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Information for each activity planner and presenter/content specialist must be typed on a separate Biographical Data Form.  Do not attach additional materials, i.e. curriculum vitae.
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Lead Nurse Planner (for Providers only)
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EDUCATIONAL ACTIVITY APPLICANTS:
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relevant content expertise
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 FORMCHECKBOX 

responsibility for adherence to ANCC-COA/WNA CEAP criteria
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Presenter/Content Specialist
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	Preferred Address
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  Cell  FORMCHECKBOX 
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Briefly describe how your professional education and experience qualify you for your role as a presenter/content specialist or activity planner for this educational activity.
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CONFLICT OF INTEREST DISCLOSURE FORM

All persons in a position to control the content of this educational activity (either as an activity planner or content expert/presenter) must disclose to the sponsoring organization any potentially biasing relationships of a financial, professional, or personal nature. 

The intent of this disclosure is not to prevent an activity planner with commercial affiliations from planning an educational activity, or to prevent a presenter with commercial affiliations from presenting, but rather to inform the Twin Cities Health Professionals Education Consortium of any potentially biasing relationships so that conflicts can be resolved prior to the activity.  

It is the policy of the Twin Cities Health Professionals Education Consortium to ensure balance, independence, objectivity and scientific rigor in all of its continuing nursing education activities.  All relevant conflicts of interest either identified by the planner, presenter, or as determined by the Twin Cities Health Professionals Education Consortium will be disclosed to the audience in writing prior to, or at the time of, the presentation.  
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activity.
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Yes, either I or my immediate family currently has or has had in the last twelve months, a relevant financial, 
professional, or personal relationship with a commercial interest producing health care goods/services related to 


this educational activity.
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Major Stock or Investment Holder
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	7.   Other Remuneration
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If you discuss the utilization of FDA drugs or devices outside approved regulations (off-label or investigational uses), you 
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educational activity if there will be discussion of “off-label” uses of commercial products during the educational activity.
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(REQUIRED)


 FORMCHECKBOX 
 I certify that my typed signature is my legal electronic signature.
Date:      
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