The Medical Society of the State of New York
Inquiry – Request for Accreditation
Date______________________

Name of applicant:_________________________________ Phone____________ Email_________________
Organization Name:________________________________________________________________________
Describe your organization:__________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Does your organization produce, market, re-sell, or distribute health care goods or services consumed by, or used on, patients?
 Yes_______
No_______

Describe the format of the planned CME Activity: ______________________________________________
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Date of Program:__________________ 

Number of CME Credits: _________
Do you plan to present this activity multiple times during this calendar year? Yes___
No___
Please list dates of all presentations:___________________________________________________________
REQUEST:

CO-SPONSORSHIP
  
_______




JOINT SPONSORSHIP  
_______




SPONSORSHIP

_______

Describe the CME activity in terms of identified practice gap(s), need(s), objective(s) and outcome(s): __________________________________________________________________________________________
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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