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Approver Unit
Presenter Forms
NAON Biographical Data Form

The Biographical Data Form (BDF) is to be completed by all individuals involved in continuing education development (planning committee members, presenters, represented target audience members).  Curriculum vitae may not be substituted.  Do not attach additional material.
Name (degrees, certification):       

Preferred Mailing Address:       
     
Preferred Telephone:
     
Present Position (title, employer, job description):      
Education (include basic preparation through highest degree held)

	Degree
	Institution (Name, City, State)
	Major Area of Study
	Year Degree Awarded

	     

	     
	     
	     

	     

	     
	     
	     

	     

	     
	     
	     


Previous experience pertinent to this educational activity:  Use space below to briefly describe your professional experience or areas of expertise (including publications) related to your involvement in continuing nursing education and your particular role, e.g. planner, presenter, peer reviewer, administrator, etc.

     
NAON Conflict of Interest Form
	All relevant financial interest or affiliation or any potential bias with a corporate organization must be made known in advance to the learners in accordance with the American Nurses Credentialing Center’s (ANCC) Commission on Accreditation, A financial relationship is defined as one in which the individual benefits by receiving a consulting fee, intellectual property rights, ownership interest (i.e., stocks, stock options, or other ownership interest, excluding diversified mutual funds), royalty, salary, or other financial benefit. Also included is ‘contracted research’ in which the facility obtains the grant and manages the funds while the individual is the principal or names the investigator on the grant.  Financial benefits are often associated with roles such as board membership, consulting, employment, management position, independent contractor (including contracted research), membership on advisory committees or review panels, speaking and teaching, and other activities from which remuneration is received, or expected.
 FORMCHECKBOX 
       No, I, my spouse, family member, or partner do/have not have financial interests, arrangements, affiliations, or any bias with any of the corporate organizations offering financial support or educational grants for this program over the last 12 months.  
 FORMCHECKBOX 
       Yes, I, my spouse, family member, or partner do have/have had relevant financial interests, arrangements, affiliations, or bias with one or more of the corporate organizations offering financial support or an educational grant for this program  over the last 12 months. (Please describe and explain)

Please indicate below the organization(s), your role(s) and what you received.

Roles: Advisory Board Member; Board Member; Consultant; Employee, Independent Contractor, Major Stock Holder, Ownership Interest; Review Panel; Speaker’s Bureau; Other [explain]

Received: A.  Consulting Fee; B. Grant/Research Support; C. Honoraria; D. Intellectual Property Rights; E. Royalty; F. Salary; G. Other [explain]



Organization
Role



Received
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State the actions you will take to resolve any potential conflict of interest:

 FORMCHECKBOX 
       Disclose potential conflicts of interest to learners before the program (all planners/presenters).

 FORMCHECKBOX 
       Direct planning of the program on education, not on any specific proprietary entity (all planners).

 FORMCHECKBOX 
       Provide information about classes of medications/devices, but no specific medication/device (all presenters).

 FORMCHECKBOX 
       Use generic trade names for medications/devices as possible.  Trade names from other companies (when available) will also be mentioned if a specific trade name must be used (all presenters).

 FORMCHECKBOX 
       Submit presentation materials for a peer review process (all presenters).

 FORMCHECKBOX 
       Use no commercial logos on presentation materials (all presenters).

 FORMCHECKBOX 
       Other:      
	Agreement
 FORMCHECKBOX 
       I understand that no advertising or marketing of any product or services will take place during or in the      geographic vicinity of this continuing nursing educational program.

 FORMCHECKBOX 
       I understand that I must download NAON’s Conflict of Interest Slide from NAON’s speaker resource page, update it, and insert the slide after the title slide.  The slide will appear in the presentation and handouts. 


     





     




 






Title of Presentation



Date and Time of Presentation
     










 






Presenter’s Name




     





     




 






Presenter’s Signature (E-signature)



Date
NAON FDA Form

Presenter’s Name:                                                                   Date and Time of Presentation:      
Presentation Title:      
To obtain information regarding the clearance status of a device or pharmaceutical refer to the product labeling or call the FDA 1-800-63-2041 or visit the FDA web site at www.fda.gov/cdrh/510khome.html. 
CHECK ONE:

 FORMCHECKBOX 
 The FDA has cleared all pharmaceuticals and/or medical devices for the use described in this presentation.

 FORMCHECKBOX 
 The FDA has not cleared the following pharmaceuticals and/or medical devices for the use described in this presentation.  The following pharmaceuticals and/or medical devices are being discussed for an off-label use.
	
Manufacturer Name
	
Drug or Device

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     


The Provider stipulates that “off label” use of a device or pharmaceutical may be described in the provider’s contact hour activities so long as the “off label” status of the device or pharmaceutical is also specifically disclosed (i.e. that the FDA has not approved labeling the device for described purpose).  Any device or pharmaceutical is being used “off label” if the described use is not set forth on the product’s approved label. 

 FORMCHECKBOX 
 Not Applicable.  No pharmaceuticals or medical devices will be discussed in this presentation.
 FORMCHECKBOX 
 I am checking the following box to acknowledge that I have read and disclosed all necessary information above.
Signature (E-signature):      





Date:      
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