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CME Certification of Faculty Participation in Medical Preceptoring and/or Didactic Lecturing 

* Only Credits from the Current CME CYCLE (January 1, 2013 – December 31, 2015) Can Be Accepted * 

 

Name:            _______________________________________________________ AOA No.: ________________________________________ 
 
Preferred Mailing Address:            _______________________________________________________________________________ _____ 
 
City: ________________________________________________                  State: ________ Zip: _________________________________ 
 
Phone: __________________________  Fax: _________________________  Email: _________________________________________ 
 

 
The TouroCOM physician faculty member listed above attests to participation in the clinical training of medical students from Touro College 

of Osteopathic Medicine and has earned the following teaching hours: 
 
CATEGORY 1A   ( Participation in Formal Osteopathic CME programs / Didactic Lecturing / Formal Teaching ) 

Course or Lecture Title Month & Year Number of Hours 

   

   

   

   

                  
     
 
CATEGORY 1B  ( Osteopathic Preceptoring / Activities in Non-AOA Accredited Institutions / Participation in Non-Osteopathic CME programs ) 

Name of Student Precept Month & Year Number of Hours 

   

   

   

   

   

    
 

Hours Attested by Signature:      _____________________________________________________ 
Signature                        Date 
 

 
Upon receipt and approval of your completed forms, Touro College of Osteopathic Medicine will report CME hours directly to 

the American Osteopathic Association 
 

 
 
Please submit the above mentioned credits to the AOA on my behalf.     ___________________________________________________________ 
                                                                                                                                                   Signature                     Date 
Send Completed Form(s):  
 

Remi O. Odunsi 
Touro College of Osteopathic Medicine  
230 West 125

th
 street 

New York, NY  10027 
Office: (646) 981-4558 
Fax:  (212) 678-1785 
Email:  Remilekun.odunsi@touro.edu   

http://www.touro.edu/med
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