Association of Reproductive Health Professionals (ARHP)

Joint Sponsor Application for Continuing Medical Education
In order to be considered, this application must be completed and submitted to ARHP before decisions are made on any aspect of the planning process for which ARHP review and approval is required. This application should be typed and e-mailed to Shelby Everitt, conference and education associate, at severitt@arhp.org.

(A) Organization and personnel information

Organization


Address 


Phone _________________  Fax _______________________ E-Mail 


Name and qualifications of the administrative coordinator for this CME activity:

Name 


Title 



Address 


Phone _________________  Fax _______________________ E-Mail 



Briefly describe coordinator’s experience and expertise that contributes to their ability to coordinate this CME activity:

State organization’s mission:

(B) Activity information

Title of activity: 
 

Type of activity: 

( live session   

( live web-based session 

( printed enduring material   

( web-based enduring material

If live meeting, state the location and accessibility and adequacy of physical facilities: 



Anticipated number of participants: 


Date(s) of activity: 


Target audience

Which degreed health professionals will participate in your CME activity? (please check all applicable boxes) 

( physicians



( nurse practitioners

( nurse midwives

( physician assistants
( health educators

( sexuality educators

( pharmacists



( researchers




( other(s): ______________________________________________________________

What types of health professional specialists will participate in your CME activity? (please check all applicable boxes)

( obstetrics/gynecology
( family practice


( pediatrics

( women’s health

( men’s health


( urogynecology

( urology




( oncology



( sexuality

( internal medicine

( gerontology



( endocrinology

( other(s): ______________________________________________________________

What is the geographical scope of your CME activity?



( local   ( regional   ( statewide   ( national   ( international

Complete the following form to illustrate how the content of the activity is based on an identified professional practice gap and how the gap will be reduced as a result of this activity: 

	Current knowledge

	[State here what is currently known about the topic.] 

	↓

	Professional practice gap
(difference between actual and ideal performance and/or patient outcomes; 
list for what health professional population this practice gap exists)

	[State here the existing professional practice gap this activity is attempting to fill. For example, “Health professionals in the field of ob/gyn, family practice, an internal medicine often see patients who are likely suffering from IC/PBS, but these patients are often not diagnosed and treated in a timely manner.”]  

	↓

	Education need

(articulated in terms of knowledge, competence, and/or performance)

	Knowledge needed: [fill in knowledge needed by health professionals that will contribute to reducing the stated professional practice gap.]
Competence needed: [fill in competence needed by health professionals that will contribute to reducing the stated professional practice gap.]

Performance needed: [fill in performance needed by health professionals that will contribute to reducing the stated professional practice gap.]

	↓

	Desired outcome/Learning objectives

	Goal: [state the goal of the program; be sure it’s tied to the professional practice gap/education need.]
After participating in this activity, participants will be able to: 

· [State learning objectives. Objectives should focus on desired knowledge, competence or performance stated above.] 

	↓

	CME activity educational format and appropriate non-education strategies

	[Describe educational design/methodology to be used, including how the session will be made interactive for participants. Explain why the educational format this is being used (for example, live in-person session, enduring material publication, etc.). Adult education research should be considered and referenced.] 
[State any additional activities that will be associated with this activity that will not be accredited for CME. For instance, creation of patient education materials to support the changes in the practice gap.] 


List names, degrees, academic or administrative titles, and institutional affiliations of individuals that will serve on the activity planning committee and identify the ARHP member on the committee: 


(C) Evaluation

Describe the methods and instruments that will be used to evaluate the activity, including how effectiveness in achieving intended outcomes will be assessed: 
(D) Signature 

By signing below, you attest to the validity of the statements provided in this document, and agree to: 

· Comply with all aspects of ARHP’s Joint Sponsor Procedures and Guidelines;

· Send the activity agenda to ARHP staff for designation of number of credit hours prior to publishing activity marketing materials (except for ‘save the date’ postcards); and

· Send all information outlined in the ARHP Post-Activity File Submission Checklist to ARHP’s director of education within one month following the activity. 

Name: 


Date: 


Signature: 
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