
Intent to Reapply as a Provider Unit – Currently Approved Provider Unit
To be completed by Primary Nurse Planner

You have received this form with your reminder notice indicating that your Provider Unit approval will expire in nine months.  Complete and submit this form within four (4) weeks of receiving it.

Section 1: Demographics

Date form completed: 
Organization name and provider number (CEARP PA-###):
The Primary Nurse Planner must be the primary contact during the application review process. 

Name and credentials:  
Title/Position within organization:  
Phone Number including area code:       FORMTEXT 

     

Fax Number:  
Email Address: 
Address:       
When did your provider unit become operational?      
The applicant organization is a:

 FORMCHECKBOX 

ANA Organizational Affiliate
 FORMCHECKBOX 

Constituent and State Nurses Association of 




the ANA

 FORMCHECKBOX 

Federal Nursing Service (FNS)
 FORMCHECKBOX 

Healthcare Facility

 FORMCHECKBOX 

Health-related Organization
 FORMCHECKBOX 

Multidisciplinary Educational Group

 FORMCHECKBOX 

Professional Nursing Education Group
 FORMCHECKBOX 

Specialty Nursing Organization (SNO)

 FORMCHECKBOX 
 
Other (describe)      
We have complied with all requests from WSNA CEARP for monitoring or other information during the past three years of provider approval.  

 FORMCHECKBOX 

Yes  

 FORMCHECKBOX 

No

Section 2: Provider Unit

A.
My Provider Unit is:

 FORMCHECKBOX 

A free standing continuing education organization

 FORMCHECKBOX 

Part of an organization that does other things besides continuing nursing education 

B.
If your organization does other things besides continuing nursing education, is there a separate, clearly defined Provider Unit which is administratively and operationally responsible for planning, implementing, and evaluating continuing nursing education?

 FORMCHECKBOX 

Yes

[image: image1.wmf] FORMCHECKBOX 
  
No
           contact the WSNA Education Program Specialist

C.
Please attach an organization chart (if applicable) that shows specifically where the PU is situated in the organization.  To help us locate it on the org chart, please name “PU” on the org chart.
Section 3: Nurse Planners: The Primary and/or Lead Nurse Planners are (1) actively involved in planning all activities from start to finish; (2) knowledgeable about the CNE process; and (3) meet the qualifications to hold this position.

A.
Is the Primary Nurse Planner administratively and operationally responsible for planning, implementing, and evaluating continuing nursing education in the Provider Unit? 

 FORMCHECKBOX 

Yes

 FORMCHECKBOX 
  
No
           contact the WSNA Education Program Specialist

B. 
Are there Lead Nurse Planners (excluding Primary Nurse Planner) as part of your Provider Unit?       
C.
Are all your Lead Nurse Planners RNs?   

 FORMCHECKBOX 

Yes

 FORMCHECKBOX 
  
No
           contact the WSNA Education Program Specialist

D.
Do your Lead Nurse Planners have at least a baccalaureate degree in nursing?

 FORMCHECKBOX 

Yes

 FORMCHECKBOX 
  
No
           contact the WSNA Education Program Specialist

E.
Do your Lead Nurse Planners have an understanding of the WSNA CEARP guidelines and forms reflecting ANCC COA and WSNA CEARP criteria for continuing nursing education?

 FORMCHECKBOX 

Yes

 FORMCHECKBOX 
  
No
           contact the WSNA Education Program Specialist

F.
How are the Primary and the Lead Nurse Planners oriented to the ANCC COA & WSNA CEARP Criteria?  Please describe: 
Section 4: Regional Target Market

A. During the past year, were more than 50 percent of your learning activities marketed within the designated HHS region and the surrounding contiguous states in which your applicant organization is located?  (Refer to the US Dept. of Health & Human Services regional map http://www.hhs.gov/about/regionmap.html to identify the boundaries of your region which includes the contiguous states surrounding your region.    FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No

B. If yes, list the states where your target audience resides:       
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

 FORMCHECKBOX 
 
No
           contact the WSNA Education Program Specialist

D.
If you offer online CNE activities that are marketed beyond the boundaries of your designated region, you will need to apply directly to ANCC for accreditation of your provider unit. 

Section 5: Commercial Entities

ANCC defines “commercial interest” as an entity that produces, markets, re-sells or distributes health care goods or services consumed by, or used on, patients; OR an entity that is owned or controlled, in whole or in part, by an entity that produces, markets, resells or distributes health care goods or services consumed by, or used on patients.

ANCC does not consider providers of clinical service directly to patients to be commercial interests.  An entity is NOT a commercial interest if it is: a government entity, a non-profit (501C) organization or a non-health care related entity.  (Refer to appendix J for more information.)
A.
Is your Provider Unit 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 Provider Unit’s 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 two questions, you have completed this form. Please return it to the address below. You will be contacted to confirm your eligibility. 

If you answered “yes”, please contact the WSNA Education Program Specialist.

Thank you for completing this form. Please return it to: 

Education Program Specialist 

Washington State Nurses Association

575 Andover Park West Suite 101

Seattle WA  98188

FAX 206-575-1908

hfaber@wsna.org
You will be contacted to confirm your eligibility.

Office Use Only:

Date received documentation:  _______________________-

Eligible to reapply as a Provider Unit?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

If no, why not:   ______________________________________________________________________
Date notified applicant:  _______________________

Reviewer Signature:  _____________________________________________________

The Washington State Nurses Association is an accredited approver of continuing nursing education by the American Nurses Credentialing Center’s Commission on Accreditation
- 3 -

