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Essential Information Form
Credits applied for:
(
Section 1
    (    Mainpro-M1
   (
  AMA PRA Cat 1
                                                   ________Credit                ________ Credit
________ Credit
                                                              Hours*                               Hours*                               Hours*
Date of submission:    ___________________________________________________________________
Date(s) of program:     ___________________________________________________________________
______________________________________________________________________________________
If this is a recurring program within the next 12 months with its organization, delivery and content unchanged, please indicate all dates the program will be held:
	

	


Title of program: 
______________________________________________________________________________________
Location: 
______________________________________________________________________________________
Have you applied to UBC CPD for accreditation before?

(  No
(  Yes – Please provide date(s) and name(s) of accredited program(s):


Date(s)
Name(s)

_______________________
_______________________________________________

_______________________
_______________________________________________

Name of primary (accountable) physician planner requesting approval: 

Address: 
____________________________________________________________________________
Telephone: __________________
Fax: ___________________
Email: ______________________
Name of program organizer (if different from above): 


Contact person for registrants:  ____________________________________________________________
Telephone: __________________
Fax: ___________________
Email: ______________________

Industry sponsorship must be in the form of Unrestricted Educational Grants.  Unrestricted Educational Grants are sources of revenue provided to physician organizations to support the development or delivery of CME/CPD activities or materials without any conditions or influence from the donor regarding the design, development, delivery and content of the activities or materials.
Industry sponsorship Provide details of any commercial/pharmaceutical sponsorship for this program, including the amount of funding received from each sponsor: 

	

	

	

	

	


Please also outline the specific nature of any industry sponsorship/support:
	

	

	

	

	


Non-industry sponsorship Please provide details of any non-industry sponsorship for this program, including the amount of funding provided: 

	

	

	

	

	


Evaluation form must be included with this application, and must include the statement “Did you perceive any industry bias in any of the presentations? Yes/No”.  Collated feedback for the bias question (not the entire evaluation) must be forwarded to JoAnna.C@ubc.ca within three months following the program. Please provide contact information for the person responsible for collating the data:

Name:_________________________________   Email:__________________________________ 

Please ensure the following is included in the application package:

Checklist

(
Application fee (must be included for the application to be reviewed and is non-refundable)
(
Essential Information Form 
(
Specific application form for each type of credit requested (e.g. Section 1 and/or Mainpro-M1 and/or AMA PRA Category 1 credits)
(
Budget disclosing all funding sources (with or without industry sponsorship), revenue and expenditures
(
Evaluation form which includes a question pertaining to perceived industry bias.
· Detailed program of the event (including learning objectives for each session, speakers, topics, start and end times, question and answer/discussion periods, breaks, social events, etc.).  (Only educational sessions are eligible.  Refreshment, exhibit, meal, other social breaks and written tests are not eligible.)  Please indicate sessions for which accreditation is being requested.
· Program brochure (indicating if this is a draft or final copy.)

· Registration form(s) (indicating if this is a draft or final copy), invitation letter and/or an URL (website) for registration if available
Declaration
All UBC CPD accredited activities must respect the guidelines set forth in the document “University of British Columbia, Faculty of Medicine, Division of Continuing Professional Development Guidelines for Commercial Support of CME/CPD Activities (updated October 2009).
As the primary (accountable) physician planner,

· I accept the responsibility for the accuracy of the information provided in this application;

· I have read and understand the UBC Division of Continuing Professional Development  Guidelines for Commercial Support of Continuing Medical Education/Continuing Professional Development Activities (Updated October, 2009); and
· I certify to the best of my knowledge that this CME/CPD program complies with these guidelines.

__________________________________________________
____________________________

Signature of Primary (Accountable) Physician Planner  
Date






*Number of hours requested (based on the number of hours of learning activity, excluding breaks and lunches)



[image: image1.jpg][image: image2.jpg]THE UNIVERSITY OF BRITISH COLUMBIA

The Division of
Continuing Professional Development

Faculty of Medicine




