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Oncology Nursing Society  -  Volunteer Application
ONS Seal of Approval Reviewer
Return to:  onssealofapproval@ons.org     Fax: 877-369-5497

Name: _________________________________________________________________		
 
Address: ________________________________________________________________  Home       Work  (circle one)      

City: ________________________________  State: __________  Zip: _______________

Home Phone: ________________________  Work Phone: ________________________
Preferred Telephone:    Home     Work

E-mail: _______________________________  ONS Membership ID#: _______________  


ONS Seal of Approval

ONS is accepting applications from members interested in serving as reviewers for the newly revised “ONS Seal of Approval” program.  ONS developed its Seal of Approval program to assist healthcare professionals and consumers in selecting quality educational materials related to cancer care. 

If selected, you will be responsible for reviewing short CNE and non-CNE programs, and providing feedback within a very quick turn-around time period.  You will be given 10 days to review the course and provide feedback to us.  

Programs and materials are evaluated on the quality of educational information presented, and for consistency with the mission, standards, and guidelines of ONS. You will be compensated for your time on these program reviews.  

This review is for educational programs and materials related to cancer, cancer care, or nursing. Examples include:
* Educational seminars and conferences
* Electronic media, such as CDs, DVDs, podcasts, and educational Web sites
* Textbooks, monographs, and independent study modules
* Informational brochures intended for patient, consumer, or professional education.



Relevant Experience

1.  Education (list most recent first): 












2.  Employment (list positions held within the past five years):
  













3.  Describe any past experiences that demonstrate your ability to work as a reviewer (e.g.,  national and/or local ONS activities, other work as a reviewer, community involvement, work with other organizations).















4.  Describe three strengths that you would bring as a reviewer.









5.  Describe at least three areas of expertise.










Please check the areas in which you have specific experience that can be useful as a reviewer.  
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Symptom Management
____   Anemia
____   Anorexia
____   Cognitive impairment
____   Fatigue
____   Lymphedema
____   Neutropenia
____   Pain
____   Sleep disturbances
____   Sexuality/disturbances
____   Other: ____________________________

Dimensions of Cancer Experience
____   Cancer control
____   Prevention
____   Chemo-prevention
____   Tobacco use/smoking cessation
____   Detection/screening
____   Health promotion/exercise
____   Genetics
____   Cultural issues
____   Oncologic emergencies
____   Nutritional aspects
____   Psychological aspects
____   Depression/anxiety
____   Coping/adaptation/spirituality
____   Quality of life
____  Palliative care/end-of-life care
____   Survivorship
____   Other: ____________________________

Nursing Issues
____   Cost containment
____   Education and communication
____   Evidence-based practice
____   Healthcare delivery
____   Informatics
____   Nursing shortage
____   Nurse retention
____   Outcomes
____   Quality
____   Work environment
____   Other: ____________________________



Disease-Specific Topics
____   All cancer types
____   Bone cancer/osteosarcoma
____   Breast cancer
____   Colon and rectal cancer
____   Endocrine tumors
____   Gastrointestinal system
____   Genital system, male
____   Gynecological cancer
____   Head and neck cancer
____   HIV/AIDS
____   Leukemia
____   Lung cancer
____   Lymphoma
____   Mediastinal tumors
____   Myeloma
____   Nervous system/brain tumor
____   Pediatric tumors
____   Sarcoma
____   Skin cancer
____   Urinary system
____   Other: ____________________________

Treatment Modality
____   Biotherapy
____   Chemotherapy
____   Complementary therapy
____   Hormonal therapy
____   Marrow or stem cell transplant
____   Radiation therapy
____   Surgery
____   Other: ____________________________

Ethnic Groups Served
____   African American
____   American Indian/Alaska Native
____   Asian
____   Caucasian
____   Hispanic or Latino
____   Other

Age Groups Served
____   Adults 
____   Pediatric 



Return to:  ONS Seal of Approval
onssealofapproval@ons.org
125 Enterprise Drive, Pittsburgh, PA 15275
Phone: 412-859-6306     Fax: 877-369-5497
