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	ACCENT® ACTIVITY APPLICATION Form

	For assistance in completing this application, refer to the instructions at 
http://www.aacc.org/resourcecenters/accre_program/Accent/Pages/instruct.aspx 
1. Application Deadline:  Applications must be submitted to AACC at least 30 days prior to the activity date..  Approval of applications submitted after the deadline cannot be guaranteed, and a late fee will be charged.
2. The application and any attachment(s) should be submitted electronically to education@aacc.org.  If submitting in hard copy, please print or type the information on the application and mail it to the address mentioned in Section V.  
3. All sections of application must be completed.  You may reference brochure or attachments where appropriate.      Incomplete applications may result in delays, and a late fee, or rejection of application. 

	Section I:  Provider Information

	Organization Name:      

CE Officer for Organization (Contact):      
Mailing Address:
     
     

City:
​​​​​​​​​​​​​​     
State:  ​​​​​​​​​​​​​​     
Zip:       
Phone:      
Fax:      
E-mail:  ​​​​​​​​​​​​​     

	Section II:  Fees

	 FORMCHECKBOX 
 AACC Local Section  - NO FEE
 FORMCHECKBOX 
 AACC Division – Fee deducted from applicable division budget.
 FORMCHECKBOX 
 Other Organizations –   Payment must be submitted with application.
· Annual Provider Registration Fee -  FORMCHECKBOX 
 $250
· ACCENT Activity Fee -  FORMCHECKBOX 
 __________
See fee schedule at:     http://www.aacc.org/resourcecenters/accre_program/Accent/Pages/instruct.aspx        
	 FORMCHECKBOX 
 Late Fee  - $200 
For applications submitted AFTER 30 days prior to the activity (this fee applies to ALL providers, including local sections).


	 Section III:  Credit Request

	Activity Title:
     
Activity Date:        
                          Activity Location:        

Number of continuing education credit hours requested:       
                  Anticipated # of Attendees:       
Credit requested in Florida?        FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No     If yes, please indicate ONE credit category below. 
 FORMCHECKBOX 
 Andrology                                              FORMCHECKBOX 
 Hematology                              FORMCHECKBOX 
 Microbiology/Mycology/Parasitology
 FORMCHECKBOX 
 Blood Banking                                       FORMCHECKBOX 
 HIV/AIDS                                FORMCHECKBOX 
 Molecular Pathology
 FORMCHECKBOX 
 Blood Gas Analysis                               FORMCHECKBOX 
 Histology                                  FORMCHECKBOX 
 Radioassay/Nuclear Medicine

 FORMCHECKBOX 
 Clinical Chemistry/UA/Tox                  FORMCHECKBOX 
 Histocompatibility                    FORMCHECKBOX 
 Supervisory/Administration/QC/QA/Safety
 FORMCHECKBOX 
 Cytology                                                FORMCHECKBOX 
 Immunohematology                 FORMCHECKBOX 
 Serology/ Immunology
 FORMCHECKBOX 
 Cytogenetics                                          FORMCHECKBOX 
 Laws and Rules of the Board   FORMCHECKBOX 
General (only use if none of the categories pertain)
 FORMCHECKBOX 
 Embryology                                           FORMCHECKBOX 
 Medical Errors


	 Section III:  Credit Request (CONTINUED)

	Credit requested in California?   FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No     If yes, please read and sign the agreement below.
California Letter of Agreement

As an accrediting agency for the State of California HHS, the AACC must ensure that those providers sponsoring activities for California CE credit abide by the following conditions:

1. All activities must meet ACCENT® accreditation criteria.
2. Providers must give participants certificates that document successful completion of the CE program.  The certificate must contain: the participant’s name; number of credit hours earned; activity title, date, location, and number; the name and address of the activity provider and the accrediting agency; and the signature of the provider. 

3. Providers must maintain records for at least four years after the completion date of the activity.  Official attendance records must contain: participant’s name and signature; activity title, date, location, number, and number of credits offered. 
4. Providers must evaluate each activity.  The CA Department of Health Services must be allowed to review any CE course at no cost to verify the provider’s compliance with regulations.

I have read the conditions listed above and agree to uphold them.  I designate the following address as the repository of records (if different from the address provided in Section I):

____________________________________________________________
     
(Signature [electronic signature acceptable])
(Date)
____________________________________________________________
Street Address, City, State, Zip Code


	 Section IV:  Activity Information

	Level of Instruction:
(  

 FORMCHECKBOX 


Basic
 FORMCHECKBOX 

Intermediate
 FORMCHECKBOX 

Advanced

Target Audience:       
Needs Assessment: Define the need for this activity, i.e., state the problem that justifies offering this activity to the target audience:      
How did you determine the need for this activity?  Please mark all that are appropriate.


 FORMCHECKBOX 

Surveys
 FORMCHECKBOX 

Consensus of experts           FORMCHECKBOX 

Review of literature



 FORMCHECKBOX 

Discussion

 FORMCHECKBOX 

New developments
 FORMCHECKBOX 

Disease prevalence


 FORMCHECKBOX 

Other (explain):      
Explain how this activity will address the need(s) identified in the needs assessment section.      



	Section IV:  Activity Information (continued)

	Time Schedule:  List the start and stop times for each presentation, or submit a separate detailed scheduled or brochure.        
Teaching Methods:  Check all teaching methods that will be used. 


 FORMCHECKBOX 

Lecture
           FORMCHECKBOX 
    Workshop                  FORMCHECKBOX 

Q & A
 FORMCHECKBOX 

Lab session


 FORMCHECKBOX 

Panel Discussion

 FORMCHECKBOX 
    Case studies
 FORMCHECKBOX 

Breakout groups

       FORMCHECKBOX 
      Other (explain)      
Faculty:  List each speaker and submit a separate ACCENT® Speaker Form for each speaker. 
     
Explain how the audience will be informed of  speaker disclosure information:      
Commercial Support:  Will there be commercial support for this activity? 
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No
If yes, please list each company below that will be providing support and submit a Commercial Support Agreement Form  for each company.
Evaluation of Activity and Speakers:  Will the standard AACC evaluation form be used? 
 FORMCHECKBOX 
  Yes
        FORMCHECKBOX 
  No

If no, please submit a copy of the evaluation form that will be used.

	 Section V:  Submit to AACC

	1. At least 30 days prior to the activity, send complete application and any accompanying documents to education@aacc.org. 

2.  Submit payment for activity fee, if applicable (see Section II), with the CE Fee Submission Form
 to:
ACCENT® Education Coordinator

American Association for Clinical Chemistry

1850 K Street NW, Suite 625, Washington, DC  20006-2213
Phone: 1-800-892-1400 or 202-857-0717
202-833-4576  (FAX) * 
*Fax a credit card payment (using the CE Submission form) to 202-833-4576 and include a fax cover letter.  We accept Mastercard, Visa and American Express. If paying by check, make check payable to AACC.
THANK YOU FOR YOUR APPLICATION.


January 2012

