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Evaluation & Request for CME Credit 

Activity Title

Activity Date(s) Activity Location
1. Please check the applicable profession:

a.  FORMCHECKBOX 
 Physician 

b.  FORMCHECKBOX 
 Nurse or Nurse Practitioner

c.  FORMCHECKBOX 
 Other clinician

d.  FORMCHECKBOX 
 Other non-clinician

2. Please check your most appropriate practice setting:
a.  FORMCHECKBOX 
 Private practice

b.  FORMCHECKBOX 
 Hospital

c.  FORMCHECKBOX 
 Managed Health Care Organization

d.  FORMCHECKBOX 
 Administration/teaching/research (non-clinical)

e.  FORMCHECKBOX 
 Retired or Volunteer

f.  FORMCHECKBOX 
 Other: _____________

3. Describe your primary practice location:  FORMCHECKBOX 
Urban  FORMCHECKBOX 
Rural

4. Are you a  FORMCHECKBOX 
Primary care physician  FORMCHECKBOX 
Specialist physician  FORMCHECKBOX 
Other

5. Please rate how well the objectives were achieved.  As a result of attending this conference, I am now able to:

6. Objective 1
( Excellent
5
4
3
2
1 
Poor (
7. Objective 2
( Excellent
5
4
3
2
1 
Poor (
8. Objective 3
( Excellent
5
4
3
2
1 
Poor (
9. Objective 4
( Excellent
5
4
3
2
1 
Poor (
10. Objective 5
( Excellent
5
4
3
2
1 
Poor (
11. Objective 6
( Excellent
5
4
3
2
1 
Poor (
12. Please list at least one or more practice changes you will make or actions you will take as a result of attending this conference:


13. Please tell us what barriers exist to implementing practice changes/actions:

14.  FORMCHECKBOX 
Patient adherence  FORMCHECKBOX 
Cultural differences  FORMCHECKBOX 
Lack of time/staff/resources 

 FORMCHECKBOX 
Organization/system barriers  FORMCHECKBOX 
I need more information  FORMCHECKBOX 
Other:

15. Please rate the overall quality of this conference. Did it meet your expectations?

( Excellent
5
4
3
2
1 
Poor (
16. Did you perceive any commercial bias?   FORMCHECKBOX 
Yes  FORMCHECKBOX 
No. If yes, please explain:


17. Do you have any comments about the effectiveness of a particular session(s) or speaker(s)?:
18. Session/speaker

19. Session/speaker


20. Session/speaker

21. General comments:



22.  What topic(s) would you suggest for future CME activities? How will this suggested topic(s) help you to improve your practice? 




Request for Continuing Medical Education
AMA PRA Category 1 Credit™

Colorado Medical Society designates this (activity type) educational activity for a maximum of ___ AMA PRA Category 1 Credit(s)TM. Physicians should claim only credit commensurate with the extent of their participation in the activity. 

Physicians (MD or DO) will receive a certificate of credit. Non-physicians will receive a certificate of participation. 

Print legibly please. 

 FORMCHECKBOX 
MD
 FORMCHECKBOX 
DO
 FORMCHECKBOX 
 NON-PHYSICIAN

Print Name & Degree _________________________________

Please claim the number of hours you attended up to a maximum of ___ : ____________. 
Signature__________________________________

Please mail my certificate to: 

Street Address: ______________________

City: ________________________ State_____ Zip Code: ____________________

Phone: ______________________________






