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Title of CNE activity:



     
Date(s) of CNE activity:


             Please note pertinent deadlines for submission.

Location of event: 



     
Is this program a one time offering, or do you intend to repeat it in the next two years?

 FORMCHECKBOX 
 One time offering

 FORMCHECKBOX 
 Intend to repeat the program
Name of CNE activity provider: 

      

(Group or person planning and implementing the educational program)

Name of person submitting application:
     
Mailing address:



     






     
Preferred telephone:



      

FAX:      
E-mail address:



     
Number of contact hours requested:

      (NOTE: Based upon a 60 minute contact hour)
Has approval for this educational program been denied by any other ANCC accredited approver units?
 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 Yes – if yes, by which approver unit?      
	Type of activity:
	

	 FORMCHECKBOX 
 Live conference/seminar/workshop

	 FORMCHECKBOX 
 Printed material (monograph, CNE article)

	 FORMCHECKBOX 
 Live webcast or teleconference
	 FORMCHECKBOX 
 DVD/Videotape

	 FORMCHECKBOX 
 Recorded conference, webcast, podcast or teleconference
	 FORMCHECKBOX 
 CD-ROM

	 FORMCHECKBOX 
 Web/online course
	 FORMCHECKBOX 
 Other – please describe:      


Activity provider fee category: FORMCHECKBOX 
 ONS Member/Chapter





 FORMCHECKBOX 
 Non-chapter, non-profit organization


 FORMCHECKBOX 
 Non-chapter, for profit organization
Payment due:
$      - Make checks payable to the Oncology Nursing Society and submit to:

Oncology Nursing Society

ATTN: Education Team

125 Enterprise Drive

Pittsburgh, PA 15275-1214


If you wish to pay by credit card, please contact ceapprover@ons.org for instructions.



ONCOLOGY NURSING SOCIETY

CONTINUING EDUCATION APPLICATION FORM

planning team information
Please read these requirements carefully!
1. There must be at least two people involved in the planning process and listed in this section.

2. Each planning team must include one nurse planner. 

· The nurse planner must be involved in planning and producing the education event. 

· The nurse planner must be an RN with a minimum of a BSN who can competently utilize the ANCC criteria related to planning, implementing and evaluating education activities. 
3. Each planning team must also include members who have relevant content expertise and/or who represent the target audience. There must be at least one person on the team fulfilling each of these roles.  One individual may fulfill both roles. 
4. Each planning team member must submit a completed Biographical Sketch and a Full Financial Disclosure Form.   DO NOT submit CV’s or resumes
	Names and credentials


	Role(s) fulfilling
	Biographical

Sketch

Attached
	Full disclosure completed
	Conflict of interest identified?

	     
	 FORMCHECKBOX 
  Nurse Planner
 FORMCHECKBOX 
  Relevant content expertise
 FORMCHECKBOX 
  Member of target audience


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
  No

	     

	 FORMCHECKBOX 
  Relevant content expertise

 FORMCHECKBOX 
  Member of target audience
 FORMCHECKBOX 
  Other planner


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
  No 


	     
	 FORMCHECKBOX 
  Relevant content expertise

 FORMCHECKBOX 
  Member of target audience

 FORMCHECKBOX 
  Other planner

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
  No

	     

	 FORMCHECKBOX 
  Relevant content expertise

 FORMCHECKBOX 
  Member of target audience

 FORMCHECKBOX 
  Other planner


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
  No


	     

	 FORMCHECKBOX 
  Relevant content expertise

 FORMCHECKBOX 
  Member of target audience

 FORMCHECKBOX 
  Other planner


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
  No



Was a conflict of interest identified for any of the planning team members?  FORMCHECKBOX 
 Yes        FORMCHECKBOX 
 No 
(A conflict of interest exists when a person who can influence the content of the program has a financial relationship with a commercial interest whose products may be included in the educational program.)
If yes, please describe how it was resolved.       
Target Audience

Who are the identified learners anticipated to participate in this activity?  Describe their educational background, practice setting and other pertinent characteristics.

     
NEEDS ASSESSMENT

How was the need for this activity assessed? Check all that apply.

 FORMCHECKBOX 
 Previous program evaluation

 FORMCHECKBOX 
 Expressed need (written/verbal)

 FORMCHECKBOX 
 Survey

 FORMCHECKBOX 
 Quality improvement initiative

 FORMCHECKBOX 
 Education committee recommendation

 FORMCHECKBOX 
 Nursing administration recommendation

 FORMCHECKBOX 
 State licensure or certification recommendation

 FORMCHECKBOX 
 Other:      
Purpose or Goal

Clearly define what you hope to achieve through your educational program. The objectives and content must show how you plan to achieve this goal. The goal must be evaluated on the evaluation form.
     
PRESENTERS/AUTHORS

Each presenter and author must submit a completed Biographical Sketch and a Full Disclosure Form.   DO NOT submit CV’s or resumes.

	Presenter/author names and credentials
	Biographical

Sketch

Attached
	Full disclosure completed
	Conflict of interest identified?

	
	
	
	

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
  No

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
  No

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
  No

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
  No

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
  No


Was a conflict of interest identified for any of the presenters or authors?  FORMCHECKBOX 
 Yes        FORMCHECKBOX 
 No

(A conflict of interest exists when a person who can influence the content of program has a financial relationship with a commercial interest whose products may be included in the educational program.)

If yes, please identify how it was resolved.  

 FORMCHECKBOX 
 Presenter/author was replaced.

 FORMCHECKBOX 
 Content was reassigned to individual without a financial relationship to the commercial entity who provides the service or product.

 FORMCHECKBOX 
 Content including verbal, audiovisual and print were closely evaluated for preference for specific commercial products.

 FORMCHECKBOX 
 Other (please describe):      
How will learners be informed whether any relevant financial relationships exist for the presenters or content experts? Learners must be informed even if there are not relevant financial relationships.
 FORMCHECKBOX 
 Announcement at the beginning of the event/session. (Documentation of this announcement must be submitted to 

ONS after the program.)

 FORMCHECKBOX 
 Information provided on advertising materials.

 FORMCHECKBOX 
 Information provided in handouts.
 FORMCHECKBOX 
 Signs inside/outside of presentation room.
 FORMCHECKBOX 
 Other (describe): 
     
CO-PROVIDERSHIP

Complete if one or more additional institutions, organizations, or agencies were involved in planning, developing, and implementing this educational activity.

Is this program co-provided?  FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No 
(if no, proceed to next section)

Co-providership has been arranged with (name of co-provider(s)):      
Address:      
 FORMCHECKBOX 
 As the activity provider, we will maintain primary responsibility for determination of objectives and content, selection of faculty/presenters, awarding of contact hours, record keeping, and evaluation. 

 FORMCHECKBOX 
 Written agreement with the co-provider, which outlines the above, is attached.

COMMERCIAL SUPPORT

 FORMCHECKBOX 
 This activity has NO commercial support (if marked, please proceed to the next section).

Commercial support has been provided by the following 
	Company name
	Contact information

	     

	     


	     

	     


	     

	     


	     

	     



	How will the commercial support be used for this program? (Check all that apply.)

	 FORMCHECKBOX 
 Speaker honorarium
	 FORMCHECKBOX 
 Meeting facility or AV equipment fees

	 FORMCHECKBOX 
 Speaker travel costs
	 FORMCHECKBOX 
 Program material costs

	 FORMCHECKBOX 
 Planning team travel costs
	 FORMCHECKBOX 
 Advertising

	 FORMCHECKBOX 
 Meals/breaks for the participants
	 FORMCHECKBOX 
 Other – please describe:



How will you maintain the integrity of this program and prevent commercial support from creating a bias?

 FORMCHECKBOX 
 The topic, objectives, content and choice of speakers for this activity will be determined without influence by anyone

      with a financial relationship to the commercial supporter.
 FORMCHECKBOX 
 Any program materials (such as slides, handouts, articles, scripts, written content) will be reviewed for bias before the

      program begins.

 FORMCHECKBOX 
 The speakers will be monitored during their presentations for bias.

 FORMCHECKBOX 
 Other – please describe:
NOTE:  ONS will not sign any letters of agreement between the program provider and any commercial interest supporting the program as ONS is not involved in the planning process or monitoring of the content for conflict of interest.  

NON-COMMERCIAL SPONSOR SUPPORT

 FORMCHECKBOX 
 This activity has NO financial, material or in-kind non-commercial sponsor support. 

Sponsor support has been provided by the following:
	Sponsor name
	Contact information
	Type of support (e.g. financial, material, marketing, in-king planning support)

	     

	     

	     


	     

	     

	     


	     

	     

	     



Learners will be informed about whether or not there is any commercial support or non-commercial sponsorship through:
 FORMCHECKBOX 
 Announcement at the beginning of event.

 FORMCHECKBOX 
 Information provided on advertising material.

 FORMCHECKBOX 
 Information provided on handouts.
 FORMCHECKBOX 
 Signs displayed in exhibit hall.

 FORMCHECKBOX 
 Other (describe): 
     

DISCLOSURES TO LEARNERS

ANCC requires a variety of disclosures be made to learners at all education programs. You will need to disclose:

· Criteria for Successful Completion of the Continuing Nursing Education Program

· Financial Disclosures and Conflicts of Interest

· Commercial Company Support

· Noncommercial Sponsor Support

· Non-Endorsement of Products

· Off-Label Product Use
· For enduring documents (e.g. monographs, CNE articles), a statement must appear on all marketing materials and on the title page stating the final date that contact hour(s) will be awarded for the activity.
See page 13 of this application for a sample format for these disclosures.  Please note that you must make disclosures for each of these topics whether or not you have received support, have determined a conflict of interest, etc.  
Please indicate how you will provide learners with these disclosures:

 FORMCHECKBOX 
 Announcement at beginning of event/session (documentation of this method must be provided to the approver after the program).

 FORMCHECKBOX 
 Information provided on advertising materials.

 FORMCHECKBOX 
 Information provided in handouts.

 FORMCHECKBOX 
 Signs inside/outside of the presentation room.

 FORMCHECKBOX 
 Other (please explain):     
EVALUATION

Indicate the method(s) of evaluation used: (check all that apply)
 FORMCHECKBOX 
 Evaluation form (required for each event)

 FORMCHECKBOX 
 Pre and/or post-test

 FORMCHECKBOX 
 Follow-up survey

 FORMCHECKBOX 
 Return demonstration

 FORMCHECKBOX 
 Other (describe):      
Indicate which category of information you will be collecting during the evaluation of this program: (check all that apply):

 FORMCHECKBOX 
 Learner satisfaction
 FORMCHECKBOX 
 Increase in knowledge
 FORMCHECKBOX 
 Change in skills
 FORMCHECKBOX 
 Change in attitude

 FORMCHECKBOX 
 Change in practice (after return to work setting)
 FORMCHECKBOX 
 Other (describe):      
Submit a copy of the evaluation tool(s) to be used for this activity. The evaluation form must include items related to:
	· Achievement of the purpose/goal
	· Usefulness of program to clinical practice

	· Achievement of each objective
	· Activity being free of commercial bias

	· Teaching effectiveness of each presenter
	· Appropriate disclosures made.


The evaluation data will be used to

 FORMCHECKBOX 
 Refine future presentations of this course.

 FORMCHECKBOX 
 Create new programs.

 FORMCHECKBOX 
 Discontinue the activity.

 FORMCHECKBOX 
 Decide to change faculty or facility.
 FORMCHECKBOX 
 Demonstrate efficacy of educational activities (Please describe how this will be measured:     

 FORMTEXT 
     

 FORMTEXT 
     )
 FORMCHECKBOX 
 Demonstrate impact of educational activities on practice (Please describe how this will be measured:     

 FORMTEXT 
     )
 FORMCHECKBOX 
 Other (describe):      
Describe how learners will be provided feedback (check all that apply):

 FORMCHECKBOX 
 Question and answers during activity

 FORMCHECKBOX 
 Return results of testing

 FORMCHECKBOX 
 Certificate

 FORMCHECKBOX 
 Follow-up communication

 FORMCHECKBOX 
 Other (describe):      

VERIFICATION of PARTICIPATION and SUCCESSFUL COMPLETION

Indicate the method you plan to use in verifying participation (check all that apply):

 FORMCHECKBOX 
 Sign-in sheets

 FORMCHECKBOX 
 Internet registration

 FORMCHECKBOX 
 Roll call

 FORMCHECKBOX 
 Return of evaluation tool

 FORMCHECKBOX 
 Submission of post-test

Criteria for successful completion (check all that apply)

 FORMCHECKBOX 
 Complete/submit evaluation form

 FORMCHECKBOX 
 Attend entire event.

 FORMCHECKBOX 
 Receive a passing grade on post-test

 FORMCHECKBOX 
 Other (describe):      
Participant will be informed of criteria for successful completion by (check all that apply)

 FORMCHECKBOX 
 Verbal presentation prior to course

 FORMCHECKBOX 
 Written correspondence

 FORMCHECKBOX 
 Brochure/advertising materials

 FORMCHECKBOX 
 Other (describe):      
 FORMCHECKBOX 
 Completed sample of the certificate is included. Remember to include

· Name of learner

· Number of contact hours
· Name and address of provider
· Title and date of activity 
· The only place the ONS logo may appear is on the CNE certificate. The ONS logo may not be altered.  Please obtain an approved logo file from ONS (ceapprover@ons.org) before proceeding with printing.
· Official approval statement – this statement must stand alone, beginning and ending on a separate line from other statements. 

“This continuing nursing education activity was approved by the ONS, an accredited approver 

by the American Nurses Credentialing Center’s COA.”
RECORD KEEPING and STORAGE

 FORMCHECKBOX 
 Records will be maintained for six years in a retrievable secure area and only will be available to authorized personnel.

     Records must include the following: correspondence, ONS CNE application, promotional materials, and names and

     addresses of all CNE activity participants, evaluation summary, and, if applicable, co-sponsorship agreement.

ADVERTISING MATERIALS

 FORMCHECKBOX 
 A copy of the advertising materials is REQUIRED and is provided as a (n)


 FORMCHECKBOX 
 Flyer/brochure

 FORMCHECKBOX 
 Web site       (insert website address here or send scanned flyer)


 FORMCHECKBOX 
 Memo/letter


 FORMCHECKBOX 
 E-mail (print hard copy)


 FORMCHECKBOX 
 Meeting notice

 FORMCHECKBOX 
 Other (describe):      
· The ONS logo may not appear on promotional materials unless the program is sponsored by an ONS chapter. ONS Chapters may use the ONS logo along with their chapter logo on advertising materials.

· When advertising PRIOR to approval of the CNE application, the following statement must appear on promotional materials. 
“This activity has been submitted to the Oncology Nursing Society for approval to award contact hours.  ONS is accredited as an approver of continuing nursing education by the American Nurses Credentialing Center’s COA.”

· When marketing a program AFTER approval of the application, the following statement must appear on promotional materials. 

“This continuing nursing education activity was approved by the ONS, an accredited approver 

by the American Nurses Credentialing Center’s COA.”

· These accreditation statements must stand alone, beginning and ending on a separate line from other statements. 

 FORMCHECKBOX 
  If a mock-up of the advertising materials is sent with this application, a copy of the final product must be sent to the

       ONS office before the start of the event.

TO BE COMPLETED AND SIGNED BY THE NURSE PLANNER
As the Nurse Planner, I verify that (check each box before signing):

 FORMCHECKBOX 
 I have reviewed the application instructions in full and will comply with all the outlined requirements.

 FORMCHECKBOX 
 The information submitted is complete and accurate.  
 FORMCHECKBOX 
 Within six weeks of completion of the CNE activity, I will submit to ONS a list of the participants, including their names, addresses, and a summary of the evaluation completed by participants.

     






     
Name of Nurse Planner



 
Date signed

Please sign if submitting a hard copy or type your name in the signature box if submitting electronically.  This will act as your electronic signature for this application.

Contact Hour Calculation Form (***must be completed for all programs***)
· Contact hour calculation should be based upon a 60 minute contact hour.  
· The minimum number of contact hours that may be awarded for a program is 0.5.  
· Contact hours can be calculated to the tenth or hundredth place, but cannot be rounded up.  For instance, if your program is 75 minutes, dividing by 60 gives you 1.25.  You may either request 1.2 or 1.25 contact hours – you may NOT round up to 1.3 contact hours.

· Content outlines must be completed for all programs no matter the method of calculation.
· ONS encourages program providers to indicate the portion (hours/minutes) of the total program that focuses on pharmacology content.  Please see the instruction manual for more information.  This does not indicate approval from a pharmacy accrediting organization.

The contact hour calculation for this program was done based upon:
 FORMCHECKBOX 
 The planned length of a live program.
 FORMCHECKBOX 
 The actual length of a recorded program plus estimated length of post-testing and evaluation. (Please submit a copy of

      the post-test for review including correct answers and percentage required to pass.)
 FORMCHECKBOX 
 A pilot study (please complete the rest of this page).
 FORMCHECKBOX 
 Other (please describe method):      
For contact hours based on pilot testing:

 FORMCHECKBOX 
 All questions on the post-test were clearly stated and relevant to the objectives (attach copy of post-test).

Number of participants included in pilot study?      
Required percentage for successful completion of post-test (e.g., > 80%)      
Percentage of pilot participants successfully completing the post-test      
Measures taken to correct any deficits in the post-test (if any):      
Calculation of Contact Hours for Pilot Testing (refer to the following recommendations as needed)

Total time in minutes, as determined by pilot test, to complete activity      
Contact hours (60 minutes = 1 contact hour):       

Recommendations for Pilot Studies

· Choose a minimum of five people to complete the activity.

· The pilot tester is to keep track of the entire time that it took to 

· Read or listen to the educational activity

· Complete the post-test

· Complete the evaluation tool.

	Example
	Piloter 1
	Piloter 2
	Piloter 3
	Piloter 4
	Piloter 5
	Total time

to complete

educational

activity

	Time to read or listen to CNE activity
	45 min.
	50 min.
	40 min.
	30 min.
	60 min.
	

	Time to complete post-test
	15 min.
	10 min.
	15 min.
	10 min.
	15 min.
	

	Time to complete the evaluation tool
	5 min.
	5 min.
	5 min.
	10 min.
	5 min.
	

	Total time required to complete activity
	65 min.
	65 min.
	60 min.
	50 min.
	80 min.
	320 min.


Use the above example to determine the number of contact hours to be awarded for the CNE.

1. Total all pilot testers’ times and divide by the total number of pilot testers. 

320 minutes/5 pilot testers = 64 minutes

Average minutes converted to contact hours

64 minutes/60 = 1.06 contact hours

2. When there is wide variability in the pilot testers’ times, you may want to use the following process: 

Discard the high and low times, and then average the remaining time spent by the pilot testers.


Discard high and low 



50 min. (low) and 80 min. (high) = 130 minutes


Total of all pilot testers times–high and low
320 minutes – 130 minutes = 190 minutes


Divide by remaining pilot testers


190 minutes divided by 3 piloters = 63.3 minutes


Average minutes



63.3/60 minutes = 1.05 contact hours

EXAMPLE CNE CERTIFICATE
When creating the CNE certificate for your program, you must include the same information as on the example below.  The CNE certificate you submit with your application must be your final version and not the sample. 

TITLE: 

CNE Activity Provider NAME: 
CNE Activity Provider Address: 

(Street Address, City, State)
DATE:      
LOCATION      
PARTICIPANT NAME:      
has been awarded       contact hours

[including       hours and minutes of pharmacology content] this section is optional

for successful completion of this Educational Activity

CNE ID Number:      
This continuing nursing education activity was approved by the Oncology Nursing Society,

an accredited approver by the American Nurses Credentialing Center’s COA.

_______________________________________

Signature of nurse planner for CNE activity 

This certificate must be retained by the licensee for a period of four years following the completion of this educational activity

Attention certified nurses:  Retain this certificate for your records.  The contact hours earned from this educational opportunity qualify for initial oncology nursing certification and renewal via ONC-PRO.
Visit www.oncc.org for complete details on oncology nursing certification.
SAMPLE EVALUATION TOOL

You may use this form or create you own evaluation tool. If creating your own form, be sure to collect the same data as listed below:
TITLE:      
DATE:      
To assist us in evaluating the effectiveness of the CNE activity and to make recommendations for future programs, please complete the evaluation form by circling the appropriate rating.

SESSION EVALUATION

KEY:
1 = NOT AT ALL
2 = LOW
3 = MEDIUM

4 = HIGH

1. To what degree did you achieve the goal of this activity?


1
2
3
4

(List goal exactly as listed in application on page 3.)

     
2. To what degree did you achieve the following objectives? 

(List objectives exactly as they appear on the content outline.)

	     
	1
	2
	3
	4

	     
	1
	2
	3
	4

	     
	1
	2
	3
	4

	     
	1
	2
	3
	4

	     
	1
	2
	3
	4


3. How would you rate the teaching effectiveness of each presenter?

(List each presenter.)

	     
	1
	2
	3
	4

	     
	1
	2
	3
	4

	     
	1
	2
	3
	4

	     
	1
	2
	3
	4


4. How useful will the information presented be to your practice?


 1
 2
 3
 4

5. Did the program provide objective, complete, evidence-based information without expressing a professional preference for any one product or service?



 
Yes

 No

If no, please explain:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
6. Educational providers are required to inform learners (verbally or on advertising materials, handouts, slides or posters) whether there is any outside support, conflict of interest, or information about off-label or investigational use of products in educational activities.

	Were you notified whether there was any commercial support or non-commercial sponsorship for this program?


	Yes
	No
	

	Were you notified whether there were any potential conflicts of interest for presenters or authors, and how these conflicts were resolved?


	Yes
	No
	

	If there was any information included about off-label or investigational use of products, were you notified before the presentation/appearance of this content?
	Yes
	No
	N/A


7. Other comments you wish to share with us about this program: 
	ONS Biographical Sketch Form

For Educational Program Planners, Speakers and Authors

	Background Information

	 FORMCHECKBOX 
 Planner
         FORMCHECKBOX 
 Presenter/Author 

	Name and credentials:      

	Preferred address:      
City      , State        Zip      

	Preferred: Daytime phone:      
Fax:      
  E-mail:       

	Employer and position (title):      

	Educational preparation (DO NOT ATTACH CURRICULUM VITAE)

(Begin with baccalaureate or other initial professional education and include postdoctoral training.)

	Institution name and location (city, state)
	Degree
	Year of completion
	Field Of Study 

	     

	     
	     
	     

	     

	     
	     
	     

	     

	     
	     
	     

	Planners:  Please describe your role on planning team (nurse planner, relevant content expertise; member of the target audience, other) AND state why you are qualified to fulfill this role.

	     

	Presenters/Authors: Please provide a detailed description/list of your qualifications to present/author your topic, such as recent presentations, publications, pertinent work experience, training or education:

	     



	ONS CNE Approver Unit Full Disclosure Form


In accordance with the ONS Position on Commercial Support and ANCC and ACCME standards, all planners, speakers, and authors involved in the development of continuing nursing education (CNE) content are required to disclose to the program provider any relevant financial relationships that they or their partner/spouse may have. An individual has a relevant financial relationship if he or she has a financial relationship in any amount in the last 12 months with a commercial interest whose products or services are discussed in the CNE activity content over which the individual has control as a program planner, presenter or author. Relevant financial relationships must be disclosed to the activity audience.

	Conference:
	     

	Planner/Presenter/Author Name:
	     



1. 
Does the CNE content over which you have control as a planner, presenter or author contain information about healthcare products or services?

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No (Answer is required.) 

If Yes, please move to Question 2.  If No, skip to Question 3.

2. 
Regarding the healthcare products or services that will be discussed in the CNE content over which you have control, have you had a financial relationship in any amount in the last 12 months with companies that produce these products or provide these services? 

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No (If Question 1 is Yes, you must answer Question 2.) 
If Yes, please complete the table below.  If No, please sign a hard copy or type your last name in the signature box at the bottom of this form if submitting electronically.

If Question 2 is YES, you must at least one relationship in the table. 

	Company or Service Provider
	Nature of Relationship (e.g., independent contractor, employee, consultant, advisory board, research grant recipient [exceptions: non-profit or government organization, and non-healthcare-related companies] non-CNE speakers bureau, stockholder, etc.)
	Are you continuing to receive a financial benefit from this relationship?
	If the relationship has ended, when? MM/DD/YYYY

	     
	     
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     

	     
	     
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     

	     
	     
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     

	     
	     
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     

	     
	     
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     


3.  Do you intend to discuss any unapproved/investigational use of a commercial product/device during

     this educational activity?

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No (Answer is required.) 

I confirm that the information reported above is accurate. I understand that this information will be disclosed publicly in conference materials or publications, where appropriate. I further understand that the program provider reserves the right to replace me in an educational program, decline to publish my work, or otherwise limit my participation in this particular activity if they believe that a significant conflict of interest exists. I agree to notify the program provider if there is any change in the information that I have provided regarding my financial relationships prior to the educational program or publication of my work.

Please sign a hard copy or type your last name in the electronic signature box if submitting electronically.

This will act as your electronic signature for this form.

     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Signature
CNE Program Disclosures – Sample Statements 

(Please use these as guidelines – you will need to create your own format)
Criteria for Successful Completion of the Continuing Nursing Education Program

Participants who wish to receive the full contact hour credit at the conclusion of this program must:

· Sign in at the registration table.

· Attend the entire program.

· Complete and submit the post-test and evaluation.  

Financial Disclosures and Conflicts of Interest

It is the policy of the provider of this program that all continuing nursing education activities are independent, free of commercial bias and outside the control of persons or organizations with an economic interest in influencing the content. Therefore, all planning committee members and speakers are required to disclose any significant financial interest or relationship with the manufacturers of any commercial products discussed in an educational presentation. Any conflicts of interest are resolved prior to planning committee participation.

The following planners/presenters disclosed the following pertinent financial relationships and how they were resolved.
Sammy Nurse, RN, MS, AOCN is on speakers bureaus for ABC Pharma and XYZ Oncology.  All content presented by Mr. Nurse was reviewed for preference for specific commercial products by the program planning committee.

OR 

The planners and presenters for this program have not disclosed any pertinent financial relationships or conflicts of interest.  

Commercial Company Support

Educational grants were received for this program from the following commercial companies: XYZ Oncology, New Therapies Inc and Good-Bye Cancer Pharma.

OR 

No commercial support was provided for this program.

Non-commercial Sponsor Support

The following non-commercial sponsors provided support for this program: American Cancer Society of Greater City and Metropolitan Community Hospital.
OR 

No non-commercial sponsor support was provided for this program.

Non-Endorsement of Products

The opinions expressed in this program are those of the participating faculty. Approval of this program does not imply endorsement by the program provider, the approver (ONS) or ANCC of any commercial products discussed.  
Off-Label Product Use

This educational program does not include any information about off-label, investigational or unproven use of products other than those approved by the Food and Drug Administration (FDA).

OR

Some of the information contained in this program may be inconsistent with product labeling. Therefore, the official package inserts for all products mentioned should be consulted for complete prescribing information and a complete listing of indications, contraindications, warnings, precautions, adverse reactions, and dosage and administration guidelines. Healthcare providers should exercise their own independent medical judgment in making treatment decisions.
DIRECTIONS AND SAMPLE CONTENT OUTLINE
	OBJECTIVES
	CONTENT (TOPICS)


	TIME FRAME
	PRESENTER
	TEACHING METHODS

	Learner oriented outcomes:

· Are expressed in measurable terms

· Identify observable actions

· Begin with action verbs (see the last page of the application).
· Specify one action or outcome per objective.

Objectives should be limited to one to two per hour.


	Detailed outline or description of content to be presented for each objective.  This should correlate with and build upon your objectives (not restate them).
You must submit content information for the entire program.

If you are planning to indicate the amount of pharmacology content on your CE certificate and/or advertising materials, you must indicate on the content outline where this pharmacology content is to be covered.
	Include time for

· Each presenter

· Q/A 

· Evaluation.

Include clock hours.

Do NOT include time for welcome, introductions, breaks, & meals in calculation of contact hours.

If a speaker presents during a meal, include actual presentation time only.
	List the presenter for each topic.


	Examples include

· Case studies

· Q/A

· Discussion (panel discussion, poster presentation, round table)

· Lecture

· Demonstration & return demo

· Handouts



	EXAMPLE
	
	
	
	

	Describe three non-pharmacological methods for pain control.
	Non-pharmacologic pain control

a. Massage

b. Hot and/or cold compresses

c. Range of motion

d. Relaxation

e. Guided Imagery

Q/A
	11(11:50 am

40 minutes

10 minutes
	Dr. No Pain
	Lecture with handouts

Q/A

	
	BREAK/LUNCH (on their own) 
	11:50 am(1 pm
	Not applicable
	Not applicable

	Discuss two goals of rehabilitation for the patient with cancer.
	Goals of oncology rehabilitation and methods to achieve

a. Increase independence

b. Increase strength and endurance

c. Increase activities of daily living

d. Increase safety

e. Increase education

Q/A
	1–2 pm

50 minutes

10 minutes
	Rita Rehab, RN, BSN

Sally Speech, SLP

PT Therapy, PT


	Panel discussion

Q/A

	
	Evaluation
	2–2:15 pm

15 minutes
	Not applicable
	

	TOTAL CONTENT HOURS: 125 min/60 = 2.08 CONTACT HOURS


PLANNED PROGRAM LENGTH CONTENT OUTLINE (Use this outline for your program content)

	OBJECTIVES

“At the end of this activity, the learner will be able to…
	CONTENT (TOPICS)

	TIME FRAME
	PRESENTER
	TEACHING METHODS

	     

	     
	     
	     
	     

	     

	     
	     
	     
	     

	     

	     
	     
	     
	     

	     

	     
	     
	     
	     

	     

	     
	     
	     
	     

	     

	     
	     
	     
	     

	TOTAL CONTACT HOURS:      min/     60 =      CONTACT HOURS


PILOT TESTED ACTIVITY CONTENT OUTLINE (Use this outline for your program content)

	OBJECTIVES

“At the end of this activity, the learner will be able to…
	CONTENT (TOPICS)
	TEACHING METHODS

	     

	     
	     

	     

	     
	     

	     

	     
	     

	     

	     
	     

	     

	     
	     

	     

	     
	     


WRITING BEHAVIORAL OBJECTIVES*

Suggested verbs in the cognitive domain (Bloom, 1956):

Knowledge
Defines, describes, identifies, labels, lists, matches, names, outlines, reproduces, states

Comprehension
Converts, defends, distinguishes, estimates, explains, extends, generalizes, gives examples, infers, paraphrases, predicts, rewrites, summarizes

Application
Changes, computes, demonstrates, discovers, manipulates, modifies, operates, predicts, prepares, produces, relates, shows, solves, uses

Analysis
Breaks down, diagrams, differentiates, discriminates, distinguishes, identifies, illustrates, infers, outlines, points out, relates, selects, separates, subdivides

Synthesis
Categorizes, combines, complies, composes, creates, devises, designs, explains, generates, modifies, organizes, plans, rearranges, reconstructs, relates, reorganizes, revises, rewrites, summarizes, tells, writes

Evaluation
Appraises, compares, concludes, contrasts, criticizes, describes, discriminates, explains, justifies, interprets, relates, summarizes, supports

Suggested verbs in the affective domain (Krathwohl, 1964):

Receiving
Asks, chooses, describes, follows, gives, holds, identifies, locates, names, points to, selects, replies, uses

Responding
Answers, assists, complies, conforms, discusses, labels, performs, practices, presents, reads, recites, reports, selects, tells, writes

Valuing
Completes, describes, differentiates, explains, follows, initiates

Suggested verbs in the psychomotor domain (Simpson, 1972):

 Perception
Chooses, describes, detects, differentiates, distinguishes, identifies, isolates, relates, selects, separates

Set
Begins, displays, explains

Guided response
Assembles, calibrates, constructs, organizes

*This list is not all-inclusive.

Applications including full payment must be received at the ONS office:


At least four weeks prior to the activity if e-mailed to � HYPERLINK "mailto:CEApprover@ons.org" �CEApprover@ons.org�


At least six weeks prior to the activity if sent by regular mail (four copies must be submitted).  


Full fees must be received before the application will be sent to the reviewers.  


In the event that applications are received only 2-4 weeks before an event, fast track review with an additional fee may be considered.  Contact � HYPERLINK "mailto:ceapprover@ons.org" �ceapprover@ons.org� if you wish to seek fast track approval.


Please note that you should receive confirmation of receipt of an application within 4 business days of submission.  If you do not receive confirmation, please contact � HYPERLINK "mailto:ceapprover@ons.org" �ceapprover@ons.org� or 1-866-257-4ONS 
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