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Date 


CONTINUING MEDICAL EDUCATION APPLICATION

Naval Medical Education and Training Command, Bethesda, Maryland

From:  ____________________________________________

                         (Name of Physician CME Activity Director)

To:   
Commanding Officer, Naval Medical Education and Training Command, (Code OG21), 


8901 Wisconsin Avenue, Bethesda, MD 20889-5611

Via:   
Commanding Officer/Officer in Charge_________________________________








(Medical Department Facility)
Subj:  
APPLICATION FOR REVIEW AND CERTIFICATION/APPROVAL OF A 


CONTINUING MEDICAL EDUCATION (CME) ACTIVITY

Encl:  
(1) Activity Director’s Curriculum Vitae (CV) and Privacy Act Statement

          
(2) Evaluation Form

          
(3) Activity Schedule, including Speaker(s), Topic(s), Objectives(s) and Date(s)

          
(4) Promotional Material with location, time, date and Accreditation Statement

        
(5) First Endorsement Letter


(6) Signed Disclosure Statements from each speaker

1.  In accordance with the AMA objectives for CME, the following application is submitted for review and designation of Category 1 credit:

a. TITLE OF ACTIVITY: ___________________________








(Course Name)                  
    b.  NMETC ACTIVITY NUMBER: _________________ (Enter the NMETC assigned activity number if previously approved) 
    c.  BEGINNING DATE: ______________________

                                             (please enter YYMMDD) 

        ENDING DATE:_________________________




        (please enter YYMMDD)

        (No activity can be approved for more than one year)
    d.  ACTIVITY SCHEDULE (FREQUENCY OF OFFERING):
        [ ] One Time offering     [ ] Biweekly     [ ] Quarterly 

        [ ] Daily                          [ ] Monthly      [ ] Biannual 

        [ ] Weekly                      [ ] Bimonthly    [ ] Annual  

        [ ] Other:_____________

  e.  NUMBER OF CREDIT HOURS REQUESTED: ________________   

   f.  ACTIVITY DIRECTOR(S): (Must be Same Physician)

    
Name/rank/designator:

         
Title of Position:

         
Phone Number:

            E-mail Address:

     g.  ACTIVITY COORDINATOR(S):
         
Name/Rank/Designator:

         
Title of Position:

         
Phone Number:

 
E-mail Address:

h. NEEDS ASSESSMENT: (Answer the following 4 questions)

1. What is the need for this activity? __________________________________________

2. How was this need determined? ___________________________________________

3. Why do you feel that educating physicians will address this need? ________________


________________________________________________________________________

4. After educating physicians in this activity, what are your expected results?  How could you measure it? (Links needs assessment to expected results) ________________________


________________________________________________________________________


________________________________________________________________________

(In addition, select how the educational needs of the target audience were identified.)
         [ ] Quality Assurance Meeting      

         [ ] Patient Care Review/Audit     

         [ ] Survey Self-Assessment

         [ ] Peer Review

         [ ] Scientific/Medical Advances

         [ ] Mortality/Morbidity Statistics

         [ ] Other:

i. GOALS:  _______________________________________________________



(State the overall goals of the CME activity)
    j.  LEARNING OBJECTIVES:  State the specific learning objective(s) for each subject or topic.  These are statements about what a participant is expected to learn and/or be able to perform after each speaker.  NOTE:  The learning objectives(s) are to be presented along with the topic and speaker on the CME Activity Schedule form (Do not write them here).

    k.  TARGET AUDIENCE:  (Check all appropriate boxes)

         FORMCHECKBOX 
   Anesthesiologists               
       FORMCHECKBOX 
 Neurologists
           FORMCHECKBOX 
  Internists

         FORMCHECKBOX 
   Cardio/Thoracic Surgeons         FORMCHECKBOX 
 Orthopedic 
           FORMCHECKBOX 
Others (please specify)

         FORMCHECKBOX 
   Family Practitioners                   FORMCHECKBOX 
 Surgeons

         FORMCHECKBOX 
   General Surgeons                       FORMCHECKBOX 

Psychiatrists

      l.  INSTRUCTIONAL METHODS: (Check all appropriate boxes)
        [ ] Lecture            
[ ] Grand Rounds

        [ ] Workshop           
[ ] Small Group

        [ ] Panel Discussion   
[ ] Live Patients with Moderator

        [ ] Teleconferencing   
[ ] Other:______________________

        Audio/Visual Materials   (Check all appropriate boxes)
        [ ] Audiotapes/Videotapes  
[ ] Slides

        [ ] Computer Assisted         
[ ] CD-ROM 

        [ ] Medical Periodicals       
[ ] Other:______________ 

        [ ] Overhead Projector

    m.  METHOD OF EVALUATION:  (Attach a copy of the evaluation form).

    n.  WRITTEN AND VERBAL DISCLOSURE OF SPEAKERS:  All applications must contain signed disclosure statements from each speaker.  These statements identify the existence of any significant financial interest that the speaker may have with the manufacturer of any commercial product discussed in the educational presentation.  They must also disclose any unapproved use of medical products.  In addition, at the beginning of each presentation, the speaker must provide verbal disclosure. 

    o.  STANDARDS FOR COMMERCIAL SUPPORT FOR CME: This CME activity will/will not (circle one) receive financial or other support from commercial organizations.  I certify that the commercial support meets all the requirements in "Standards for Commercial support of Continuing Medical education" and applicable Navy policy.  If this activity receives commercial support, review by a JAG officer is strongly recommended.

2.  RESPONSIBILITY STATEMENT: __________________________________,

             



                       (Name of your Command)
accepts the responsibility of documenting activity objectives, attendance rosters, speaker CV's individual participation and awarding of certificates or statements of participation by the Activity Director.  The above documentation must be maintained for six years.  The Command also accepts responsibility for compiling and forwarding the CME summary report of participants’ evaluations at the pre-established times (30 days post-conference for a one-time offering or every 6 months for a continuous offering).


                                _________________________________

            

                       Signed by Activity Director

The Naval Medical Education and Training Command, Bethesda, Maryland (NMETC) is accredited by the Accreditation Council for Continuing Medical Education for Physicians.  NMETC designates this educational activity for a maximum of ____ hours of Category 1 credit towards the AMA Physicians Recognition Award.  Each Physician should claim only those hours of credit that he/she actually spent in the educational activity.

Privacy Act Statement
The following statement is required by the Privacy Act of 1974 (Public Law 93-579).  Include it with the Activity Director CV.

The information you provided in the biographical section of the CME application will be used to:

    1.  Review the CME application for approval by the Naval Medical Education and Training Command, Bethesda

    2.  Maintain a file on personnel involved in CME for physicians,

    3.  Prepare publicity regarding CME activities, and

    4.  Maintain Accreditation Council for Continuing Medical Education and American Osteopathic Association accreditation of the Navy Medical Corps CME program.

You are not required to provide the information requested.  However, failure to do so could result in disapproval of the submitted CME application.

Please sign below to acknowledge that this statement has been read and attach it to your curriculum vitae.

                                   _____________________________

                                    Signature

                                   ____________________________

                                    (Rank/SSN/Designator)

                                   _____________________________

                                    Date

First Endorsement Format









          



SSIC

                                                  







Code

                                                  







Date

FIRST ENDORSEMENT letter from ________________ dated _________







(name)

From:  _____________________________________

To: 
Commanding Officer, Naval Medical Education and Training Command (Code OG21)


8901 Wisconsin Avenue, Bethesda, MD  20889-5611

Subj:  
APPLICATION FOR REVIEW AND CERTIFICATION/RECERTIFICATION 


APPROVAL OF A CONTINUING MEDICAL EDUCATION (CME) ACTIVITY

Ref:
NSHSINST 1520.1C

Encl:  (1) CME application from _____________________ Department






(Dept Name)

1.  Enclosure (1),______(Name of CME Activity)_____ is submitted for consideration for CME Category 1 credit.  Forwarded with my strongest recommendation for approval.

2.  Our point of contact is _____________ who may be reached at DSN: ________________ or commercial __________.






________________






                 By direction

SAMPLE CERTIFICATE FORMAT

Date:
___________

From:  CME Activity Director

To:    
Participant

Subj:  CONTINUING MEDICAL EDUCATION CERTIFICATION

1.  This is to certify that (name of physician) ___________ has participated in the (title of the CME activity) held on (date).

2.  The Naval Medical Education and Training Command, Bethesda, Maryland (NMETC) is accredited by the Accreditation Council for Continuing Medical Education to provide continuing medical education for Physicians.  NMETC designates this educational activity for a maximum of ___ hours of Category 1 credit towards the AMA Recognition Award.  Each physician should claim only those hours of credit that he/she actually spent in the educational activity.

_____________________________

CAPT John Q. Doe, MC, USN

Activity Director

SAMPLE PROMOTIONAL MATERIAL

NAVAL HOSPITAL ______ ENT DEPARTMENT CME CONFERENCE PRESENTS

TOPIC:  Approach to Allergic Rhinitis

SPEAKER:  
LCDR __________, MC, USN

          

Assistant Director of Pulmonology


           
Attending Physician, Allergy,

         

 Immunology and Rheumatology


            Naval Hospital ___________

LOCATION:  Naval Hospital, Internal Medicine Conference Room

OBJECTIVE:  To learn the current treatments of allergic rhinitis

DATE:  March 15, 2002

TIME:  1200 - 1500

The Naval Medical Education and Training Command, Bethesda, Maryland (NMETC) is accredited by the Accreditation Council for Continuing Medical Education to provide continuing medical education for Physicians.  NMETC designates this educational activity for a maximum of ___ hours of Category 1 credit towards the AMA Recognition Award.  Each physician should claim only those hours of credit that he/she actually spent in the educational activity.

(Make as many copies as needed)

Conflict of Interest Disclosure for Presenters of Educational Programs

I, 



, am a presenter at a Continuing Medical Education (CME) activity where CME Category I credit will be sponsored by the Naval Medical Education and Training Command, Bethesda, Maryland (NMETC BETHESDA).  This activity is entitled: 













, and will be held on 


.(date)

To the best of my knowledge, I have no material interest, financial interest, or other relationship, nor does any business associate or immediate family member, with any company providing support for this educational activity, or with any company manufacturing any commercial products relative to the topic of this program, or with any provider of any commercial services discussed in this program, EXCEPT as follows:

I understand that, at the time of the program, any conflict of interest or perceived conflict of interest will be disclosed.  Alternatively, the fact that I have no significant financial relationships to disclose will be stated in the course material.  If I refuse to disclose whether or not a significant financial relationship, as described in this policy, exists, course participants will be informed of my refusal.

I understand that a material interest is any financial, personal, professional, or institutional interest that would be judged by the majority of my peers to be more than casual and would have an impact upon my ability to exercise independent judgment related to this activity.

In addition, I understand that, at the time of the program, I must provide verbal disclosure of this information and also disclose to the audience any unapproved use of a product that I will be discussing.

Date






Signature








Please PRINT Name

Please return this form to: 

(Fill in your Command Staff Education and Training Department)




CME ACTIVITY EVALUATION

(Name of Activity)



(Date)



(Location)
I. Please evaluate this educational activity as a whole by checking the appropriate box, below:

OVERALL EVALUATION


Excellent
Very Good
Average
Fair
Poor
N/A

Usefulness
   
 
      
     
    


Quality
   
   

     
      
      

Facilities/Management
    
     





Registration







Environment







Audiovisuals







Food & Beverage







II. Course Objectives:  Were the following course objectives met?

Course Objectives (Fill in as appropriate)
Yes
No

1.
        FORMCHECKBOX 

         FORMCHECKBOX 


2.
        FORMCHECKBOX 

         FORMCHECKBOX 


3.
        FORMCHECKBOX 

         FORMCHECKBOX 


III. General Comments

A. Do you feel the program was fair, balanced, and free from commercial bias?

YES  FORMCHECKBOX 


NO  FORMCHECKBOX 


        If NO, please state reasons:  









         









_______



B. Suggested topics and/or speakers you would like for future programs: 











_______

___________________________________________________________________________

C.   Did the presenters provide verbal disclosure?
YES  FORMCHECKBOX 

         NO  FORMCHECKBOX 

D.   Did presenters provide information regarding unapproved/off-label use of products?   YES FORMCHECKBOX 
     NO FORMCHECKBOX 

E. 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

· Manage my medical practice
1
2
3
4
5

· Other:
1
2
3
4
5

CME BUDGET WORKSHEET

ITEM
BUDGET
ACTUAL

Faculty/Speakers

· Honoraria

· Travel

· Accommodations

· Meals



Syllabus/Handouts

· Development

· Printing

· Notebooks/Binding/Folders



Audiovisual Support

· Slides

· Equipment Rental

· Projectionist/Personnel



Facility Costs

· Room Rental Fee

· Food & Beverage Costs

· Special Set Up Costs/Staging/Lighting



Marketing and Promotion

· Graphic Design

· Brochure Printing

· Poster Printing

· Advertising

· Postage/Courier

· Mailing Lists

· Other (specify)______________________________



Other Expenses (specify)

· 



TOTAL EXPENSES



INCOME

· Federal Funding

· Unrestricted Commercial Support

· Registration Fees

· Other revenue (specify) ________________________________



TOTAL INCOME



Workspace





PROFIT/(DEFICIT)



NAVY MEDICAL CORPS CONTINUING MEDICAL EDUCATION PROGRAM

REPORT TO NMETC FOR CME ACTIVITIES  (MD credits-Category 1)
SSIC

Code

Date

From: ____________________________


 (Activity Director/Coordinator)

To:
Commanding Officer, Naval Medical Education and Training Command, (CodeOG21) 

8901 Wisconsin Avenue, Bethesda MD

Via:
Commanding Officer (Medical Department Facility)

Subj:
REGULAR REPORT FOR:


_________________________________________


(Title of Activity, Assigned CME Activity Number)

Encl:
(1) List of Topics Presented


(2) Changes in Activity (if applicable)


(3) Activity Evaluation Summary Report

1. The following information is provided for (highlight one): 
 30 day report for a one-time activity / 6-month report for a continuous activity.

a. Title of Activity: _________________________________

b. Assigned CME Activity Number:  _________________

c. Total number of AMA Category 1 hours issued to attendees of the group: _____

d. Number of physicians attending activity: _____

e. Number of others (non-physicians) attending activity: _________

f. Enclosure (1) is the list of topics presented, with dates, times, and speaker names.

g. Enclosure (2) indicates changes in the CME activity (if applicable).

h. Enclosure (3) is the Activity Evaluation Summary Report for the CME activity.

i. The speakers provided a verbal disclosure of any conflict of interest at the beginning of the presentation:  Yes FORMCHECKBOX 
      No FORMCHECKBOX 

j. The speakers provided disclosure of off-label use/investigational use of medical products:    Yes FORMCHECKBOX 
   No FORMCHECKBOX 

________________________

Signed by Activity Coordinator

NAVY MEDICAL CORPS CONTINUING MEDICAL EDUCATION PROGRAM

REPORT TO NMETC FOR CME ACTIVITIES (DO/AOACategory 1-A credits)
SSIC

Code

Date

From: ____________________________


 (Activity Director/Coordinator)

To:
Commanding Officer, Naval Medical Education and Training Command, (Code OG21) 

8901 Wisconsin Avenue, Bethesda MD

Via:
Commanding Officer (Medical Department Facility)

Subj:
REGULAR REPORT FOR:


_________________________________________


(Title of Activity, Assigned CME Activity Number)

Encl:
(1) List of Topics Presented


(2) Changes in Activity (if applicable)


(3) Activity Evaluation Summary Report

2. The following information is provided for (highlight one): 
 30 day report for a one-time activity / 6-month report for a continuous activity.

k. Title of Activity: _________________________________

l. Assigned CME Activity Number:  _________________

m. Total number of AOA Category 1-A credit hours issued to attendees of the group: _____

n. Number of physicians attending activity: _____

o. Number of others (non-physicians) attending activity: _________

p. Enclosure (1) is the list of topics presented, with dates, times, and speaker names.

q. Enclosure (2) indicates changes in the CME activity (if applicable).

r. Enclosure (3) is the Activity Evaluation Summary Report for the CME activity.

s. The speakers provided a verbal disclosure of any conflict of interest at the beginning of the presentation:   Yes  FORMCHECKBOX 
    No   FORMCHECKBOX 
 

t. The speakers provided disclosure of off-label use/investigational use of medical products:  Yes FORMCHECKBOX 
    No  FORMCHECKBOX 

________________________

Signed by Activity Coordinator
EXAMPLE OF CME REPORT












1520












Ser












Date

From:
Commanding Officer, Naval Hospital ___________________

To:
Commanding Officer, Naval Medical Education and Training Command (Code OG21), 8901 Wisconsin Avenue, Bethesda, MD  20889-5611

Subj:
REGULAR REPORT FOR ACTIVITY #_________, MENTAL HEALTH UPDATE

Encl:
(1) List of Topics Presented


(2) Changes in Activity


(3) Evaluation Summary Report

1. The following information is provided for the regular six-month report.

a.  Title of Activity:  Mental Health Update

b.  Assigned CME Activity Number:  #55-5555

c.  Total number of AMA Category 1 credit hours issued to attendees of the group:  30

d. Number of physicians attending activity:  30

e. Number of others (non-physicians) attending activity:  10

f.  Enclosure (1) is the list of topics presented, with dates, times and speaker names.

g.  Enclosure (2) indicates changes in the CME activity.

h.  Enclosure (3) is the Activity Evaluation Summary Report for the CME activity.

i. The speakers provided a verbal disclosure of any conflict of interest at the beginning of the presentation:  Yes FORMCHECKBOX 
    No FORMCHECKBOX 
_

j. The speakers provided disclosure of off-label use/investigational use of medical products:

Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 
___









___________________________









Signed by Activity Coordinator

EXAMPLE OF CME REPORT

NAVY MEDICAL CORPS CONTINUING MEDICAL EDUCATION PROGRAM

REPORT LIST OF TOPICS PRESENTED

1).
Date: 

09 JAN 01


Time: 

1200 – 1300 


Topic:

Psychopharmacology for Children and Adolescents


Presenter:
CDR John Doe, MC, USNR, General Psychiatrist and




Flight Surgeon, Naval Healthcare Support Office

2). 
Date:

11 JAN 01


Time:

1200 – 1300


Topic:

Diagnosing Bipolar Disorder in Prepubescent Children


Presenter:
CDR John Doe, MC, USNR, Staff Psychiatrist

3).  
Date:

15 FEB 01


Time:

1200 – 1300


Topic:

ADHD in Children


Presenter:
COL Jane Smith, MC, USA, Chief of Psychiatry,




Tripler Army Medical Center

4). 
Date:

15 FEB 01


Time:

1300 – 1400


Topic:

Mood Disorders in Children


Presenter:
COL Jane Smith, MC, USA, Chief of Psychiatry




Tripler Army Medical Center

Enclosure (1)

EXAMPLE OF CME REPORT
NAVY MEDICAL CORPS CONTINUING MEDICAL EDUCATION PROGRAM

REPORT ACTIVITIES CHANGES

1).  04 JAN 01

Date changed to:
09 JAN 01

2).  08 FEB 02

Date changed to:
15 FEB 01

Enclosure (2)

EXAMPLE OF CME REPORT

NAVY MEDICAL CORPS CONTINUING MEDICAL EDUCATION PROGRAM

REPORT EVALUATION SUMMARY REPORT

Date of Report:

01 Jun 01

Inclusive Dates of Report:
01 Jan 01 – 01 Jun 01

Title of Activity:

Mental Health Update, Activity # ________

Evaluation:  For each objective of the activity, provide the average score for each criteria reviewed using the same numerical values given in the Evaluation Sheet:

1=Poor

2=Fair

3=Average
4=Very Good

5=Excellent

Usefulness:

4.7

Quality:

4.8

Facilities/Mgmt:
4.8

Registration:

4.2

Environment:

4.7

Audiovisuals:

4.9

Food & Beverage:
4.8

Overall:
4.8
Course Objectives:  (Were the course objectives met?)

1.  Define key elements of diabetes mellitus:

4.5

2.  Identify 3 lifestyle changes for the diabetic patient:
4.6

3.  List the psychosocial factors that contribute to interfering with diabetic diet control:
4.6

Overall:
4.6
General Comments:

1. Do you feel the program was fair, balanced, and free from commercial bias?

___% Yes
___% No

2. Summary of suggested topics/speakers:  _________________________________

3.  Did the presenters provide verbal disclosure?  ___% Yes

___% No

4.  Did the presenters provide information regarding unapproved/off-label use of products? 

___% Yes
___% No

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

Treat/manage patients:
4.5

Communicate with patients:
4.6

Manage my medical practice: 4.6

Overall:


4.6
Summary:

Number of participants attending session:

18

Number of physicians attending session:

08

Number of others attending session:


10

Number of participants completing evaluation:
16

Total number of AMA Category 1 credit hours


issued to attendees as a group:

10

Summary of Evaluation Comments:
· (List)









Enclosure (3)







