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Request for CME Reporting Cards
Name of CME Provider:       
Title of Activity:      
Date of Activity:          City and State of Activity:       
Total number of credits (per approval letter from AAFP CME Accreditation):      
Number of cards needed:         Date cards needed:       
Color preference of cards:   FORMCHECKBOX 
  No preference       FORMCHECKBOX 
  Blue       FORMCHECKBOX 
  Green      FORMCHECKBOX 
  Canary  

                                             FORMCHECKBOX 
  Pink                      FORMCHECKBOX 
  Gray      FORMCHECKBOX 
  White        FORMCHECKBOX 
  Goldenrod

Mail cards to (no P.O. Boxes please):      
Your name and contact information (including e-mail address*):      
*You will receive an e-mail confirming your request.


Please return this form to Delfina Martinez, AAFP, 11400 Tomahawk Creek Parkway, Leawood, KS 66211-2672; fax to 913-906-6269; or e-mail to dmartine@aafp.org.  
Questions? Contact Delfina at 800-274-2237, ext. 6865. 
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