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  CANADIAN SOCIETY OF OTOLARYNGOLOGY - HEAD & NECK SURGERY
2011 POLIQUIN RESIDENT RESEARCH COMPETITION 
ABSTRACT SUBMISSION FORM

SECTION A   (To be completed by the candidate)
Paper Title       
Authors         
Speaker:  Last Name          First Name             

Address (line 1)       
Address (line 2)       
City       
Province       
Postal Code      
Telephone       
Fax       
Email       
Language of Presentation:   English          French      
ONLY POWERPOINT PRESENTATIONS WILL BE ACCEPTED.  If you have OTHER AUDIO/VISUAL requirements please indicate them when emailing your submission.  The email address indicated above will be the ONLY method of communication for this submission.  Please ensure that it is ACCURATE.
AN IMPORTANT ACKNOWLEDGEMENT 
By SUBMITTING THIS FORM you and your supervisor acknowledge that this submission is in accordance with the rules of the competition and you agree that on presentation, the manuscript will be the property of the CSOHNS and that it will be submitted to the Journal of Otolaryngology-Head and Neck Surgery for the right of first refusal to publish.  Please note that a request for revisions to papers does NOT constitute a rejection of the paper. Authors must submit a revised manuscript based on the reviewers’ and editors’ feedback.

Name of Candidate:          
 Name of Supervisor:                                  
ABSTRACT

Abstract must be 150 words or 15 lines.  Ideally a structured abstract should be submitted (Objectives, Methods, Results, Conclusions).  

	     


SECTION B   (To be completed by the Supervisor, Program Director or Program Chair)


Briefly describe the actual role of the resident in this research      
This is to verify that Dr.       is a trainee of my program and the principle author of the above-mentioned paper which is to be considered for the Poliquin Resident Research Competition.  I confirm that this submission may represent our program, that it contains proper and original research, the majority of which was completed by this candidate, and that it complies with all the rules and guidelines of the Poliquin Resident Competition.  

 Training Program       

Name of Supervisor, Program director or Department Chair       
E-mail address of Supervisor, Program, or Department Chair       
SECTION C   (To be completed by the candidate)
It is the policy of the Canadian Society of Otolaryngology-Head and Neck Surgery to ensure balance, independence, objectivity and scientific rigor in all continuing education programs offered by the CSOHNS.  In accordance with the Royal College of Physicians and Surgeons of Canada guidelines for the Accreditation of Providers of Continuing Professional Development, individuals participating in such programs are expected to disclose to the program audience any real or apparent conflict(s) of interest that may have a direct bearing on the subject matter of the program.  This pertains to relationships with pharmaceutical companies, biomedical device manufactures or other corporations whose products or services are related to the subject matter of the presentation topic.  

The intent of this policy is not to prevent a speaker with a potential conflict of interest from making a presentation, but to identify any potential conflict openly so that the listeners may form their own judgments about the presentation with the full disclosure of the facts.  Full disclosure of the individual’s relationship(s) is also included in the final program for the CME Program.

Name of Speaker:
     
Presentation Title: 
     
 FORMCHECKBOX 
 I will discuss an unapproved/investigative use of a commercial product/device.

 FORMCHECKBOX 
 I will NOT discuss an unapproved/investigative use of a commercial product/device.

 FORMCHECKBOX 
 I have made a presentation on behalf of a pharmaceutical company in the last 2 years and received financial compensation.  Please list the companies (Third party payment excluded):

     
 FORMCHECKBOX 
 I have/had a financial interest/arrangement/affiliation with one or more organization(s)

Affiliation/Financial Interest


Name of Organization(s)
 FORMCHECKBOX 
  Grant/Research Support


     
 FORMCHECKBOX 
  Consultant




     
 FORMCHECKBOX 
 Other Financial or Material Support

     
 FORMCHECKBOX 
 I do not have/or had any financial interest/arrangement or affiliation with one or more organizations that could be perceived as real or apparent conflict or interest in the context of the subject of this presentation.

During your presentation, please ENSURE that any COPYRIGHTED material that is presented is acknowledged as such and that its original source is credited.

During your presentation, please ENSURE that you USE the GENERIC NAMES of the pharmaceuticals.  

Signature:      






In order for you to make your presentation at the annual meeting, you must return this form as part of your abstract submission.  Your cooperation in complying with these requirements is greatly appreciated.
