CME Verification Form
< AGENCY>

This form must be completed and submitted for all < AGENCY> sponsored training where participants may receive CME Credit for attending.  To be considered complete and eligible for CME Credit this form must be submitted to the CME Coordinator with copies of course roster and lecture materials within 30 days of class completion.

Class Detail:

Class Title: _____________________________________________
Class Date: _________________________ Start Time: _____________ End Time: _____________
Course Objectives/Content Summary: ___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Instructor Information:

Instructor Name: ______________________________________________
· New York State CIC  Number: _______________________
Additional Credentials: ______________________________________________________________________________
______________________________________________________________________________
[bookmark: _GoBack]I attest that all students herein listed on the attached course roster were in attendance for the course. Any student that was in partial attendance has been notated on the sign in sheet and to receive partial credit for attendance. Furthermore, all information provided is true and accurate to the best of my knowledge

Instructor Signature:__________________________________________


For Program Coordinator use only – Content Review

Date Received:  ________________
Date Reviewed: ________________

I have received the submitted materials within the allotted time frames dictated by the < AGENCY > CME Policy. All copies of submitted materials have been placed in participants file. Upon review of the submitted documents I have determined that the submitted material and course:

· Does qualify for CME hours for this participants CME Recertification Program
	Hours Granted:____________
	· Core Content
	· ALS

	
	· Non Core	
	· BLS

	Content Area:
	



· Does not qualify for CME hours for this participants CME Recertification Program
Reason: ____________________________________________________________________________________________  ____________________________________________________________________________________________

CME Coordinator Signature: ________________________________________________________	Date: ________
CIC or Medical Director Signature: _________________________________________________	Date: ________


Class Roster
Date: ______________
Class Title: _____________________________

	Printed Name
	Certification 
#
	Signature
	Time 
In
	Time 
Out
	Initial

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	



Division of Prehospital Medicine, University of Rochester	February 18, 2014
