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COVENANT HEALTHCARE SYSTEM

THE UNDERSIGNED is a member of the Institutional Review Board or an Investigator for a proposed Clinical Research Study, at Covenant HealthCare System, or Covenant Medical Center, Inc.  The undersigned hereby affirms and acknowledges that he/she has access to and/or received and read the Covenant Medical Center IRB Policy (#IRB 9-1) “Conflict of Interest” and the Covenant Administrative Policy (#AP 1209 “Conflict of Interest”) and   agrees to abide by these policies. The aforementioned policies can be found in IRBNet under Forms and Templates, in COVnet, or emailed upon request. 
I hereby certify, to the best of my knowledge, that I or a member of my “immediate family” have the following interests / relationships in the following entities which may / does create a Conflict of Interest:

Name of Organization

Address

     Description of Interest

Please list NONE if appropriate. Do not leave blank.


If no financial / other relationship exists, then please write NONE in one of the spaces provided above.
“Financial Interest” shall mean any arrangement or transaction pursuant to which the family member has, directly or indirectly, through business, investment or household, either:

a. A present or potential ownership, investment interest or compensation arrangement in any entity which the IRB or Covenant has or may have a business transaction or arrangement; or

b. A payment arrangement with a company that does business with Covenant. Payment is described as compensation or remuneration for personal or professional services, any types of securities, meals, entertainment, travel, gifts, grants, honoraria, donations, sponsorships, research funding or grants, medical education or other in kind services.   See Policy 9-1 for further details.

“Immediate Family” shall mean spouse or domestic partner, parents, children, or anyone who resides with the IRB member or investigator or who is the IRB member of investigators dependent for tax purposes.
I hereby certify that the above information is true, correct and complete to the best of my knowledge, information and belief.

______________________



________________________________

              Date




Signature (if not electronically signing







   In IRBNet)
_______________________

                            ____________________________________


            Position                                                                                                         Print Name




Please return to the IRB or Central Research Administrator.
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