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SELF-REPPORT CRED DIT FORM 
AAccreditation Sttatement 
TThis activity has been planned annd implemented in accordance wwith the Essentiaal Areas and Poliicies of the Accrreditation Counccil for Continuing 
MMedical Educatioon through the jooint sponsorshipp of The Johns HHopkins Universiity School of Meedicine and the NNational Institut tes of Health. 
TThe Johns Hopkiins University Scchool of Medicinne is accredited by the ACCME E to provide cont tinuing medical eeducation for phhysicians. 

CCredit Designattion Statement: 
TThe Johns Hopkiins University Scchool of Medicinne designates th is educational livve activity for 1  credit per sessioon for a maximuum of 44 AMA  
PPRA Category 1 Credit(s) ™. Phhysicians should only claim creddit commensuratee with the extentt of their particippation in the actiivity.  

Clinical Center Grand RRounds 
Lipsettt Amphitheatter 

12 NNoon – 1 p.m.. 
Appril 27, 2011 

Fetal Alcoohol Syndromme: Etiologyy, Epidemioloogy and Advaances in Diaggnosis 
Kenneth RR. Warren, PPh.D., Actingg Director, NIIAAA 

NOTE E: To receive c credit for atte endance, this f form must be  returned to th he Office of Cl linical Resear rch 
Training  a and Medical E Education by  4 4  pm on the d ay  of the lectu ure.  Please fax x forms to 301 1-435-5275. Fo or CC 

Grand Rounds CME E inquiries, con ntact Avril Be ertrand at 30 01-496-9424 or bertrand da@cc.nih.g gov  

Date(s) Maximuum Approveed Hours perr session/per week Earned Hours 

April 27, 2011 1 hour peer session/perr week 1.0* 

Pleaase Print Cleearly Pleease check oone: _____PPhysician _____Noon-Physiciann 

NAMEE - LAST FIRST MI PROFESSIONNAL DEGREE 

NIH BBADGE NUMBERR (IF NIH EMPLOOYEE) 

PHONNE EMAIL ORGANIZATIONN INSTITUTTE/CENTER DEPT/BRAANCH 

ADDRRESS CITY SSTATE ZIP + 4 

SIGGNATUREE REQUIRRED for AALL ATTEENDEES: 
I attesst that the above number credit hhour(s) is correctt. 

XX______________________________________________________________ ____________________ 

Signature of Attenndee DDate 

**These hours willl be verified by the Office of Coontinuing Mediccal Education (OOCME) and recorrded on your offficial Transcript.. 
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EVALUATION FORM 

Clinical Center Grand Rounds at the National Institutes of Health 


April 27, 2011 

Please complete the Continuing Medical Education Questionnaire.  To indicate your answers, use 
the rating scale that is shown by circling the number that represents your answer. 

Scale: 
1 - None or Not at all  2 - Very little  3 – Moderately  4 – Considerably  5 – Completely  N/A - Not applicable 

Speaker: Kenneth R. Warren, Ph.D. 

Objective: 	 Participants will be able to describe the diagnostic process and criteria for the entire range of Fetal  
        Alcohol Spectrum Disorders including Fetal Alcohol Syndrome, partial FAS, and Alcohol Related         

                    Neurodevelopmental Disorder (ARND). 

A. 	Rating of Objectives and Activity 
1.	 Please rate the attainment of objectives: 

a.	 Define options and alternatives that will guide clinical practice 1 2 3 4 5 N/A 

b.	 Evaluate practical information about clinical research principles based on state-of-the-art information 
about scientific discovery and clinical advances  1 2 3 4 5 N/A 

c.	 Analyze information and opportunities to increase and improve collaboration between 
investigators  1 2  3 4 5 N/A 

2.	 The overall quality of the instructional process was 

an asset to the activity:  1 2 3 4 5 N/A 


3.	 To what extent did participation in this activity enhance       

 your professional effectiveness? 1 2 3 4 5 N/A 


4. 	 Will you change your practice in any way as a result of attending 

this activity?  1 2 3 4 5 N/A 


5.	 Did you perceive any commercial bias? 

Use the following criteria to judge? 


a)	 The content presented was balanced, evidence-based, demonstrated scientific rigor, and was 
without commercial bias. ____No  ____Yes 
If no, please specify: ___________________________________________________ 

b) I was informed about the existence and resolution of relevant financial relationships/conflicts of 
interests of planners and presenters prior to the presentation.

          ____No ____Yes 
If no, please specify: ___________________________________________________ 

c) 	 Speakers who discussed off-label, investigational, or alternative uses of products, devices, or 
techniques disclosed this in their presentation. ____No  ____Yes 
If no, please specify: _____________________________________________________ 

B. 	Comments: 
1. 	 What comments or suggestions do you have for the faculty presenter(s)?
     ______________________________________________________________________________ 

2.	 Are there any other speakers or new topics you would like to have covered in this or a related activity? 

3. 	 Do you have additional comments to enhance the utility or impact of the activity? 

4. May we contact you in several week’s time with a very brief survey to assess the usefulness of this 

CME activity? ___Yes  ___No  If yes, please provide your email: __________________________ 


