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Office of Continuing Education at CFMC

CE Information Sheet

Applications should be submitted by the first Wednesday of the month, and no later than 30 days before the activity date.  Decisions are made on the third Wednesday of the month. 

BOX WILL EXPAND AS YOU TYPE 
	1. Company name, address, phone number, AND email address of contact person.  description). 

	Dfja ;ja df; jad;f k j;kadf  j;kald 



	2.  Contact Person’s name, email address and phone number.  



	

	3. Does your company provide medical care?
	
	Yes
	
	No

	If yes, are you a Medicare or Medicaid provider?
	
	Yes
	
	No

	Does CFMC review your practice?
	
	Yes
	
	No

	4. What type of company are you?  Please select all that apply. 
	

	Private Organization
	
	Yes
	
	No

	Vendor
	
	Yes
	
	No

	Subsidiary


	
	Yes
	
	No

	Manufacturer
	
	Yes
	
	No

	For Profit
	
	Yes
	
	No

	Non-profit
	
	Yes
	
	No

	Other organization type?   Please explain

	5. The name of your activity or what is your educational content/clinical topic (Explain)?    

	Name:

	What is the purpose of the activity?  What are your expected outcomes?  

	Who is your audience (e.g., health care professionals, physicians, nurses, pharmacists)?  Please explain.

	Continuing Medical Education (CME) – number of physicians expected?
	

	Continuing Nursing Education (CNE) – number of nurses expected?
	

	What is the format for this activity (e.g., live, conference call, web, journal, etc.)?
	

	How many hours and number of days is your activity?
	

	Where (city and state) will the activity be held?
	

	What is the date of your activity?
	

	Do you want to repeat this live or web based activity?
	
	Yes
	
	No

	If yes, how many sessions per year for how many years?



	6. Funding- Will your activity be funded by commercial support entity?
	
	Yes
	
	No

	How much are you applying for?  

	7. CFMC partners with other accrediting agencies. Are you interested in obtaining other types of credit for this activity?

	

	Certified Professional in Healthcare Quality (CPHQ)

	

	Pharmacy

	

	Other:

	

	Family Practice Physician (AAFP)

	8.  Please attach your draft agenda and draft marketing brochure/flyer.

	Draft agenda attached       (Check mark  √ )
	Flyer attached      (Check mark  √ )

	
	

	For CFMC Official use only: 

	Conflict of interest?
	
	Yes
	
	No

	Date agreement submitted to finance:
	

	Fiscal Services reviews and notifies CMS of Colorado relationship
	
	Yes
	
	No

	Did CFMC receive approval from CMS to proceed?
	
	NA
	
	Yes
	
	No



	Date OCE received CMS decision:
	


Thank you for taking the time to answer these questions.  Please attach this document in an email and send to Lorraine Pickrell at lpickrell@cfmc.org or fax it to 303-695-3343.  We will contact you once we have reviewed your information.  If you need information sooner or have any questions, please email Lorraine or call her at 303-784-5761.

We look forward to working with you on your educational activity.


