ISNA Program for approval of continuing nursing education
2010 Volunteer reviewer consent to serve

DEADLINE FOR ENTRY IS MAY 15, 2010!!

Qualified reviewer: All nurse peer reviewers are registered nurses with experience in continuing nursing education with a minimum of a baccalaureate degree in nursing and a current member of ISNA. 
Please type or print: 
1. Demographic Data:


Name, Degrees & Credentials:       

Contact address:      
Day Telephone:       

Email Address:       



Current Position (Title) & Employer:      
	Degree (s):
	Institution Name/Location(s):
	Year:

	     
	     
	     

	     
	     
	     

	     
	     
	     


2. List your clinical specialty areas and all other areas of interest/expertise (please be specific):

     
     
     
3. Please describe your expertise in CNE:
     
4. Conflict of Interest:

If you are in a position to control the content of an educational activity, you must disclose whether or not you have a conflict of interest. Conflict of interest disclosure identifies the presence or absence of any potentially biasing relationship of a financial, professional or personal nature. A perceived conflict of interest would occur, for example, if you have or a member of your family has, within the past 12 months, received a salary, royalty, speaking honorarium, research appointment, board of directors remuneration, or consulting fee from an organization whose product or service is being discussed in the learning activity or if you or a family member own stock in such a company. Conflict of interest would also occur if you have any potential to benefit personally or professionally from the presentation (work for a proprietary company presenting the learning activity, have written a book about the topic, provide consulting services related to the topic, etc.)

Do you have and potential conflicting relationships of a financial, professional, or personal nature?  
 FORMCHECKBOX 
 Yes


 FORMCHECKBOX 
   No
If yes, please describe: 
     
5. Preferences:  Format in which you will review applications (Check all that apply):


   FORMCHECKBOX 
  U.S. Mail
 
  FORMCHECKBOX 
  Email/Electronic
   FORMCHECKBOX 
  Either U.S. Mail or Email
\
   FORMCHECKBOX 
  My computer will accept large files  
6. I hereby grant permission for my name to be listed as a Volunteer Reviewer for Continuing Nursing Education Activities.  I understand that all materials are confidential and must be destroyed after the review. Please initial:      
7.  I have read the “Conflict of Interest Policy” in the ISNA CNE Appendices. http://www.indiananurses.org/documents/APPENDICES012210_000.pdf
If I have any conflict of interest, I will notify ISNA immediately and return the materials.

Please initial:      
8.  I hereby agree to assume the responsibilities, obligations, and ethics entailed when serving as a Volunteer Reviewer for the Indiana State Nurses Association. Please initial:      

     







     






Signature






Date


Typing your name will constitute an electronic signature.
Return this form by mail or email to ce@indiananurses.org
You can print, sign and fax to us at 317-297-3525
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