WEILL CORNELL MEDICINE
Office of Continuing Medical Education

Olin Hall, 445 East 69th Street, Room 1012
New York, NY 10021

Tel: 646-962-6931
Email: cme@med.cornell.edu

PRELIMINARY PROPOSAL FOR A CME ACTIVITY
Thank you for your interest in developing a continuing medical education activity.  Please fill out this proposal form for the CME activity you are planning, and submit it to the CME Office with all the necessary attachments.  The Office of CME will review your proposal and will contact you to begin the application process.  Please note that the Course Director and Coordinator will be required to meet with the Associate Dean of CME if the proposed activity is considered appropriate for CME accreditation.  Any questions may be directed to the Office of CME at 646-962-6931.  
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, must be free of relationships with commercial interests and should not have a direct or indirect reporting relationship to the Course Director(s).  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)
	Activity Information
	

	Date submitted:
	     

	Proposed    Activity Title:
	            

	Activity Date:
	     
	Time:
	     
	Location:
	     

	Number of Anticipated Attendees:
	     
	Number of AMA/PRA Category 1 Credits requested:
	     
	
	Is this a repeat course?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Department:      
	Division:       

	Type of Activity 

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

	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
	     

	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
	     


	As per our ACCME accreditation guidelines, Weill Cornell CME activities should promote interprofessional education, and as                    such, whenever possible, should be planned by, taught by, and attended by professionals from across medical disciplines and         professions. RSS activities are required to demonstrate compliance with all 3 criteria below.

	Please indicate which professions will be involved as PLANNERS in this activity (Select 2 or more):

 FORMCHECKBOX 
 Physicians

 FORMCHECKBOX 
 Graduate House staff

 FORMCHECKBOX 
 Medical Students



 FORMCHECKBOX 
 Physician Assistants

 FORMCHECKBOX 
 Nurses

 FORMCHECKBOX 
 Nurse Practitioners



 FORMCHECKBOX 
 Psychologists



 FORMCHECKBOX 
 Social Workers 



 FORMCHECKBOX 
 Physical Therapists



 FORMCHECKBOX 
 Pharmacists




 FORMCHECKBOX 
 Patients

 FORMCHECKBOX 
 Nutritionists

 FORMCHECKBOX 
 Public Health Professionals
 

 FORMCHECKBOX 
 Other (specify):      



	Please indicate which professions will be involved as TEACHERS in this activity 
(Select 2 or more):

 FORMCHECKBOX 
 Physicians

 FORMCHECKBOX 
 Graduate House staff

 FORMCHECKBOX 
 Medical Students



 FORMCHECKBOX 
 Physician Assistants

 FORMCHECKBOX 
 Nurses

 FORMCHECKBOX 
 Nurse Practitioners



 FORMCHECKBOX 
 Psychologists



 FORMCHECKBOX 
 Social Workers 



 FORMCHECKBOX 
 Physical Therapists



 FORMCHECKBOX 
 Pharmacists




 FORMCHECKBOX 
 Patients

 FORMCHECKBOX 
 Nutritionists

 FORMCHECKBOX 
 Public Health Professionals


 FORMCHECKBOX 
 Other (specify):      



	Please indicate which professions will ATTEND this activity (Select 2 or more):
 FORMCHECKBOX 
 Physicians

 FORMCHECKBOX 
 Graduate House staff

 FORMCHECKBOX 
 Medical Students



 FORMCHECKBOX 
 Physician Assistants

 FORMCHECKBOX 
 Nurses

 FORMCHECKBOX 
 Nurse Practitioners



 FORMCHECKBOX 
 Psychologists



 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)





1.
Have you ever worked with Weill Cornell’s CME office?


( YES

( NO

2.
Is this a Jointly Provided activity? 




( YES

( NO

	a. If yes, provide the name of the organization: 



	


b. Does this organization receive funding (donations) from industry? 
( YES

( NO


c.  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.

	

	

	


3.         What performance gaps did you identified that would be used in developing this activity?


	


	

	


4.
QA Data must be utilized in the identification of deficiencies/quality gaps or needs for this activity. Please describe how you intend to obtain and utilize this data in the planning of your activity.

	

	

	


5.
Please provide a brief description of your proposed activity and its intended audience:

	


	

	


6.  
How do you intend to evaluate the impact of this on performance improvement or patient care?
	


	

	


7.
Is any outside meeting planning or communications company involved?

( YES

( NO

If yes, please provide name of organization and contact person.  In addition, please attach information about the organization:

	


8.
WCMC does not accept industry support for any regularly scheduled Series (e.g. Grand Rounds, 


Case Conferences, M&M’s, Tumor Boards, etc.)

9.
Industry Supporters and Exhibitors: (For One-Time Activities) 
a. Will you be receiving grants from commercial 




( YES

( NO



supporters for this proposed activity?  If yes, please list:

          NAME OF INDUSTRY SUPPORT


    
$ SUPPORT 
 

	        
	

	
	

	
	

	
	


b. Are you planning an exhibit area for industry vendors in association with this activity?





 








( YES

( NO



If yes, please list:

                   NAME OF EXHIBITOR



    $ EXHIBITOR FEE 
 

	        
	

	
	

	
	

	
	


Exhibits and Industry Supporters may not have any influence on the educational activity and exhibits must be on a separate, non-obligate path to the educational venue.

10.        Please submit the following with the New Course Preliminary Proposal Form:


a) Course objectives 


b) List of planned sessions


c) Completed Full Disclosure Form for the Course Director(s) 

d) Completed CD/ICR Documentation of COI Resolution Form for Course Director (if applicable)


e) Full Disclosure Form and CV for ICR (If applicable)

f) For Jointly Provided Activities, please provide information about the organization

WEILL CORNELL DEPARTMENT CHAIR:
I have reviewed this New CME Course Preliminary Proposal Form.
	X
	
	     


Signature








      Date



Revised August 2, 2016
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        Revised March 1, 2019

