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APPLICATION FOR WEILL CORNELL PROVIDERSHIP AND CME CREDIT APPROVAL

IMPORTANT: Please contact the CME Office at 646-962-6931 about your proposed CME activity before completing and submitting an application.   


An original, one hard copy and an electronic copy of this application and attachments must be received by the Office of Continuing Medical Education (Olin Hall 445 East 69th Street, Room 1012) at least 3 to 6 months PRIOR TO THE  DISTRIBUTION OF PUBLICITY about an educational activity, for review at a monthly CME Committee.

All CME activity files/records for all sessions must be retained for at least 6 years.
	Activity Information
	

	Course #:
	     

	Title
	     

	Dates
	     
	Time
	     
	Location
	     

	Dept.
	     
	# of AMA/PRA Category 1 Credits requested
	     
	
	Is this a repeat course?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No


A schedule of submission deadlines is available from the CME office or on our website. Applicants are expected to have read Weill Cornell's CME Guidelines prior to the preparation of this application. This planning form collects all information necessary to plan and develop your proposed CME activity.  Completion of all sections of this form is necessary to meet ACCME accreditation requirements. The CME office is available to assist you in this process. Please note that no CME activity will be approved retroactively. This CME application is available for download at http://cme.med.cornell.edu.  
DEFINITION OF CME
All activities must meet the definition of continuing medical education promulgated by the ACCME and the AMA: “Continuing medical education consists of educational activities which serve to maintain, develop, or increase the knowledge, skills, and professional performance and relationships that a physician uses to provide services for patients, the public, or the profession. The content of CME is that body of knowledge and skills generally recognized and accepted by the profession as within the basic medical sciences, the discipline of clinical medicine, and the provision of health care to the public.”  Indicate below that you have read the Definition of CME and that the proposed activity meets the Definition.
 FORMCHECKBOX 

This activity meets the Definition of CME.
WEILL CORNELL MEDICAL COLLEGE CME MISSION

All activities must support the CME Mission of Weill Cornell Medical College (WCMC).  Please click on the following link to read the CME Mission Statement: http://weill.cornell.edu/education/programs/con_mis_sta.html.  Indicate below that you have read the WCMC Mission Statement and that this activity supports that Mission.

 FORMCHECKBOX 

This activity supports Weill Cornell CME Mission.

CONTENT VALIDATION

Weill Cornell Medical College is responsible for validating the clinical content of CME activities that they provide.  Please specify that: 

1.  All the recommendations involving clinical medicine in this CME activity is based on evidence that is accepted within the profession of medicine as adequate justification for their indications and contraindications in the care of patients. 



 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
No
2.  All scientific research referred to, reported or used in this CME activity in support or justification of a patient care recommendation conforms to the generally accepted standards of experimental design, data collection and analysis.


               FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

	Type of Activity (select all that apply) C5

	 FORMCHECKBOX 
 Regularly Scheduled Series (grand rounds, case conferences, M&M, etc) – Frequency:      
 FORMCHECKBOX 
 Live Course (symposium, workshop, conference, etc.) - Agenda must be provided
 FORMCHECKBOX 
 Enduring Material:  FORMCHECKBOX 
 Internet   FORMCHECKBOX 
 Printed Materials  FORMCHECKBOX 
 Other:        

         Publication Date:       Expiration Date:      
          Please review ACCME Policy on Enduring Materials at http://www.accme.org/index.cfm/fa/Policy.home/Policy.cfm 
 FORMCHECKBOX 
 Other type of activity, please specify:      


In order for your application to be reviewed by the CME Committee, the following requirements must be met:

 FORMCHECKBOX 
 An original, 1 copy and an electronic copy of the application, including all attachments. 
 FORMCHECKBOX 
 Weill Cornell’s CME Guidelines have been read prior to the preparation of the application

 FORMCHECKBOX 
 You must complete all 8 sections of this application 

 FORMCHECKBOX 
 You must complete the Application Checklist on the last page of the application

PLEASE PROVIDE A BRIEF DESCRIPTION (A FEW PARAGRAPHS) OF THIS ACTIVITY IN THE TEXTBOX BELOW:

[image: image1.png]
SECTION 1 of 8:  GENERAL INFORMATION/ACTIVITY DESCRIPTION

	Title:
	     

	Course #:
	     


	COMMERCIAL SUPPORT
Will this activity receive commercial support (financial or in-kind grants or donations) from a company such as a pharmaceutical or medical device manufacturer? (WCMC does not accept commercial support for any Regularly Scheduled activities)
	                FORMCHECKBOX 
 Yes          FORMCHECKBOX 
 No



	If yes, please list the names of the companies and any products they make that are related to the content of the course.  

(In order to accept commercial grants you must have more than one commercial supporter unless otherwise approved by the CME Committee)
	                                                          
                                                             


	Will vendor/exhibit tables be allowed at this activity?

(If yes, you must 1. Appoint an ICR if the Course Director(s) has industry relationships and 2. Submit the contract for the exhibitor for approval))

(Exhibitors cannot be on the obligatory path to the lecture hall)
	             FORMCHECKBOX 
 Yes          FORMCHECKBOX 
 No



	NOT-PROFIT SUPPORT
Will you be seeking non-profit support? 


If YES, does this foundation receive funding (donations) from industry?
 

If YES, please list the names of the industry supporter(s) who have contributed to this organization in the past year and the amount(s) contributed.




	               FORMCHECKBOX 
 Yes          FORMCHECKBOX 
 No

               FORMCHECKBOX 
 Yes          FORMCHECKBOX 
 No

                                      


	Course Director (must be a Cornell faculty member) The faculty member who has overall responsibility for planning, developing, implementing, and evaluating the content and logistics of the activity.

	Name
	     
	Degree(s)
	     

	Title
	     
	Affiliation
	     
	Department
	     

	Address
	     
	City
	     
	State
	     
	ZIP
	     

	Phone
	     
	Fax
	     
	Email
	     


	Course Co-Director (optional) The individual who shares responsibility for planning the activity.  

	Name
	     
	Degree(s)
	     

	Title
	     
	Affiliation
	     
	Department
	     

	Address
	     
	City
	     
	State
	     
	ZIP
	     

	Phone
	     
	Fax
	     
	Email
	     


	Independent Clinical Reviewer If the course director(s) have ANY relationships with commercial interests, an Independent Clinical Reviewer (ICR), must be designated for this activity. The ICR must be an expert in the field who is approved by the CME Committee, must be free of relationships with commercial interests and should not have a direct or indirect reporting relationship to the Course Director(s).  The ICR must attend the activity and complete the ICR Reviewer Form. Both a current CV, full disclosure form, and Course Director COI Form are required for your ICR. (A description of ICR responsibilities can be found on http://cme.med.cornell.edu) Any activity that has exhibitors must have an appointed ICR if the Course Director has industry relationships.

	
	 FORMCHECKBOX 
 ICR CV, Full Disclosure Form, and Course     

     Director COI Form attached
	
	 FORMCHECKBOX 
 ICR not required

	Name
	     
	Degree(s)
	     

	Title
	     
	Affiliation
	     
	Department
	     

	Address
	     
	City
	     
	State
	     
	ZIP
	     

	Phone
	     
	Fax
	     
	Email
	     


	Course Coordinator The individual responsible for the operational and administrative support of the certified activity; this is usually an administrative or staff assistant in the Department of the course director.

	Name
	     
	Degree(s)
	     

	Title
	     
	Affiliation
	     
	Department
	     

	Address
	     
	City
	     
	State
	     
	ZIP
	     

	Phone
	     
	Fax
	     
	Email
	     


	Planning Committee In addition to the Course Director, Course Co-Director, and/or CME coordinator, list the names, degrees, titles, affiliations and emails of persons chiefly responsible for the design and implementation of this activity. Whenever possible, please also use other allied health professionals as planners.  Use additional sheets if necessary.

	Name
	     
	Degree(s)
	     

	Title
	     
	Affiliation
	     
	Email
	     

	Name
	     
	Degree(s)
	     

	Title
	     
	Affiliation
	     
	Email
	     

	Name
	     
	Degree(s)
	     

	Title
	     
	Affiliation
	     
	Email
	     

	Name
	     
	Degree(s)
	     

	Title
	     
	Affiliation
	     
	Email
	     


 FORMCHECKBOX 
 Additional planning committee members attached

	Providership (Note: a pharmaceutical company or medical device manufacturer cannot be the provider of a WCMC CME activity.)

	 FORMCHECKBOX 
 Directly Provided (WCMC department works with Office of CME)

 FORMCHECKBOX 
 Jointly Provided (WCMC works with NOT-FOR-PROFIT provider not accredited by the ACCME or a state medical society): WCMC does not engage in activities with For-Profit providers.


List Organization Name(s):      
 FORMCHECKBOX 
 Co-provided (WCMC works with another not-for-profit ACCME or state medical society accredited provider):


List Organization Name(s):      
Is this activity being developed with a clinical or research institution (e.g. NY Presbyterian Hospital)?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
If yes, please identify the institution:
                                          FORMCHECKBOX 
 NYPH
                                          FORMCHECKBOX 
 Other area hospital      

                                          FORMCHECKBOX 
 Specialty Society:      
                                          FORMCHECKBOX 
 Other:      
Note: For fees associated with joint and co-providership, please contact the Office at 212-746-2631.

If jointly or co-provided (where Cornell will provide CME credit), please attach the following: Joint Providership Letter of Agreement, description of the nature of the organization and its funding sources, the reason for the Joint Providership, and a $500 application fee.  There is also a $1,000 fee for joint providerships.



	Credit Details 

	Expected # of registrants:      
Will this activity include meals/receptions? If so, please describe:                                                          
Do you intend to use this activity or its content in another format for CME Credit?               FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No

(If so, a separate application for CME approval of enduring materials must be submitted)
Will any outside meeting planners, 3rd party educational partners be involved?                    FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No

If Yes, please provide the name(s) of the organization(s):      
Please describe their anticipated role(s):      
If an educational partner is involved, have they previously worked with Cornell?     FORMCHECKBOX 
Yes       FORMCHECKBOX 
 No

If so, please describe dates, titles, etc.:     
Has the proposed activity been reviewed by any other sponsoring or                      FORMCHECKBOX 
Yes
 FORMCHECKBOX 
 No   certifying organization?




If so, explain:
     
If the activity is being held at an off-site location, please indicate the need that was identified for holding this activity off-site: 

 FORMCHECKBOX 

Geographic Convenience for Faculty   or Participants
 FORMCHECKBOX 

Convenience for participants to  combine education with travel 

 FORMCHECKBOX 
 
Identified need for educational activity            at specific site for local physicians
 FORMCHECKBOX 
  Other:

 FORMCHECKBOX 
National Meeting outside of New York (e.g., satellite symposia)




SECTION 2 of 8:  COURSE DIRECTOR, COURSE CO-DIRECTOR, ICR, PLANNERS, MANAGER, COORDINATOR AND PRESENTERS INFORMATION AND FULL DISCLOSURE INFORMATION

All Course Directors(CD), Course Co-Directors, ICRs, Planning Committee Members, Managers, Coordinators and Presenters must read Weill Cornell's CME faculty guidelines and submit a Weill Cornell-CME Full Disclosure Form prior to participating in the proposed activity. Anyone who refuses to disclose will be ineligible to participate in the activity.  All Full Disclosure Forms and CD/ICR COI Forms MUST be attached with your application in order for it to be reviewed. In the event that a Course Director has industry relationships, the CD/ICR COI form must be completed for each participant with industry relationships by the Independent Clinical Reviewer(ICR).
Please note that employees of ACCME-defined commercial interests are forbidden to serve as faculty and/or planners of Weill Cornell CME activities. 
On the following table, please indicate for each individual if the Full Disclosure Form is attached, whether industry relationships are disclosed, if the CD/ICR Conflict of Interest (COI) Form is attached (required for all participants with industry relationships), the mechanism used to resolve the conflict (from CD/ICR COI Form). 
	Name of all

Participants:
Course Director(s), ICR, 

Planner(s), Manager(s),

Coordinator(s), and

Presenter(s)
	Full

Disclosure

Form

attached?


	Disclosed

Relationships

With 

Industry
	CD/ICR Conflict
Of Interest Resolution
Form Attached?

(anyone with any industry 

relationships is

considered to 

have a conflict)
	Mechanism

Used to

Resolve

Conflict 
(refer to CD/

ICR COI 

Form)
	Disclosure 

Made To 

Learners-

(Disclosure 

Included 

on CME

Information

Page)
	 Comments

	          NAME
	    Y/N
	       Y/N
	             Y/N
	  A, B, C or D
	     Y/N
	

	Course Director:

     
	
	
	
	
	
	

	Co-Director (if appl.)
     
	
	
	
	
	
	

	ICR (if appl.)
     
	
	
	
	
	
	

	
	
	
	
	
	
	

	Planning Committee

Member(s):
	
	
	
	
	
	

	     
	
	
	
	
	
	

	     
	
	
	
	
	
	

	     
	
	
	
	
	
	

	     
	
	
	
	
	
	

	Manager(s):
	
	
	
	
	
	

	     
	
	
	
	
	
	

	Coordinator(s): 
	
	
	
	
	
	

	     
	
	
	
	
	
	

	Presenter(s):
	
	
	
	
	
	

	     
	
	
	
	
	
	

	     
	
	
	
	
	
	

	     
	
	
	
	
	
	

	     
	
	
	
	
	
	

	     
	
	
	
	
	
	


CHECKLIST:

SECTION 2 of 8

COURSE DIRECTOR, COURSE CO-DIRECTOR, ICR, PLANNERS, MANAGER AND COORDINATOR INFORMATION AND FULL DISCLOSURE INFORMATION

In additional to completing Section 2 you are required to attach the following:

1.  Full Disclosure Forms for Course Director and/or Course Co-Director, ICR, Planners, Managers,  Coordinator and Presenters. (Applications will not be reviewed without all participants’ Full Disclosure Forms)



 FORMCHECKBOX 
  Course Director



 FORMCHECKBOX 
  Course Co-Director (If applicable)


 FORMCHECKBOX 
  ICR (if applicable)


 FORMCHECKBOX 
  All planners



 FORMCHECKBOX 
  Manager(s) (if applicable)


 FORMCHECKBOX 
  Coordinator(s)


 FORMCHECKBOX 
  Presenter(s)

2.  If a Course Director has any relationships with commercial interests, you must appoint an Independent Clinical Reviewer (ICR) or Course Co-Director who is willing to act as the ICR and attach both a CV and Full Disclosure Form for him/her. 


 FORMCHECKBOX 
 Attached

 FORMCHECKBOX 
 Not Applicable
3.
Course Director/ICR Documentation of Conflict of Interest (COI) Resolution Forms for Course Director and/or Course Co-Director, ICR, Planners, Managers, Coordinator and Presenters.

     (To be completed by Course Director or ICR as indicated for any participant who has industry relationships)  



 FORMCHECKBOX 
  Course Director



 FORMCHECKBOX 
  Course Co-Director (If applicable)


 FORMCHECKBOX 
  ICR (If applicable)


 FORMCHECKBOX 
  All planners



 FORMCHECKBOX 
  Manager(s) (If applicable)


 FORMCHECKBOX 
  Coordinator(s)


 FORMCHECKBOX 
  Presenters(s)
Section 3 of 8: Planning, Needs Assessment and Education Design

	Planning Process C7

	1. Who identified the speakers and topics (check all that apply):                                                                                      FORMCHECKBOX 
 Course Director,                                                                                                                                                             FORMCHECKBOX 
 Course Co-Director                                                                                                                                                       FORMCHECKBOX 
 Planning Committee                                                                                                                                                   FORMCHECKBOX 
 Course Coordinator                                                                                                                                                      FORMCHECKBOX 
 Other (provide names):      
2. How many meetings/conferences were conducted in the planning of this activity? (Please attach meeting minutes)
 FORMCHECKBOX 
 1-5       FORMCHECKBOX 
 6-10       FORMCHECKBOX 
 Greater than 10

3. What criteria were used in the selection of speakers (select all that apply)?                                                               FORMCHECKBOX 
 Subject matter expert   
 FORMCHECKBOX 
 Excellent teaching skills/effective communicator                                                                                                    FORMCHECKBOX 
 Experienced in CME                                                                                                                                                FORMCHECKBOX 
 Other:      
4.  FORMCHECKBOX 
 I attest that no employees or representatives of pharmaceutical companies, medical device manufacturers, or other ACCME-defined commercial interests were involved in the identification of planners, speakers, or topics. 


	INTERPROFESSIONAL CME - PLANNERS
	INTERPROFESSIONAL CME - EDUCATORS

	As per new ACCME guidelines, whenever possible members of interprofessional teams should be engaged in the PLANNING of CME activities that are intended to improve interprofessional clinical care. Please indicate which professions will be involved as planners in this activity (check all that apply):
 FORMCHECKBOX 
 Primary Care Physicians

 FORMCHECKBOX 
 Specialty Physicians
 FORMCHECKBOX 
 Medical Students

 FORMCHECKBOX 
 Graduate House staff

 FORMCHECKBOX 
 Psychologists




 FORMCHECKBOX 
 Physician Assistants
 FORMCHECKBOX 
 Nurses
 FORMCHECKBOX 
 Nurse Practitioners




 FORMCHECKBOX 
 Medical Students




 FORMCHECKBOX 
 Social Workers 




 FORMCHECKBOX 
 Physical Therapists




 FORMCHECKBOX 
 Pharmacists




 FORMCHECKBOX 
 Patients
 FORMCHECKBOX 
 Nutritionists

 FORMCHECKBOX 
 Public Health Professionals



 

 FORMCHECKBOX 
 Other (specify):      



	As per new ACCME guidelines, whenever possible members of interprofessional teams should be engaged in the DELIVERY of CME activities. Please indicate which professions will be involved as teachers or educators in this activity (check all that apply):
 FORMCHECKBOX 
 Primary Care Physicians

 FORMCHECKBOX 
 Specialty Physicians
 FORMCHECKBOX 
 Medical Students

 FORMCHECKBOX 
 Graduate House staff

 FORMCHECKBOX 
 Psychologists




 FORMCHECKBOX 
 Physician Assistants
 FORMCHECKBOX 
 Nurses
 FORMCHECKBOX 
 Nurse Practitioners




 FORMCHECKBOX 
 Medical Students




 FORMCHECKBOX 
 Social Workers 




 FORMCHECKBOX 
 Physical Therapists




 FORMCHECKBOX 
 Pharmacists




 FORMCHECKBOX 
 Patients
 FORMCHECKBOX 
 Nutritionists

 FORMCHECKBOX 
 Public Health Professionals



 FORMCHECKBOX 
 Other (specify):      




	Targeted Audience (select all that apply – at least 1 box from audience type, geographic location, and specialty must be selected) C4

	CME activities should promote improvements in 
interprofessional patient care. Please check all groups
for whom this activity would be appropriate:

Audience:
 FORMCHECKBOX 
 Primary Care Physicians

 FORMCHECKBOX 
 Specialty Physicians
 FORMCHECKBOX 
 Medical Students

 FORMCHECKBOX 
 Graduate House staff

 FORMCHECKBOX 
 Psychologists




 FORMCHECKBOX 
 Physician Assistants
 FORMCHECKBOX 
 Nurses
 FORMCHECKBOX 
 Nurse Practitioners




 FORMCHECKBOX 
 Medical Students




 FORMCHECKBOX 
 Social Workers 




 FORMCHECKBOX 
 Physical Therapists




 FORMCHECKBOX 
 Pharmacists




 FORMCHECKBOX 
 Patients
 FORMCHECKBOX 
 Nutritionists

 FORMCHECKBOX 
 Public Health Professionals

 FORMCHECKBOX 
 Other (specify):      

Please initial here that we may promote this activity to these other professionals. ___________(initial here)
Geographic Location:
 FORMCHECKBOX 
 Internal WCMC/NYPH
 FORMCHECKBOX 
 Local/Regional
 FORMCHECKBOX 
 National
 FORMCHECKBOX 
 International
Specialty:
 FORMCHECKBOX 
 All Specialties
 FORMCHECKBOX 
 Anesthesiology
 FORMCHECKBOX 
 Cardiology
 FORMCHECKBOX 
 Dermatology
 FORMCHECKBOX 
 Emergency Medicine
 FORMCHECKBOX 
 Family Medicine
 FORMCHECKBOX 
 General Medicine
 FORMCHECKBOX 
 Neurology
 FORMCHECKBOX 
 OB/GYN
 FORMCHECKBOX 
 Oncology
 FORMCHECKBOX 
 Orthopaedics
 FORMCHECKBOX 
 Pediatrics
 FORMCHECKBOX 
 Primary Care
 FORMCHECKBOX 
 Psychiatry/Psychology

 FORMCHECKBOX 
 Radiology

 FORMCHECKBOX 
 Radiation Oncology
 FORMCHECKBOX 
 Surgery
 FORMCHECKBOX 
 Other (specify):      



Scope of Practice (C4) This activity is designed to help participants in their roles as (check all that apply):
( Clinicians

( Researchers

( Teachers

( Administrators

( Preceptors

( Other (Specify):_______________________

Assessment and Educational Design
	Core Competencies (select 1 at minimum)

CME activities should be developed in the context of desirable physician attributes.  For guidance, please indicate which American Board of Medical Specialties (ABMS)/Accreditation Council for Graduate Medical Education (ACGME), Institute of Medicine (IOM) core competencies or Interprofessional Education Collaborative will be addressed in this activity.  C6

	 FORMCHECKBOX 
 Patient Care and Procedural Skills: Provide care that is compassionate, appropriate, and effective treatment for health problems and to promote health.

 FORMCHECKBOX 
 Medical Knowledge: Demonstrate knowledge about established and evolving biomedical, clinical, and cognate (e.g. epidemiological and social behavioral) sciences and the application of this knowledge to patient care.

 FORMCHECKBOX 
 Practice-Based Learning and Improvement: involves investigation and evaluation of their own patient care practices, appraisal and assimilation of scientific evidence, and improvements in patient care.

 FORMCHECKBOX 
 Interpersonal and Communication Skills: Demonstrate skills that result in effective information exchange and teaming with patients, their families and professional associates.

 FORMCHECKBOX 
 Professionalism: Demonstrate a commitment to carrying out professional responsibilities, adherence to ethical principles and sensitivity to a diverse patient population.

 FORMCHECKBOX 
 System-Based Practice: actions that demonstrate an awareness of and responsiveness to the larger context and system of health care and the ability to effectively call on system resources to provide care that is of optimal value.

 FORMCHECKBOX 
 Provide Patient-centered care: Identify, respect, and care about patients’ differences, values, preferences, and expressed needs; listen to, clearly inform, communicate with, and educate patients; share decision making and management; and continuously advocate disease prevention, wellness, and promotion of healthy lifestyles, including a focus on population health.

 FORMCHECKBOX 
 Work in Interdisciplinary Teams: Cooperate, collaborate, communicate and integrate care teams to ensure that care is continuous and reliable. 

 FORMCHECKBOX 
 Employ evidence-based practice: Integrate best research with clinical expertise and patient values for optimum care, and participate in learning and research activities to the extent feasible.
 FORMCHECKBOX 
 Apply Quality Improvement: Identify errors and hazards in care: understand and implement basic safety design principles such as standardization and implications; continually understand and measure quality of care in terms of structure, process and outcomes in needs; and design and test interventions to change processes and systems of care, with the objective of improving quality.

 FORMCHECKBOX 
 Utilize Informatics:  Communicate, manage knowledge, mitigate error, and support decisions making using information technology.

 FORMCHECKBOX 
 Values/Ethics for Interprofessional Practice: Work with individuals of other professions to maintain a climate of mutual respect and shared values. 
 FORMCHECKBOX 
 Roles/Responsibilities: Use the knowledge of one’s own role and those of other professions to appropriately assess and address the healthcare needs of the patients and populations served.
 FORMCHECKBOX 
 Interprofessional Communication: Communicate with patients, families, communities, and other health professionals in a responsive and responsible manner that supports a team approach to the maintenance of health and the treatment of disease.
 FORMCHECKBOX 
 Teams and Teamwork: Apply relationship-building values and the principles of team dynamics to perform effectively in different team roles to plan and deliver patient-/population-centered care that is safe, timely, efficient, effective, and equitable.


	Needs Assessment Data and Sources (select at least 2 – QA and one more at a minimum)

Please indicate the sources used to identify the deficiencies/quality gaps or needs. Select all that apply and provide supportive documentation.  C2

	 FORMCHECKBOX 
 Quality assurance/audit data (required for all courses)
 FORMCHECKBOX 
 Previous Participant Evaluation Summaries (required for Repeat Courses)

 FORMCHECKBOX 
 A recent article from a peer review journal demonstrating the gap in knowledge, competence or performance that will be addressed in this activity (required for all courses)

 FORMCHECKBOX 
 New methods of diagnosis or treatment

 FORMCHECKBOX 
 Availability of new medication(s) or indications(s) 

 FORMCHECKBOX 
 Development of new technology 

 FORMCHECKBOX 
 Input from experts regarding advances in medical knowledge (other than course director)

 FORMCHECKBOX 
 Literature review

 FORMCHECKBOX 
 Data from outside sources, e.g., public health statistics, epidemiological data
	 FORMCHECKBOX 
 Survey of target audience 
 FORMCHECKBOX 
 Professional society requirements 

 FORMCHECKBOX 
 External requirements such as: National Committee for Quality Assurance (NCQA), Joint Commission on Accreditation of Healthcare (JCAHO) or Health Plan Employer Data and Information Set (HEDIS).

 FORMCHECKBOX 
 Continuing review of changes in quality of care as revealed by medical audit or other patient care reviews  
 FORMCHECKBOX 
Mortality/Morbidity Data 

 FORMCHECKBOX 
 Legislative, regulatory or organizational changes effecting patient care 

 FORMCHECKBOX 
 Joint Commission Patient Safety Goal/Competency:      
 FORMCHECKBOX 
Specialty Society Guidelines 
 FORMCHECKBOX 
 Other:      


	Identified Barriers (Select 1 at minimum)

What potential barriers do you anticipate attendees may have in incorporating new knowledge, competency, and/or performance objectives into practice?  Select all that apply. C18, C19

	 FORMCHECKBOX 
 No perceived barriers                                                       FORMCHECKBOX 
 Lack of time 

 FORMCHECKBOX 
 Lack of administrative support/resources

 FORMCHECKBOX 
 Insurance/reimbursement issues                                           FORMCHECKBOX 
 Patient compliance issues
	 FORMCHECKBOX 
 Lack of consensus on professional guidelines                      FORMCHECKBOX 
 Cost

 FORMCHECKBOX 
 Lack of accessible venue to gather new  

     information/knowledge

 FORMCHECKBOX 
 Other:      


	Will you try to address any of these identified barriers in this CME activity?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
Please explain:     


	Educational Design/Methodology The activity should be structured to achieve the stated learning objectives.  Please indicate the educational method(s) that will be used to achieve the stated objectives. Activities that are solely lectured-based are strongly discouraged.  Select all that apply. C5

	TEACHING MODE
Please choose at least 3 of the following:
	TYPE OF EDUCATIONAL OBJECTIVE ADDRESSED

	
	KNOWLEDGE
	SKILLS

	Lectures
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Case-based Presentations
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Workshops
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Panel Discussion
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Small Group Discussion
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Questions & Answers
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Video or Audio Presentations
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Hands-On Lab/Skills Training
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Formal Discussion Groups
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Self-Assessment Inventory
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Skill-Based Training Sessions
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Computer Programs
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Mini-Residencies/Fellowships

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Teleconferencing
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Simulations (e.g, role play)
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Readings
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Journal Club
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Web-based Interactive Learning 
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Presentations by patients and/or family and/or caregivers
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Other:
	 FORMCHECKBOX 

	 FORMCHECKBOX 



	Other Ancillary Strategies Which ancillary strategies you will employ to optimize the desired outcome of this activity? Please check at least two. C17

	

	 FORMCHECKBOX 
Follow-up contact information for participants

 FORMCHECKBOX 
Internet use/suggestions

 FORMCHECKBOX 
Q&A sessions

 FORMCHECKBOX 
Patient Feedback

 FORMCHECKBOX 
Reminders to Participants

 FORMCHECKBOX 
Other      



Activity Planning

In order to maintain our current ACCME accreditation status, we are required to provide documentation that our CME program fulfills certain educational criteria.  As such, please review your activity planning and respond to the following questions.  Please provide examples of each where indicated.
 


. Multidisciplinary Education (C23):  

1. Is this activity planned by a multidisciplinary team?

                 

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
                  Please list the non-MD team members involved in planning:
2. Will this activity be attended by health care professionals other than MD’s?    
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
   Please provide a list of types of other providers and the attendance data to support this:

3. Will non-MD health care professionals participate in the teaching of this activity?              

    (e.g. Ph.D., RN, NP, Social Worker, other related professional)


 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
Please provide a list of sessions taught by non-MD professionals:
 

B.  Education for Students of the Health Professions (C25):
 

1. Were medical students, residents, fellows, or other health care students involved in the planning of this activity? 











 FORMCHECKBOX 
Yes    FORMCHECKBOX 
 No
If so, please list any trainees involved:
2. Will any sessions in this activity be TAUGHT by trainees (any students/learners within the health care professions)? (This can include a case presentation by a student)

















 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
Please list those sessions which fulfill this criteria:
3. Will trainees (any students of the health care professions) attend this activity?  















 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
If so, please describe: 

C.  CME activities are required to demonstrate that they have used health and practice data for healthcare improvement (C26, C37):
 

1. Please list any parts of this activity that used Quality Improvement and Patient Safety Data in the planning, and were designed to address this need.
2. Were any studies or observations done to demonstrate that this leads to improved patient care?
3. Will any additional strategies be used outside of this activity to reinforce this? (e.g. signage, EMR changes, follow-up e-mails, notices)

D.  CME should lead to improved Communication Skills (C29):
 

Does this activity include any focus upon patient or interprofessional communication skills? 













 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No 
If so, please list any sessions that incorporate this:
E.  Optimization of Technical and Procedural Skills (C30):
Does any of the sessions of this activity specifically focus on learning technical or procedural skills in patient care?  










 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No 

If so, please list:
F.   Creative Educational Formats (C35):
CME programs are encouraged to move away from standard lecture formats in teaching healthcare professionals.
 









           Circle a number below
Is this course presented in a traditional lecture format?


           1       2       3       4       5










           1 = Never                5 = Always
1. If YES, please describe:

2. If NO, please describe the educational format (e.g, workshops, skills training): 

	Identification of Needs, Desired Results, Learning Objectives, and Outcomes

Using the data above, all CME activities should be derived from a set of Identified Needs and should be presented with a clearly delineated set of learning objectives and desired outcomes. Select all that apply. C2,3,11


	Identified Need Please state the need (the necessity for education on a specific topic identified by a gap in professional practice) for this CME Activity. Needs should be described in terms of practice performance or patient care improvement desired, not in terms of the physician knowledge.  Needs should be framed in terms of “Why” a participant should attend, illustrating the clinical importance of the material to be covered.

	     



	Gap(s) Identified Gaps are defined as the difference between actual and ideal performance and/or patient outcomes.  In order to address the need(s) described above, this CME Activity will target the following physician gap(s). (Check/complete all that apply below.) Epidemiological statements about the topics to be discussed are particularly valuable.

	 FORMCHECKBOX 

Knowledge (Facts and information acquired by a person through experience or education):  Please summarize the information to be presented.

     


	 FORMCHECKBOX 

Competence (Having the ability to apply knowledge, skills, or judgment in practice if called upon to do so):  Please summarize the skills, techniques/treatments to be presented
     


	 FORMCHECKBOX 

Performance (What a physician actually does in practice): Please summarize the aspect of clinician performance to be targeted.

     



	Objectives/Desired Outcomes (Results)

Please state, in words to be used on printed materials, the Objectives for this activity (These should be stated in terms that will allow you to measure if changes in knowledge, competence, performance or patient outcomes have occurred?). Objectives should be framed in terms of “What” participants can expect to learn or implement based upon their participation. C11.

	By the conclusion of this activity, participants should be able to:

a.      
b.      
c.      
d.      


Printed Materials (Brochure, Academic Program and CME Information Page: (All materials must be submitted for review and approval by the CME Office prior to distribution. Please read the Guidelines For Printed Materials on the cme website at the following link: http://weill.cornell.edu/education/programs/pdf/printed.pdf ).
The CME Information Page is a summary of CME information that must be handed out to participants or posted at your activity.  This Information Page includes:  Identified Practice Gaps/Educational Needs, Targeted Audience, Course Objectives/Desired Outcomes, Disclosure of Commercial Support, Disclosure of Relationships/Content Validation Statement, Full Disclosure Information for all participants, Accreditation Statement, Credit Designation Statement, Course Evaluation Information and a statement offering to accommodate those with special needs.  In addition, if applicable, acknowledgement of commercial support must be included.  For in-kind support, you must acknowledge the nature of the in-kind support.  A sample copy is on our website http://cme.med.cornell.edu.
CHECKLIST

SECTION 3 of 8

PLANNING, NEEDS ASSESSMENT AND EDUCATIONAL DESIGN

In addition to completing Section 3 you are required to attach the following:

 FORMCHECKBOX 
 Minutes of Planning Meetings

 FORMCHECKBOX 
 Needs Assessment Documentation (at least 2 forms of needs assessment documentation is required)

 FORMCHECKBOX 
 Complete program for this activity (for RSS’s please provide 1st month’s schedule)
 FORMCHECKBOX 
 CME Information Page (for RSS’s please provide sample CME Information Page for 1st lecture) 
SECTION 4 of 8: EVALUATION AND OUTCOMES STUDY
	I. Evaluation How do you intend to assess this activity’s success in meeting the objectives described above?  Check all that apply. C11

	A. Self-Report Measures:

 FORMCHECKBOX 
WCMC Evaluation Survey **Please see our website for evaluation template
 FORMCHECKBOX 
Other      
 FORMCHECKBOX 
Pre-Test/Post-Test



	B. Clinical Data:

 FORMCHECKBOX 
 Patient Data

 FORMCHECKBOX 
 QA/UR Data

 FORMCHECKBOX 
Other:      


	C. Other Measures/Studies: Please describe

     



	II. Practice Gaps/Design

	1. Weill Cornell Medical College has a CME mission statement that includes expected results articulated in terms of changes in knowledge, competence, or performance that will be the result of the program.
            a.  Is this activity designed to change knowledge?                            FORMCHECKBOX 
 Yes          FORMCHECKBOX 
 No

                 If yes, what is this activity designed to change in terms of learner’s knowledge?        (max. 50 words)

            b.  Is this activity designed to change competence?                          FORMCHECKBOX 
 Yes          FORMCHECKBOX 
 No
                 If yes, what is this activity designed to change in terms of learner’s competence?        (max. 50 words)

 c. Is this activity designed to change performance?                          FORMCHECKBOX 
 Yes          FORMCHECKBOX 
 No
                 If yes, what is this activity designed to change in terms of learner’s performance?        (max. 50 words)

2.  Explain why the educational format is appropriate for this activity?       (max. 25 words)
3.  In addition to standard evaluation procedures, the WCMC CME Committee may require the Course Director of any activity to conduct a study of the outcome of any CME activity on patient care.  If so, the Office of CME will collaborate with you to design this research. The need for a post-course Outcomes Study will be decided by the Committee on an activity-by-activity basis as part of the review process.  It will likely be required for repeated one-time activities, or on those one-time activities that receive industry support. You will be notified of this at the time of this application’s review.

Please attest to the following statement by checking the box below (RESPONSE REQUIRED):
 FORMCHECKBOX 
  I understand that I may be required to conduct an outcomes study as a condition of approval of this activity by     Weill Cornell Medical College as part of its overall CME program.




 CHECKLIST

SECTION 4 of 8

EVALUATION/OUTCOMES

In additional to completing Section 4 you are required to complete/attach the following:

 FORMCHECKBOX 
 Evaluation Form (made specific to your course)
 FORMCHECKBOX 
 Outcomes Study Technique (when required by the WCMC CME Committee)

SECTION 5 of 8:
We strongly encourage you to use the WCMC CME budget template.  If you have your own template, please ensure that projected income and expenses are listed in detail.  WCMC Honoraria and Expense Policy can be found at http://weill.cornell.edu/education/programs/con_cme_gui.html
Estimated Activity Budget

	Activity Name:       
	
	
	
	

	   Activity Date:      
	
	
	
	

	Income Category
	 Budget 
	 
	Expense Category
	 Budget 

	Registration Fees
	 
	 
	Honoraria (list for each speaker)
	 

	Weill Cornell Department Funding
	      
	 
	     
	      

	Tuition (Full) @ $     ___ per person
	      
	 
	     
	      

	Tuition-discounted (res, fellows, students @ $     _)
	      
	 
	     
	      

	  Subtotal - Registration Fees
	 $-        
	 
	     
	      

	Non-Profit Support
	      
	 
	     
	      

	      
	      
	 
	  Subtotal - Honoraria
	 $-        

	Commercial Support (For One-Time Activities only)
	 
	 
	 (attach addtl sheets, if necessary)
	      

	(list names and estimated contributions; LOAs must be signed in advance of the activity by all parties)
	      
	 
	
	

	      
	      
	 
	Meeting Space and Logistics
	 

	      
	      
	 
	Faculty Housing, travel, meals, etc
	      

	      
	      
	 
	Room Rental and A/V rental
	      

	      
	      
	 
	Meals/Coffee Breaks
	      

	      
	      
	 
	Advertisements/Marketing
	      

	      
	      
	 
	Syllabi/Handouts
	      

	      
	      
	 
	Supplies for CME (badges, certif, etc)
	      

	      
	 
	 
	Messengers/Fed Ex, taxis
	      

	  Subtotal - Commercial Support
	 $-        
	 
	 Subtotal - Meeting Space/Logistics
	 $-        

	In-kind Contributions (estimate value)
	      
	 
	     
	

	      
	      
	 
	     
	

	      
	      
	 
	CME Expenses
	 

	  Subtotal - In-kind Contributions
	 $-        
	 
	Joint Providership Fee
	      

	Exhibit Fees (list)
	 
	 
	Cmcl Support Fee
	      

	(Separate Exhibitor Contracts must be approved in advance of the activity by all parties) 
	      
	 
	Exhibit Fee
	      

	      
	      
	 
	CME Admin. Fee
	      

	 
	 
	 
	  Subtotal - CME Expenses
	      

	  Subtotal - Exhibits
	 $-        
	 
	Total Expenses
	      

	Other, specify
	 
	 
	 
	      

	  Subtotal - Other
	 $-        
	 
	 
	     

	Total Income
	 $     -   
	 
	 
	      

	Net Gain (Loss): 
	 $-        
	 
	 
	      


CHECKLIST

SECTION 5 of 8

BUDGET

In additional to completing Section 5 you are required to attach the following:

 FORMCHECKBOX 
 Complete estimated budget for activity

 FORMCHECKBOX 
 List of any Industry Supporters and grant amounts

 FORMCHECKBOX 
 All Letters of Agreement for Commercial Support (all LOAs must be submitted at least 2 weeks prior to the date of the activity for review and approval by the CME Office)
 FORMCHECKBOX 
 All Contracts for Exhibitors (all Contracts must be submitted at least 2 weeks prior to the date of the activity for review and approval by the CME Office)
 FORMCHECKBOX 
 Account Information (see signature page of application)
FEE STRUCTURE

There are no fees for WCMC CME RSS activities as these are prohibited from accepting industry support.  There are also no fees for WCMC CME One-Time activities that do not receive industry support.

 Fees for EACH Commercial Support and Exhibitors:

 Funding of $3500 or less:


20% of educational grant/exhibitor fee

 Funding of $3501 or more:

10% of educational grant/exhibitor fee or $1500, 





whichever is greater

SECTION 6 of 8:  ADDITIONAL INFORMATION
	INTELLECTUAL PROPERTY POLICY AND HIPAA


In accordance with Cornell and Medical College policies: (i) copyrights arising from educational and related enduring materials developed in any media for CME programs and presentations vest ownership in the author of such materials; (ii) such materials shall be made available on a continuing basis for education and teaching purposes by faculty and academic staff of WMC; and (iii) any use of the names of the University, the Medical College, the WCMC CME Office, or the names of any member of the faculty or staff of Cornell or WMC for commercial endorsements, advertising or similar publicity purposes is prohibited without the prior written permission of the Dean of the Medical College and University Counsel (as recommended in the discretion by the WCMC CME Office).  The WMC CME Office is available to assist CME planners and providers in the appropriate usage of copyrightable materials in accordance with Cornell and Medical College policies and procedures.

Also, in accordance with HIPAA and privacy law, images of patients should not be used in presentation materials unless a release by the subject or his or her bona fide representative is attached to this application.

	FINAL SUMMARY


Final CME certificates will not be issued until the Course Director has submitted a final summary of the activity.  This summary must include attendance lists (attendee lists are considered confidential and cannot be shared with other organizations or industry supporters without written approval of the CME Office), a summary of the results of post-activity evaluations, clinical content review and validation form, final financial report, copy of brochure/program and syllabus including CME information page, and a Transfer of Funds Form to document payment of the CME fee (if applicable).  The CME certificates will not be released unless the CME fee is paid.  The final data summary must be submitted no later than four (4) weeks after the completion of a CME activity. In addition, activity files and attendance records must be maintained for six years after the date of the activity.
For Jointly Provided Activities

	A 
	Letter(s) of Agreement for Joint Providership 
	 FORMCHECKBOX 


	B
	Rationale for Joint Providership and Description of Joint Provider and funding sources
	 FORMCHECKBOX 


	C.
	$500 Application Fee
	 FORMCHECKBOX 



For Regularly Scheduled Series (Modified Required Attachments-same as above, except)

	* Full Disclosure forms for your first month’s speakers (remainder to be submitted with activity report(s).

	* Course Director COI Forms for your first month’s speakers (remainder to be submitted with activity report(s).

	* CME Information Page for first session as evidence of knowledge of how to create one for each session

	* A tentative schedule of dates. speakers and topics for at least one month

For Grand Rounds/Lecture Series - include date, topics and speakers (with clinical and academic titles) for 

all sessions planned for a least one month.       

For Case Presentations (e.g. Clinical Case Conferences/Tumor Board) – attach a list of the general topic for 

each teaching case for all sessions planned for at least one month


For Enduring Materials (Additional Requirements)

Note: Activities will not be formally approved until the final product has been reviewed by the CME Committee (e.g. viewing website online, printed copy of monograph in formal layout).
	Packaging with front cover design

	The CME Information Page (special Enduring Materials version)

	Post test-, answers and criteria for passing grade


	SECTION 7 of 8: SIGNATURES


The CME Committee reserves the right to send a representative to CME activities in order to evaluate the activity and its content.  When a representative attends a CME activity, his/her travel expenses and tuition will need to be paid as part of the costs of the activity.  The Committee will notify the Course Director no later than 30 days in advance of an activity if a representative has been designated to attend who will require reimbursement.
Record Retention: I understand that I am required to retain all CME activity files/records for all sessions for at least 6 years.
In compliance with our Honoraria and Expense Reimbursement Policy, all expenses must be paid from a Weill Cornell Account. 

	Honoraria will be paid to speakers from the following Weill Cornell Account:
	     

	Income from this course will be deposited to the following Weill Cornell Account:
	     

	Deficits and all CME related fees for this activity will be the responsibility of

 the Department and the following Weill Cornell account will be debited:
	     


THIS APPLICATION AND BUDGET HAS BEEN REVIEWED AND APPROVED BY:

COURSE DIRECTOR: 

I certify that this application was completed accurately and attest to the validity of the information contained in the application. I have read and agree to abide by the Weill Cornell and ACCME guidelines, including Standards for Commercial Support) ACCME Standards for Commercial Support.


	X
	
	     


Signature









Date

COURSE CO-DIRECTOR: (if applicable)

I certify that this application was completed accurately and attest to the validity of the information contained in the application. I have read and agree to abide by the Weill Cornell and ACCME guidelines, including Standards for Commercial Support) ACCME Standards for Commercial Support.


	X
	
	     


Signature









Date

INDEPENDENT CLINICAL REVIEWER:  (if applicable)

I agree to serve as the ICR for this activity and will be in attendance.  I have reviewed the content for this activity and believe it to be in compliance with ACCME and Weill Cornell Guidelines with regard to fair balance, independence, objectivity, and scientific rigor. I have read and agree to abide by the Weill Cornell and ACCME guidelines, including Standards for Commercial Support) ACCME Standards for Commercial Support.


	X
	
	     


Signature









Date

WEILL CORNELL DEPARTMENT CHAIR:
I have reviewed this application, approve of its content and budget, and agree to oversee this as an educational activity in my department.
	X
	
	     


Signature









Date

 CHECKLIST

SECTION 7 of 8  

SIGNATURES

For Section 7 to be considered complete you must obtain the following:

 FORMCHECKBOX 
 Course Director’s signature

 FORMCHECKBOX 
 Course Co-Director’s signature (if applicable)
 FORMCHECKBOX 
 Independent Clinical Reviewer (ICR) signature (if applicable)
 FORMCHECKBOX 
 Weill Cornell Department Chair’s signature

SECTION 8 of 8: APPLICATION OVERALL CHECKSHEET
Please check all that have been completed:

	1
	Section 1: Activity Description and General Information

	 FORMCHECKBOX 




	2
	Section 2: CD, Planner & Manager Information and Full Disclosure Information

	 FORMCHECKBOX 


	3
	Section 3: Planning, Needs Assessment and Educational Design
	 FORMCHECKBOX 



	4
	Section 4: Evaluation/Outcomes
	 FORMCHECKBOX 



	5
	Section 5: Budget
	 FORMCHECKBOX 



	6
	Section 6: Additional Information have been read
	 FORMCHECKBOX 



	7
	Section 7: Signatures
	 FORMCHECKBOX 



	8
	Section 8: Application overall checklist
	 FORMCHECKBOX 













For WCMC CME Use only:

Course # ____________ Action: ( Approved
( Disapproved 


Date:





# of Credits: 
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