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     Biographical Data Form

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.
Check all that apply:










	 FORMCHECKBOX 
 Planning Committee
	 FORMCHECKBOX 
 Presenter/Faculty

	 FORMCHECKBOX 
 Course Director

 FORMCHECKBOX 
 Content Expertise

 FORMCHECKBOX 
 Target Audience
	 FORMCHECKBOX 
 IME Staff

 FORMCHECKBOX 
 Nurse Planner

 FORMCHECKBOX 
 Lead Nurse Planner
	


Contact Information




 
	Name and Degree(s)       

	Preferred Address       

	Preferred Phone Number       
	(Please check) Work  FORMCHECKBOX 
  Home  FORMCHECKBOX 
  Cell  FORMCHECKBOX 


	Email Address       

	Present Position (Title and Employer)       


Education (include basic preparation through highest degree held):






	Institution
	Major Area of Study
	Degree
	Year Awarded

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


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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Disclosure Form

	        Name
	     
	Credentials
	     
	 FORMCHECKBOX 
Committee Learning

	CME/CNE Activity
	Midwestern Region Burn Conference

 FORMTEXT 
     
	 FORMCHECKBOX 
 Live Internet 

	Activity Date
	October 11-12, 2012
	 FORMCHECKBOX 
 Live Program

	Organization
	     
	 FORMCHECKBOX 
 Enduring Materials


Purpose. It is the policy of HealthPartners Institute for Medical Education, in accordance with the Accreditation Council for Continuing Medical Education (ACCME) and the WNA CEAP (Wisconsin Nurses Association Continuing Education Approval Program), to ensure balance, independence, objectivity, and scientific rigor in all CME/CNE activities. Anyone engaged in content development, planning or presentation must complete this form.  

Persons who fail to sign and return this form are not eligible to be involved as a presenter/planner.
	Title of Presentation:
	     

	Please indicate your
role in this CME/CNE or educational activity:
	 FORMCHECKBOX 
 Presenter
 FORMCHECKBOX 
 Author
 FORMCHECKBOX 
 Course Director
 FORMCHECKBOX 
 Moderator
 FORMCHECKBOX 
 Planning Committee

 FORMCHECKBOX 
 Approval Committee (CME only)      FORMCHECKBOX 
 Nurse Planner (CNE Only)     


Disclosure of Relevant Financial Relationships










Relevant financial relationships are those in which an individual (including the individual’s spouse/partner) in the last 12 months: 

· has had a personal financial (any amount) relationship with a commercial interest producing health care goods or services; and who

· also has control over educational content (planning or presenting) about this activity.

Regarding your role in this CME/CNE or educational activity (check one):

 FORMCHECKBOX 

No, I have no relevant personal financial relationship. (If you checked this box, skip to Disclosure below.)

 FORMCHECKBOX 

Yes, I do have a personal financial relationship with a commercial interest and control over educational content about the products of the commercial interest. (Provide information below. Use additional sheet if necessary.)

	Nature of Financial Relationship
	Name of Company(s) and relationship
	Self
	Spouse

/Partner

	 FORMCHECKBOX 
 Consultant
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 
 Speaker’s Bureau
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 
 Grant/Research Support (Principal Investigator 

or working directly for company/company’s agent)
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 
 Stock Shareholder (self managed)
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 
 Honoraria
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 
 Full-time/part-time Employee
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 
 Other (Describe):
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 



Disclosure of Off-Label and/or Investigational Uses









If at any time during my educational activity I discuss an off-label/investigative use of a commercial product/device, 

I understand that I must provide disclosure of that intent. 

 FORMCHECKBOX 

No, I do not intend to discuss an off-label/investigative use of a commercial product/device. 
(If you checked this box, skip to Declaration on page two.)

 FORMCHECKBOX 

Yes, I do intend to discuss off-label/investigative uses(s) of the following commercial product(s)/device(s). 
(Provide information below.)

Declaration

I will uphold HealthPartners Institute for Medical Education continuing educational standards to ensure balance, independence, objectivity, and scientific rigor in my role in the planning, development or presentation of this CME/CNE or educational activity

I understand that continuing education accreditation guidelines prohibit me from accepting any reimbursement (financial, gifts, or in-kind exchange) for this presentation from any source other than the accredited CME/CNE provider or its educational partner (or fiscal agent).

Signature 







Date 






Additional information may be requested to address any perceived conflict of interest. All identified conflicts of interest will be managed and resolved in advance of the activity and disclosure information will be shared with the activity participants.
	Thank you for completing this form. Return to:

	Sharon.a.kopphuth@healthpartners.com    or fax to 952-883-7272


Review Process & Resolution of Possible Conflict of Interest (For Office Use Only)

Risk Assessment:
 FORMCHECKBOX 
 NONE
 FORMCHECKBOX 
 LOW
 FORMCHECKBOX 
 HIGH

Significant Factors:
 FORMCHECKBOX 
 Relationships
 FORMCHECKBOX 
 Previous Evaluation Data
 FORMCHECKBOX 
 Topic Area

Referred to:

	 FORMCHECKBOX 
 Course Director
	Name: 
	     

	 FORMCHECKBOX 
 Planning Committee Member
	Name: 
	     

	 FORMCHECKBOX 
 Other
	Name: 
	     


Proposed Action:

	 FORMCHECKBOX 
 Conduct peer review


 FORMCHECKBOX 
 Independent review of abstracts 


 FORMCHECKBOX 
 Independent review of presentation/slides
	 FORMCHECKBOX 
 Alternate speaker or planning team member identified 

 FORMCHECKBOX 
 Verify recommendations based on structured review for best evidence

 FORMCHECKBOX 
 Alter course design to ensure fair and balanced treatment or topic

	 FORMCHECKBOX 
 Limit scope of the presentation
	
(e.g., include non-pharmacological, panel discussion, Q&A time)

	
 FORMCHECKBOX 
 Narrow the materials covered
	 FORMCHECKBOX 
 Dissolve financial relationship (please attach documentation)

	
 FORMCHECKBOX 
 Omit Specific Recommendations 
	 FORMCHECKBOX 
 Other (please explain):

	 FORMCHECKBOX 
 Assign on-site monitor
	

	
	

	CME REVIEWER
	CNE NURSE PLANNER  (CNE Activity Only)

	Signature: 




Date: 
___________
	Signature: 




Date: 
___________


Final Outcome:

	Notes:
	     


Follow-up Evaluation Data (post-course)

Number of respondents: 

Participant feedback (% resp.)
Free of Bias – Yes, 
%
No, 
%

On-site monitor present?
 FORMCHECKBOX 
 Yes 
 FORMCHECKBOX 
 No
If Yes, Name: 
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