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	Medical Education Grant Application



	REQUESTOR INFORMATION

	[bookmark: Text1]Date of Application:     

	[bookmark: Text2]Name of Organization:     

	[bookmark: Text4]Tax Status - ID # or Non-Profit Designation:     

	[bookmark: Text7]Requester's Street Address:     

	[bookmark: Text8]City:      
	[bookmark: Text9]State:     
	[bookmark: Text10]Zip:     
	[bookmark: Text11]Country:     

	[bookmark: Text6]Requester's Name (First & Last):     

	Requester's Title:     

	[bookmark: Text12]Email:      

	[bookmark: Text13]Primary Phone:      
	[bookmark: Text14]Secondary Phone:     



	PROGRAM INFORMATION

	[bookmark: Text26]Program Title:     

	[bookmark: Text28]Program Type (e.g., CME, Grand Rounds, Enduring material):     

	Delivery Format (e.g., Live, Symposium, Webcast, Enduring) (list all that apply):     

	[bookmark: Text29]Program Start Date:     
	[bookmark: Text30]Program End Date:     

	Target Audience (e.g., Gastros, Heps, APPs, clinicians, fellows, nurses, researchers):     

	Expected Number of Attendees (Live):      and/or Enduring:     

	[bookmark: Text32]Name of Location/Venue:     

	[bookmark: Text33]Street Address of Location:     

	[bookmark: Text34]City:      
	[bookmark: Text35]State:     
	[bookmark: Text36]Zip:     
	[bookmark: Text37]Country:     

	[bookmark: Text38]Program Description:     




	[bookmark: Text39]Learning Objectives:     




	[bookmark: Text40]List of speakers or hosts (provide credentials) for program (if applicable):     

	If the program is live, is it open to Industry Attendance?   |_|Yes   |_|No

	[bookmark: Text61]Disclose any legal, business or financial relationship with Intercept:      

	Is this an accredited activity? |_|Yes   |_|No
If YES, complete the information  and table below:

	[bookmark: Text76]     Accrediting Provider Organization:     

	[bookmark: Text77]     Accrediting Provider Contact Name:     

	[bookmark: Text78]     Street Address:     

	[bookmark: Text79]     City:      
	[bookmark: Text80]State:     
	[bookmark: Text81]Zip:     
	[bookmark: Text82]Country:     

	[bookmark: Text83]     Phone:      

	Audience
(e.g. MD, NP, PA, RN, Pharmacist)
	Specialty
	Credit Hours
	Credit Type
	Number of Attendees:

	[bookmark: Text41]     
	[bookmark: Text42]     
	[bookmark: Text43]     
	[bookmark: Text44]     
	[bookmark: Text45]     

	     
	     
	     
	     
	     

	[bookmark: Text46]     
	[bookmark: Text47]     
	[bookmark: Text48]     
	[bookmark: Text49]     
	[bookmark: Text50]     

	[bookmark: Check4]|_|  I, the requestor, certify our CME provider is in good standing with the relevant CME organization(s)
      (e.g., ACCME)
      Intercept must be notified in writing (email: grants@alfasigma.com) immediately if the provider is
      placed on probation while the Grant (if approved) is active.

	Outcomes Assessment – Moore’s Level:      




	Are you planning to request / have received commitment of support from other organizations?
 |_|Yes   |_|No        
If YES, please list potential supporters:     

	[bookmark: Text64]Requested Amount from Intercept:      

	[bookmark: Text65]Total Funding for Program:      




	PAYMENT INFORMATION

	The information below should match the information provided on the W-9

	[bookmark: Text66]Payable To:     

	[bookmark: Text67]Attention:     

	[bookmark: Text68]Payment Street Address:     

	[bookmark: Text69]City:      
	[bookmark: Text70]State:     
	[bookmark: Text71]Zip:     
	[bookmark: Text72]Country:     

	[bookmark: Text73]Phone:      



	SUPPORTING INFORMATION

	Please provide the following information along with this form:

	1. Formal Letter of Request
a. Must be on the requesting organization’s/institution’s letterhead
b. Include the exact dollar amount requested
c. Briefly describe the program and provide some background information about your institution
d. Disclose any legal, business, financial or other relationship with Intercept 
e. Include a statement that illustrates independence from Intercept influence
f. If a grant is requested for an accredited continuing education program, the letter should include:
i. Program title
ii. Needs assessment – how do you determine what topics should be presented?
iii. Learning objectives
iv. Educational model (e.g., symposium, web-based activities, virtual)
v. Reach – types of professionals that attend the program
vi. Audience awareness tactics – how do potential participants become aware of the program?
vii. Outcomes measurement plan (example: a survey at the end of the program)
viii. Accreditation(s)
2. Program agenda/brochure outlining the program (if applicable)
3. Completed budget form
4. Completed W-9 Form with tax-ID number for recipient of grant funding (must match requesting organization).




|_| I, the requestor, certify that this grant has not been solicited by an Intercept employee.

|_| I, the requestor, certify that no employees / contractors within our organization are on an OIG exclusion list or
     have been debarred by any professional organization or government body.

|_| I, the requestor, certify that no faculty chosen for our event have been or will be: (i) debarred from a U.S.
     federal healthcare program; (ii) on the OIG exclusion list; or (iii) debarred by any professional organization or
     other government body.
Intercept Pharmaceuticals, Inc. is a wholly owned subsidiary of Alfasigma S.p.A.
