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	CME #:
	     

	

	APPLICATION FOR CME SPONSORSHIP OF ENDURING MATERIALS

	

	

	Activity Title:
	     
	

	

	Activity Start Date:
	     
	End Date:
	     
	# Modules in Activity:
	     
	

	

	Length of Each Module:
	     
	Total hours entire activity:
	     
	Partial Credit Available?
	     
	

	

	Activity Type:
	Journal CME
	 FORMCHECKBOX 

	CD-ROM
	 FORMCHECKBOX 

	Monograph
	 FORMCHECKBOX 

	Internet
	 FORMCHECKBOX 

	Teleconference
	 FORMCHECKBOX 

	

	

	
	Audio Tape
	 FORMCHECKBOX 

	Video Tape
	 FORMCHECKBOX 

	Other (Specify)
	     
	

	

	Presenting Department(s)/Institution(s):
	     
	

	

	Activity Director Name:
	     
	Phone:
	     
	

	

	Activity Director Fax:
	     
	Email:
	     
	

	

	Contact Person Name:
	     
	Phone:
	     
	

	
	
	
	

	Contact Person Address:
	     
	

	
	
	
	

	Contact Person Fax: 
	     
	Email:
	     
	

	

	Is this Activity being Jointly Sponsored (J.S.) with another Institution/Company?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 

	

	

	If yes, Institution/Company name:
	     
	

	

	J.S. Contact Person Name:
	     
	Phone:
	     
	

	

	J.S. Contact Person Fax: 
	     
	Email:
	     
	

	

	J.S. Mailing address:
	     

	

	

	 CME SPONSORSHIP APPLICATION CHECKLIST

Before submitting your application, ensure the following are enclosed:

	

	Back-up documentation for the Needs Assessment

	
	

	Signature of Activity Director


	
	

	Signature of Department Chairperson (If NYMC)


	
	

	
	


	
	

	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 (If NYMC)
	
	Date
	

	
	


	For CME Office Use Only:

	

	Designated Credits:
	
	Reviewed By CME Committee Member:
	
	

	
	
	
	
	
	

	Processing Fee Per Certificate:
	
	
	Fee charged to Participants (if any):
	

	
	
	
	
	
	

	Date Post Activity Materials Received:
	
	# Attendance Sheets
	
	# Evaluations
	
	

	
	
	
	
	
	

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

	
	
	
	
	
	

	Date Activity Director Evaluation Received:
	
	CME Fee:
	$
	

	
	
	
	
	


	
	CME #:
	     


	

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

	

	     

	

	

	

	TARGET AUDIENCE:  At whom is this activity aimed?  List Specialties, other Allied Health Professionals, etc.

	

	     

	

	

	

	EDUCATIONAL DESIGN:  What type(s) of activity(ies) would best meet the educational need(s) identified above?

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

	

	Format:
	Lecture/Text
	 FORMCHECKBOX 

	Demonstration/Manipulative Techniques
	 FORMCHECKBOX 

	Clinical Vignette
	 FORMCHECKBOX 


	

	Other (specify):
	     
	

	
	
	
	
	

	Faculty Selection:
	Expertise
	 FORMCHECKBOX 

	Recommendation
	 FORMCHECKBOX 

	Faculty Request
	 FORMCHECKBOX 

	

	

	Other (specify)
	     
	

	

	

	

	NEEDS ASSESSMENT: (Provide Supporting Documentation for each method checked.)  

(By what means was 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)
	     
	

	

	
	

	

	OVERALL ACTIVITY GOAL(S):  State the intended outcome(s) for learners as a result of participating in this activity.

	

	     

	

	

	

	LEARNING OBJECTIVES:  Provide specific, measurable learning objectives for this activity.  (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?    

	

	Follow up Questionnaire to measure application of knowledge/skills:
	 FORMCHECKBOX 

	Pre & Post Test:
	 FORMCHECKBOX 


	

	Other (specify):
	     
	

	

	

	

	FUNDING SOURCES:  Check all that apply.

	

	Registration Fees:
	 FORMCHECKBOX 

	Departmental Funds:
	 FORMCHECKBOX 

	Exhibit Fees:
	 FORMCHECKBOX 

	Grants:
	 FORMCHECKBOX 

	

	

	Commercial Support:
	 FORMCHECKBOX 

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

	

	


NEW YORK MEDICAL COLLEGE 





OFFICE OF CONTINUING MEDICAL EDUCATION





VALHALLA, NEW 





YORK  10595   TEL 914-594-4487  FAX 914-594-4699
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