  Hand-out Materials (syllabus)                                                   
Approval Procedure:  

This form must be complete and submitted to the Office of Continuing Medical Education not less than 8 weeks prior to the presentation date.   Notice of approved AMA PRA Category 1 credit will be sent to you after review and approval of the program. 

It is the responsibility of the Activity Director to return the all materials to the Office of Continuing Medical Education.  Credit for attendance will be given only if the continuing medical education participant card (demographics) is printed legibly and returned in a timely fashion.

Please return completed application to Office of Continuing Medical Education, 9A UHC, 4201 St. Antoine, Detroit, Michigan  48201.

 FORMCHECKBOX 
 Submitted for Category 1 Credit



________________________________

__________________________________________

Date Submitted




Signature:  Activity Director

________________________________

__________________________________________

Date Submitted




Signature:  Department Chair
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