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Activity Structured Abstract
Instructions: Complete this form for each activity.  See application instructions for required documentation.
	Provider ID:
	
	Provider Name:     
	

	Activity Title: 
	
	ACCME Activity ID:
	

	Activity Date and Time (mm/dd/yyyy):
	
	Activity Type: (select one)
	 FORMCHECKBOX 
  Course
 FORMCHECKBOX 
  Regular Scheduled Series
	Providership:
	 FORMCHECKBOX 
  Direct

 FORMCHECKBOX 
  Joint
	Commercial Support Received:
	 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

	Requested ___AMA PRA Category 1 credit(s)TM

	Other continuing education credits offered for this activity:
	Approval date (mm/dd/yyyy):

for __ AMA PRA Category 1 credit(s)TM


	
	State the professional practice gap(s) of your learners on which the activity was based. (max 100 words). (C2)
	

	
	State the educational need(s) that you determined to be the cause of the PPG (max 50 words each). (C2)
	 FORMCHECKBOX 
 Underlying Knowledge need and/or
	

	
	
	 FORMCHECKBOX 
 Underlying Competence need and/or
	

	
	
	 FORMCHECKBOX 
 Underlying Performance need 
	

	
	State what this CME activity was designed to change in terms of changes Competence and/or Performance and/or Patient Outcomes (max 50 words).(C3)
	

	
	Explain why this educational format is appropriate for the activity (max 25 words). (C5)
	

	
	Describe a relevant CLC health disparity that will be addressed in the activity (max 50 words).  (CLC)

	

	
	Indicate the desirable physician attribute(s) this activity addresses.  The list below includes the ACGME/ABMS Competencies, Institue of Medicine Competencies, Interprofessional Education Collaborative Competencies, or you may enter other competency(ies) that are recognized by your organization (C6)

	
	


	ACGME/ABMS Competencies
	Institute of Medicine Competencies
	Interprofessional Education

Collaborative Competencies

	 FORMCHECKBOX 
Patient Care and Procedural Skills
	 FORMCHECKBOX 
 Provide Patient-centered Care
	 FORMCHECKBOX 
Values/Ethics for Interprofessional Practice

	 FORMCHECKBOX 
Medical Knowledge

	 FORMCHECKBOX 
 Work in Interdisciplinary Teams
	 FORMCHECKBOX 
Roles/Responsibilities

	 FORMCHECKBOX 
Practice-based Learning and Improvement
	 FORMCHECKBOX 
 Employ Evidence-based Practice
	 FORMCHECKBOX 
Interprofessional Communication

	 FORMCHECKBOX 
Interpersonal and Communication Skills
	 FORMCHECKBOX 
 Utilize Informatics
	 FORMCHECKBOX 
Teams and Teamwork

	 FORMCHECKBOX 
Professionalism
	
	

	 FORMCHECKBOX 
Systems-based Practice
	
	Other Competency(ies) (please explain):      


For all INDIVIDUALS IN CONTROL OF CONTENT for the activity (C7 SCS 2)

Complete the table below. For each individual in control of content, list their name, date info collected, their role in the activity (e.g. planner, faculty, presenter, moderator, reviewer, etc.), the name of the commercial interest(s) with which the individual has a financial relationship (or list “none” if appropriate), the nature of that relationship (e.g. speakers’ bureau, research grant, stockholder, owner, employee) and if the relationship was determined to be a Relevant Financial Relationship (RFR). Note: ACCME defines "'relevant' financial relationships” as financial relationships in any amount occurring within the past 12 months that create a conflict of interest. Circumstances create a conflict of interest when an individual has an opportunity to affect CME content about products or services of a commercial interest with which they have a financial relationship. Please ensure that you are using the current definition of an ACCME commercial interest when collecting this information.  ACCME defines a commercial interest as, “any  entity producing, marketing, re-selling or distributing health care goods or services consumed by or used on patients.“ ACCME does not consider providers of clinical service directly to patients to be commercial interest. 
You must provide all disclosure forms/info for everyone on table below. 
	Name of Individual
	Date Disclosure Info Collected
	Individual’s Role in Activity
	Name of Commercial Interest
	Nature of Relationship
	Relevant Financial Relationship (RFR)*
Yes/No or NA

	Example:
 Jan Smith, MD
	1/1/2017
	Planner
	None
	None
	NA

	Example: 
Thomas Jones
	1/1/2017
	Presenter
	Pharma Co. US
	Research grant
	Yes

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


*For any individual with RFR, include documentation that you implemented a mechanism(s) to resolve conflicts of interest (COI)
Will the activity have COMMERCIAL PROMOTION such as Exhibits and/or Advertising (C9 SCS 4)? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Will the activity have COMMERCIAL SUPPORT (C8 SCS 3.4-3.6)? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 If yes, list the name(s) of the commercial supporters of this activity, the dollar value of any monetary commercial support and/or indicate in-kind support.  Use one line for each supporter. 

	Name of Commercial Supporter
	Amount of Monetary Commercial Support
	In-Kind

	Example: XYZ Pharma Company 
	
	 FORMCHECKBOX 


	Example: ABC Medical Device Company
	
	 FORMCHECKBOX 


	
	
	 FORMCHECKBOX 


	
	
	 FORMCHECKBOX 
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