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	New York Medical College   Office of Continuing Medical Education

Vosburgh Pavilion, Valhalla, NY 10595

Phone:  (914) 594-4487                                         Fax:  (914) 594-4699
	CME #:
	     

	

	CME CONFERENCE SPONSORSHIP APPLICATION

	

	

	Activity Date(s):
	     
	Activity Location:
	     
	

	

	Conference Title:
	     
	

	

	Target Audience(s):
	     
	

	

	Length of Activity
	   < 1 day – 1 day  FORMCHECKBOX 
                             2-3 days  FORMCHECKBOX 
                   > 3 days  FORMCHECKBOX 

	

	

	Anticipated # Attendees:       50 or less  FORMCHECKBOX 
                             51-150  FORMCHECKBOX 
                                   >150  FORMCHECKBOX 


	

	Anticipated # Activity Faculty:      1-5  FORMCHECKBOX 
                                  6-15  FORMCHECKBOX 
                     >15  FORMCHECKBOX 


	

	Funding Sources::  Check all that apply.      Registration Fees   FORMCHECKBOX 
    Departmental Funds   FORMCHECKBOX 
    Exhibit Fees   FORMCHECKBOX 

	

	
	

	Commercial Support:   FORMCHECKBOX 
          # potential supporter(s)        1-4  FORMCHECKBOX 
              5-10  FORMCHECKBOX 
                  >10  FORMCHECKBOX 

	

	
	

	Presenting Department(s)/Institutions:
	     
	

	

	Activity Director Name:
	     
	Phone:
	     
	

	

	Activity Director Fax:
	     
	Email:
	     
	

	

	Contact Person Name:
	     
	Phone:
	     
	

	
	
	
	

	Contact Person Address:
	     
	

	
	
	
	

	Contact Person Fax: 
	     
	Email:
	     
	

	


	

	 CME SPONSORSHIP APPLICATION CHECKLIST

Before submitting your application, ensure the following are enclosed:

	

	Back-up documentation for the Practice Gap (Needs Assessment)
	
	

	Evaluation Method Sample
	
	

	Signature of Activity Director
	
	

	Signature of Department Chairperson
	
	

	Fund number to charge in the event of a program deficit
	
	

	
	


	
	

	Certifications:

I hereby certify that this application was completed accurately and attest to the validity of the information contained within.

	
	

	
	
	
	

	Activity Director Signature
	
	Date
	

	
	

	
	

	Departmental Chairperson Signature
	
	Date
	

	
	

	Fund Number to be charged in case of a program deficit:
	     
	

	
	

	
	


	For CME Office Use Only:

	

	Designated Credits:
	
	Reviewed By CME Committee Member:
	
	

	
	
	
	
	
	

	Date Post Activity Materials Received:
	
	# Attendance Sheets
	
	# Evaluations
	
	

	
	
	
	
	
	

	Date Entered into Database:
	
	# Certificates Issued:
	
	Date Mailed:
	
	

	
	
	
	
	
	

	Date Follow Up Evaluation Completed:
	
	CME Fee:
	$
	

	
	
	
	
	


	
	CME #:
	     


	

	PRACTICE GAP:  State the practice gap that this activity will address.  (i.e. What are the learners not doing in their practice that they should?)

	

	     

	

	

	

	GAP IDENTIFICATION: (Provide Supporting Documentation for each method checked.)  

(By what means was the existence of the practice gap and thus the need for this activity identified?)  

	

	Chart Review
	 FORMCHECKBOX 

	Specialty Guidelines
	 FORMCHECKBOX 

	Survey
	 FORMCHECKBOX 

	Public Health Data
	 FORMCHECKBOX 


	

	Discharge Data
	 FORMCHECKBOX 

	Program Evaluation Data
	 FORMCHECKBOX 

	QA/QI Review
	 FORMCHECKBOX 

	Learner Assessment
	 FORMCHECKBOX 


	

	Other (Specify)
	     
	

	

	

	

	ACTIVITY NEED: The need for this activity exists because of the learners’ lack of ______.

	

	Knowledge
	 FORMCHECKBOX 

	Competence
	 FORMCHECKBOX 

	Performance in Practice
	 FORMCHECKBOX 


	

	

	

	OVERALL ACTIVITY GOAL(S):  State the intended outcome(s) for learners as a result of participating in this activity to help reduce the identified practice gap.

	

	     

	

	

	EDUCATIONAL DESIGN:  What type(s) of activity(ies) would best achieve the activity goal(s) identified above?

(Use appropriate format and faculty to achieve desired outcomes.)

	

	Format:
	Lecture
	 FORMCHECKBOX 

	Case Presentation/Formal Discussion
	 FORMCHECKBOX 

	Workshop
	 FORMCHECKBOX 


	

	
	Break-Out Groups
	 FORMCHECKBOX 

	Demonstration/Manipulative Techniques
	 FORMCHECKBOX 

	
	

	
	
	
	
	

	Other (specify):
	     
	

	
	
	
	
	

	

	

	

	DESIRED OUTCOMES:  This activity is designed to change learners’:  

	

	Competence (new abilities/strategies)
	 FORMCHECKBOX 

	Performance (modify practice)
	 FORMCHECKBOX 

	Improve Patient Outcomes
	 FORMCHECKBOX 


	

	
	

	

	LEARNING OBJECTIVES:  Provide specific, measurable learning objectives for this activity and relate directly to the desired outcomes.  (Note:  These objectives must be included in all brochures and advertisements for this activity.)

	

	1.       

	2.       

	3.       

	4.       

	5.       

	

	

	

	ACTIVITY EVALUATION:  How will you determine if this activity led to the desired outcome(s) noted above?  
(Provide Sample)

	

	End of activity Commitment to Change & Follow up Questionnaire to measure application of knowledge/skills
	 FORMCHECKBOX 


	

	Pre & Post Activity:        Chart Review   FORMCHECKBOX 
                               Test   FORMCHECKBOX 
                                 QI Data Review   FORMCHECKBOX 


	

	Other (specify):
	     
	

	

	

	ACGME/ABMS COMPETENCIES:  Check each of the competencies that this activity will address.

	

	 FORMCHECKBOX 
  Patient Care       FORMCHECKBOX 
  Medical Knowledge      FORMCHECKBOX 
  Practice-based Learning and Improvement

	

	 FORMCHECKBOX 
  Intrapersonal and Communication skills       FORMCHECKBOX 
  Professionalism      FORMCHECKBOX 
  Systems-based Practice
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