Application for Accreditation by the Colorado Medical Society

Organizational Information

Name of the applicant organization.  Please note any name change since last survey:      

Chief Executive Officer of applicant organization:

Name:      
Title:       
Address:       
Phone:       
Fax:        

Email:       
Individual responsible for the CME program and for the material contained within this application (usually the physician chair):

Name:       
Title:       
Address:       
Phone:       
Fax:        

Email:       
Contact person for application and survey:

Name:       
Title:       
Address:       
Phone:       
Fax:        

Email:       
Check the classification that applies to you:

 FORMCHECKBOX 
  Hospital 
# of active physicians on staff        # of active beds       
 FORMCHECKBOX 
  Specialty Society
 # of members       
 FORMCHECKBOX 
  Managed Care Group
# of physicians in the group       
 FORMCHECKBOX 
  Other      
Is CME required by your organization?       
If yes, what is the requirement?       
Please check if your organization offers the following:

Joint Sponsorship  FORMCHECKBOX 
 Enduring Materials  FORMCHECKBOX 
  Regularly Scheduled Series (RSS)  FORMCHECKBOX 

