Updated 12/23/2015
CE Planning Form

Please print or type.









Date:____________________ 
Type of Credit/Hours
Type(s) of credit you are seeking:     
( CME credit for physicians

( Nursing Contact Hours
( Dentistry ADA CERP Credit


Type(s) of educational activity:     
( Live Annual or one-time Activity     
( Live Repeating Activity         
( RSS-Regularly Scheduled Series



( Enduring Material/Web Course
( Other: ______________________________________


All ATTACHMENTS must be forwarded to the Office of CE before the conference can be processed for credit.  Missing attachments will delay the approval process.  NO PUBLICITY MAY BE DONE UNTIL CE APPROVAL IS DESIGNATED.
Contact Information
Topic/Title of Activity:__________________________________________________________   Planned Date:__________________ 

For RSS or Repeating Activity: Meeting Day/Time:__________________________________________________________________

Location(s) of Activity: ________________________________________________________________________________________
Activity Director:________________________________________, MD   Phone:







PO Box:________________________ E-mail: _____________________________________________________________________
Activity Coordinator:






   Phone:







   
PO Box / Mailing Address:





  E-mail: 






Sponsoring Department/Organization: 












Is the activity to be Jointly Provided by any organization outside of the RCB Health Sciences Center?    ( Yes    ( No

(i.e., will any other organization’s name be listed on publicity, etc.)

Organization Name(s)

  

Contact Person
 
  

Contact E-mail
________________________________________
______________________________
________________________
________________________________________
______________________________
________________________
Is any organization listed above an accredited CME or CE provider?     ( Yes  ( No

ATTACHMENT:
Joint Providership agreements must be signed by representatives from each organization. (See Joint Providership / Non-Coordinated Activity agreement)
Fees
Activities are subject to Administrative and Credit/Recording Fees. (See Fee Policy)  For one-time activities, an invoice will be generated when you submit the follow-up information after the conference.  RSS activities are invoiced following the completion of the calendar year.  Payment is expected within 30 days of the invoice date.
Content Development
List all persons who will have the opportunity to influence the educational content of this program:  
Planning Committee Members: - must include at least one physician for CME credit, must include one nurse for nursing credit
Proposed Speakers / Presenters:












Others (Include Name and Role):











Is any portion of the content of this activity related (even indirectly) to the products or services of a commercial interest (any entity producing, marketing, re-selling, or distributing health care goods or services consumed by, or used on, patients)?      ( Yes     ( No   
If  NO, you may skip to the next section entitled Evaluation Review.  If  YES, please carefully read below:

ACCME Standards for Commercial Support require all who have the opportunity to control content to disclose relevant relationships with commercial entities from the past 12 months.  All RELEVANT potential Conflicts of Interest noted on page 2 of the signed Disclosure & HIPAA Compliance  and Program Planning Agreement must be resolved before the activity occurs.  Please do not list non-relevant interests.  Unresolved conflicts or refusal to disclose will result in NO CREDIT.  Incomplete disclosures (boxes on pg 1 not checked) will be returned and credit will not be logged until a completed form is received.  
Just For RSS’s, it is understood that new presenters may be added.  Obtain signed disclosures from new presenters PRIOR to their presentation. Unresolved conflicts or refusal to disclose conflicts will result in NO CREDIT.  Repeated non-compliance with this guideline will result in revocation of credit for the series. 

ATTACHMENT: Attach completed Disclosure & HIPAA Compliance and Program Planning Agreements.
A current copy of each speaker's CV/bio must be forwarded prior to the conference.  
If your speakers are WVU, please refer to the CE website http://medicine.hsc.wvu.edu/ce/forms/ to determine if CVs (less than 3 years old) or Disclosures (dated less than 12 months prior to the date of the conference) are already on file.  Duplicates are not necessary.
Evaluation Review
Has an evaluation of a similar previous activity been reviewed?     ( Yes   ( No        List changes being made as a result:


Professional Practice Gaps and Needs Assessment
Professional Practice Gaps are the identified differences between where the target audience is and where they should be. Educational needs refer to any knowledge, skill, or attitude that participants either should or wish to acquire, develop or reinforce.  

ATTACHMENT: Complete the Practice Gap Worksheet and reference resources used to determine this information.


ATTACHMENT: Documentation of the needs assessment tool(s) (i.e., survey results, description of cases, requesting physicians' names, or actual journal articles) must be attached to the Practice Gap Worksheet.

CE Mission Compliance


1.
Will this activity address current       a) diagnostic modalities?  ( Yes    ( No         b) therapeutic modalities?  ( Yes    ( No

2.
Is any of the following information included within this activity that may assist your target audiences in providing the best care possible to their patients?    ( Yes    ( No      If so, please identify:  ( HSC developments  ( resources available at the HSC      ( HSC facilities 

3.
Would this activity be considered “self-directed”?    ( Yes    ( No   

4.
Innovative or interactive program formats to increase educational content retention are highly encouraged.  Please describe at least one type of innovative approach that you will be using to deliver this content: 




5.
Please select all areas this activity will address:    ( primary care      ( rural health issues     ( preventive care
( specialty care   



( health care delivery systems      ( Teaching       ( a leading cause of morbidity & mortality in WV (describe)______________


( other:_________________________________________________________________________________________________
Target Audience
1.
Expected Attendance (For RSS, estimate per year): ( <10   ( 10-25    ( 25-50   ( 50-100    (100-150   (150-200   (200-300    ( >300

2.
Will this conference target external (non-WVU) participants?            ( Yes           ( No


3.
Which groups will receive publicity about the conference:   ( Physicians   ( Nurses   ( PAs     ( Residents    ( Students   ( Dentists


( Hygienists     ( Social Workers      ( others:__________________________________________________________________________
4.
What specialties will receive announcements?   __________________________________________________________________
Educational Objectives
Activities must be designed to change learners’ competence or performance, or change patient outcomes through creating an “intent to change” behavior within their practices.  Objectives should address the identified practice gaps noted on the practice gap worksheet. Please relate each objective to one of these expected changes:  (You may attach separately if necessary, be sure to included changes.)

Following this course, participants should be able to...
a._______________________________________________________________________________________________

   ______________________________________________________________________________________________



Designed to: 
( Change Competence       ( Change Performance        ( Change Patient Outcomes     
b._______________________________________________________________________________________________

   _______________________________________________________________________________________________



Designed to: 
( Change Competence       ( Change Performance        ( Change Patient Outcomes     
c._______________________________________________________________________________________________

   _______________________________________________________________________________________________



Designed to: 
( Change Competence       ( Change Performance        ( Change Patient Outcomes     
d._______________________________________________________________________________________________

   _______________________________________________________________________________________________



Designed to: 
( Change Competence       ( Change Performance        ( Change Patient Outcomes     
How will the objectives be communicated to speakers: ( Confirmation letters/e-mail   ( Draft brochure & letter    ( Other 


ATTACHMENT:   Attach a draft of this communication.
Educational Format 
What is the proposed format(s) for this program?  Check all that apply:  ( Lecture   ( Panel Discussion      ( Hands-on Practicum    ( Lab Exercises    

( Breakouts     ( Small Group Discussions      ( Cases      ( Specialized Tracts     ( Simulation     ( Skill Based Training      ( Q & A     ( Other _________ 

Is the format appropriate for the setting and to meet the objectives and desired results of the activity?      ( Yes         ( No

Do you plan to use any non-education strategies such as reminders, patient feedback, etc., as an adjunct to this activity to enhance change? 



( Yes         ( No     If so, please very briefly describe:





Does this activity include strategies to remove, overcome or address barriers to physician (or other healthcare provider) change?



( Yes         ( No
    If so, please very briefly describe:




Desirable Physician Attribute(s)  (For CME Credit ONLY)
Please identify the desirable physician attribute(s) that were incorporated into the planning process.

ATTACHMENT:   Complete and submit the attached Desirable Physician Attributes form.

Evaluation
Do you prefer the standard CE evaluation form?      ( Yes      ( No      (We will provide this form to you upon credit approval.)
If not, please describe the evaluation method: ___________________________________________________________     

Note:   The evaluation must be submitted for prior approval and must evaluate the following:  

a. Quality of the instructional process
b. Extent to which each objective was met       

c. Participants’ perception of commercial bias
d. Changes the learner expects to implement 

e. Participants' perception of enhanced professional effectiveness           
f. Changes in learners’ competence, performance, or patient outcomes   

Funding
Is outside funding of any type being solicited/used for the activity?      ( Yes      ( No

Funding source(s)


Amount
Restrictions ?
_______________________________________________________
__________
__________________________

_______________________________________________________
__________
__________________________

Commercial Support - Commercial Support is support (funding or in-kind) provided by any commercial interest (any entity producing, marketing, re-selling, or distributing health care goods or services consumed by, or used on, patients)  Exhibitors do not need to complete Letters of Agreement.

ATTACHMENT: Commercial Support Letters of Agreement must be completed, signed and submitted prior to the conference for all commercial support.  All funding MUST come through WVU or the designated educational joint partner in the form of an educational grant.   Commercial funding may not be used for expenses for attendees.  No speakers, presenters, activity directors, planning committee members, staff or participants can receive payment directly from a commercial source.  No expenses (lunch, etc.) may be paid directly by a commercial supporter, i.e., no pharmaceutical reps may bring or pay directly for food, etc..
Will any portion of the registration fees be paid for by any other source of funding?           ( Yes          ( No
Please list the department/entity that will be processing and tracking all income and expenses:______________________________

Note:
The Office of CE must receive documentation of how the money is to be used, including a specific breakdown of income and expenses.  Following the conference, the Office of CE must receive complete actual income and expense documentation via completion of the Final Report.  You will receive the Final Report form upon approval of credit.

No publicity may be distributed without prior approval/review from the Office of CE.  All publicity must meet strict CE accrediting guidelines.  Violation of this policy will lead to immediate denial or revocation of credit.

IMPORTANT
ATTACHMENT Checklist
The following applicable items must be attached to this form to ensure prompt processing:

( Joint Providership Agreement       
( Signed Disclosure Forms for all who influence content
( Agenda / Flyer draft 
( Previous Evaluation Summary     
( Practice Gap Worksheet
( Needs Documentation
( Desirable Physician Attributes (CME only)
( Preliminary Budget Estimates
( Appropriate Signatures
Follow up ATTACHMENT Checklist
For RSS’s ONLY, once approved, the following items, as outlined in your approval letter, must be rec’d within one month of the RSS date:

( Completed Departmental checklist which will include:


( copy of flier that includes   


1) target audience   2) objectives   3) speaker & credentials   4) disclosure   5) credit statements   6) time/location        


7) recognition of commercial support (if any)


( Sign-in sheet with participant names and identification numbers (primary state of licensure followed by license #, i.e, WV12345 



or, if no license exists, First and Last initials, followed by six-digit date of birth, i.e, AA010163) and Bar Code

( Recent Speaker CVs/bios  
( Signed Disclosure Forms for all who influence activity content (if not on file under one year old)


( Resolution of identified Conflicts of Interest if any RELEVANT interests identified on page 2 of the disclosure form    

( Commercial Support Agreements completed & signed (if outside support received)
For All Other Activities 
Once approved, the following items, as outlined in your approval letter, must be received prior to the conference to maintain approval:


( Recent Speaker CVs/bios  
( Speaker communication with objectives 
( Resolution of identified Conflicts of Interest    

( 4 copies of all publicity   
( Draft Evaluation (if not CE standard)
( Commercial Support Agreements completed & signed

Authorizations
I agree to the information stated above and to the fees outlined on the Administrative and Credit/Recording Fee Policy for the following activity:
Topic/Title of Activity:__________________________________________________________   Planned Date:__________________ 

____________________________________________________________________ 
__________________________
Signature of Activity Coordinator 


Date

_____________________________________________________________________
_________________________

Signature of Activity Director 


Date

_____________________________________________________________________
_________________________

Signature of Department Chair or person financially responsible

Date


** CE COMMITTEE MEMBER REVIEW **
(Most reviews are completed via e-mail)

(  
Approved as is

(  Credit Denied
(  
Approved with the following changes:________________________________________________________________

______________________________________________________________________________________________
______________________________________________________________   
_________________________ 


SIGNATURE: CE Committee Member


Date

** CE OFFICE USE ONLY **
___________________________________________________________________  
__________________________

Director of CE signature


Date

___________________________________________________________________
__________________________

CE Advisory Committee Chair signature 


Date
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