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DISCLOSURE FORM 
 
It is the policy of the University of Pittsburgh Center for Continuing Education in the Health Sciences to ensure 
balance, independence, objectivity, and scientific rigor in all of its educational activities.  All faculty and contributors 
in a position to control content for a University of Pittsburgh School of Medicine sponsored activity are 
expected to disclose all relevant financial relationships during the past 12 months with entities producing 
health care goods or services.  Relationships of immediate family members with proprietary entities producing 
health care goods or services should be disclosed if they are of a nature that may influence the objectivity of the 
individual in a position to control the content of the continuing educational activity. 
 
  

Title of CE Activity:   

Date of CE Activity:   

Name of Individual: 

   
Check One:   
 

□ I have/had no relationships with proprietary entities producing healthcare goods or services. 
 

□ I have financial interests with the following proprietary entity or entities producing health care goods or 
services as indicated below:     

    

 Affiliation/Financial Interest Name of Proprietary Entity(ies 

□ Grant/Research Support:    

□ Consultant:    

□ CE Speakers’ Bureau:           

□ Stockholder:    

□ Other:  

 

Have you participated in promotional speaking engagements in the past 12 months?      O  Yes       O  No 

 
If yes, please disclose the nature and purpose of the promotional services including the therapeutic categories that were the 

subject of the program.  
 

 

I attest that the information above is accurate and confirm that I am not receiving direct payment from a commercial entity for 
honorarium, travel or other expenses. I also agree to abide by all policies of the University of Pittsburgh and University of Pittsburgh 
Medical Center, including those related to patient privacy.  I agree that all elements of the educational activity for which I am 
responsible will be balanced, based upon the best available scientific evidence, and free of commercial influence. 

 

SIGNATURE:         DATE:      

12.23.04 / 06.20.06/Last Updates 12.29.08 

Please Return To: 
Attn: 
Fax: 
Address: 
 


