Navy Medicine Professional Development Center NMPDC\
Continuing Education Approver Committee 
1 year covered ___ 1, 20_____ through _____, 20______
Approved Provider Activity Log 

APPROVED PROVIDER ID NUMBER:		EXPIRES:	
NAME & ADDRESS OF APPROVED PROVIDER:	
CONTACT PERSON FOR THIS FORM:		PHONE NUMBER:	

	

Title of Educational Activity
	Type of Activity
(√ correct column)
PD OR LP
	Contact Hours
for Activity
	Number of Times Presented
(Not Dates)
NA for LP Activities
	Total number of RN Participants

	Total number of ALL Partici-pants

	If co-provided, with whom?
List name(s) of the organization(s).
	Was there commercial support or sponsorship?  List name(s) of the company(ies).
	$ Amount received from commercial supporter(s)/ sponsorship(s)

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	TOTAL all columns at end of form
	
	
	
	
	
	
	
	
	



*KEY for Type of Activity:  “PD” = Provider-Directed and “LP” = Learner-Paced (NOTE:  If an activity was PD and LP list twice with appropriate information).
				
