December 24, 2008
FirstName LastName, MD

Address Hills Drive

Rochester, MN 55902

Dear Dr. LastName:

Thank you for agreeing to serve on our faculty for the upcoming continuing medical education activity, entitled “<Title of Lecture>”, which will be held on Friday, January 30, 2009 at MedCenter One Health Systems, conference room 1 in Bismarck, ND.  The CME program is directly sponsored by the University of North Dakota School of Medicine and Health Sciences.  The details of this educational activity and your presentations, which you should take into consideration in preparing your presentation, are as follows:

* Identified professional practice gap:  “<topic>”

* Your presentation is entitled: “<Title of Lecture>”

* Scheduled start and end time of your presentation: 12:00 PM- 1:00 PM

* Your honorarium for this presentation is $<Amount> 

* Overall activity objectives (form included):

At the conclusion of this presentation, participants should be able to <use action verbs as illustrated below>:

* Be cognizant of ...

* List the practical applications and clinical outcomes of ...

* Include diagnostic tools for ...

* Assess the clinical outcome of ...

* The target audience for this activity is: Physicians, Residents, Medical Students

* The commercial supporter for this activity is : <Name of Pharmaceutical Company>
ACCME Standards for Commercial Support
As an accredited CME sponsor the UND School of Medicine and Health Sciences requires that its speakers comply with the ACCME Standards for Commercial Support of CME.  As our faculty, you are required to do the following:

* Disclose any significant financial interest or relationship that you may have with the manufacturer(s) of any commercial product/service that is discussed as part of your presentation.

* Advise the audience of any off-label, investigative or trade name uses of drugs or devices to which you refer in your presentation.

* Design a presentation that is scientifically rigorous and free from bias.

Towards these ends, we ask that you complete and sign the Presenter Disclosure form that is attached.  Please return this to our office by January 5, 2009.

Presentation Logistics
* Please provide a short pre and post test (3 – 5 questions) to be used at the lecture.  In addition, your lectures slides will need to be received no later than “<DATE>” for review.

* Enclosed please find a Faculty Arrangement Form which addresses your audiovisual needs.  Please complete this form and return it also by January 5, 2009.
* If you would like to provide handouts for the participants please forward me the originals by January 7, 2009 and I will make adequate copies.  (Could also ask for lecture on CD or email)

Participant Evaluations
* It is our policy to conduct post-activity evaluations.  These evaluations ask participants to indicate the appropriateness of the presentation to their specific practices (will information received cause participant to make changes in their practice/research), if the presentation satisfied the stated objectives, if they were satisfied with the presentation and if there was any evidence of commercial bias.

* The results of these evaluations are used to plan future CME activities and are shared with the faculty.

In addition to the above information please provide a copy of your Curriculum Vitae/Bio.  Once again, thank you for your willingness to participate in this CME event.  If we can be of any additional help, or can clarify any of the above statements, please contact my office.  The phone number is 701-777-3201 and my fax number is 701-777-4261.

Sincerely,

Mary Johnson

Assistant Program Director

UND SMHS, Office of Continuing Medical Education

Faculty Arrangement Form
NAME : __________________________________________________________________________

Date of Presentation: ________________________________________________________________

Lecture Title: ______________________________________________________________________

Please indicate the audiovisual equipment requirements for your presentation:
(   )
LCD Projector

(   )
Will provide my own laptop

(   )
Please provide a laptop - IBM Compatible

* Please list type of program required ________________________

(   )
Overhead Projector

(   )
Slide Projector

Indicate carousels:
1 (   )
2 (   )

(   )
VCR

(   )
Laser Pointer

(   )
Other: _______________

(   )
None Required

Please indicate travel and lodging needs:
(   )
Need lodging

Dates Required (Arrival/Departure): ______________________________

(   )
Need airline

Departure/Return Dates and Cities: _______________________________

______________________________________________________

(   )
None Required

UNIVERSITY OF NORTH DAKOTA SCHOOL OF MEDICINE AND HEALTH SCIENCES

OFFICE OF CONTINUING MEDICAL EDUCATION

EDUCATIONAL OBJECTIVES REQUEST FORM 

Name of Presenter:   ______________________________________________                                                                             

Date of Program:  ________________________________

Based on current ACCME Essential Areas and Policies, the UND SMHS requires all speakers to provide a list of educational objectives for the topic to be presented.  All objectives need to be measureable.
Topic: _______________________________________________________________

Upon completion of this program, the learner will be able to: ______________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________

OR

Upon completion of this program, the learner will be able to:

1.  
______________________________________________________________

2.   
______________________________________________________________

3.   
______________________________________________________________

4.   
______________________________________________________________

CME PRESENTER'S DISCLOSURE RESPONSE FORM
	ACTIVITY:
PROGRAM: 
	PROGRAM DATE:

	PRESENTER:
	PLEASE RETURN THIS FORM TO:


This form must be returned prior to the date of the activity.
In accordance with the Accreditation Council for Continuing Medical Education (ACCME) Standards for Commercial Support, educational programs sponsored by the University of North Dakota School of Medicine and Health Sciences (UND SMHS) must demonstrate balance, independence, objectivity, and scientific rigor.  All faculty, authors, editors, and planning committee members (including their immediate family) participating in an UND SMHS-sponsored activity are required to disclose any relevant financial interest or other relationship with the manufacturer(s) of any commercial product(s) and/or provider(s) of commercial services that are discussed in an educational activity.  Relevant financial interest may be defined as a financial relationship in any amount occurring within the last 12 months.  The intent of this disclosure is not to prevent a speaker with a significant financial or other relationship from making a presentation, but rather to provide listeners with information on which they can make their own judgments.  It remains for the audience to determine whether the speaker’s interests or relationships may influence the presentation with regard to exposition or conclusion.

PLEASE PRINT LEGIBLY (OR TYPE) AND COMPLETE ALL SECTIONS.

I.


A.
Will the presentation over which you have control include discussion of any commercial products or services?





Yes

No  (If No, Skip to section II)

B.
Do you or any member of your immediate family have a significant financial interest or other relationship with the manufacturer(s) of any of the products or provider(s) or any of the services you intend to discuss?  
Yes

No  



If yes, please list the manufacturer(s) or provider(s) and describe the nature of the relationship that occurred within the previous 12 months.

	Nature of the Relationship
	Name of Company/Organization

	Grant or Research Support
	

	Employee or Paid Consultant
	

	Speakers’ Bureau
	

	Major Stock or Investment Holder
	

	Other
	


CME PRESENTER'S DISCLOSURE RESPONSE FORM CONT…
II.


A.
Will your presentation include discussion of off-label and/or investigational uses of any product or services?





Yes

No  


If yes, please describe:

B.
Will you use trade names in your presentation? 

  Yes

  No



If yes, please describe:

III.
This activity is supported by an educational grant from _______________________________.  Do you have significant relationship(s) with the commercial supporter(s) of the activity?





  Yes

  No  
If yes, please list the relevant commercial supporter(s) and describe the nature of the relationship(s).
	Commercial Supporter
	Nature of the Relationship

	
	

	
	

	
	

	
	

	
	


IV.
In compliance with the ACCME’s Essential Areas and Elements, I will disclose, at the beginning of my presentation any economic or other personal interests so the audience may make its own judgments and conclusions.
SIGNATURE





 


  DATE

	
	


