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This planning form attempts to collect all information necessary to plan and develop the proposed CME/CE activity.  Completion of all sections of this form is necessary to meet accreditation requirements.  CME staff are available to help you navigate this process.  Please note, this form is ‘protected’ in order to facilitate completion – use the Tab button or your mouse to move to the next cell.
Section 1 of 5: Activity Description
	1a - Activity Information
	

	Title
	     

	Date
	 
	Time
	     
	Location
	     

	Date
	 
	Time
	     
	Location
	     

	Date
	     
	Time
	     
	Location
	     


 FORMCHECKBOX 
 Additional dates, times, and locations attached

	1b - Type of Activity (select all that apply) C5

	 FORMCHECKBOX 
 Course (symposium, workshop, conference, etc.) - Agenda must be provided
 FORMCHECKBOX 
 Internet, Live

 FORMCHECKBOX 
 Home (self) Study/Enduring Material:  FORMCHECKBOX 
 CD-ROM   FORMCHECKBOX 
 Internet   FORMCHECKBOX 
 Monograph   FORMCHECKBOX 
 Other: 
 FORMCHECKBOX 
 Other type of activity, please specify: 


	1c - Sponsorship (Note: a pharmaceutical company or medical device manufacturer is not a sponsor.)

	 FORMCHECKBOX 
 Directly Sponsored (AMDA)

 FORMCHECKBOX 
 Jointly Sponsored (AMDA works with non-ACCME accredited provider): List Company Name(s): 
 FORMCHECKBOX 
 Co-sponsored (AMDA works with another ACCME accredited provider): List Company Name(s): 


	1d - Credit Type Requested (select all that apply – * additional fees apply)

	 FORMCHECKBOX 
 American Medical Association Category 1 Credit (AMA PRA)
 FORMCHECKBOX 
 AMDCP Management Credits
 FORMCHECKBOX 
 American Academy of Family Physicians (AAFP) – AAFP member must be involved with the activity*
 FORMCHECKBOX 
American Geriatrics Society (AGS)
 FORMCHECKBOX 
 Accreditation Council for Pharmacy Education (ACPE) – Pharmacist must be involved with the activity*
 FORMCHECKBOX 
 American Academy of Nurse Practitioners (AANP)*
 FORMCHECKBOX 
 Other* – please describe 
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Section 2 of 5: Leadership and Administrative Staff Support
	2a - Activity Medical Director (AMD) The physician or basic scientist who has overall responsibility for planning, developing, implementing, and evaluating the content and logistics of a certified activity.

	Name
	     
	Degree(s)
	     

	Title
	     
	Affiliation
	     
	Department
	     

	Address
	     
	City
	     
	State
	     
	ZIP
	     

	Phone
	     
	Fax
	     
	Email
	     

	2b - Activity Co-Director (optional) The individual who shares responsibility for planning the certified activity.  Designating an Activity Co-Director is optional, but strongly encouraged, for a jointly sponsored or co-sponsored activity.

	Name
	     
	Degree(s)
	     

	Title
	     
	Affiliation
	     
	Department
	     

	Address
	     
	City
	     
	State
	     
	ZIP
	     

	Phone
	     
	Fax
	     
	Email
	     


	2c - Administrative Coordinator/CME Associate The individual responsible for the operational and administrative support of the certified activity..

	Name
	     
	Degree(s)
	     

	Title
	     
	Affiliation
	     
	Department
	     

	Address
	     
	City
	     
	State
	     
	ZIP
	     

	Phone
	     
	Fax
	     
	Email
	     


 FORMCHECKBOX 
 Check here if CME Associate is involved with selecting speakers, topics, influencing content.
Section 3 of 5: Planning
	3a - Planning Committee In addition to the activity medical director, co-director, and/or CME Associate, list the names, degrees, titles, affiliations and emails  of persons chiefly responsible for the design and implementation of this activity.  Use additional sheets if necessary.  Note, all individuals listed will be required to complete a CME disclosure.

	ATTACH COPIES OF PLANNING COMMITTEE MEETING MINUTES AND COMMUNICATIONS 

	Name
	     
	Degree(s)
	     

	Title
	     
	Affiliation
	     
	Email
	     

	Name
	     
	Degree(s)
	     

	Title
	     
	Affiliation
	     
	Email
	     

	Name
	     
	Degree(s)
	     

	Title
	     
	Affiliation
	     
	Email
	     

	Name
	     
	Degree(s)
	     

	Title
	     
	Affiliation
	     
	Email
	     

	ATTACH COPIES OF PLANNING COMMITTEE MEETING MINUTES AND COMMUNICATIONS 


 FORMCHECKBOX 
 Additional planning committee members attached

	3b - Planning Process C7

	1. Who identified the speakers and topics:  FORMCHECKBOX 
 Activity Medical Director,  FORMCHECKBOX 
 Activity Co-Director,  FORMCHECKBOX 
 CME Associate,   FORMCHECKBOX 
 Other (provide names):      
2. 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:      
3. Were any employees of a pharmaceutical company and/or medical device manufacturer involved with the 
4. identification of speakers and/or topics?   FORMCHECKBOX 
 No       FORMCHECKBOX 
 Yes, please explain:       

	3c - Proposed Speakers, list the names, degrees, titles, affiliations and emails of proposed speakers for your activity.  Use additional sheets if necessary.  Note, all individuals listed will be required to complete a CME disclosure.

	ATTACH COPIES OF CORRESPONDENCE TO SPEAKERS AND COPIES OF BIOS

	Name
	     
	Degree(s)
	     


	Title
	     
	Affiliation
	     
	Email
	     

	Name
	     
	Degree(s)
	     

	Title
	     
	Affiliation
	     
	Email
	     

	Name
	     
	Degree(s)
	     

	Title
	     
	Affiliation
	     
	Email
	     

	Name
	     
	Degree(s)
	     

	Title
	     
	Affiliation
	     
	Email
	     

	Name
	     
	Degree(s)
	     
	
	

	Title
	     
	Affiliation
	     
	Email
	     

	Name
	     
	Degree(s)
	     
	
	

	Title
	     
	Affiliation
	     
	Email
	     

	Name
	     
	Degree(s)
	     
	
	

	Title
	     
	Affiliation
	     
	Email
	     

	Name
	     
	Degree(s)
	     
	
	

	Title
	     
	Affiliation
	     
	Email
	     

	Name
	     
	Degree(s)
	     
	
	

	Title
	     
	Affiliation
	     
	Email
	     


	3d - Target Audience (select all that apply – at least 1 box from provider type, geographic location, and specialty must be selected) C4

	Provider Type:

Geographic Location:

Specialty:

 FORMCHECKBOX 
 General Medicine

 FORMCHECKBOX 
 Medical Directors
 FORMCHECKBOX 
 Local/Regional

 FORMCHECKBOX 
 All Specialties

 FORMCHECKBOX 
 Psychiatry/Psychology

 FORMCHECKBOX 
 Attending Physicians

 FORMCHECKBOX 
 National

 FORMCHECKBOX 
 Geriatric Medicine
 FORMCHECKBOX 
 Physical Medicine and Rehabilitation
 FORMCHECKBOX 
 Nurses/Nurse Practitioners

 FORMCHECKBOX 
 International

 FORMCHECKBOX 
 Internal Medicine
 FORMCHECKBOX 
 Pediatrics

 FORMCHECKBOX 
 Pharmacists

 FORMCHECKBOX 
 Family Medicine
 FORMCHECKBOX 
 Primary Care

 FORMCHECKBOX 
 IDT members
 FORMCHECKBOX 
 Hospice/Palliative Care
 FORMCHECKBOX 
 Other (specify):

 FORMCHECKBOX 
 Other (specify):
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Section 4 of 5: Needs Assessment and Educational Design
	4a - Core Competencies (select 1 at minimum)
CME activities should be developed in the context of desirable physician attributes.  Please indicate which American Board of Medical Specialties (ABMS)/Accreditation Council for Graduate Medical Education (ACGME) or Institute of Medicine (IOM) core competencies will be addressed in this activity.  C6

	 FORMCHECKBOX 
 Patient Care or 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 
 Medical Knowledge: 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, appraisal and assimilation of scientific evidence, and improvements in patient care.

 FORMCHECKBOX 
 Interpersonal and Communication Skills: that result in effective information exchange and teaming with patients, their families and other health professionals.

 FORMCHECKBOX 
 Professionalism: 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 
 Interdisciplinary Teams: cooperate, collaborate, communicate and integrate care teams to ensure that care is continuous and reliable. 

 FORMCHECKBOX 
 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 
 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.
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	4b - Needs Assessment Data and Sources (select 2 at minimum)

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

	 FORMCHECKBOX 
 New methods of diagnosis or treatment (knowledge)

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

 FORMCHECKBOX 
 Development of new technology (knowledge)

 FORMCHECKBOX 
 Input from experts regarding advances in medical knowledge (knowledge)

 FORMCHECKBOX 
 Literature review (knowledge)
 FORMCHECKBOX 
 Data from outside sources, e.g., public health statistics (knowledge)
 FORMCHECKBOX 
 Survey of target audience (knowledge)

 FORMCHECKBOX 
 Quality assurance/audit data (Competence & Performance)

 FORMCHECKBOX 
 Professional society requirements (Competence & Performance)
	 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). (Competence and Performance)

 FORMCHECKBOX 
 Continuing review of changes in quality of care as revealed by medical audit or other patient care reviews  (Competence and Performance)

 FORMCHECKBOX 
 Referral patterns (Competence and Performance)

 FORMCHECKBOX 
 Legislative, regulatory or organizational changes effecting patient care (Knowledge, Competence and Performance)

 FORMCHECKBOX 
 Joint Commission Patient Safety Goal/Competency:      
 FORMCHECKBOX 
 Other:      


	4c - 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 
 Lack of time to assess/counsel patients                                FORMCHECKBOX 
 Lack of administrative support/resources

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

 FORMCHECKBOX 
 No perceived barriers                                                            FORMCHECKBOX 
 Other: 

	Will you try to address any of these identified barriers in this CME activity?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
Please explain:
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	4d - 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.  Select all that apply. C5

	 FORMCHECKBOX 
 Didactic Lecture (knowledge)

 FORMCHECKBOX 
 Panel Discussions (knowledge)

 FORMCHECKBOX 
 Roundtable Discussion (knowledge)

 FORMCHECKBOX 
 Q&A Sessions (knowledge)
	 FORMCHECKBOX 
 Case Presentations (knowledge and competence)

·  FORMCHECKBOX 
 Simulation/Skills Lab (competence and performance)

 FORMCHECKBOX 
 Other: 


	4e - Other Educational Strategies What strategies could be used to enhance change in your learners as an adjunct to this activity?  Examples include patient surveys, patient information packets, email reminders to the learners (i.e., summary points from the lecture, new information, posters throughout the hospital, pocket guides). C17

	Will you include other strategies in order to enhance learner’s change as an adjunct to this activity?  

 FORMCHECKBOX 
 No, why not: 
 FORMCHECKBOX 
 Yes, please explain the strategies that will be included: 
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	4f - Identification of Needs, Desired Results, Learning Objectives, and Outcomes Worksheet

A minimum of 3 most important needs, results, objectives, and outcomes measures must be identified.



	STEP 1

Identified Need C2
What needs/gaps will be used to develop the CME activity?
	STEP 2

Gap(s) Identified C3 (check at least 1)
	STEP 3

Desired Result C3
What are the teaching goals?
	STEP 4

Learning Objective C3
What do you expect the learner to do in his/her practice setting?
	STEP 5

Outcomes Measurement C11
What measurement questions should be asked?

	The American Heart Association guidelines state that high levels of hyperlipidemia in patients with diabetic comorbidity is the cause of increased morbidity in those patients.
	 FORMCHECKBOX 
 Knowledge

 FORMCHECKBOX 
 Competency

 FORMCHECKBOX 
 Performance
	Identify your diabetic patients; screen for hyperlipidemia; place on appropriate lipid lowering medication(s).
	Decrease cardiovascular events of your diabetic patients with hyperlipidemia by improving their cholesterol profiles.
	Have you implemented cholesterol-lowering measures for diabetic patients in your practice? Y/N - If No, what barriers prevented this from occurring? 

	     
	 FORMCHECKBOX 
 Knowledge

 FORMCHECKBOX 
 Competency

 FORMCHECKBOX 
 Performance
	     
	     
	     

	     
	 FORMCHECKBOX 
 Knowledge

 FORMCHECKBOX 
 Competency

 FORMCHECKBOX 
 Performance
	     
	     
	     

	     
	 FORMCHECKBOX 
 Knowledge

 FORMCHECKBOX 
 Competency

 FORMCHECKBOX 
 Performance
	     
	     
	     


 FORMCHECKBOX 
 Additional needs, gaps, results, objectives, and outcomes questions attached
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	4g - Evaluation and Outcomes How will you measure if changes in knowledge, competence, performance or patient outcomes have occurred?  Check all that apply. C11

	Knowledge/Competence

	 FORMCHECKBOX 
 Evaluation form for participants (required)                                 FORMCHECKBOX 
 Audience Response System (ARS)

 FORMCHECKBOX 
 Customized pre and post-test                                                   
	 FORMCHECKBOX 
 Physician and/or patient surveys and evaluations

 FORMCHECKBOX 
 Other:      

	Performance

	 FORMCHECKBOX 
 Adherence to guidelines

 FORMCHECKBOX 
 Case-based studies

 FORMCHECKBOX 
 Chart audits

 FORMCHECKBOX 
 Direct observations
	 FORMCHECKBOX 
 Customized follow-up survey/ interview/focus group about actual change in practice at specified intervals

 FORMCHECKBOX 
 Other:      

	Patient/Population Health

	 FORMCHECKBOX 
 Change in health status measure

 FORMCHECKBOX 
 Change in quality/cost of care

 FORMCHECKBOX 
 Measure mortality and morbidity rates
	 FORMCHECKBOX 
 Patient feedback and surveys

 FORMCHECKBOX 
 Other:      


Section 5 of 5: Additional Information
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	4h - Commercial Support and Exhibits Will this activity receive commercial support (financial or in-kind grants or donations) from a company such as a pharmaceutical or medical device manufacturer?  Note, exhibit fees are not considered commercial support.

           FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes – 
If this activity will receive commercial support, list all Commercial Supporters and attached signed original Letters of Agreement (LOAs)

	Company
	Type of Support (in kind or donation) and $ Value 
	Signed LOA Attached?

	
	
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	
	
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	
	
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	
	
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	
	
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


 FORMCHECKBOX 
 I have read and agree to abide by the ACCME Standards for Commercial Support



Will vendor/exhibit tables be allowed at this activity?   FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes
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	4i - Activity Budget Preliminary We strongly encourage you to use the AMDA CME budget template.  If you have your own template, please ensure that projected income and expenses are listed in detail.

	Income Category
	Budget
	Actual
	Variance
	Expense Category
	Budget
	Actual
	Variance

	Registration Fees
	Marketing

	Participants @ $
	     
	     
	     
	  Posters
	     
	     
	     

	Participants @ $
	     
	     
	     
	  Brochure
	     
	     
	     

	Participants @ $
	     
	     
	     
	  Save the date card
	     
	     
	     

	  Subtotal - Registration Fees
	     
	     
	     
	  Mailing supplies
	     
	     
	     

	Commercial Support
	  Postage
	     
	     
	     

	     
	     
	     
	     
	  Other, specify:      
	     
	     
	     

	     
	     
	     
	     
	  Subtotal - Marketing
	     
	     
	     

	     
	     
	     
	     
	Meeting Space & Logistics

	     
	     
	     
	     
	  Audiovisual
	     
	     
	     

	     
	     
	     
	     
	  Room charge
	     
	     
	     

	     
	     
	     
	     
	  Meals
	     
	     
	     

	     
	     
	     
	     
	  Registration Supplies
	     
	     
	     

	     
	     
	     
	     
	  Other, misc:      
	     
	     
	     

	     
	     
	     
	     
	  Subtotal - Meeting Space/Logistics
	     
	     
	     

	     
	     
	     
	     
	Honoraria & Travel Expenses

	  Subtotal - Commerical Support
	     
	     
	     
	      
	     
	     
	     

	In-kind Contributions
	      
	     
	     
	     

	     
	     
	     
	     
	      
	     
	     
	     

	  Subtotal - In-kind Contributions
	     
	     
	     
	      
	     
	     
	     

	Exhibits
	      
	     
	     
	     

	      
	     
	     
	     
	  Subtotal - Honoraria/Travel Exp
	     
	     
	     

	     
	     
	     
	     
	AMDA CME Fees

	     
	     
	     
	     
	  Administrative Fee
	     
	     
	     

	  Subtotal - Exhibits
	     
	     
	     
	  Operational Expenses
	     
	     
	     

	Other, specify
	
	     
	     
	     

	  Subtotal - Other
	     
	     
	     
	  Subtotal – AMDA CME Expenses
	     
	     
	     

	Total Income
	     
	     
	     
	Total Expenses
	     
	     
	     

	Net Gain (Loss): 
	     
	
	 
	
	
	


*Note: AMDA, as the accredited provider, has oversight responsibility for the management of commercial funds.  Exhibit income is not considered commercial support.  If an amount is unknown, please indicate TBD (to be determined).  Note: The Budget Variance must be reported to AMDA at the conclusion of the activity
	5 - Application Fees

	Application fees have been established as follows. Please check appropriate fee[s]:

	 FORMCHECKBOX 

One day program – 8 hours or less ($275)

	 FORMCHECKBOX 

Two day program ($525)

	 FORMCHECKBOX 

Three or more days of programming ($775)

	 FORMCHECKBOX 

Duplication of same program in another timeframe or location ($100)

	 FORMCHECKBOX 

Late fee applies. Application received less than 30 days prior to the first promotional activity(s) ($100)

	A 10% ADMINISTRATIVE FEE MAY BE CHARGED FOR SERVING AS “PASS THROUGH” FOR GRANTS FOR CME.  Contact AMDA Education Department for details.

	Total fee(s) paid by attached check:
$     

	6 - Application and Post Program Supporting Documents Checklists

	Application Documents Checklist

	 FORMCHECKBOX 
 Agenda with times, topics, and speakers

	 FORMCHECKBOX 

List of planning committee members with CV’s or bios and disclosures

	 FORMCHECKBOX 

A copy of planning committee minutes.

	 FORMCHECKBOX 

A copy of your needs assessment.

	 FORMCHECKBOX 

A copy of written communication to the speakers.

	 FORMCHECKBOX 

A copy of the program budget.

	 FORMCHECKBOX 

A copy of the draft program including a description of the target audience and a list of the course objectives.

	 FORMCHECKBOX 

A copy of your evaluation instrument(s).

	 FORMCHECKBOX 

Letters of agreement from all financial supporters.

	 FORMCHECKBOX 

Disclosures completed by each planning committee members and presenters.

	 FORMCHECKBOX 

Presenter and Planning Committee bio sketches.

	 FORMCHECKBOX 

Sample Evaluation

	 FORMCHECKBOX 
 Disclosures and COI table

	 FORMCHECKBOX 

Draft of all other promotional materials. 

	 FORMCHECKBOX 

Sample participant certificate to be awarded.   

	 FORMCHECKBOX 

A check payment of the appropriate fee(s).

	Note:
The completed application must be received by AMDA at least 60 days prior to your first scheduled promotion.  (See Attachment I)

	7 - Post Program Documents Checklist

	Within 30 days following your program, submit the following materials to AMDA’s Education Department:

	 FORMCHECKBOX 

A roster of program attendees including names and addresses.

	 FORMCHECKBOX 

A summary of the participant evaluation results and/or the Planning Committee’s evaluation results, including suggestions for adjustments/improvements of process, content, or delivery.

	 FORMCHECKBOX 

The final printed brochure or publicity.

	 FORMCHECKBOX 

A copy of the syllabus and/or other handout materials including disclosures made to learners (When available please provide these materials in an electronic format such as on a CD.)

	 FORMCHECKBOX 

A final accounting report that includes total income received, including commercial support, and total expenses.

	Signature:  

	Please print out a copy of this signature page and include a signed copy with your completed application

	My signature attests that all elements of program planning and implementation have adhered to requirements as indicated on the above checklists.  I accept authority and responsibility for all aspects of planning and implementation according to AMDA requirements and ACCME Essentials. Further, I attest that the planning and implementation of the program is in strict compliance with ACCME Standards for Commercial Support and AMA Guidelines for Gifts to Physicians. Further, I agree to abide by all AMDA policies and requirements pertaining to providing programs for CME credit. Within 30 days of the completion of the program, I will send a roster of attendees, evaluation results, the final program, and any handout materials made available to attendees.

	     
	     

	Program/Activity Director
	Date

	 

	Please submit your application fee(s) and one copy of your application and supporting documents to: 

	AMDA Education Department

education@amda.com

11000 Broken Land Parkway, Suite 400
Columbia, MD  21044.
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