[image: image1.jpg]S %

S el
CARE "
NP~
g%fs @

o <
ing Medical €

Serving Carilion Clinic and Affiliated Hospitals



[image: image2.jpg]—_

CARILIONCLINIC




Event Name: 










Event Location:











Event Date:












Event Coordinator:









 
The following information, as outlined in the letter of approval for Category 1 credit, must be in the CME Office within 30 days of activity. Category 1 Credit will not be awarded to physicians until all information is received in the CME Office.

Documentation necessary to complete file:

___ Final copy of brochure/flyer approved by the CME Office 
       prior to distribution

___Completed disclosure form(s)


   ____Completed & signed Verification of ACCME Standards for Compliance
 
  Disclosures were made known to the participants prior to the activity by:

     
___Verbal announcement (please complete enclosed form if this is the case)

      
___Printed information (please provide a copy of the information given to participants)

______Planning Committee disclosed to learners prior to activity

_____printed information    ______verbal

___Activity Budget

      
___Verification of income and expenses

___Commercial Support received for this activity?

    
___Completed/signed Agreement for Commercial Support form(s)

___Completed/signed Agreement(s) of Support (food, display)

___ Honoraria paid to speaker(s)? (please list each speaker & amount, for additional space use back of sheet)

       ___If so, how much $________
___Copies of faculty confirmation letter(s) describing target audience, # of participants expected, learner

       objectives and honorarium

___Copy of thank you for speaking letter(s) stating that evaluation summary is attached

___Completed evaluation forms

___Evaluation summary 

___Typed participant list with specialty indicating # of hour(s) each participant spent in educational activity
___ Post Activity Meeting Analysis and Evaluation Report
___Outcomes data 

        ___Outcomes data to be submitted and sent to the CME office by: (Date)____________________

If any of the above material is not included in this packet, when may it be expected in the CME Office?

Date:_______________________  Reason for delay








I understand Continuing Medical Education credit will not be awarded for activities that do not provide the requested documents.


Signature: ______________________________________
Date:




Post Activity Checklist


Educational Partner








�





�





Completed Category 1 Credit for Teaching Form  (see attached)





______________________________________________________________________________


_______________________________________


_______________________________________


_______________________________________











OUTCOMES: 


(if applicable)





______________________________________________________________________________________________________________________________











MOC: (if applicable)





____Yes   _____No
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