
DEPARTMENT OF MEDICAL EDUCATION 

Swat Medical College Swat 

NOTE: POST ACTIVITY REPORT  
The following documents can be downloaded from SMC Website (DME section). 
1. Request form for CME credit allocation  2. Attendance sheet 3. Participants registration forms  
4. Activity Feedback form   5. Evaluation Summary Form 

Request for CME Credit Allocation 
 
GENERAL INFORMATION: 

Activity Title: ___________________________________________________________________________________ 

Activity Date(s): _________________________________               Time(s): ______________________ 

 

PROVIDER DEPARTMENT: 

Department: ____________________________________ Institution: _________________________________ 

Name of Organizer/Planner: _________________________ Designation: _______________________________ 

WhatsApp: ____________________________   Email: _____________________________________ 

DETAILS OF ACTIVITY:  
MAIN VENUE: 

 

Single Duration (Teaching hours): _______________ 

Multiple (Video Link):     
  

EDUCATIONAL DESIGN: What presentation method(s) do you intend to use:  
Lecture (didactic)  Workshops  

Laboratory Demonstrations      Web Journal/Enduring Material  

Panel Discussion  Test item Writing 

Case-based Video Teaching Rounds  Manuscript Review 

EXPECTED NUMBER OF PARTICIPANTS: ____________ NO OF FACILITATORS: ____________  
 

FACILITATOR/ PARTICIPANTS RATIO: ______________ 
 

TARGET AUDIENCE: (Please Tick) 
Nurses     Teachers (UG)  

Physicians  Postgraduate Residents  

Surgeons  Undergraduate Students   
 

OBJECTIVES OF ACTIVITY:  
What are the professional practice gaps in your target audience that need to be improved by this program? 

______________________________________________________________________________________________ 
 
_______________________________________________________________________________________________ 
State educational objectives in terms of competencies, performance or patient outcomes 

________________________________________________________________________________________________ 
 
________________________________________________________________________________________________ 
 

SPEAKERS SPONSORED BY: _______________________ 
 

CONFLICT OF INTEREST: (Yes/No) ____________________ 
PROGRAM SCHEDULE & CONTENT: Attach a copy of proposed program with exact start and end times for each presentation  

or activity including breaks and meals. 
FACILITATOR, ORGANIZER AND MODERATORS: Attach a copy of facilitator, organizer and moderator involved in activity.  
 

POST ACTIVITY REQUIREMENT: 
 

Copy of participants’ attendance sheet, activity feedback forms and evaluation summary shall be submitted to DME within 3 days after the 
activity.  

 
Organizer name: ____________________________                   Organizer Stamp & Signature: _____________________ 

 
 
 

 

FOR OFFICE USE:  
ADVISORY BOARD DECISION 
 

Approved contact hours (Participants): _______________ Approved contact hours (Facilitators): _______________ 
 
Director DME: 
 
 
_______________ 

 
Comments: 

 
 

 

 


