
SPEAKER PAYMENT INFORMATION 
 
 

PLEASE FILL OUT THE INFORMATION BELOW FOR ALL PAYMENTS TO BE 
REIMBURSED BY THE OFFICE OF CME. 
 
 

Name of Organization       

Title of Activity       

Date of Activity       

Activity Director       

Contact person  Telephone       

Pharmaceutical Company       

                             contact       

e-mail       

Grant Amount       

Purpose of payment       

Speakerôs Name       

Speakersô Institution       
Address 

 (check will be sent to that 
address) 

      

Address       

City, State, Zip       

Telephone                                                 Fax         

                                     e-mail       

Social Security       

Contact person       
NOTES: 

 

 

 

 

 
   
                                             

initiator:ocme@downstate.edu;wfState:distributed;wfType:email;workflowId:c83cb1a738cc654e98598a241fb973b5


	Name of Organization: 
	Title of Activity: 
	Date of Activity: 
	Activity Director: 
	Contact person  Telephone: 
	Pharmaceutical Company: 
	contact: 
	email: 
	Grant Amount: 
	Purpose of payment: 
	Speakers Name: 
	Speakers Institution: 
	Address check will be sent to that address: 
	Address: 
	City State Zip: 
	Faxemail: 
	FaxSocial Security: 
	FaxContact person: 
	NOTES: 
	tele: 
	fax: 
	SubmitButton3: 


