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Fax:   212.746.8180

New York, NY  10065

COURSE #:_____________

(for administrative use only)

Regularly Scheduled Series Renewal Application 
DUE: AUGUST 1, 2011

This form may be used annually to renew approved ongoing Weill Cornell CME activities.  A new application in its entirety will be required periodically.  Unless otherwise noted in this renewal application, all data from previous applications will be considered unchanged.

Thank you for contributing to the overall program of CME at Weill Cornell.  The Office of CME is available to assist with the 
completion of this form.  Please contact the Office of CME at 212-746-2631 for additional information. 

I. GENERAL INFORMATION

	Activity Information
	

	Activity Name
	

	Department/Division
	     

	Dates
	July 1, 2011 –

June 30, 2012
	Number of AMA/PRA Category 1 Credits requested per session
	     
	Estimated number of participants per session 
	

	Educational Format
	 FORMCHECKBOX 
 Grand Rounds    FORMCHECKBOX 
 Tumor Board  FORMCHECKBOX 
  Journal Club   FORMCHECKBOX 
Morbidity and Mortality Conference

 FORMCHECKBOX 
Other, please specify: ___________________

	Frequency of meetings
	 FORMCHECKBOX 
 Weekly   FORMCHECKBOX 
 Bi-Weekly   FORMCHECKBOX 
Monthly   FORMCHECKBOX 
  Other, please specify: ___________________

	Day of Week
	 FORMCHECKBOX 
M   FORMCHECKBOX 
T   FORMCHECKBOX 
W  FORMCHECKBOX 
TH   FORMCHECKBOX 
F
	Time  
	From ___:___  To___:___   FORMCHECKBOX 
AM /  FORMCHECKBOX 
PM 

	Activity Location
	


Please provide a brief description of the series:

	

	

	

	


	Course Director (must be a Cornell faculty member) The faculty member who has overall responsibility for planning, developing, implementing, and evaluating the content and logistics of the activity.  If the Course Director has financial relationships with commercial entities, a Co-Course Director with no financial relationships must be appointed. 

	Name
	     
	Degree(s)
	     

	Title
	     
	Affiliation
	     
	Department
	     

	Address
	     
	City
	     
	State
	     
	ZIP
	     

	Phone
	     
	Fax
	     
	Email
	     


	Course Co-Director/Independent Clinical Reviewer (ICR) (where applicable) The individual who shares responsibility for planning the activity.  

	Name
	     
	Degree(s)
	     

	Title
	     
	Affiliation
	     
	Department
	     

	Address
	     
	City
	     
	State
	     
	ZIP
	     

	Phone
	     
	Fax
	     
	Email
	     


	Course Coordinator The individual responsible for the operational and administrative support of the certified activity; this is usually an administrative or staff assistant in the Department of the Course Director.

	Name
	     
	Degree(s)
	     

	Title
	     
	Affiliation
	     
	Department
	     

	Address
	     
	City
	     
	State
	     
	ZIP
	     

	Phone
	     
	Fax
	     
	Email
	     


	Planning Committee In addition to the Course Director(s), list the names, degrees, titles, affiliations and email addresses of persons chiefly responsible for the design and implementation of this activity.  Use additional sheets if necessary.

	Name
	     
	Degree(s)
	     

	Title
	     
	Affiliation
	     
	Email
	     

	Name
	     
	Degree(s)
	     

	Title
	     
	Affiliation
	     
	Email
	     


 FORMCHECKBOX 
 List of additional planning committee members attached

II. RENEWAL INFORMATION

1.
Since your previous application for CME credit approval, have any of the following changed?


A. 
Frequency of sessions? 





 FORMCHECKBOX 
 YES 
  FORMCHECKBOX 
NO



B.
Educational Design?





 FORMCHECKBOX 
 YES 
  FORMCHECKBOX 
NO



C.
Targeted Audience?





 FORMCHECKBOX 
 YES 
  FORMCHECKBOX 
NO

2.
If any answer above is yes, please explain:

	

	


3.     Are there any other changes in this activity since your previous full application?














 FORMCHECKBOX 
 YES 
  FORMCHECKBOX 
NO
4.   If yes, please explain:

	

	


	Identified Need Please state the need for this CME Activity (needs should be described in terms of practice performance or patient care improvement desired, not in terms of the physician knowledge).  Needs should be framed in terms of “why” a participant should attend, illustrating the clinical importance of the material to be covered.

	     



	Gap(s) Identified In order to address the need(s) described above, this CME Activity will target the following physician gap(s). (Check/complete all that apply.) Epidemiological statements about the topics to be discussed are particularly valuable.

	 FORMCHECKBOX 

Knowledge  Please summarize the information to be presented.

     


	 FORMCHECKBOX 

Competence  Please summarize the skills, techniques/treatments to be presented
     


	 FORMCHECKBOX 

Performance  Please summarize the aspect of clinician performance to be targeted.

     



	Objectives/Desired Outcomes (Results) Please state, in words to be used on printed materials, the Objectives/Desired Outcomes for this activity. These should be stated in terms that will allow you to measure if changes in knowledge, competence, performance or patient outcomes have occurred. Objectives should be framed in terms of “what” participants can expect to learn or implement based upon their participation. C11

	By the conclusion of this activity, participants should be able to:

a.      
b.      
c.      
d.      


	Use of QA/UR Data/Previous Course Evaluations 

	 FORMCHECKBOX 

I verify that I have obtained and incorporated identified patient care issues and previous participant evaluations into the curriculum for this activity.




	Core Competencies (select 1 at minimum) CME activities should be developed in the context of desirable physician attributes.  For guidance, please indicate which American Board of Medical Specialties (ABMS)/Accreditation Council for Graduate Medical Education (ACGME) or Institute of Medicine (IOM) core competencies (as of July 2010) 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.


	Needs Assessment Data and Sources (select 3 at minimum, 2 of which are mandatory) Please indicate the sources used to identify the deficiencies/quality gaps or needs. Select all that apply and provide supportive documentation.  C2

	 FORMCHECKBOX 
 Previous Participant Evaluation Summaries required for all Regularly Scheduled Series)

 FORMCHECKBOX 
 Quality assurance/audit data (required for all Regularly Scheduled Series)

 FORMCHECKBOX 
 A recent article from a peer review journal demonstrating the gap in knowledge, competence or performance that will be addressed in this activity 
 FORMCHECKBOX 
 New methods of diagnosis or treatment

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

 FORMCHECKBOX 
 Development of new technology 

 FORMCHECKBOX 
 Input from experts regarding advances in medical knowledge (other than course director)

 FORMCHECKBOX 
 Literature review

 FORMCHECKBOX 
 Data from outside sources, e.g., public health statistics, epidemiological data
	 FORMCHECKBOX 
 Survey of target audience 
 FORMCHECKBOX 
 Professional society requirements 

 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).

 FORMCHECKBOX 
 Continuing review of changes in quality of care as revealed by medical audit or other patient care reviews  
 FORMCHECKBOX 
Mortality/Morbidity Data 

 FORMCHECKBOX 
 Legislative, regulatory or organizational changes effecting patient care 

 FORMCHECKBOX 
 Joint Commission Patient Safety Goal/Competency:      
 FORMCHECKBOX 
Specialty Society Guidelines 
 FORMCHECKBOX 
 Other:      


III. ESTIMATED BUDGET
	REVENUE/INCOME (July 1, 2011 – JUNE 30, 2012)


A.
DEPARTMENTAL FUNDING............................................................................................$      
B.
OTHER SUPPORT 






     



$      


     



$      


TOTAL REVENUE/INCOME........................................$       
	EXPENSES (July 1, 2011 – JUNE 30, 2012)


A.
SPEAKER HONORARIA (list each speaker):



     




$      


     




$      


     




$      


     




$      


     




$      






TOTAL HONORARIA


$      
B.
FACULTY HOUSING, TRAVEL, MEALS, MISC.



$      
C.
MEALS/COFFEE BREAKS





$      
D.
OTHER EXPENSES (list each expense)




$      




     

     




     

      







TOTAL EXPENSES

$      *







NET INCOME/LOSS............................$      **





(Calculation: income minus expenses)

* Expense must be offset by either Departmental or other income.  

** Negative balances are not acceptable.
Please note that Regularly Scheduled Series are not allowed to accept industry support.  For any other support, please contact the CME Office. 

In compliance with our Honoraria and Expense Reimbursement Policy, all expenses must be paid from a Weill Cornell Account. WCMC Honoraria and Expense Policy can be found on the CME Website. 
	Honoraria will be paid to speakers from the following Weill Cornell Account:
	     

	Income from this course will be deposited to the following Weill Cornell Account:
	     

	Deficits and all CME related fees for this activity will be the responsibility of the Department and the following 

Weill Cornell account will be debited:
	     


IV.  ADDITIONAL INFORMATION

	INTELLECTUAL PROPERTY POLICY AND HIPAA


In accordance with Cornell and Medical College policies: (i) copyrights arising from educational and related enduring materials developed in any media for CME programs and presentations vest ownership in the author of such materials; (ii) such materials shall be made available on a continuing basis for education and teaching purposes by faculty and academic staff of WMC; and (iii) any use of the names of the University, the Medical College, the WCMC CME Office, or the names of any member of the faculty or staff of Cornell or WMC for commercial endorsements, advertising or similar publicity purposes is prohibited without the prior written permission of the Dean of the Medical College and University Counsel (as recommended in the discretion by the WCMC CME Office).  The WCMC CME Office is available to assist CME planners and sponsors in the appropriate usage of copyrightable materials in accordance with Cornell and Medical College policies and procedures.

Also, in accordance with HIPAA and privacy law, images of patients should not be used in presentation materials unless a release by the subject or his or her bona fide representative is attached to this application.

	FINAL SUMMARY


Two RSS Data Reports are due during the academic year, one halfway through the academic year and one at the end of the academic year. In the RSS Data Reports, the Course Coordinator provides the CME Office with an attendance, evaluation and budget summary.  In addition, the Course Coordinator is required to submit a list of all the presentations, a copy of each Information Page, and all Full Disclosure Forms and Conflict of Interest Resolution Forms.  The CME Certificate templates are distributed once a year, after the Final RSS Report is submitted in August and reviewed. Please notify the Office of CME in writing of any program changes during the academic year.

The Course Director is responsible for reviewing the faculty disclosure information and identifying, managing and resolving any conflicts of interests prior to the CME activity and reporting the disclosure information to the audience prior to the presentation.
V. SIGNATURES

Please provide signatures below indicating acceptance of the following terms and conditions for sponsorship by Weill Cornell Medical College: 

To ensure final designation of credit, each Course Director agrees to collaborate with the Office of CME to ensure that the planning and implementation of the proposed CME activity are consistent with the policies and procedures of WCMC and the ACCME.

THIS APPLICATION AND BUDGET HAS BEEN REVIEWED AND APPROVED BY:

COURSE DIRECTOR: 

I certify that this application was completed accurately and attest to the validity of the information contained in the application. I have read and agree to abide by the Weill Cornell and ACCME guidelines, including Standards for Commercial Support) ACCME Standards for Commercial Support.


	X
	
	     


Signature









Date

COURSE CO-DIRECTOR/ICR: (if applicable)

I certify that this application was completed accurately and attest to the validity of the information contained in the application. I have read and agree to abide by the Weill Cornell and ACCME guidelines, including Standards for Commercial Support) ACCME Standards for Commercial Support.


	X
	
	     


Signature









Date

WEILL CORNELL DEPARTMENT CHAIR:

I certify that this application was completed accurately and attest to the validity of the information contained in the application. I have read and agree to abide by the Weill Cornell and ACCME guidelines, including Standards for Commercial Support) ACCME Standards for Commercial Support. I have reviewed this application, approve of its content and budget, and agree to oversee this as an educational activity in my department.


	X
	
	     


Signature









Date

VI.  ATTACHMENTS

To complete the application, please include the following documentation:

1. A tentative schedule for at the first month of the activity




 FORMCHECKBOX 
 

For Grand Rounds/lecture series, please include dates, topics and speakers (with clinical or academic titles) on the schedule. For Case Presentations (e.g. Clinical Case Conferences/Tumor Board), please include a list of the general topic for each case.
2.
A sample Information Page that will be used for your first session of the academic year 
 FORMCHECKBOX 

3.       Full Disclosure Forms and COI Forms for Course Director and/or Course Co-Director, 
 FORMCHECKBOX 

            Coordinator, Planning Committee Members and Presenters for the first month of the course
4.
A sample Evaluation Form, made specific to the course




 FORMCHECKBOX 

For WCMC CME Use only:

Course # ____________ Action: ( Approved
( Disapproved 


Date:





# of Credits: 

 
PAGE  
1
June 2011


[image: image1.png][image: image2.png]Weill Cornell Medical College




