North Carolina Nurses Association
Individual Educational Activity Application
2015 Criteria – Revised February 2, 2021 

Page 1: Submission and Fee Requirement
Page 4: Demographic Information
Page 5: Eligibility Verification
Page 7: Educational Activity Application Begins
Page 13: Form to Use for Credit Card Payment

What is Continuing Nursing Education? 
Continuing nursing education (CNE) is:  Those learning activities intended to build upon the educational and experiential bases of an individual for the enhancement of practice, education, administration, research, or theory development, to the end of improving the health of the public. (2015 ANCC Primary Accreditation Application Manual for Providers and Approvers).
Individual Educational Activity Providers must develop educational activities that are designed to address a gap in knowledge, skills and/or practice for a specific target audience.  All educational design criteria for continuing nursing education activities must be addressed.

Submission Fees, Deadlines, and Requirements
Individual Educational Activity Fee Schedule
A. How to Calculate Your Fee If You Are SUBMITTING ON TIME (normal application submission is the application must arrive at NCNA at least 8 weeks, 56 or more days, before activity start date)
Count all sessions, even concurrent sessions are counted.
The first 1.0 – 3.0 contact hours is a total of $150.00
For anything over 3.0 (3.1 or more contact hours) you will add $25 for each additional contact hour (rounded up to nearest whole number) and then you will add that amount to the initial $150.00.
Here is an example:
You are requesting approval for 4.5 CHs. The first 3.0 will be $150
4.5 – 3.0 = 1.5 (round up to 2)     2 x $25 = $50
$150 (the first 3.0 CHs) + $50 (the next 2 CHs) = $200 total fee (but only if you will not be late; see below)
B. How to Calculate Your Fee If You KNOW YOU ARE LATE (rush/late fees are added to your total fee from #A above for late applications that arrive at NCNA less than 8 weeks, 56 or more days, before activity start date)
Using the table below, calculate how late you will be when the application ARRIVES at NCNA. Move across to the number of CHs you are requesting. That is the additional fee you will add to the amount you calculated above under #A for your CH fee.
Here is an example:
You requested 4.5 CHs for approval. In #A above you calculated your fee will be $200
But you know your application will arrive at NCNA 39 days before your start date (you have allowed for weekends and holidays and anything that would hold up the mail).
Looking at the table you will find 38-47 days, move across to > 3.1 < 6.0, and find the late fee of $500.
In this example, you must add $500 to the cost of CHs ($200 calculated in #A above) to determine your total fee of $700 for this example.
	Timeframe
	Credit Hours
	Cost

	48-55 days
	≤ 3.0
	$150

	
	≥ 3.1 ≤ 6.0
	$300

	
	≥6.1
	$500

	38-47 days
	≤ 3.0
	$325

	
	≥ 3.1 ≤ 6.0
	$500

	
	≥6.1
	$750

	30-37 days
	≤ 3.0
	$500

	
	≥ 3.1 ≤ 6.0
	$750

	
	≥6.1
	$900

	15-29 days
	≤ 3.0
	$900

	
	≥ 3.1 ≤ 6.0
	$1150

	
	≥6.1
	$1500



Additional Fee Information
· No applications will be accepted less than 15 days before the planned activity.
· Submission acceptance and fee is based on the date that the application physically arrives at NCNA, not the date it is mailed/shipped from the provider.
· The application fee is non-refundable unless provider withdraws application prior to being sent to reviewers.
· For the fee, checks should be made payable to the North Carolina Nurses Association. NCNA will also accept a money order or MasterCard and Visa credit cards. Please include credit card information with signature on a separate sheet (for shredding). A form has been provided to you on last page of this application if needed.
· The fee is determined by the number of contact hours (CHs) for which approval is being sought.
1.0 CH = 60 minutes. For applications, with concurrent sessions, the fee will be determined by the number of contact hours being reviewed.
· The fee MUST be included with the application. 

Additional Submission Information
Three sets of the typed application are to be submitted. These 3 sets do not have to all be originals. The original and two copies are acceptable. Applications that are not typed will not be accepted.
· The application and any attachments should have page numbers on each page and be numbered in sequence beginning with page 1. NCNA realizes there may be pages that are not part of the original application. Therefore, use any method that works for numbering the pages of final product. For example, delete original page number footer on the application and revise it to include all pages; or, ignore the page number footer and re-number clearly by hand, etc.).
· The three sets should be sent clearly separate. If you bind them (not necessary) this binding must be easily removable. (For example, comb/coil/wire; paperclips; report covers are all removable without damage to the paper while thermal tape binding or stitched binding are not easily removed.)
· Do not use STAPLES to organize the application.
· All pages should be front only. Do not use front/back for any pages of the application, including advertising/brochure.


Application Process  
The individual educational activity application will be reviewed by members of the NCNA CEAU review committee, and the applicant will be contacted if additional information is required. Once contacted, the applicant must respond with the requested information within the time frame given. If the application significantly lacks ANCC criteria and standards, the application can be denied at any time.
Telephone Session with the Director of Nursing Education ($100.00 per session)
Telephone sessions may be scheduled upon request by the applicant. A telephone session is defined as interactions that require extensive review of the application problems or process, and is not meant to deter shorter calls from applicants who need answers to specific questions.
Approval Period
If approved, educational activities are approved for a period of two years; educational activities may be repeated as often as desired during the approval period. If this will be a repeated activity, the provider needs to maintain a running list of the dates on which the activity was repeated, and should expect to be audited periodically for this information by NCNA CEAU.
Changes in Approved Activities
Changes in faculty presenters may occur as long as NCNA CEAU is notified of the change(s) prior to the activity being presented or offered. The number of contact hours originally approved cannot be changed unless the provider receives approval from NCNA CEAU.  A portion of an activity, rather than the entire offering, may not be presented unless approval is awarded.  For example, if the activity was approved for 3 days and assigned 18 contact hours, the provider cannot shorten it to 1 day for 6 contact hours.  Approval must be obtained because this is a major change and considered a new activity.

NOTE TO APPLICANT: Actual application begins on Page 4. You do not submit pages 1-3.
Mail applications to:  NCNA CEAU, 4350 Lassiter at North Hills Avenue, Suite 250, Raleigh, NC 27609


North Carolina Nurses Association
Individual Educational
Activity Application
Revised 2015 Criteria
Rev February 2, 2021

NCNA OFFICE USE ONLY
               
Date Arrived: _____________  Amt Paid: $ ___________ CEAU # Assigned: __________

Paid:  Check - Name ____________________________________  #_________________   
Paid:  ( ) Visa    ( ) M/C   (#ends _________)    Card Name: _________________________   

Demographic Information

Name of Applicant (Organization):  		    __________			

DEMOGRAPHIC DATA

[bookmark: _Hlk534800213][bookmark: _Hlk534800102]Title of Activity: Click here to enter text.		

Number of Contact Hours Requesting: Add text.    Fee Amount Included: Add text.

Activity Type (be sure to include date of live activity or start date of enduring material):	
   
☐  Provider-directed, provider-paced:  Live (in person or webinar)
	Date of live activity: Click here to enter a date.
[bookmark: _Hlk534790273]
☐  Provider-directed, learner-paced: Enduring material
	Start date of enduring material: Click here to enter a date.
	Expiration/end date of enduring material: Click here to enter a date.

☐  Blended activity: A combination of live and enduring materials
      Date(s) of enduring materials (e.g. prework): Click here to enter a date.
      Date of live portion of activity: Click here to enter a date.

Nurse Planner Name/Email  for this activity. Please complete below.
Note: NCNA will correspond ONLY with the Nurse Planner of this activity and most correspondence for this process will be by email. The Nurse Planner must have a minimum of baccalaureate degree in nursing.

The Nurse Planner must be a currently licensed registered nurse with a baccalaureate degree or higher in nursing and be actively involved in planning, implementing and evaluating this continuing education activity.

Nurse Planner Name/Credentials:    Click here to enter text.

[bookmark: _Hlk534800252]RN License #: Add text.   State Licensed as RN: Add text.   Title/Position: Add text.

Nurse Planner Email: Add text.

Phone #:   Add text.         ☐Home   ☐Cell    ☐Work  

(The Nurse Planner must have a minimum of baccalaureate degree in nursing.)

 




d

Eligibility Verification
SECTION 1: Eligibility
Applicants interested in submitting an individual educational activity for approval must complete this Eligibility Section. Applicants that do not meet Eligibility Criteria will not be allowed to proceed. 
NAME OF APPLICANT (ORGANIZATION):   		    _____________________	

☐  If this eligibility information has been completed within the last 6 months check here and go
      to SECTION 5: Statement of Understanding.

Identify Organization Type:
☐	State Nurses Association affiliated with ANA
☐	College or University
☐	Healthcare Facility
☐	Health - Related Organization: example a health department 
☐	Interprofessional Educational Group
☐	Professional Nursing Education Group
☐	Specialty Nursing Organization
☐	Other:  Describe -      

SECTION 2: Commercial Interest
Is your organization one of the following? If ‘yes’ check the box that applies and go to SECTION 5.
If ‘no’ go to SECTION 3.
	☐	Blood banks
☐	State Nurses Association Affiliated with ANA
☐	Diagnostic laboratories
☐	Federal Nursing Services 
☐	For-profit and not for profit hospitals
☐	For-profit and not for profit nursing homes
☐	For-profit and not for profit rehabilitation centers
☐	Group medical practices
	☐	Government organizations
☐	Health insurance providers
☐	Liability insurance providers 
☐	National nurses organizations based outside the US
☐	Non-health care related companies
☐	Specialty Nursing Organizations
☐	A single-focused organization* devoted to offering CNE 


	* The single-focused organization exists for the single purpose of providing continuing nursing education.
NOTE:  501c applicants are not automatically exempt. The ANCC Accreditation Program requires 501c applicants to be screened for eligibility.




SECTION 3: Only complete this section if you did not check a box in SECTION 2
A Commercial Interest: Any entity either producing, marketing, reselling, or distributing healthcare goods or services consumed by or used on patients or entity that is owned or controlled by an entity that produces markets, resells, or distributes healthcare goods or services consumed by or used on patients. Exceptions are made for nonprofit or government organizations and non-healthcare-related companies

· Does your organization produce, market, re-sell, or distribute health care goods or services consumed by, or used on, patients?
☐  YES … If yes, the applicant is not eligible for approval of Individual Educational Activities.
☐  NO … If no, complete the next bulleted question.

· [bookmark: _Hlk534804578]Is your organization owned or controlled by a multi-focused organization (MFO*) that produces, markets, re-sells, or distributes health care goods or services consumed by, or used on, patients? 
☐  YES … If yes, complete the next bulleted question. 
☐  NO … If no, this section of the questionnaire is complete, proceed to SECTION 5.

· Is your organization a separate and distinct entity from the MFO**?
☐  YES … If yes, continue to SECTION 4. 
☐  NO … If no, applicant is not a separate and distinct entity from the MFO* and the applicant is not eligible
      for approval of Individual Education Activities.
** Multi-Focused Organization (MFO) is an organization that exists for more than providing continuing nursing education.




SECTION 4: Commercial Interest Evaluation - Continued	
· Does your organization’s owner have 501-C Non-profit Status?
☐  YES       ☐  NO     … If no, complete the next bulleted question. 
If yes, does your organization’s owner advocate for a commercial interest (as defined in SECTION 3).
☐  YES … If yes, or not sure, please describe the relationship with the commercial interest and they type of work done for or on behalf of the commercial interest.
Click here to enter text.
☐  NO     

· Is any component of the organization under which you operate an entity that produces, markets, re-sells, or distributes health care goods or services consumed by, or used on, patients?
☐  YES … If yes, please describe the health care good or service consumed by or used on patients and the role of the entity in producing, marketing, re-selling or distributing those healthcare goods or services.
Click here to enter text.
☐  NO … If no, this section of the questionnaire is complete, proceed to SECTION 5.    
 
SECTION 5: Statement of Understanding 
On behalf of (insert name of applicant organization), I hereby certify that the information provided on and with this application is true, complete, and correct.  I further attest, by my signature on behalf of this applicant, that this applicant will comply with all eligibility requirements and approval criteria throughout the entire approval period, and that the applicant will notify North Carolina Nurses Association promptly if, for any reason while this application is pending or during any approval period the applicant does not maintain compliance. I understand that any misstatement of material fact submitted on, with or in furtherance of this application for activity approval shall be sufficient cause for North Carolina Nurses Association to deny, suspend or terminate this applicant’s approval of this individual activity and to take other appropriate action against this applicant. (Eligibility Forms received without a signature incur a delay in processing which will cause a delay in the review of the individual education activity application.) Typing the Nurse Planner’s name below serves as the electronic signature of the individual completing this form and attests to the accuracy of the information contained.
Add Nurse Planner Name and Date
Completed By:  Click here to enter text.			Date:  Click here to enter text.


SECTION 6: BEGIN INDIVIDUAL EDUCATIONAL ACTIVITY APPLICATION 
Educational Activity Application
A. Qualifying Planners, Presenters/Faculty/Authors, and Content Reviewers.  

Complete the table below for each person on the planning committee and for all faculty, presenters, and authors involved in this activity.   Include each person’s name, credentials, educational degree(s), and role in the activity being planned.

Planning committee’s must consist, at a minimum, of a Nurse Planner and at least one other person.  The Nurse Planner is knowledgeable of the CNE process and is responsible for adherence to the ANCC criteria. At least one member of the planning committee needs to have appropriate subject matter expertise for the educational activity being offered and designated to serve as the Content Expert.

Submit completed conflict of interest forms for each person involved with the activity.*
*The exception would be if the content of the activity is not related to any products consumed by or used on patients, such as leadership or critical thinking. In that case, the nurse planner should complete the Attestation statement with signature and date.

“I attest to the fact that the content of this activity has no connection with any products consumed by or used on patients, so there is no conflict of interest for anyone with the ability to control the content of this activity.”
Therefore, Conflict of Interest forms are not being submitted.

Nurse Planner Signature: ________________________________  Date: ___________      
	Name of Individual
and Credentials
	Individual’s Role
in Activity
	Planning Committee Member? (Yes/No)
	Name of commercial interest relationship if any (see COI form for definition)
	Nature of relationship if any (see COI form for definition)

	
	Nurse
Planner
	
	
	

	
	Content
Expert
	
	
	

	
	Planning Committee Member
	
	
	

	
	Speaker/
Presenter
	
	
	

	

	
	
	
	

	

	
	
	
	

	

	
	
	
	

	

	
	
	
	



B. Description of the professional practice gap (e.g. change in practice, problem in practice, opportunity for improvement)

1. What is the problem/opportunity/issue that has created the need for this learning activity (professional practice gap)?



2. Describe the evidence that supports the need for the activity. (ex. trends in literature, learner survey etc.)



3. What is the educational need that this activity is designed to address (gap in knowledge, skill or practice)?



4. Please provide a brief summary of data gathered that validates the need for this activity. Why does the problem exist?
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C. Description of the target audience. (You can select more than one target audience).
1.  Choose an item.  	
2.  Choose an item. 
3.  Choose an item.  
4.  Choose an item. 


D. Learner outcome. What is the measurable learning outcome for the learner at the end of this activity? Desired learning outcome(s) – NOT objectives. Provide a measurable outcome statement that indicates what the learner will know, do or be able to apply in practice at the conclusion of the activity. Examples: 90% of participants will pass a post-test demonstrating knowledge of medication safety with a score of 80% or higher; or, 80% of participants will self-assess a gain in knowledge related to identification of suicide risk factors in young adults.

Learner outcome:


E. Content of activity:   
      
1. 	Provide an abstract describing the content that will be presented for a faculty directed activity.   Include a paragraph description or outline summarizing the overall content for the activity.  If this is a conference please describe how sessions will contribute to the overall outcome of the conference. Please do not describe details of each individual session. Note: If you plan to obtain APRN pharmacotherapy hours please detail the advanced pharmacology content that will be provided.


 
2.	Provide an abstract describing the content that will be presented for an independent study (enduring material). Include a paragraph description or outline summarizing the overall content for the activity. Note: If you plan to obtain APRN pharmacotherapy hours please also detail the advanced pharmacology content that will be provided.


F. Calculation of Contact Hours

A contact hour is a 60 minute hour. The contact hour may be taken to the hundredths; but may not be rounded up.  Evaluation time can be included in the calculation of contact hours.

Note: Applicant must identify all pharmocotherapeutic minutes or contact hours if the activity is for APRN’s and the content relates to pharmacotherapeutics.

1.	Provider-Directed Activities: 
If the activity is two hours or less, insert the amount of time for each applicable section:
______	Content
______	Pharmacotherapeutic content/time (if applicable)
______	Testing/Return Demonstrations
______	Evaluation

2.	☐   Agenda attached if activity/event is longer than 2 hours.

3.	Independent Studies (enduring materials)
	What was the method used to calculate the contact hours:
	☐  Pilot Study
☐  Historical Data
☐  Mergener Formula  
	☐  Other – Describe:  Click here to enter text.    
   

4.	Show detailed evidence of how contact hours calculated (show the math):
 	Click here to enter text.    
   

G. List References:  Include title, dates of publication, author(s), date downloaded from website, etc. References should be within the past 5-7 years unless reference is a classic that is still relevant. Web resources need to have direct link to described content and retrieval date must be indicated.


H. Learner engagement strategies to be used in this activity:  
☐   Integrating opportunities for dialogue or question/answer
☐   Including time for self-check or reflection
☐   Analyzing case studies
☐   Providing opportunities for problem-based learning
☐   Other:      
I. Criteria for Successful Completion
Criteria for awarding contact hours for live and enduring material activities include: 
(Check all that apply) 
☐	Attendance of 100% of activity
☐	Attendance for ______% of activity
☐	Credit awarded commensurate with participation
☐	Attendance at 1 or more sessions
☐ 	Completion/submission of evaluation form 
☐ 	Successful completion of a post-test (e.g., attendee must score      % or higher)
☐ 	Successful completion of a return demonstration 
☐ 	Other - Describe:       


J. Description of evaluation method:  How will you show learner’s change in knowledge, skills and/or intent to change practice? (Relate this back to the desired learning outcome in “D” above – if you said participants would pass a post-test, then one of your evaluation strategies is the post-test.)  
1.  Attach tool(s) that will be used to evaluate whether or not the planned learner outcome was met. 
☐ Evaluation tool
☐ Post-test
☐ Return demonstration
☐ Other – Describe:       

2.  Additional short-term evaluation options include but are not limited to:  (Check all that apply)
☐ Intent to change practice
☐ Active participation in learning activity
☐ Post-test
☐ Return demonstration
☐ Case study analysis
☐ Role-play
☐ Other – Describe:       

3.  Long-term evaluation options: (Optional, check only if applicable)

☐ Self-reported change in practice
☐ Change in quality outcome measure
☐ Return on Investment (ROI)
☐ Observation of performance
☐ Other – Describe:       

K. Commercial Support:   A commercial support interest is defined by ANCC as any entity either producing, marketing, re-selling, or distributing healthcare goods or services consumed by, or used on, patients; or an entity that is owned or controlled by an entity that produces, markets, re-sells or distributes healthcare goods or services used by, or used on, patients.   Exceptions are made for non-profit or government organizations and non-healthcare related companies. 
· Commercial support is financial or in-kind contributions given by a commercial interest organization that are used to pay for all or part of the costs of a CNE activity.
· A provider of commercial support may not be on an education planning committee, be a joint provider of the activity, or the provider of an activity.
· If commercial support is provided for a CNE activity, an employee from the organization providing commercial support may not be a speaker/presenter at the CNE activity.

Note:   You are not required to have a commercial support agreement for any commercial interest organizations who are only exhibiting at a CNE event.
 
Is this activity receiving any form of commercial support?    ☐ No     ☐  Yes   
If yes, name of Commercial Interest Organization(s):   Click here to enter text.    
   	☐  A signed commercial support agreement is attached

L. Is this activity being joint provided by another organization(s)?    ☐ No     ☐ Yes
	Name of Organization(s) serving as joint providers for this CNE activity:    Click here to enter text.    
	☐ As the provider of the activity, we will maintain responsibility for the adherence to criteria for this activity. 
	☐ As the provider of the activity, our name will be prominently listed in the advertising for this activity.    

M. Advertising:   Include a copy of the advertising material used to promote this activity to learners.
☐  A copy of the advertising material is attached.
(Note: If advertising is released prior to submission of the application you cannot mention anything about seeking approval or awarding contact hours.)

· If advertising is to be released after an application has been submitted but prior to approval, the following statement may be used:
This activity has been submitted to North Carolina Nurses Association for approval to award contact hours. North Carolina Nurses Association is accredited as an approver of nursing continuing professional development by the American Nurses Credentialing Center’s Commission on Accreditation.  For more information regarding contact hours, please call (name of your organization as noted on page 1) for more information.

· If the advertising is to be released after approval is received, then use the following statement:
This nursing continuing professional development activity was approved by the North Carolina Nurses Association, an accredited approver by the American Nurses Credentialing Center’s Commission on Accreditation.


N. Certificate of Completion:   Include a copy of completed certificate that will be given to learners.
☐  A copy of the certificate of completion is attached.  Certificates must include:
· Name of learner
· Name and address of provider
· Title and date of completion of activity
· Number of contact hours awarded (include # pharmacotherapeutic contact hours if applicable) 
· Official approval statement:   This nursing continuing professional development activity was approved by the North Carolina Nurses Association, an accredited approver by the American Nurses Credentialing Center’s Commission on Accreditation.

O.   Required Disclosures to Learners
Learner’s must be apprised of the following disclosures prior to the beginning of the planned activity session.  ☐  A copy of the disclosures is attached.

· Criteria for completion to earn contact hours
· Presence/absence of any conflict of interest for any planner or speaker
· The provider approval statement this activity was awarded from the NCNA CEAU.  
· Resolution of conflict of interest (if applicable)
· Expiration date of enduring material (if applicable)
· Presence of a joint provider (if applicable)
· Presence of commercial support (if applicable)

SEE NEXT PAGE FOR CREDIT CARD PAYMENT FORM.


If you wish to pay by credit card you can use this form to submit credit card information. This sheet will be shredded once the payment has been charged and validated.

Please include it ONLY at the front of the original application.
DO NOT INCLUDE THIS CREDIT CARD INFORMATION IN ALL COPIES OF THE APPLICATION!!!




Payment for Individual Educational Activity Application

APPLICATION INFORMATION
Name of Activity:  ______________________________________________________________
Nurse Planner Name:  ____________________________________________
Start Date:  _____________________________

PAYOR INFORMATION
Name of Payor: _________________________________________________
Phone for Payor:  ________________________
Email for Payor:    ________________________
Mailing Address for Payor:  ______________________________________________________

CREDIT CARD INFORMATION

Credit Card Type:     ___ Visa          ___ MC    

Card Number:  ___________________________________________________

Card Expiration Date:    _____/_____

Billing Zip Code:  ________________

Name as it appears on the card:  _____________________________________

$ amount to be charged:  $_____________
