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Date:               



Please complete the following information and email, fax, or mail this completed document to the appropriate CMSA
address or fax number. Signed authorization and amount of payment will be noted and returned to the requesting party.
Name:              
Company:              
Title:               
                                  
Address:                                          

City:              
State:              
Zip:              

Phone:              
Fax:              

Email:              
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This is to request permission to reprint from the following publication(s):

 FORMCHECKBOX 
 CMSA’s Standards of Practice
 for Case Management – Revised 2010
CMAG

 FORMCHECKBOX 
 CMSA Case Management 
Adherence Guidelines


 FORMCHECKBOX 
 CMAG – Atrial Fib 

 FORMCHECKBOX 
 CMAG – COPD
 FORMCHECKBOX 
 CMAG – Diabetes
 FORMCHECKBOX 
 CMAG – DVT
 FORMCHECKBOX 
 CMAG – Depression
 FORMCHECKBOX 
 CMAG – Other (please specify): 
                   



STATE OF THE SCIENCE
 FORMCHECKBOX 
 CMSA State of the Science #1

 FORMCHECKBOX 
 CMSA State of the Science #2
 FORMCHECKBOX 
 CMSA State of the Science #3

OTHER

 FORMCHECKBOX 
 Other CMSA publication 
(please specify with complete title):

             

2. Content to be reprinted:
	Reprint Type:
	Reprint Content:
	Cost:
	Page/Section 
Number(s):

	1.  EXCERPT
	Please include the exact portion in the publication being requested for reprint: 

                                                    


 
	Based on a per page fee. 

( $15.00 per page

( $25.00 minimum 
(unless used for textbook).
	             


	2.  TEXTBOOK
  EXCERPT 
  REPRINT:
  (No full reprints)
	Please include the exact portion in the publication being requested for reprint:
 
                                                   
 



	
( $400.00
	
             


	3.  FULL 
 REPRINT
	For internal training purposes only;
limited to 100 copies:

                                                   
 




	
( $400.00
	
             



3.    This is a one-time permission to reprint the material listed in Sections 1 and 2 in the following manner:
1) Title/Date/Issue of the Publication/Other in which the reprinted material will appear:

                                                   
 
2) Author/Name of Company/Chapter:

                                                   
 
3) Purpose for which the reprint will be used [please be as specific as possible, using an additional sheet
 if necessary:

                                                                                                                   

4. CMSA Requirements:

A. Reprint permissions require that the language of the content be reprinted intact without deletions, additions, 
or edits. 
B. The stated purpose and use must be consistent with the mission and goals of CMSA (i.e. to promote and support the professional development of case management).
C. The duration (time frame) must be within one year and stated up front.

D. The following attribution line MUST accompany all reprints:


“Reprinted with permission, the Case Management Society of America,
6301 Ranch Drive, Little Rock, AR 72223, www.cmsa.org.”
E. A copy of the document in which the reprint is featured must be sent to CMSA at the address above.
F. CMSA reserves all rights to seek legal redress for any and all violations of this policy

My signature below (electronic or handwritten) indicates that I agree with the above requirements:

Signature:                                      
Date:              

5. Methods of Payment: 

All requests must be pre-paid in order to be processed.

1) BY MAIL:
 FORMCHECKBOX 
 Check/Money Order (enclosed). Payable to CMSA. Send this form with payment to:
 CMSA, 6301 Ranch Drive, Little Rock, AR 72223-4623.

2)  BY FAX: Credit card payments only.
 FORMCHECKBOX 
 Credit Card:   Visa  FORMCHECKBOX 
    MC  FORMCHECKBOX 
    AMEX  FORMCHECKBOX 
    Discover   FORMCHECKBOX 
     Fax this form to the 

Secure Fax Number: (501)421-2135 
	
	
	
	
	-
	
	
	
	
	-
	
	
	 
	 
	-
	
	
	
	
	
	
	
	
	-
	
	


Enter each digit of your card number in boxes above 
Exp. Date
                             
                        
Name on Card


                             
     
Authorized Signature                                                                
Date


 FOR OFFICE USE ONLY:
DATE:___________________
 Reprint is approved as requested.        Fee due:___________      Authorized Initials:___________

 Reprint is approved with the following changes:________________________________________

REQUEST FOR�REPRINT PERMISSION
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