
Association des infirmières et infirmiers en soins périanesthésiques du Québec
Quebec PeriAnesthesia Nurses Association

The Elvie Parayno QPANA Conference Registration Bursary
(To be submitted with the Conference Registration Form)

Awarded to the candidate who meets the following criteria:

1. A Nurse who is an active member of QPANA.

2. A Nurse who is presently working in a perianaesthesia setting including: Day Surgery, Pre-

Operative/ Pre-admission clinic, and Postanesthesia Care Unit (PACU).

3. Give reasons why you merit to be the recipient of the bursary:

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

On the day of the conference, all eligible candidates will be required to be present at the time of the

drawing. The recipient of the bursary will be chosen at random. The bursary will cover solely the

conference registration fee for the following year’s conference. It is not transferable. The winner will also

have his/her name, picture, working area and answer to question #3 published in the next QPANA

Bulletin and on the website of the association.

Please complete all the information below

Name : ______________________________________________________________________________

Address : ____________________________________________________________________________

Telephone Numbers: 1. (_____) _____________________ 2. (_____) ___________________________

E-mail address: ______________________________________________________________________

QPANA Member since: (year) ___________________________________________________________

Number of years in Perioperative setting: ___________________________________________________

Name of Institution: _______________________________Working area: _________________________

Address of Institution: __________________________________________________________________

/ / / /
Applicant’s Signature year month day Nurse Manager’s Signature year month day

Office Use Only: Membership # __________________ Form completed: Yes ______ No _______

_________


