St Luke’s University Health Network
EXHIBITOR AGREEMENT
Regarding Terms, Conditions and Purposes of Exhibiting at a CME Program

(Form must be typed or printed legibly)
Between St Luke’s University Health Network and       ____________________________________________________________________________________
                                                                                                                                                                 Company

Address    _______________________________________________________________________________________________________________________
City/State/Zip   ___________________________________________________________________________________________________________________
Telephone ____________________________________ Email  ________________________________ Contact Person ________________________________       
________________________________________________________________________________________________________________________________

Title of CME Activity

________________________________________________        


____ ___________________________________
Location                                                                                                                                        Date(s) Exhibit will be available
The above company wishes to exhibit at this CME activity.  An exhibit fee in the amount of   $500 along with signed agreement is required PRIOR to the conference and will be used to provide unrestricted support for the CME Activity. 
Checks should be made payable to St. Luke’s Hospital.  

Or pay by credit card:  MasterCard      Discover      Visa       AMEX

Account #: ____________________________________________ Exp. Date: ___________________

Security Code: _________________ Signature: ___________________________________________
Your billing address: ______________________________________________________________________________________________________________ 

City: _______________________ State: _______________________ Zip: ________________
St. Luke’s federal tax ID number is: 23-1352213   
Please mail Exhibitor Agreement Form with check or Credit Card information to:

St Luke’s University Health Network
Office of Continuing Medical Education 

801 Ostrum Street, Estes Building, 2nd Floor ▪ Bethlehem, PA 18015
Contact:  Jane Grube, Medical Education Manager,   Email:  jane.grube@sluhn.org ▪ Phone: 484-526-4860 ▪ Fax: 484-526-4940  
TERMS AND CONDITIONS

This CME program is for scientific and educational purposes only and will not promote the company’s products, directly or indirectly.  Arrangements for exhibits may neither influence planning nor interfere with the presentation of the educational activity.
1. Exhibitor agrees to:  

a. Commercial/promotional materials may not be displayed nor distributed in the same room immediately before, during, or immediately after the CME activity nor in any material disseminated as part of the program. 

b. Exhibitors may attend the CME activity if they wish, but must remove commercial support identification and may not engage in sales activity in the room where the educational activity is held.  
c. St Luke’s requires all exhibitors to disclose through signage at exhibit booths, the FDA status of the medical devices or pharmaceuticals displayed.  
d. The Exhibitor agrees to abide by all requirements of the ACCME Standards for Commercial Support of Continuing Medical Education (copy supplied upon request).
e. If Exhibitor cancels exhibit more than five working days prior to the date of the Conference, all fees charged with the exception of $50 per table will be reimbursed to the Exhibitor within 30 days of the Exhibitor’s cancellation.  No fees will be reimbursed if Exhibitor cancels within five working days or less of the conference.
f. No Exhibitor will be allowed to set up a booth if Exhibitor Agreement Form along with payment has not been received and approved by the conference date.  
2.      St Luke’s University Health Network agrees to: 
a. abide by the ACCME Standards for Commercial Support of Continuing Medical Education.
b. acknowledge support from the Commercial Company in program brochures, syllabi, and other program materials.
c. return funds due to cancellation of program.  If the CME activity is rescheduled, the Accredited Provider may retain the funds to support the postponed activity.
As the Exhibitor, I agree to the conditions outlined in this Exhibitor Agreement
Exhibitor Company Name: ________________________________________________________________________________________________________
Representative of the Exhibitor: ______________________________________________________ _____________________________________________
Product Display will include: ______________________________________________________________________________________________________

Special Considerations/Needs:  ___________________________________________________________________________________________________  

                                                                            (Please Print) 

Signature _____________________________________________________________________________ Date ___________________________________
As the Accredited Provider, I agree to the conditions outlined in this Exhibitor Agreement
St Luke’s University Health Network
Approved By:   Office of Continuing Medical Education, Medical Education Manager:   Jane Grube, MBA
Signature ____________________________________________________________________________ Date ___________________________________
