Disclosure of Relevant Interests, HIPAA Compliance and

Program/Activity Planning Agreement

The Marshall University Joan C. Edwards of Medicine is an accredited provider by the Accreditation Council for Continuing Medical Education (ACCME).  ACCME Standards for Commercial Support require that everyone in a position to control content of an educational activity must disclose all relevant financial relationships with any Commercial Interest. A Commercial Interest is any entity producing, marketing, re-selling, or distributing healthcare goods or services consumed by, or used on, patients, with the exemption of non-profit or government organizations and non-health care related companies.  If a potential conflict of interest exists as a result of a financial relationship, it will need to be resolved prior to the activity.

This information is necessary to move to the next steps in planning this CME activity.  Refusal to disclose relevant financial relationships will disqualify you from participating in this CME activity.

PLEASE PRINT:
CME Activity:   
____________________________________Your Name:          



Activity Date:  ______________________________
Please indicate your acceptance of the following five statements by checking each box:
 FORMCHECKBOX 

I am in compliance with the HIPAA standards to protect the privacy of the patients discussed in my presentation(s).  I have either received written authorization from the patient, removed any identifiable images or patient records from my presentation, or my presentation does not pertain to patient treatment.

 FORMCHECKBOX 

I will not accept payment for my services for this activity from any outside commercial source, other than payments directly from the Office of Continuing Medical Education, its designated educational partner (non-commercial), or my employer.

 FORMCHECKBOX 

I will plan / present a program that is relevant to the participants’ practices, commercially unbiased, objective, educationally balanced, and scientifically sound.  

 FORMCHECKBOX 

I will provide references from scientific literature for all clinical recommendations included in my presentation.

 FORMCHECKBOX 

The images presented in my presentation (if any) have not been falsified or misrepresent the outcome of treatment.
Please indicate your role(s) in the planning and implementation of this CME program/activity:
 FORMCHECKBOX 
Activity Director              FORMCHECKBOX 
Speaker / Presenter     FORMCHECKBOX 
Planning Committee Member   FORMCHECKBOX 
Content Reviewer                     
 FORMCHECKBOX 
CE Office Staff Member  FORMCHECKBOX 
Activity Coordinator   FORMCHECKBOX 
Joint Sponsor Representative

1) 
Determine if you or your spouse / partner have, or have had, a relevant financial relationship within the past 12 months with any Commercial Interests, as defined above.  For this purpose, relevant financial relationships of your spouse or partner that you are aware of are considered to be yours.

2) 
If you determine that you or your spouse DO NOT have any relevant financial relationships as described above, please check the box, sign and date below and return this form to the conference organizer.  You do not need to complete page two.
 FORMCHECKBOX 
  Neither I, nor my spouse/partner, have any relevant financial relationships with any Commercial Interests.

________________________________
_____________________

Signature


Date


 FORMCHECKBOX 
 Check box if submitting electronically without physical signature Electronic Submission 

       Date:        
3)
If you determine that you or your spouse DO have relevant financial relationships as described above, please complete the reverse side of this form.  You do not need to complete page 2 if your relationships are not relevant to this presentation.  

Use the table below to describe only your relevant relationships:

1)
Describe what you or your spouse/partner received (ex: salary, honorarium, etc).

2) 
Describe the Dollar range of that financial relationship.  

	Commercial Interest

	Nature of Relevant Financial Relationship

	
	Relationship or What was received?
	Please choose Dollar Range of the relationship
	What was your role?

	
	
	less than $5,000
	$5,001 to

$10,000
	$10,001 to $25,000
	more than $25,000
	

	Example: Company X
	honorarium
	X
	
	
	
	Speaker

	
	Honorarium
	
	
	
	
	

	
	Advisory Board
	
	
	
	
	

	
	Research
	
	
	
	
	

	
	Employment
	
	
	
	
	

	
	Speakers Bureau
	
	
	
	
	

	
	Product Royalty
	
	
	
	
	

	
	Stock holdings
	
	
	
	
	

	
	Other
	
	
	
	
	


The information I have included in the box above    FORMCHECKBOX 
 IS RELEVANT      FORMCHECKBOX 
  IS NOT RELEVANT to my presentation listed on the front of this form.  


     ACTIVITY DIRECTOR USE ONLY:

      FORMCHECKBOX 
 I agree the relationships indicated above ARE NOT relevant to the topic we have asked the speaker to present


    Activity Director Initials:     
      FORMCHECKBOX 
 I feel the relationships indicated above ARE relevant to the topic we have asked the speaker to present


    Activity Director Initials:     
IMPORTANT:  One method of resolving potential conflicts of interest is to objectively determine that the program content is based on the best available evidence and represents a balanced view of therapeutic options.  It must also promote improvements or quality in healthcare, NOT a specific proprietary business interest of a commercial interest.  You may be asked to provide a copy of your content (power-point) in advance for review.

If you have listed relevant relationships above, please indicate your acceptance of one of the following statements:

 FORMCHECKBOX 

I agree to plan / present a program that is relevant to the participants’ practices, commercially unbiased, objective, educationally balanced, and scientifically sound.  In addition, I agree that the content of my presentation is based upon the best possible evidence and I have listed the source(s) of that evidence below:

INCLUDE SPECIFIC SOURCE(S) OF EVIDENCE BELOW:


     




     


 FORMCHECKBOX 

I cannot agree to the above parameters.  However, I have indicated below why I should still be given the opportunity to participate in this program:


________________________________________________________________________________________________

 FORMCHECKBOX 

I cannot agree to the above parameters.  Please remove me from participation in this program.

_______________________________________________________________________

_____________________

Signature









Date


Planning Committee use only – TO BE COMPLETED BY  COMMITTEE Representative:

 FORMCHECKBOX 
  I believe that the potential conflict of interest for this activity has been resolved or is not relevant.

 FORMCHECKBOX 
  I believe this person should be disqualified from participating in the planning or implementation of this activity.

_________________________________________________________________________

Signature




Date

CME USE ONLY – TO BE COMPLETED BY CME COMMITTEE Representative:

 FORMCHECKBOX 
  I believe that the potential conflict of interest for this activity has been resolved or is not relevant.

 FORMCHECKBOX 
  I believe this person should be disqualified from participating in the planning or implementation of this activity.

_________________________________________________________________________

Signature




Date

