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The Nurse Planner is responsible for evaluating the presence or absence of conflicts of interest and resolving any identified actual or potential conflicts of interest during the planning and implementation phases of an educational activity. If the Nurse Planner has an actual or potential conflict of interest, s/he should recuse himself/herself from the role of Nurse Planner for the educational activity.  
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	If this is the conflict of interest form completed by and for the Nurse Planner responsible for the activity, then an individual other than the Nurse Planner must review this form for potential conflicts of interest and sign below. The Nurse Planner reviews and signs all conflict of interest forms except for his/her own.
By my signature, I, as the Nurse Planner (or other individual as described above), attest to reviewing the content of this Conflict of Interest Form and determining appropriate resolution of any conflicts of interest.   
____________________________________________________________	 _______________________            
*Signature: Name and Credentials (Required) 				               Date

	* Signature may be hand-written, electronic, or typed. WNA reserves the right to validate all signatures.
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AUTHORIZATION FOR CONFERENCE MATERIALS TO BE AVAILABLE ON ISPN WEBSITE 

By returning the requested initial documents, speakers who are not submitting their papers for publication agree that abstract and conference presentation handouts will be available to be published in the conference materials on the ISPN website. Deadline for the return of initial materials will be November 30, 2017.  After this date, ISPN will not include your abstract in the program.
Those planning to submit their papers for publication should not include a slide of findings for publication in the conference presentation handouts on the ISPN website. The speaker should instead share the findings orally at the conference and can include on the slide the following wording, “This paper is being submitted for publication and, therefore, written findings will be included in that medium.”

By signing this authorization (please check one):

______I agree to allow my conference presentation handouts to be available to attendees through a link on the ISPN website. 

______I do not want my conference presentation handouts to be available to attendees on the ISPN website.


Presenting Lead Author Concurrent Session Number, Workshop Number or Poster Number:	

Presenting Lead Author Name (typed):_____________________

Presenting Lead Author Signature:________________________

Date:__________________

Please return this completed form to conferences@ispn-psych.org by February 2, 2018.
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