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Continuing Medical Education 
Project Planning Form for Live Programs
More information about this form may be found at http://www.cme.ufl.edu.

ACTIVITY INFORMATION

	Title of activity: 
	     

	Date(s):   
	     

	Time(s):   
	     

	Location:
	     

	Credit Hours Requested:
	     

	UF College of Medicine Department:
	     


ACTIVITY DIRECTOR
	Name:
	     

	Mailing Address: 
	     

	Phone:
	     

	Email:
	     


ACTIVITY PLANNING COMMITTEE (team members – list a minimum of three)

	Name
	Phone
	Email

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


ADMINISTRATIVE CONTACT
	Name:
	     

	Mailing Address: 
	     

	Phone:
	     

	Fax:
	     

	Email:
	     


	SUBMISSION AND APPROVAL 

	

	Submitted by
	     
	
	

	
	Activity Director’s Name

	
	Signature

	

	

	I approve the sponsorship of this CME activity by my department.

	

	Accepted and approved by 
	     
	
	

	
	Department Chair’s Name
	
	Signature

	
	
	
	


FINANCIAL INFORMATION
(C7, C8, C9, C10)
This information is important for program evaluation and budgeting purposes and to allow UF CME to maintain necessary accreditation records.  Accreditation and other regulatory requirements mandate that commercial support for CME activities be managed by the CME office, with all honoraria and other expenses paid by the CME office. Direct payment of expenses or participation in planning of program content by a commercial supporter is not permitted.  

	Will this activity be receiving external support (for example, pharmaceutical or medical device company support, hospital support, other)?  

	 FORMCHECKBOX 
   Yes           FORMCHECKBOX 
   No           FORMCHECKBOX 
   Unknown    

	

	If yes, please describe the type of support and anticipated amount:

	

	 FORMCHECKBOX 

	Commercial support (e.g. pharmaceutical or medical device company support)

	
	List companies and amounts:                
	     

	

	 FORMCHECKBOX 

	Per attendee registration fee

	
	List amounts:
	     

	

	 FORMCHECKBOX 
                                                                             
	Exhibit fees 

	
	List anticipated number of exhibits and total fee amount:
	     

	

	 FORMCHECKBOX 

	Other anticipated financial support 

	
	List type and amount:
	     

	

	If another organization is jointly organizing or developing this activity with you, please identify them here:  

	     


NEEDS ASSESSMENT DATA AND SOURCES
(C2, C3, C6)
Describe the educational need or clinical practice gap that will be addressed by this activity.  For example, programs may focus on providing learners with up to date knowledge in a rapidly changing area of medicine or provide strategies for improving performance in areas where clinical performance is known to be less than optimal. Other programs may aim to improve performance on a clinical, communication, professionalism or system based practice. (Attach additional pages if necessary.)
	     


Provide at least two data sources used to identify the educational need or clinical practice gap described above.  
For the data source chosen, provide a brief description of the source and the data. 
	 FORMCHECKBOX 

	Expert faculty opinion (provide names and description of their input)

	 FORMCHECKBOX 

	Literature review (provide summary)

	 FORMCHECKBOX 

	National or local clinical quality, safety or performance data (describe)

	 FORMCHECKBOX 

	Survey of target audience (provide survey results)

	 FORMCHECKBOX 

	Prior program evaluations (provide or describe)

	 FORMCHECKBOX 

	New medical information (describe source of information)

	 FORMCHECKBOX 
     
	External requirements such as:  National Committee for Quality Assurance (NCQA), Joint Commission on     Accreditation of Healthcare (JCAHO),  CMS, Professional Society, Licensure or MOC requirements (describe)  

	 FORMCHECKBOX 

	Legislative, regulatory or organizational changes effecting patient care

	 FORMCHECKBOX 

	Other:
	     


CME activities should be developed to address physician core competencies as described by the ABMS and ACGME.  Please indicate which 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.


TARGET AUDIENCE
(C4)
Please select the audience for whom the activity is being planned.

	 FORMCHECKBOX 

	Primary Care Physicians
	 FORMCHECKBOX 

	Physician Assistants
	 FORMCHECKBOX 

	Pharmacists

	 FORMCHECKBOX 

	Specialty Physicians
	 FORMCHECKBOX 

	Nurses
	 FORMCHECKBOX 

	Other (specify):
	     


EDUCATIONAL OBJECTIVES
(C4)
As a result of participation in this activity, participants will be able to:

	1.
	     

	2.
	     

	3.
	     


TYPE OF ACTIVITY
(C3, C5)
Please select which type of activity applies. 

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

	 FORMCHECKBOX 
 
	Regularly Scheduled Series (grand rounds, tumor board, etc.);
	frequency:  
	     

	 FORMCHECKBOX 

	Other type of activity;
	please specify:  
	     

	 FORMCHECKBOX 
 
	Performance improvement CME (chart audit and feedback)


Please identify the instructional formats of this activity.

	 FORMCHECKBOX 

	Lecture
	 FORMCHECKBOX 

	Case studies
	 FORMCHECKBOX 

	Audience Response

	 FORMCHECKBOX 

	Skills workshop
	 FORMCHECKBOX 

	Small group discussion
	 FORMCHECKBOX 

	Simulation
	 FORMCHECKBOX 
 
	Other:     
	     


PLANNING PROCESS
(C2-6) 
Please describe the process you used to develop this activity. For example, if the planning committee met face to face or electronically to plan the meeting, describe those interactions. Meeting minutes or emails can be helpful in documenting the activity planning process. (Use additional pages as necessary.)

	     


EVALUATION
(C11)
This activity is designed to accomplish which of the following outcomes? (Check all that apply.)
	 FORMCHECKBOX 

	Improved learner competence

	 FORMCHECKBOX 

	Improved learner performance in practice (Should be documented through competency assessment, such as performance on case based problems or direct observation of competency.)

	 FORMCHECKBOX 

	Improved patient outcomes (Should be documented through measurement of patient outcomes)


Indicate the evaluation method you plan to use. Note the activity evaluation plans should match the activity goals described above. 

	 FORMCHECKBOX 
 
	CME evaluation form (available online at http://cme.ufl.edu/forms/) 

	 FORMCHECKBOX 
 
	Group problem-solving exercises (please describe)

	 FORMCHECKBOX 
 
	Practice audits/chart reviews (please describe)

	 FORMCHECKBOX 
 
	Performance evaluation (such as direct performance evaluation or assessment on case based problem before and after the activity)

	 FORMCHECKBOX 
 
	Intent to change practice questionnaire (attach sample)

	 FORMCHECKBOX 
 
	Other :     
	     


How do you expect that this activity will impact physician practice?

	     


CONFLICT DISCLOSURE FORMS

**ALL DISCLOSURE FORMS MUST BE SIGNED AND SUBMITTED WITH THIS APPLICATION**   
Forms must be completed by the activity director, each member of the planning committee, and each speaker.

Identify the number of forms attached for each group: 

       Planning committee members

       Activity Director

       Speakers

Announcements or program brochures may not be distributed until they are approved by CME.  
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WAIT!!!  Before you submit your application, are the following attached?

The following items are required for approval:
 FORMCHECKBOX 
 Completed and signed application

 FORMCHECKBOX 
 Needs assessment description and supporting documentation 
 FORMCHECKBOX 
 Planning process documentation
 FORMCHECKBOX 
 Proposed agenda for activity
 FORMCHECKBOX 
 Evaluation form
 FORMCHECKBOX 
 Disclosure forms for activity director, planning committee, speakers
Gainesville
Return application to:

UF Gainesville CME Office

PO Box 100233

Gainesville, FL  32610-0233

Phone:  352-733-0064
Fax:  352-733-0007
cme-mail@ufl.edu 

Jacksonville:

Return application to:
UF Jacksonville CME Office

2nd Floor Faculty Clinic

653 West 8th Street

Jacksonville, FL  32209-6511

Phone:  904-244-3158

Fax:  904-244-3898
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