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Sunday, A

pril 30, 2006   W
orkshop Sessions/Thoracic A

nesthesia 
Sheraton San D

iego H
otel &

 M
arina

	
Return to: SCA

, PO
 Box 11086, Richm

ond, VA 23230-1086 or fax to (804) 282-0090. 
Form

s M
U

ST be returned no later than June 30, 2006 to receive a CM
E certificate for this educational offering.

The Society of Cardiovascular Anesthesiologists (SCA) m
aintains records of learner participation for six years. To enable SCA to m

aintain accurate records of your participation 
and TO

 R
EC

EIV
E Y

O
U

R
 C

M
E C

ERTIFIC
ATE, you m

ust com
plete, sign and return this form

 to the SCA’s headquarters office. Your certificate of participation w
ill be m

ailed 
to you w

ithin 4-6 w
eeks.

C
M

E
 A

ccreditation: The Society of C
ardiovascular A

nesthesiologists is accredited by the A
ccreditation C

ouncil for C
ontinuing M

edical Education to provide continuing 
m

edical education for physicians.

The Society of C
ardiovascular A

nesthesiologists designates this educational activity for a m
axim

um
 of 2 credits in category 1 credit tow

ards the A
M

A
 Physician's R

ecog-
nition Aw

ard. Each physician should claim
 only those credits that he/she actually spent in the educational activity.
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Last N
am

e: __|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__| First N
am

e: __|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__| 

M
ailing A

ddress: ___________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________________

C
ity: _______________________________

 State: ________________
 C

ountry: ____________________________
 Zip/Postal C

ode: ______________________

Em
ail address:__________________________________________

D
aytim

e Phone # (        )__________________________________
Ext:___________________

I w
ish to claim

 the follow
ing num

ber of credits for the above-captioned SC
A m

eeting:  	
  	

   C
redits 

I certify that I am
 claim

ing the num
ber of hours I actually spent in the educational activity.

______________________________________________________			



_________________

Signature of A
ttendee								











D

ate

From
 the Physician’s R

ecognition Aw
ard Inform

ation B
ooklet for C

M
E

 Providers
“C

ertificates for A
M

A
 PR

A
 category 1 credit should only be given to physicians. C

ertificates should be provided after physicians com
plete the educational activity so they 

can docum
ent participation. C

ertificates should only be given for the actual credit claim
ed and earned by the physician.”




