West Florida Area Health Education Center
Continuing Education Request Form
Name of Organization: __________________________________________
Address: ____________________________City: _____________________
State: _______ Zip Code: ___________Contact Person:_________________
Phone Number: ___________________ Fax Number: __________________
Title of CE activity: ______________________________________
Type of Discipline you are seeking credit for:
_____Physicians (M.D. & D.O.)
_____Nurses (A.R.N.P, R.N., L.P.N)
_____Certified Health Education Specialist (C.H.E.S)
_____Clinical Social Worker, Marriage and Family Therapy, and Mental Health Counselor (L.C.S.W., M.F.T., M.H.)
Proposed date of activity: __________________________________________
*Please allow three months when planning for CME activities and two months for all other activities)
Requested Location of activity: _____________________________________
Requested Time of activity: ________________________________________
Requested Instructor: ____________________________________________________________________________________________________________________________________
Please fax this request for to:
Susan Cook, B.S., CHES- Education Services Coordinator
 Fax:(850)682-2521
Questions: (850) 682-2552 or Scook@wfahec.org






















