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Attachment 1

CONFLICT OF INTEREST REPORTING FORM
Instructions: As required by Policy CMP 016A, each covered member (as defined in the policy is required to disclose any
potential or real conflict of interest. As part of that process, please complete the following information to the best of
your knowledge.  “NAME OF Region” includes any or all of the facilities in the region: NAMES HERE. When completed,
please turn this form into NAME OF PERSON. This form is required to be completed upon appointment to a position or
hire by the NAME of Region and then annually thereafter on or before July 1 of each year. For further information or
questions, please contact NAME, EMAIL, and PHONE NUMBER.

1. Date: ___________________________________

2. Name: ___________________________________

3. Address: _______________________________
________________________________

4. Relationship with NAME OF Region HHSC (Circle one):
a. Director, Officer, or Member of the NAME OFRegion’s Executive Management Team
b. Director, Officer, or Member of the NAME OFRegion’s Medical Executive Committee 
c. Director, Officer, or Member of the NAME OF Region’s Board of Directors

5. Type of Possible Conflict of Interest (Circle all that apply):
a. None (Skip to Question 10)
b. Employee (Skip to end if this is the only item circled)
c. Holder of a contract with a East Hawaii Region Facility
d. Owner/part-owner/financial interest with contractor of a NAME OF facility
e. Member of governing body/management team of holding a contract with the NAME OF Region
f. Other (please describe): ____________________________________________

6. Please fully describe the issue you circled in 5(c-f) above:
______________________________________________________________________________________
____________________________________________________

7. Amount of payment, remuneration, etc. (if any) received from each of the above identified conflicts
(please itemize if more than one potential conflict issue):
___________________________________________________________________
___________________________________________________________________

8. Has your potential conflict been discussed with the State Ethics Commission?
a. No
b. Yes. If so, with whom, when, and what was the advice? ____________________

__________________________________________________________________

9. Any other information you need to disclose? ________________________________
_____________________________________________________________________

10. I certify to the best of my knowledge that the above information provided is complete and accurate to the
best of my knowledge. I understand that the State Ethics Commission may be contacted for further
consultation.

_________________________________________ ________________________
Signature Date




