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ASSOCIATION



Nebraska Nurses Association - Continuing Education Approver Unit
Intent to Apply for Approved Provider Status 
Please use this form to indicate your intent to apply for Approved Provider status for continuing nursing education through the Nebraska Nurses Association. This will enable us to verify your eligibility. In order to be eligible, your provider unit must:

1. Have a clearly defined unit/department administratively/operationally responsible for continuing nursing education.
2. Have nurse planner(s) who meet(s) qualifications.
3. Target Audience*:
· If you are based in Nebraska, you must target more than 50% of you learning activities to nurses within the states of Iowa, Missouri, Kansas, Colorado, South Dakota and Wyoming.  Check www.hhs.gov/about/regionmap.html  for the identification of the states contiguous to HHS 
region 7.
OR
· If your provider unit is based outside of Nebraska, you must target more than 50% of your learning activities to nurses within the geographic range of your provider unit location.  Nebraska is in region 7.  Check www.hhs.gov/about/regionmap.html   for the identification of your region plus the states contiguous to your region.
·  Note*: If your target audience is broader than those areas identified above, you are not eligible to apply to be an approved provider unit through NNA CEAC. You are, however, eligible to contact the ANCC Accreditation Program to apply for accreditation as a provider unit.
4. Effective 7/31/10 commercial entities are not eligible to apply as a provider unit.

a.    A commercial entity is defined as an organization that produces, distributes, markets, or re-sells products us by or on patients.  The only exception to this criterion would be if the department putting on the CE activity had sufficient corporate safeguards or firewalls between the education component and the commercial entity component.

If you are seeking approved provider status, complete and submit this form to the NNA CEAC Administrator.  The Administrator will contact you about applying to NNA as an approved provider.
Section 1: Demographics

Date form completed:      

A.
New proposed approved provider name:      

Contact person (the person with whom NNA CEAC will communicate):      
Title of contact person:      
Address:      
Day phone number:      

Email address:      
My organization is a:
	 FORMCHECKBOX 

	Hospital
	 FORMCHECKBOX 

	Government agency

	 FORMCHECKBOX 

	School/college of nursing
	 FORMCHECKBOX 

	Continuing education company

	 FORMCHECKBOX 

	Professional association
	 FORMCHECKBOX 

	Health care office or practice

	 FORMCHECKBOX 

	Home health agency
	 FORMCHECKBOX 

	Business providing services to the health care industry

	 FORMCHECKBOX 

	Long term care facility
	 FORMCHECKBOX 

	Business providing products used on or by patients

	 FORMCHECKBOX 

	Other (describe):     


Have you ever been denied approval by or had approval revoked for an individual activity or a provider application by NNA CEAC?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
If yes, please explain what happened.      
Have you ever been denied approval by or had approval revoked for an individual activity or a provider application by another approver (state or national)?   FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No

If yes, please explain what happened.      
Section 2: Regional Target Market

A. Think about where the people who participate in your learning activities live. During the past year, did you market more than half of your learning activities to nurses within the state of Nebraska?
 FORMCHECKBOX 

Yes (go to section 5)
 FORMCHECKBOX 

No (answer next question in this section)

B. During the past year, did you market more than half of your learning activities to nurses within the states of Nebraska, Iowa, Missouri, Kansas, Colorado, South Dakota or Wyoming?  
 FORMCHECKBOX 

Yes (go to section 5)
 FORMCHECKBOX 

No (answer next question in this section)


C. If you answered no to the above question, is it correct that, during the past year, you marketed more than half of your learning activities to nurses in more states than listed above or internationally? (Internet learning usually fits this category.)
 FORMCHECKBOX 

Yes
(Stop here and contact the CE Administrator at NNA)
Section 3: Commercial Entities

A. Is your organization part of a company that produces, markets, re-sells or distributes a product that is used on or by patients?

 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No
B. Is your organization owned or controlled by a company that produces, markets, re-sells or distributes a product that is used on or by patients?

 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No

If you answered “no” to both of these two questions, you have completed this form. Please return it to the CEAC Administrator. You will be contacted to confirm your eligibility. 

If you answered “yes” to either of the above questions, please continue with C. items below.

C. Your organization is part of a company or system that produces, markets, re-sells or distributes a product that is used on or by patients.  It is important that your provider unit be separate from any commercial interest to avoid the perception of bias in your continuing nursing education activities. Your answers to items 1. and 2. will help NNA CEAC assess the degree of separation.

1. Please describe the safeguards (sometimes called firewalls) in place to ensure that your provider unit would be separate from commercial activities of the company.

     
2. Please provide to the NNA CEAC Administrator, an organizational chart showing how the provider unit would fit within the total organization and how separation would be maintained between the provider unit and the commercial entity (attach copy). 
Thank you for completing this form. Please return it  as directed below.  You will be contacted to confirm your eligibility.

Email as an attachment to: admin@nebraskanurses.org 

Mail to: Nebraska Nurses Association P.O. Box 82086  Lincoln, NE  68501-2086
Fax to: (402) 328-2639
OFFICE USE ONLY:     



Date received documentation: 



Is this proposed approved provider eligible to apply for AP status?  
     Yes   
 No

If no, why not: 
Date notified applicant: 



Reviewer Signature:  
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