
WAYNE STATE UNIVERSITY


SCHOOL OF MEDICINE


DIVISION OF CONTINUING MEDICAL EDUCATION

Request for Joint Sponsorship

Activity Number        





Date:      
The undersigned have determined that it is in the best interests and missions of Wayne State University, the non-accredited Sponsor and the medical community to jointly sponsor this CME activity.  All parties have read the Wayne State University School of Medicine Policy on Joint Sponsorship of CME and agree to its provisions.

CME Activity:

Proposed Title or Topic:       
Proposed Date(s):      
Proposed Time:      
Proposed Location:       
Expected Attendance:        

           Others      
Non-Accredited Sponsor Organization: 

Organization Name:
_     ____________________________________________________

Address:      
_________

Contact Person:   _     _________________________________________________________

Telephone: __     _____________________ 
FAX:  __     _________________________

Signature:  _________________________________________________
Date:


Sponsoring WSU Faculty Member:

Name:
     ___________________________________________________________

Address:      
___________________________________________________________

__________________________________________________________

Telephone:  _     ________________________    FAX:  __     ______________________

WSU Department: _     _____________________________________________________

Academic Title:  ___     _____________________________________________________

Signature:  ____________________________________________
Date:


Sponsoring WSU Department:

Department  _     ________________________   

Department (or Division) Approval of Joint Sponsorship:

Name (Typed)      _______________________________________________

Title  _     _____________________________________________

Signature:_______________________________________________


Approved by 

Dean's Council for CME:_______________________________

___________Date

