Please review Application Instructions before completing this application.  The instructions will guide you through the application process.

	Application, Check List, and Sample Forms for Joint Sponsorship with the Spokane County Medical Society
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CME Category 1 Requirements Check List
Pre-Program:

_____  Complete Application (needs to be turned in at least 90 days prior to your

  program date) 
_____  Application Fee ($750.00).  Checks should be made payable to the “Spokane

            County Medical Society.”



_____  Late fee of $175.00, if applicable
_____  Needs Assessment (pg 2 – 3 of the application)
_____  Objectives Form (pg 4 – 5)

_____  Educational Design (pg 6)

_____  Linkage Documentation (pg 7)
_____  Evaluation Plan (pg 8)must 

_____  Faculty Disclosures (pg 9—while we understand you may not be able to turn

 all Faculty Disclosures in with the application, they are required to be submitted
 prior to your program date.  If they are not in prior to the program, and

 completed correctly, credit may not be granted.)

_____  Planning Committee Disclosures (pg 9)
_____  Written Disclosure (pg 9)  

_____  Faculty Letter (pg 9—at least one example)

_____  Rough Income/Expense Summary (pg 9)


_____  List of anticipated Unrestricted Educational Grants
_____  Certificate of Participation (pg 10)
_____  Sign-In Sheet (pg 10)
_____  Letters of Agreement (pg 10—we know the grant process can take several

 weeks; however, ALL letters of agreement need to be submitted prior to the

 program date)
_____  Rough Brochure (pg 10)
_____  Faculty List (pg 11)

_____  Agenda (pg 12—may be part of your rough brochure)
Post Program:

_____  Two Program Evaluation Summaries 

_____  Final Income/Expense Summary



_____ List of Unrestricted Educational Grants received
_____  Sign-In Sheet
_____  Copy of final program/brochure; (you do not need to include a syllabus)
_____  Documentation that complete evaluation summaries were sent to the

 Program Director

_____  Documentation that individual evaluation summaries were sent to each faculty

  
  member

_____  Written Disclosure Documentation
_____  Moderator notes indicating verbal disclosure documentation, if used at program

_____  Test Scores, if applicable

_____  Post-Program Evaluation Summary
Reminder:  ALL post-program paperwork is required to be

submitted within 30 days after your program, with the exception of the post-program evaluation summary.  The post program evaluation summary will need to be submitted within 90 days of the actual event.
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APPLICATION FOR JOINT SPONSORSHIP (Accreditation) for Category 1 CONTINUING MEDICAL EDUCATION PROGRAMS (Application must be received in the SCMS office at least 90 days in advance of the program date.)
TITLE OF PROGRAM:        
DATE(s) / TIME(s):           CONTACT HOURS:         


                                                                                   (to the nearest 15 minutes)
LOCATION(s):       
PROGRAM DIRECTOR (Local MD):        
PROGRAM COORDINATOR:        
ADDRESS:        
 (local)

 PHONE (Please include area code):       
PROVIDER (program sponsor):       
   ***NOTE:  Application will be rejected where commercial entities determine the need for the program, create objectives, 

                     or select the faculty/speakers.  Monies that have been donated to CME Joint Sponsors to underwrite CME 

                     programs are acceptable as long as need, objectives, and faculty have been determined by the Joint Sponsor.
NAMES & POSITIONS OF PLANNING COMMITTEE (List all members on the planning committee):
     
   ***NOTE:  You may not be on the planning committee for a program as well as be a member of the CME Committee that approves the programs.

DATE PLANNING BEGAN:       
ANTICIPATED ENROLLMENT:       % MD/DO          %PA          %ARNP         %RN  
Total Anticipated Enrollment:        


METHOD OF TEACHING BY CONTACT HOUR:  

Case Presentation:                 Lecture:                     Total # of Hours:       
            Group Discussion:                   Other:          
PROGRAM DIRECTOR SIGNATURE:      
By signing this application I understand that ALL elements of this application are required; and I agree to adhere to all requirements in order to obtain Category 1 CME credit through SCMS.

DATE:       
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Needs Assessment Form
Every application must be accompanied by supporting NEEDS ASSESSMENT documentation:

A Needs Assessment comes from the needs of the learner, the body of knowledge, and the experts in the field.  An adequate Needs Assessment must go beyond your or your organization’s perceived need for this program.  We encourage the use of multiple sources.

Please answer the following questions:

1.  What is the reason for initiating this program?  Supporting data must be provided.

     
2. Identify the gap in clinical practice

(Describe the educational gap addressed during this activity.  Be sure to list any barriers, perceived or measured, that contribute to the gap.  View Linking Identified Needs to Desired Outcomes in the application packet for more information.  

     
3.  Desired results: What would a physician hope to gain from this program?
 (List the desired results in terms of changes in physician competence, physician performance, or patient outcomes.  View Linking Identified Needs to Desired Outcomes in the application packet for more information.  
·      
·      
·      
4.  Will these desired results change any of the following (check all that apply)

 FORMCHECKBOX 
 Physician Competency

 FORMCHECKBOX 
 Physician Knowledge

 FORMCHECKBOX 
 Patient Outcomes

 FORMCHECKBOX 
 Other: ____________________________________________________________________
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5.  How was the NEED for this program identified?  You must include supporting documentation
     for each item checked below.
	 FORMCHECKBOX 
  Consensus of Experts
	 FORMCHECKBOX 
  Malpractice Data
	 FORMCHECKBOX 
  Peer Review

	 FORMCHECKBOX 
  Current Literature
	 FORMCHECKBOX 
  Morbidity / Mortality 
	 FORMCHECKBOX 
  Previous Participants 

	 FORMCHECKBOX 
  Epidemiological Data
	 FORMCHECKBOX 
  NCQA, JCAHO, HEDIS
	 FORMCHECKBOX 
  QA / CQI Data

	 FORMCHECKBOX 
  Focus Groups
	 FORMCHECKBOX 
  New Developments in Medicine 
	 FORMCHECKBOX 
  Self Assessment Exams

	 FORMCHECKBOX 
  Health Care Statistics
	 FORMCHECKBOX 
  New Laws
	 FORMCHECKBOX 
  State PRO Data

	 FORMCHECKBOX 
  Hospital Data (P&T, IC)
	 FORMCHECKBOX 
  Objective Methods
	 FORMCHECKBOX 
  Surveys (Annual CME)

	 FORMCHECKBOX 
  Interviews
	 FORMCHECKBOX 
  Panel of Experts
	 FORMCHECKBOX 
  Survey of Potential Participants

	 FORMCHECKBOX 
  Licensure Requirements
	 FORMCHECKBOX 
  Patient Care Audits
	 FORMCHECKBOX 
  Other


6.  What other data and/or sources of information support the need for this program?


 FORMCHECKBOX 
   Anecdotal


 FORMCHECKBOX 
   Personal Observation


 FORMCHECKBOX 
   Community Need
             FORMCHECKBOX 
   Other       
7.  Describe your target audience; include possible numbers and demographics.

 Target Audience (check all that apply):

 FORMCHECKBOX 
  Primary Care Providers
     Estimated #:      

Demographics:      

 FORMCHECKBOX 
  Specialty Physicians 
     Estimated #:      

Demographics:      

 FORMCHECKBOX 
  Physicians (Mix) 

     Estimated #:      

Demographics:      

 FORMCHECKBOX 
  Nurses


     Estimated #:      

Demographics:      

 FORMCHECKBOX 
  PhD’s


     Estimated #:      

Demographics:      

 FORMCHECKBOX 
  Physician Assistants 
     Estimated #:      

Demographics:      

 FORMCHECKBOX 
  Nurse Practitioners 
     Estimated #:      

Demographics:      

 FORMCHECKBOX 
  Pharmacists

     Estimated #:      

Demographics:      

 FORMCHECKBOX 
  Other:       
8.  How many requests did you have for this program?


 FORMCHECKBOX 
  0 – 2            FORMCHECKBOX 
  3 – 5            FORMCHECKBOX 
   6 – 10          FORMCHECKBOX 
   10 or More

9.  What other sources of information regarding your program topics are locally available to

     prospective participants?

	 FORMCHECKBOX 
  Other Programs
	 FORMCHECKBOX 
  Texts
	 FORMCHECKBOX 
  Media
	 FORMCHECKBOX 
  Internet

	 FORMCHECKBOX 
  Journals
	 FORMCHECKBOX 
  Speakers
	 FORMCHECKBOX 
  Consultants
	 FORMCHECKBOX 
  Other:      
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10. What are the IOM, ACGME or other competencies related to this topic? (Check all that apply)
	 FORMCHECKBOX 
  Provide Pt. Centered Care
	 FORMCHECKBOX 
  Work in Interdisciplinary Teams
	 FORMCHECKBOX 
  Employ Evidence-based Practice
	 FORMCHECKBOX 
  Apply Quality Improvement 

	 FORMCHECKBOX 
  Practice-based

Learning / Improvement
	 FORMCHECKBOX 
  Interpersonal & Communication Skills
	 FORMCHECKBOX 
  Professionalism
	 FORMCHECKBOX 
  Systems-based Practice

	 FORMCHECKBOX 
  Commitment to Lifelong Learning 
	 FORMCHECKBOX 
  Cognitive Expertise
	 FORMCHECKBOX 
  Evaluation of Performance in Practice 
	 FORMCHECKBOX 
  Utilize Informatics

	 FORMCHECKBOX 
 Evidence of Professional Standing 
	 FORMCHECKBOX 
  Other: 
	
	


OBJECTIVES FORM
It is of vital importance that participants understand in advance of the program the expressed purposes and desired outcomes of this program.  Please state your purposes/objectives in terms of improving physician performance or patient health outcomes.

Please respond to each of the following:

1.  State the educational need(s) this activity addresses.


     
2.  Indicate the physicians for whom this activity is designed.

·      
·      
3.  List any special background requirements of your prospective participants.



     











                Application Page 4

4.  For your prospective learners, please describe their expected learning outcomes in terms 
     of knowledge, skills, and/or attitudes. (What will the learner be able to discuss, define, demonstrate,
     accept or agree to and value at the end of this program?)  There must be at least one objective per

     contact hour.  (If you need to attach a separate page, please label it clearly.)  View Linking Identified Needs to Desired Outcomes in the application packet for more information.  
1)      
2)      

3)        
5.  Describe any other outcomes you expect your participants to be able to accomplish.

·      
·       
6. In addition to your brochure, how are you making your educational content and methods

    known to your prospective participants?  (e.g., meeting agenda, evaluation, syllabus)
·      
·      
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EDUCATIONAL DESIGN
1.  Briefly describe how this program is responsive to the educational characteristics of your

     prospective participants. (e.g., knowledge levels, professional experience, preferred learning styles)

     
2.  Document the use of systematic planning procedures. (Include minutes of planning committee    meetings, correspondence with faculty, etc. to achieve your stated objectives)
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LINKAGE DOCUMENTATION
Please document the linkage process for this program.  (Please see “Linkage Documentation” policy included in this application package.)  

Educational Gap and Needs Analysis Statement (Define the need for the program):  


     
Develop Goal and Plan:


     
Create Objectives and Select Format:

The topics that will be covered in this three-hour Category 1 CME program are:

     

At the conclusion of this program participants will be able to (list all objectives):


     
Educational Interaction:


     
Useful Evaluations:
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PROGRAM EVALUATION
1.  You are required to have an evaluation plan for this CME program.  It must show that you

     measure the extent to which your educational objectives are being met by the faculty.  

See enclosed evaluation.

2.  How will you use your evaluation data to plan future CME activities?


     
3.  We have enclosed a sample evaluation with this application; please feel free to use it as a

     template for your evaluation plan.  If you choose to develop your own evaluation format,

     please note that ALL elements of the sample evaluation are required to be included in your

     evaluation.


See enclosed evaluation.

4.   Two evaluation summaries are required to be submitted with your post-program

     paperwork; one summarizing all the responses for MDs and DOs, the second summarizing

      all their responses for “other” participants (PAs, ARNPs, nurses, pharmacists, etc).

Please include an example with your application.
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DISCLOSURE FORMS
Disclosure forms are required for ALL Faculty members.

Disclosure forms are required for ALL Planning Committee members.

Please copy and use the disclosure form included in this packet.

Please include an example with your application.

DOCUMENTATION OF DISCLOSURES
Attendees are required to be advised of disclosure statements from each faculty member involved in the CME program in writing at the CME program.  A sample written disclosure has been included in this application packet.  

The following three areas need to be disclosed when applicable:


1)  When a commercial product or service will be included in the presentation.


2)  When a significant relationship with commercial supporters is present.


3)  When any off-label or investigational use of a commercial product or device will be included


     in the presentation.

See glossary of terms listed on the attached Disclosure Form.

Please send in a copy of the moderator notes that document verbal disclosure of the above mentioned areas.

Please include an example with your application.

FACULTY LETTER(s)
Each faculty member is required to receive the attached faculty letter.  The letter outlines the policies for their presentations.  Please read through the letter and make the necessary changes; ie., date and title of the program, location, etc.  Make sure to include the objective(s) each faculty member is going to address in their presentation.
Please include an example with your application.

Income/Expense Summary
Income/Expense (budget) documentation is required.  A rough pre-program income/expense summary must be submitted with the application.  Please include a list of all anticipated unrestricted educational grants with this application

After your program, a Final Income/Expense Summary is required to be submitted, also.  Please see sample form included in this packet.  Post-program, please include a list of all received unrestricted educational grants.
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CERTIFICATE OF PARTICIPATION
A sample certificate of participation has been included.  You must use the entire accreditation statement, verbatim, that is used on this certificate.
Please include an example with your application.

SIGN-IN SHEET
A sample Sign-In Sheet has been included in this packet.  Note that the Sign-In sheet for your program must include ALL the columns that are on this sample form.  Each attendee’s name must be printed (or typed), and a signature is required from each attendee.
Please include an example with your application.

LETTERS OF AGREEMENT
A Letter of Agreement is required for each commercial entity that is supporting the program with grants.  Please use the attached LOA.

BROCHURE
A “rough” brochure is required with this application.  It must include:  the use of “Joint Sponsor,” the objectives, agenda, and the following accreditation verbatim:

This activity has been planned and implemented in accordance with the Essential Elements, Criteria, and Standards of Accreditation of the Washington State Medical Association CME Accreditation Committee through the partnership of the Spokane County Medical Society and      .  The Spokane County Medical Society is accredited by the Washington State Medical Association CME Accreditation Committee to sponsor continuing medical education activities for physicians. 

The Spokane County Medical Society designates this activity for a maximum of       hours in Category I credits to satisfy the re-licensure requirements of the Washington State Medical Quality Assurance Commission.  

The Spokane County Medical Society designates this live activity for a maximum of        AMA PRA Category 1 Credit(s)(.  Physicians should claim only credit commensurate with the extent of their participation in the activity.  

A copy of the final program (brochure) will need to be turned in post program; it will need to include ALL the above mentioned requirements.

Please note:  The words “applied for” or any other words indicating

                      Category 1 CME credit is pending, CANNOT be used on your brochure,

                      flyers, or registration forms.  
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FACULTY
Please list the names of ALL faculty/speakers.  Include their credentials/specialty and topic they will be presenting.
· Name:      
Name of practice or place of business:      


City and State:      
Topic Presenting:      
· Name:      
Name of practice or place of business:      


City and State:      
Topic Presenting:      
· Name:      
Name of practice or place of business:      


City and State:      
Topic Presenting:      
              Application Page 11
Agenda
Please provide a rough agenda for the program (may be included as part of the rough brochure).

SCMS aims to provide Category 1 CME for a wide variety of primary care providers.  Our yearly needs assessment of physicians indicates their desire for improving the quality of their skills in the diagnosis and treatment of Mental Health issues in primary care.  This CME offering will cover the subjects listed below and aims to improve the quality of care for primary care physicians and their patients.
     
Course Objectives

At the conclusion of this program participants will be able to:
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BROCHURE DRAFT: (Utilize or insert your own template)

Title: "     "

Date:      
Time:      
Location:      
Course Description:

     
Faculty:

·      
·      
·      
· CME Category 1
      Hours
This activity has been planned and implemented in accordance with the Essential Elements, Criteria, and Standards of Accreditation of the Washington State Medical Association CME Accreditation Committee through the partnership of the Spokane County Medical Society and      .  The Spokane County Medical Society is accredited by the Washington State Medical Association CME Accreditation Committee to sponsor continuing medical education activities for physicians. 

The Spokane County Medical Society designates this activity for a maximum of       hours in Category I credits to satisfy the re-licensure requirements of the Washington State Medical Quality Assurance Commission.  

The Spokane County Medical Society designates this live activity for a maximum of        AMA PRA Category 1 Credit(s)(.  Physicians should claim only credit commensurate with the extent of their participation in the activity.  

Planning Committee (List all names):       
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INITIAL BUDGET
	PROGRAM TITLE:       


	PROGRAM DATE:       


	NAME OF JOINT SPONSOR:       



	INCOME
	

	Institutional or Other Funds (Submit List)
	     

	Unrestricted Educational Grants  (Submit List of all Contributors & Letters of Agreement)
	     

	Tuition/Registration
	     

	TOTAL
	     

	EXPENSES
	

	Administrative Cost
	     

	Accreditation Fee ($750.00)
	     

	Speakers Travel
	     

	Speakers Honorarium
	     

	Speakers Lodging & Food
	     

	Printing of Flyers and Brochures
	     

	Design of Flyers and Brochures
	     

	Printing of Handouts & Binding
	     

	Printing of Certificates & Evaluation Forms
	     

	Printing 11” x 17” Posters of Flyers
	     

	Printing of Sponsors/Contributors Sign
	     

	Food at Meeting
	     

	AV
	     

	Postage
	     

	Mailing Service
	     

	B&O Tax
	     

	Misc:  Mileage, Meals
	     

	Gifts
	     

	Labels :  RN’s, Dentists & Other
	     

	Facility Rent
	     

	Bank Fees
	     

	Other: (Please Clarify)       
	     

	TOTAL
	     

	PROFIT/LOSS
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Please list the applied for/anticipated unrestricted educational grants to be received for this program:
	Commercial Company:
	Received Amount:
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FINAL INCOME/EXPENSE SUMMARY
	PROGRAM TITLE:  ________________________________________________________________



	PROGRAM DATE:  ________________________________________________________________



	NAME OF JOINT SPONSOR:  _______________________________________________________



	INCOME
	

	Institutional or Other Funds (Submit List)
	

	Unrestricted Educational Grants (Submit List of all Contributors & Letters of Agreement)
	

	Tuition/Registration
	

	Refunds
	

	TOTAL
	

	EXPENSES
	

	Spokane County Medical Society CME Fee
	$750

	Speakers Travel
	

	Speakers Honorarium
	

	Speakers Lodging & Food
	

	Printing of Flyers
	

	Printing of Handouts & Binding
	

	Printing of Certificates & Evaluation Forms
	

	Printing 11” x 17” Posters of Flyers
	

	Printing of Sponsors/Contributors Sign
	

	Food at Meeting
	

	AV
	

	Postage
	

	Mailing Service
	

	B&O Tax
	

	Misc:  Mileage, Meals
	

	Gifts
	

	Labels :  RN’s, Dentists & Other
	

	Facility Rent
	

	TOTAL
	

	PROFIT/LOSS
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Please list all unrestricted educational grants received for this program:
	Commercial Company:
	Received Amount:
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Professional Status (check one):   _____ MD/DO    ____ Mid-level Provider (PA-C, ARNP)   ____ Other (RN, Pharmacist)
Topic:       
Faculty:       
Objectives:       
                                                                                                                             Low                                      High

	Was the objective for this topic met?
	   1
	   2
	   3
	   4
	   5

	Was the topic presented effectively?
	   1
	   2
	   3
	   4
	   5

	Was this topic relevant to my practice?
	   1
	   2
	   3
	   4
	   5

	Did the speaker balance objectivity and scientific rigor?
	   1
	   2
	   3
	   4
	   5

	Were the slides and materials presented effectively? 
	   1
	   2
	   3
	   4
	   5


	Was there an opportunity to ask questions?
	   YES   FORMCHECKBOX 

	   NO   FORMCHECKBOX 


	Will you change the way you practice due to new knowledge gained?
	   YES   FORMCHECKBOX 

	   NO   FORMCHECKBOX 


	Was the faculty biased in his/her presentation?
	   YES   FORMCHECKBOX 

	   NO   FORMCHECKBOX 


	                 If Yes, please explain: __________________________________________________
	
	


Comments:  _______________________________________________________________________________________

_____________________________________________________________________________________________________________
Topic:       
Faculty:       
Objective:       
                                                                                                                             Low                                      High

	Was the objective for this topic met?
	   1
	   2
	   3
	   4
	   5

	Was the topic presented effectively?
	   1
	   2
	   3
	   4
	   5

	Was this topic relevant to my practice?
	   1
	   2
	   3
	   4
	   5

	Did the speaker balance objectivity and scientific rigor?
	   1
	   2
	   3
	   4
	   5

	Were the slides and materials presented effectively? 
	   1
	   2
	   3
	   4
	   5


	Was there an opportunity to ask questions?
	   YES   FORMCHECKBOX 

	   NO   FORMCHECKBOX 


	Will you change the way you practice due to new knowledge gained?
	   YES   FORMCHECKBOX 

	   NO   FORMCHECKBOX 


	Was the faculty biased in his/her presentation?
	   YES   FORMCHECKBOX 

	   NO   FORMCHECKBOX 


	                 If Yes, please explain: __________________________________________________
	
	


Comments:  _______________________________________________________________________________________

_____________________________________________________________________________________________________________
Topic:       
Faculty:       
Objective:       

                                                                                                                             Low                                      High

	Was the objective for this topic met?
	   1
	   2
	   3
	   4
	   5

	Was the topic presented effectively?
	   1
	   2
	   3
	   4
	   5

	Was this topic relevant to my practice?
	   1
	   2
	   3
	   4
	   5

	Did the speaker balance objectivity and scientific rigor?
	   1
	   2
	   3
	   4
	   5

	Were the slides and materials presented effectively? 
	   1
	   2
	   3
	   4
	   5


	Was there an opportunity to ask questions?
	   YES   FORMCHECKBOX 

	   NO   FORMCHECKBOX 


	Will you change the way you practice due to new knowledge gained?
	   YES   FORMCHECKBOX 

	   NO   FORMCHECKBOX 


	Was the faculty biased in his/her presentation?
	   YES   FORMCHECKBOX 

	   NO   FORMCHECKBOX 


	                 If Yes, please explain: __________________________________________________
	
	


Comments:  _______________________________________________________________________________________

_____________________________________________________________________________________________________________
This educational activity has contributed to my professional effectiveness and improved my ability to:

                                                                                                       Strongly Disagree                                   Strongly Agree
	Treat/manage patients:
	    1
	    2
	    3
	    4
	    5

	Communicate with patients:
	    1
	    2
	    3
	    4
	    5

	Provide leadership/management for my medical organization:
	    1
	    2
	    3
	    4
	    5

	Share information learned with colleagues and partners: 
	1
	2
	3
	4
	5


As a result of attending this activity, how will you change your practice?

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

How satisfied were you with the following:

                                                                                                                              Low                                     High

	The course syllabus was helpful:
	   1
	   2
	   3
	   4
	   5

	The facility was adequate and allowed for effective learning:
	   1
	   2
	   3
	   4
	   5

	The length of the activity: 
	1
	2
	3
	4
	5

	Overall evaluation of the course (topics and speakers):
	1
	2
	3
	4
	5


Category I CME programs must discover and meet the educational gaps (needs) of physicians both locally and nationally.  In what areas of medicine do you think local physicians could benefit from updates to improve overall clinical performance and patient care? (e.g. cardiac care, infectious disease, pain management, etc.):
_________________________________________________________________________________________________

_________________________________________________________________________________________________

Additional Comments:  _____________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

THANK YOU FOR ATTENDING THIS PROGRAM!!
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DISCLOSURE OF RELEVANT FINANCIAL RELATIONSHIPS &

DISCUSSION OF OFF-LABEL OR INVESTIGATIONAL PRODUCTS
(Faculty Disclosure Form)

Name: 

Name of Activity: 

Date of Activity: 


Role in Activity (Planning Committee, Approval Committee, Faculty, other):


First, list the names of proprietary entities producing health care goods or services, with the exemption of non-profit or government organizations and non-health care related companies with which you or your spouse/partner have, or have had, a relevant financial relationship within the past 12 months. For this purpose we consider the relevant financial relationships of your spouse or partner you are aware of to be yours.

Second, describe what you or your spouse/partner received (ex: salary, honorarium, etc.).  SCMS does NOT want to know how much you received. 

Third, describe your role.

	Commercial Interest
	Nature of Relevant Financial Relationship

(Include all those that apply)

	
	What was received?
	For What Role?

	Example: Company ‘X’
	Honorarium
	Speaker

	
	
	

	
	
	

	
	
	

	
	
	

	
	I do not have any relevant financial relationships with any commercial interests.

	_____________________________

______________________________

(Signature




Date

Example terminology

	What was received: Salary, royalty, intellectual property rights, 

consulting fee, honoraria, ownership interest (e.g., stocks, stock options, or other ownership interest, excluding diversified mutual funds),  or other financial benefit.
	Role(s): Employment, management position, independent contractor (including contracted research), consulting, speaking and teaching, membership on advisory  committees or review panels, board membership, and other activities (please specify).


(Please read and sign on page 2)

Please answer the following questions:
1. Will your presentation include discussion of any commercial products or services?
_____  Yes     _____  No
2. Do you have a significant relationship(s) with the commercial supporter(s) of this activity or of any related products?
_____  Yes     _____  No
3. Do you intend to discuss any off-label or investigational use of any commercial product or device?  This discussion must meet the criteria of peer-reviewed and evidence-based content.
_____  Yes     _____  No
Discussion with regard to investigational products or therapies or off-label (non-FDA approved) uses of products must also be disclosed to the target audience in advance of the presentation, in accordance with the WSMA Standards for Commercial Support.
I will not be discussing any off-label use of a product or any investigational products (non-FDA approved). 

_____________________________

______________________________

(Signature




Date

I will be discussing off-label use of a product and/or an investigational product.  Please sign and describe the off-label use and/or investigational product below.:

_____________________________

______________________________

(Signature




Date

Glossary of Terms

Commercial Interest

The ACCME defines a “commercial interest” as any proprietary entity producing health care goods or services, with the exemption of non-profit or government organizations and non-health care related companies.

Financial relationships

Financial relationships are those relationships in which the individual benefits by receiving a salary, royalty, intellectual property rights, consulting fee, honoraria, ownership interest (e.g., stocks, stock options or other ownership interest, excluding diversified mutual funds), or other financial benefit.  Financial benefits are usually associated with roles such as employment, management position, independent contractor (including contracted research), consulting, speaking and teaching, membership on advisory committees or review panels, board membership, and other activities from which remuneration is received, or expected.  ACCME considers relationships of the person involved in the CME activity to include financial relationships of a spouse or partner.

Relevant financial relationships  

ACCME focuses on financial relationships with commercial interests in the 12-month period preceding the time that the individual is being asked to assume a role controlling content of the CME activity. ACCME has not set a minimal dollar amount for relationships to be significant.  Inherent in any amount is the incentive to maintain or increase the value of the relationship. The ACCME defines “’relevant’ financial relationships” as financial relationships in any amount occurring within the past 12 months that create a conflict of interest.

Conflict of Interest

Circumstances create a conflict of interest when an individual has an opportunity to affect CME content about products or services of a commercial interest with which he/she has a financial relationship.
Please return this form to:  (Insert contact info) by (insert date).
	


Certificate of Participation

THE SPOKANE COUNTY MEDICAL SOCIETY CERTIFIES THAT

	


participated in

     
[image: image9.wmf]
This activity has been planned and implemented in accordance with the Essential Elements, Criteria, and Standards of Accreditation of the Washington State Medical Association CME Accreditation Committee through the partnership of the Spokane County Medical Society and      .  The Spokane County Medical Society is accredited by the Washington State Medical Association CME Accreditation Committee to sponsor continuing medical education activities for physicians. 

The Spokane County Medical Society designates this activity for a maximum of       hours in Category I credits to satisfy the re-licensure requirements of the Washington State Medical Quality Assurance Commission.  

The Spokane County Medical Society designates this live activity for a maximum of        AMA PRA Category 1 Credit(s)(.  Physicians should claim only credit commensurate with the extent of their participation in the activity.  

Participant's Signature:


Hours Claimed:

Please keep this certificate for your records.  The registrar can verify that the participant signed in at the activity.  Actual hours of attendance claimed are the individual participant's responsibility
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LETTER OF AGREEMENT

Regarding Terms, Conditions and Purposes of an Educational Grant

(Must be typed or printed legibly)

	This Letter of Agreement is between  _______________________________________________________   and  
                                                                                        (Sponsor)

    _____________________________________________________________________________.

    (Commercial Company)

	Title of CME Program:  __________________________________________________________________________


	Location:  ______________________________________________________________________________________  



	Commercial Supporter (Company Name/Branch):  ________________________________________________ 



	Address:   ______________________________________________________________________________________
                    ______________________________________________________________________________________
                          (City)                                                                   (State)                                      (Zip Code)

	Contact Person:   _____________________________________________     

Phone Number:  ____________________________        FAX #: ________________________________


	The above named company wishes to provide support for the named continuing medical education activity by means of (indicate which option):



	           1.  Unrestricted educational grant for support of the CME activity in the amount of $   __________________


	           2.   Restricted grant to reimburse expenses for:   



	        A)  Speaker(s) 1)  _____________________________   2)  ______________________________


	
To Include:  All Expenses:  ____________  Travel Only:  ____________  Honorarium Only:  ____________


	
Honorarium Amount (to be determined by Program Director) $  ____________


	       B)  Support for catering functions (specify)  ____________________________________________________


	
                             in the amount of $ _______________


	       C)  
Other (e.g., equipment loan, brochure distribution, etc.) _______________________________________



(PLEASE READ SECOND PAGE THEN SIGN)
SIGNATURES

	Signature of Company Representative:  ______________________________________  Date:  ______________


	

	Signature of SCMS or Joint Sponsor:   _______________________________________  Date: ______________

                                                                           


CONDITIONS

1.
Statement of Purpose:  program is for scientific and educational purposes only and will not promote the company’s products, directly or indirectly.

2.
Control of Content & Selection of Presenters & Moderators: joint sponsor is ultimately responsible for control of content and selection of presenters and moderators.  Company, or its agents, will respond only to joint sponsor-initiated requests for suggestions of presenters or sources of possible presenters.  Company will suggest more than one name (if possible); will provide speaker qualifications; will disclose financial or other relationships between company and speaker, and will provide this information in writing.  Joint sponsor will record role of company, or its agents, in suggesting presenter(s); will seek suggestions from other sources, and will make selection of presenter(s) based on balance and independence.  

3.
Disclosure of Financial Relationships:  joint sponsor will ensure disclosure to the audience of (a) company funding and (b) any significant relationship between the joint sponsor and the company (e.g., grant recipient) or between individual speakers or moderators and the company.

4.
Involvement in Content:  there will be no “scripting,” emphasis, or influence on content by the company or its agents.

5.
Ancillary Promotional Activities:  no promotional activities will be permitted in the same room or obligate path as the educational activity.  No product advertisements will be permitted in the program room.

6.
Objectivity & Balance:  joint sponsor will make every effort to ensure that data regarding the company’s products (or competing products) are objectively selected and presented, with favorable and unfavorable information and balanced discussion of prevailing information on the product(s) and/or alternative treatments.

7.
Limitations of Data:  joint sponsor will ensure, to the extent possible, disclosure of limitations of data, e.g., ongoing research, interim analyses, preliminary data, or unsupported opinion.

8.
Discussion of Unapproved Uses:  joint sponsor will require that presenters disclose when a product is not approved in the United States for the use under discussion.

9.
Opportunities for Debate:  joint sponsor will ensure opportunities for questioning or scientific debate.

The Commercial Supporter agrees to abide by all requirements of the ACCME Standards for Commercial Support of Continuing Medical Education (appended).

The Accredited Joint Sponsor agrees to:  1) abide by the ACCME Standards for Commercial Support of Continuing Medical Education; 2) acknowledge educational support from the commercial company in program brochures, syllabi, and other program materials; and 3) upon request, furnish the commercial supporter a report concerning the expenditure of the funds provided.

LETTER TO FACULTY:  TEMPLATE

[image: image11.png]



Individual letters to the following faculty members:

Insert Date
	Faculty Name:      
Address:      
	Faculty Name:      
Address:      
	Faculty Name:      
Address:      


Dear Dr.       / Dr.       / Dr.      :
We are pleased that you are willing and able to participate in our CME activity,      , scheduled for      at the      .
The Spokane County Medical Society (SCMS) is accredited by the Washington State Medical Association.  As such, we have made the choice to meet the SCMS’s expectations for our practice of continuing medical education.  We look forward to working together to provide CME of the highest standard. 

We expect that you will speak to the following objective(s):
     
SCMS has implemented a process where everyone who is in a position to control the content of an education activity has disclosed all relevant financial relationships with any commercial interest.  In addition, should it be determined that a conflict of interest exists as a result of a financial relationship you may have, this will need to be resolved prior to the activity.  In order to do this, please complete the enclosed disclosure statement and return it to us by      .  This information is necessary in order for us to be able to move to the next steps in planning this CME activity.  In addition, we inform learners of each speaker’s financial relationships, or report that there is none.  If you refuse to disclose relevant financial relationships, you will be disqualified from being a part of the planning and implementation of this CME activity.
It is SCMS’s policy that faculty not accept any additional payments or reimbursements from any commercial interest for presenting this CME activity for SCMS.  In addition, we draw your attention to the following:

	Information 

for Learners
	The information above on objectives will be provided to learners by the SCMS.  These are learner-based objectives and have been framed in terms of learner knowledge, improved patient care, and enhanced professional satisfaction, which is in keeping with our CME mission.



	Content 

Validation
	SCMS expects that all of its CME programs will adhere to the ACCME’s content validation value statements.  Specifically, all the recommendations involving clinical medicine in a CME activity must be based on evidence that is accepted within the profession of medicine as adequate justification for their indications and contraindications in the care of patients.  All scientific research referred to, reported, or used in CME in support or justification of a patient care recommendation, must conform to the generally accepted standards of experimental design, data collection, and analysis.  Please contact SCMS if you do not feel your presentation can meet these standards.  



	Safeguards 

Against 

Commercial 

Bias 
	SCMS expects that the content or format of CME activities and related materials will promote improvements or quality in healthcare and not a specific proprietary business interest of a commercial interest.  We also remind you that CME must give a balanced view of therapeutic options.  Use of generic names will contribute to this impartiality.  If your CME educational material or content includes trade names, trade names from several companies should be used where available, not just trade names from a single company.



	Measurements

of Effectiveness
	SCMS will be seeking feedback from the learners on the effectiveness of this CME activity through the use of evaluations.  In addition, we routinely ask attendees to report whether or not they perceived any bias in the presentation.



	Educational    Materials
	Educational materials that are a part of this activity, such as slides, abstracts, and handouts, cannot contain any advertising, trade names, or product-group messages. 


Again, thank you for agreeing to work with us in this CME activity. We look forward to this activity making an important contribution to the continuing professional development of our learners and to your professional practice.

Sincerely,

Attach Disclosure form & Honoraria policy.
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      CME Conference Post-Program Survey

Overview of Survey and       Program

     
As a reminder, here is a list of the three topics and objectives that were covered in this Category 1 CME program:


Topics:

1)      
2)      
3)      

At the conclusion of this program the participants should have been able to:

1)      
2)      
3)      
Completing this survey should take you no more than five minutes.  Survey responses are anonymous and will help us plan better conferences in the future.

Professional Affiliation 

1. What is your profession? 



 FORMCHECKBOX 
 Physician (MD / DO)



 FORMCHECKBOX 
 Other (i.e. PA-C, ARNP, RN, etc.) 

Changes in Practice

2. Have you made any changes to your practice based on information you learned at the       CME conference? 

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 Not Applicable 

3. If yes, what specific changes to your practice have you made? 

     
4. Did the information gained at the       CME conference cause you to make changes to provide better patient care / outcomes? 

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 Not Applicable 

5. If yes, please describe or give an example.

     
6. Did the information gained from this CME program help you to become more competent in treating related medical conditions?

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 Not Applicable 

Thank You

Thank you for taking the time to complete this survey.  For information on upcoming conferences for healthcare professionals      .
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(Sample of Written Disclosure to Audience For Each Faculty Member)  

(To Be Included in the Syllabus or Handouts)

Title:      
Date:      
Program Director:      
Objectives:
·       (Objective)
·       (Speaker)
·       (Objective)
·       (Speaker)
·       (Objective)
·       (Speaker)
Faculty, Planning or Approval Committee Member Disclosure:  

Example:  “Dr. ______ is the (describe affiliations).  Dr. ______ has indicated no other commercial affiliation."

Spokane County Medical Society 

CONTINUING MEDICAL EDUCATION PROGRAM COMMITTEE PRESENT
Title:      
Date: 
Location:      
	NAME (Please Sign)
	NAME
	MD/DO
	PA
	RN
	PAYMENTS
	COLLECT
	CITY
	STATE

	1
	
	
	
	
	
	
	
	

	2
	
	
	
	
	
	
	
	

	3
	
	
	
	
	
	
	
	

	4
	
	
	
	
	
	
	
	

	5
	
	
	
	
	
	
	
	

	6
	
	
	
	
	
	
	
	

	7
	
	
	
	
	
	
	
	

	8
	
	
	
	
	
	
	
	

	9
	
	
	
	
	
	
	
	

	10
	
	
	
	
	
	
	
	

	11
	
	
	
	
	
	
	
	

	12
	
	
	
	
	
	
	
	

	13
	
	
	
	
	
	
	
	

	14
	
	
	
	
	
	
	
	

	15
	
	
	
	
	
	
	
	

	16
	
	
	
	
	
	
	
	

	17
	
	
	
	
	
	
	
	

	18
	
	
	
	
	
	
	
	

	19
	
	
	
	
	
	
	
	

	20
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