SUMMARY FOR CATEGORY 1 ACTIVITY
For activities planned and/or implemented after February 1, 2010.
Activity No.: _____________________

Summary completed by: ___________________________________
Date: ______________________

PRIVATE 

Please complete this form for each Category 1 activity offered and attach a copy of the program brochure or announcement.  The intent of this document is to demonstrate compliance with the Essentials.  Please provide descriptive answers.

INSTITUTION:  _______________________________________________________________

JOINT SPONSOR(S):  ____________________________________________________

ACTIVITY TITLE:  ______________________________________________________


DATE OF ACTIVITY: ​​​​​​​​​​​​​​​​​_____________________________________________________


TYPE OF ACTIVITY (COURSE, RSS, ETC.): ______________________________________

GAP ANALYSIS:

A. 
Describe the identified quality/practice gap:
B.
Explain how you identified this gap:

C.
Which is the activity meant to address: a gap in physician competence, performance and/or patient outcomes?
D. 
What are the IOM, ACGME or other competencies related to this topic?

E.
Explain the potential or real barriers facing these physicians if this gap is to be addressed:
PROGRAM PLANNING:

A.
List the names and titles of those who planned  this activity:

B.
Date activity was approved for Category 1 CME: ____________________________________________

C.
Method of evaluating faculty/ planners/committee members for conflict of interest: 



Were any conflicts of interest identified, and if so, how were they resolved?
How was the existence or absence of any conflicts made known to the participants?

D.
The educational methods were:

E.
Who is the target audience?
EVALUATION:

A.
The methods of evaluation were:

B. 
Describe how changes in competence, performance or patient outcomes were measured:
C. 
Explain what key points you learned from the evaluation summary:
OBJECTIVES:
A.
Describe how and when the objectives were made known to the participants:
(Please include a copy of the objectives if they are not on the brochure or announcement, for example if they are posted online.)

PARTICIPANTS:

Physicians  (MD/DO):
 _________
Non-Physician (Including Residents): _________


Total:  ____________ 
INCOME AND EXPENSES:

	Income
	Expenses

	Registration
	
	Honoraria
	

	Exhibits
	
	Printing/Mailing
	

	Non-Commercial Grant
(Include names and amounts 

for each grantor)
	Travel
	

	Commercial Grant
(Include names and amounts 

for each grantor)
	
	Facility
	

	Other (Specify)
	
	Catering/Meals
	

	Organizational Support
	
	Other
	

	
	
	
	

	Total Income
	
	Total Expenses
	


OTHER:
A.
Please include a copy of the accreditation statement used, if it is not on the attached brochure.


CREDIT:

Category 1 Credits      _________ 

Provide pt. centered care�
Work in interdisciplinary teams�
Employ evidence-based practice�
Apply Quality Improvement�
Utilize Informatics�
Medical Knowledge�
�
Practice-based learning/improvement�
Interpersonal & Communication Skills�
Professionalism�
Systems-based practice�
Evidence of professional standing�
�
�
Commitment to lifelong learning�
Cognitive expertise�
Evaluation of Performance in Practice�
�
�
�
�
�
�
�
�
�
�
�









