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Initial Inquiry Form 
MEMORANDUM
<insert activity full title>

<insert activity start/stop dates>

From:

To:  
Director, Office of Continuing Education for Health Professionals, USUHS


Sylvia K. Scherr MS, RN, Director  sscherr@usuhs.mil  301.295.01537

RE: 
Request for continuing education credit support for educational activity

Date:

===========================================================

DEADLINES
Plan early……plan early…….plan early!
Deadlines for submission of the approved and signed PART I Initial inquiry form are:

# OF SESSIONS


DEADLINE (from activity start date)

       1   -      8



5 months

      9    -     25



8 months

      26   -    50                                    
11 months

      50+



14 months

	FROM:
Requestor Contact Information

	Name (last, first, rank)
	Service/TMA Organization

	Title
	Office location

	Mailing Address
	Email
	Phone

	Date of Request:  

	Request Description


Activity Director: (person responsible for fulfillment of all accreditation requirements)

Activity Title:  

Activity Dates:

Location:

Sponsored by:

Targeted audience:

Primary objective/purpose:

Details:

Continuing Education credits and certificates requested for (please provide anticipated numbers)
 _____ Physicians  _ __ Nurses  ___  American College of Healthcare   Executives) ___   Social workers (State of Maryland) 

 ___ Psychologists                             ___ Certificate of attendance for all others

	Fiscal support of continuing education certification costs will be provided by:  < insert agency or organization >

	Fiscal  POC Name:

	                             Phone:                                                      Email: 

	Other Fiscal  POC Name:

	                             Phone:                                                      Email: 


Initial Inquiry Form 
INSTRUCTIONS

If you have not already spoken with a representative, please call USUHS CHE Office at 301-295-0962 prior to completing this Initial inquiry form.
	1. ACTIVITY

	Activity Title: 

	Activity Purpose:

Describe the purpose of this activity, explain why it is needed, and describe the expected result.  
 


	2. Sponsors and Activity Partners
	Contact  
Provide POC name, phone, email

	Federal Sponsor
	 FORMCHECKBOX 
USUHS   
 FORMCHECKBOX 
TMA (TRICARE)  

 FORMCHECKBOX 
Office of the Secretary of Defense, Health Affairs
 FORMCHECKBOX 
Other DoD agency

 FORMCHECKBOX 
Other federal agency: ______________
	 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 



	Other Official Sponsors *
	 FORMCHECKBOX 
  State/local government agency:  _____
 FORMCHECKBOX 
  Military professional society:      _______
 FORMCHECKBOX 
  Other professional or non-governmental agency: 

      _________________________

 FORMCHECKBOX 
  USU graduate medical or nursing education partner 
      _NCC  _WRAMC  _NNMC  _ Other:  
 FORMCHECKBOX 
  Other academic institution:      ______________
 FORMCHECKBOX 
  Other    _________________________
	 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


	Foundation/Fiscal Agency (if applicable)
	 FORMCHECKBOX 
  HJF      FORMCHECKBOX 
  Geneva  FORMCHECKBOX 
  TRUE    FORMCHECKBOX 
  Other:

________________________
	 FORMCHECKBOX 



	Other* :  
	(Logistics management, contractors, website platform/software agents, etc)
	 FORMCHECKBOX 



* All non-governmental educational partners must complete the educational partner attestation form.
	3. Activity Financial Support                                                $ Amount 
                                                                         If yes, provide source and $ amount, or describe.                                                                                                                                                                                                

	Primary funding source: 


	

	Other sources of funding:               FORMCHECKBOX 
  No    FORMCHECKBOX 
  Yes

	Source: _______________    $________

	Other federal sources:                    FORMCHECKBOX 
  No    FORMCHECKBOX 
  Yes


	Source: ________________  $________ 

	Non-governmental financial or in-kind support from other educational partners?             FORMCHECKBOX 
  No    FORMCHECKBOX 
  Yes

	Source: _______________    $________
If non-monetary, specify (personnel, equipment, etc):

	*Commercial support?                    FORMCHECKBOX 
  No    FORMCHECKBOX 
  Yes


	Source: _______________    $________

	Will there be any commercial vendor displays or product promotion?                        FORMCHECKBOX 
  No    FORMCHECKBOX 
  Yes 


	Source: _______________    $________
If yes, how will you keep this promotion separate from the presentations? (location, etc)

	Registration fee(s)                            FORMCHECKBOX 
  No    FORMCHECKBOX 
  Yes
	$________      

 FORMTEXT 
     

	Other: 
	


* Commercial supporters (not exhibitors) must sign a Letter of Agreement (LOA) prior to the activity start date. Please see www.usuhs.mil\che\che_ind.html “CE Planners”-“Forms” for the LOA.

	4. Activity History with USU CE Office
	Approval period (maximum possible)

	 FORMCHECKBOX 
 New activity, first time ever held                                
	1 year (3 for enduring materials) 

	 FORMCHECKBOX 
 New activity request (previously held but without USU CE sponsorship 

Was CE credit provided?  FORMCHECKBOX 
No     FORMCHECKBOX 
Yes   If yes, name and contact of prior CE sponsor activity :

                      
	1 year (3 for enduring materials)                                              

	 FORMCHECKBOX 
 Return requestor, previously approved 
	2 years   (3 for enduring materials)                                            

	5. Activity Director: List the individual intimately involved in the planning and implementation of the activity and responsible for fulfillment of all accreditation requirements.

	Name:

	Rank:
	Degree: 
	Title:

	Organization:
	Depart:
	Email:

	Phone:
	Fax:
	

	Mailing Address:



	Staff Support, registrar, others (add rows as needed) 

	Name:

	Phone:
	Email:


	6. Activity Calendar

	Frequency
	 FORMCHECKBOX 
  Once     FORMCHECKBOX 
  Weekly    FORMCHECKBOX 
  Monthly   FORMCHECKBOX 
  Quarterly   FORMCHECKBOX 
  Annually  

 FORMCHECKBOX 
  24/7 (Internet)  FORMCHECKBOX 
 Other:

	Date and start/stop time:
	

	If your activity will occur more than once, please provide the anticipated dates and locations:

	Start Date:
	End Date: 
	Location: 

	Start Date:
	End Date: 
	Location: 

	Start Date:
	End Date: 
	Location: 

	Start Date:
	End Date: 
	Location: 

	Start Date:
	End Date: 
	Location: 

	Start Date:
	End Date: 
	Location: 


	7. Activity Type

	Activity Type:
	 FORMCHECKBOX 
  Live conference

 FORMCHECKBOX 
  Regularly scheduled series (rounds, journal club, etc) or semester-long course
 FORMCHECKBOX 
  Workshop/seminar
 FORMCHECKBOX 
  Internet will be used in this live event:  provide url: ___________   FORMCHECKBOX 
NA
 FORMCHECKBOX 
  Enduring material: 
       __Internet  Provide url:__________________________ 
       __CD   __monograph  __other:                         
 FORMCHECKBOX 
  Journal:  

	Exact Location:

________________

	 FORMCHECKBOX 
  Laboratory/Operatory Facility:______

 FORMCHECKBOX 
  Hotel:______
 FORMCHECKBOX 
  Classroom:_________________Room #_______
 FORMCHECKBOX 
  Other:___



	*ADA compliant?
	 FORMCHECKBOX 
  Yes      FORMCHECKBOX 
 No-

	Activity Format:
	 FORMCHECKBOX 
  Lecture, Q&A

 FORMCHECKBOX 
  Panel, Q&A

 FORMCHECKBOX 
  Panel discussion (panelists interact with each other)

 FORMCHECKBOX 
  Televideo Conference
 FORMCHECKBOX 
  Small group work

 FORMCHECKBOX 
  Clinical Preceptorship

 FORMCHECKBOX 
  Other:


*ADA compliant requirements include accessibility for participants with disabilities (e.g., physical, visual, and/or hearing impairments. (required by federal law)
	8. Anticipated Target Audience

	General Description:Describe the anticipated audience in terms of professional specialty, educational background, and level of experience.  

Note geographic target:
 FORMCHECKBOX 
  International/national          FORMCHECKBOX 
 Regional:___        FORMCHECKBOX 
 Local:____     FORMCHECKBOX 
 Organization/institution ______                                     


	Anticipated audience demographics

	Profession
	Numbers
	Service
	Percent

	 FORMCHECKBOX 
Physicians
	
	 FORMCHECKBOX 
Air Force
	

	 FORMCHECKBOX 
Nurses
	
	 FORMCHECKBOX 
Army
	

	 FORMCHECKBOX 
Psychologists
	
	 FORMCHECKBOX 
Navy
	

	 FORMCHECKBOX 
Social Workers
	
	 FORMCHECKBOX 
Public Health Service
	

	 FORMCHECKBOX 
Healthcare Executives
	
	 FORMCHECKBOX 
Civilians
	

	 FORMCHECKBOX 
Pharmacists
	
	· Military employees 
	

	 FORMCHECKBOX 
Other:_<list>_______
	
	· Civilian care providers to military in MTFs
	

	                                 TOTAL:


	
	· Civilian care providers to military outside of MTFs (in community, etc)
	

	
	
	· Other civilians
	


	9. CONTINUING EDUCATION credits requested for  :

	 FORMCHECKBOX 
Physicians                                                                              (Continuing Medical Education/CME) 

 FORMCHECKBOX 
Nurses                                                                                   (Continuing Nursing Education/CNE) 

 FORMCHECKBOX 
PhD level psychologists                                                    (American Psychological Association/APA) 

 FORMCHECKBOX 
American College of Healthcare Executives                                                                         (ACHE) 

 FORMCHECKBOX 
Social Workers                                                        (Maryland Board of Social Work Examiners/SW) 

 FORMCHECKBOX 
Pharmacists                                                     (Accreditation Council for Pharmacy Education/ACPE)

	 FORMCHECKBOX 
 Certificate of attendance for all other participants.


Attach or insert your draft agenda

	10. Draft Agenda

	Day and date

	Session Title  
	 Time Frame 
	Length in Minutes
	Presenter*  
Relevant commercial relationship? (yes or no)

	
	
	
	

	
	
	
	

	Total # of sessions:____
	
	Total # minutes/hrs:

	


* All individuals in a position to influence content (planners, faculty, etc) must complete the Disclosure form.  Failure to do so will result in exclusion from participation.

* Attach Curriculum Vitae (CV) of psychologists on the planning committee
	11. Promotional Material* All promotional materials must be reviewed and approved in writing by the Office of Continuing Education prior to dissemination.

	How you will communicate the purpose or objectives of the activity so the learner is informed before participating in the activity?  

	 FORMCHECKBOX 
 Email announcement

 FORMCHECKBOX 
 Letters of invitation

 FORMCHECKBOX 
 Brochures/fliers

 FORMCHECKBOX 
 Website  url:

 FORMCHECKBOX 
 Posters
 FORMCHECKBOX 
 Magazine ads

 FORMCHECKBOX 
 Other:
	


* If psychologist credit is requested, include the refund policy.  If nurse credit is requested, include the requirements for successful completion. 
 FORMCHECKBOX 
  Promotional materials draft (required) Insert here: 

=============================================================
Attachments:
 FORMCHECKBOX 
  Agenda:   FORMCHECKBOX 
attached, or    FORMCHECKBOX 
inserted above

 FORMCHECKBOX 
  CV of psychologist on the planning committee (if requesting psychology credit)  FORMCHECKBOX 
 Not applicable

 FORMCHECKBOX 
  Promotional materials drafts (required) 

This concludes the Request for Review Initial Inquiry form of the process.  Please submit to: Erick.Vines@usuhs.mil  301.295.0962
Next steps: After your Initial inquiry is accepted, your next step is submission of Part II Educational Planning Document available on our website at  www.usuhs.mil\che\che_ind.html “CE Planners”-“Forms”.
Please call 301.295.0962 to set up a one-hour consultation to assist you with completion of the planning document.  

Next Deadline: Educational planning documents must be completed with all required attachments and received by the Office of Continuing Education no later than 2 months after the initial inquiry deadlines shown on the front of this document.
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