ABMS/PCPI Joint Performance Measure Development Pilot

Work Group and Advisory Group Nomination Form 

Topic:  Atopic Dermatitis

Name and Title: 

Name (please include professional credentials): FILLIN   \* MERGEFORMAT 
Title: 

Employer:

Medical Specialty: 

Primary Medical Society Affiliation:


Contact Information:
Preferred Address:

Address 1:

Address 2:
Address 3:

City, State, Zip:
Preferred Phone:

Preferred Fax: 

Preferred Email:
Administrative Assistant Information:

Name:  

Phone: 

Email:



Nomination to:


 FORMCHECKBOX 
   Work Group


 FORMCHECKBOX 
   Advisory Group 


Society Information:
(Please complete this section ONLY if you or your nominee is the official representative of a society.)
Nominating Society:

Society Staff Contact 

Name: 

Address 1:

Address 2:
Address 3:

City, State, Zip:
Society Staff Contact Phone: 

Society Staff Contact Fax: 

Staff Contact Email: 

 FORMCHECKBOX 
 Include organization staff in communication to work group member
 FORMCHECKBOX 
 Staff Contact will be attending in-person meeting.


Travel Accommodations:

Are you interested in sleeping room accommodations at the hotel?     FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
 No

Please note that the AMA and ABMS are unable to cover any travel costs including hotel accommodations.  We ask the question above in order to provide Work Group members with a discounted room rate.  


Which category best describes your current professional role? (Please select one)

 FORMCHECKBOX 
 Clinician

 FORMCHECKBOX 
 Health Plan Representative
 FORMCHECKBOX 
 Healthcare Purchaser
 FORMCHECKBOX 
 Consumer/Patient Advocacy

 FORMCHECKBOX 
 Other (please indicate): 



Clinical Activities:

Please check any of the following activities in which you participate.  We use this information to construct working groups with appropriate representation.  (FTE = Full Time Equivalent; percentage of time allocated to each activity)
 FORMCHECKBOX 
 Clinical practice 
(% of FTE =  )

 FORMCHECKBOX 
 Clinical Quality Improvement and/or Patient Safety Activities 

(% of FTE =  )

 FORMCHECKBOX 
 Medical Education 

(% of FTE =  )

 FORMCHECKBOX 
 Research 

(% of FTE =  )
 FORMCHECKBOX 
 Administration

(% of FTE =  )

 FORMCHECKBOX 
 Health Plan Representative 

(% of FTE =  )

 FORMCHECKBOX 
 Other (please specify) 

(% of FTE =  )



Narrative Biography & CV:
Please provide or attach a brief narrative biography/biosketch, summarizing your experience related to guideline development, performance measure development and/or quality improvement projects. 
Please also attach a current CV to this form.


Checklist:
· Completed Nomination Form (this document)

· Biosketch

· Current CV

· PCPI Conflict of Interest Form (Profile and Material Interest Disclosure Statement)

Once you have prepared these documents, please submit them to consortium@ama-assn.org or by fax to Manyan Mickles at 312-464-5706. 
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