METHODIST HEALTHCARE

Continuing Medical Education Department

CME Change/Cancellation Form

for Regularly Scheduled Series: 

(Name of Course)________________________________
If there has been a title change, physician course director change, meeting date/time change or cancellation from what was originally submitted on the CME application form, please submit this form as soon as possible after the change or cancellation.

Prior Course Director Name:








New Course Director Name:







Telephone Number:



  Fax Number:



Email Address:









Mailing Address:












     Address1
                           Address1

                           City, State, Zip

Prior Coordinator/Contact Name:








New Coordinator/Contact Name:







Telephone Number:



  Fax Number:



Email Address:









Mailing Address:












     Address1
                           Address1

                           City, State, Zip
This activity has had a title change:

Original Title:











New Title: 











This activity has been cancelled:

Course Title:











This activity meeting schedule time/location has changed from:

Original scheduled time/location:








to

New scheduled time/location:








