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     Telephonic Diabetes Education and Support©
APPLICATION FORM

State of Maine Health Program
        Please check which program you are applying for – see TDES fact sheet for details:

  FORMCHECKBOX 
 TDES for persons with diabetes

 
  FORMCHECKBOX 
 TDES/+CVD for persons with diabetes and high blood pressure and/or high cholesterol

*NOTE: If you participated in a previous TDES Program, STOP you do not qualify

NEXT: Please print your answers to the following questions and return this application in the postage paid                       
envelope provided or fax to 207 620-8283. Contact Phonse Allen- Laney at 207 622-7566 ext 252 for assistance.
	CONTACT INFORMATION


	Name:      Mrs.                Ms.               Mr.                                                          Member      Spouse    Dependent (circle the one that applies)

                                                                                                               

	Home Mailing Address:                                                                                     City/State/Zip



	Anthem Identification Number:                                                                                                                      


	Anthem Group Number: 

	Day Phone:
	Evening Phone:



	State of Maine Department:  


	Work Address:

	Optional: work e-mail


	Optional: home /day e-mail

	Primary Health Care Provider Name  and Address:

            

City/State                                                                                                                                    Phone:

	Specialist’s Name                                                                                                                       Phone:                                                    


	Best Time(s) to Reach You by Phone 
	Today’s Date




Do you have any plans to leave the State of Maine for one month or longer while you are participating in this program?  ____No      ____Yes         If yes, what state and for how long?






	Personal Characteristics optional survey questions


1. Date of birth:  


  (month/day/year)   2. a. Your sex:    ___
Male

Female           
2. b.: Which of the following best describes you?    ___White/Caucasian  __Native American ___ Hispanic or Latin

      ___ Black or African American (not Hispanic or Latin) ___ Asia/Pacific Islander ___ Other____ Prefer not to answer

 3. Will Anthem Blue Cross and Blue Shield continue as your primary insurance at age 65? Yes 
         No

4. Occupation 



                     Work schedule/hours






5. Is English your primary language for speaking and reading?








6. Do you like to use a computer and e-mail for communication?  Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 
   
7. Do you currently participate or have you previously participated in diabetes education and training?



 FORMCHECKBOX 
 No  – Skip to Question #8. FORMCHECKBOX 
 Yes – If yes, what type:  FORMCHECKBOX 
 Group Classes and/or  FORMCHECKBOX 
 One-on-one with a diabetes educator












Over please
	HEALTH INFORMATION


  8. What kind of diabetes do you have? 
Check: 
          Type 1              Type 2               Pre diabetes

  9. About how long have you had diabetes?

  
10. Do you use an insulin pump?  FORMCHECKBOX 
   No  FORMCHECKBOX 
 Yes   
11.  Do you have high blood pressure?    FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes

12.  Do you have high cholesterol ?         FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes

13. Do you have other health problems?  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes  Please describe:





















14. Please list all medications you take:











15. Please add any other comments or questions you may have:

	Please select your choice of educational programs from the following locations by checking the appropriate box.


· Blue Hill Memorial Hospital, 57 Water St., Blue Hill  

· Bridgton Hospital, 10 Hospital Drive, Bridgton

· Cary Medical Center, 163 Van Buren Rd., Caribou, ME

· Central Maine Medical Center, 300 Main Street, Lewiston

· Eastern Maine Medical Center, Diabetes, Endocrine & Nutrition Center, 905 Union St., Suite 11, Bangor

· Franklin Memorial Hospital, 111 Franklin Health Common, Farmington

· Goodall Hospital, 25 June Street, Sanford

· Houlton Regional Hospital, 20 Hartford Street, Houlton

· Inland Hospital, 200 Kennedy Memorial Drive, Waterville

· Maine Coast Memorial Hospital, 50 Union St., Ellsworth

· Maine General Medical Center-Augusta Campus, 157 Capitol Street, Augusta

· Mayo Regional Hospital, Diabetes & Nutrition Center, Suite 500, 891 West Main St., Dover-Foxcroft 

· Mid Coast Hospital, 123 Medical Center Drive, Brunswick

· Millinocket Regional Hospital, 200 Somerset St., Millinocket
· Mount Desert Island Hospital, 10 Wayman Lane, Bar Harbor
· Northern Maine Medical Center, 194 East Maine St., Fort Kent
· Parkview Adventist Medical Center, 329 Maine Street, Brunswick

· Penobscot Bay Medical Center, Diabetes & Nutrition Care Center, 170 Pleasant Street, Rockland

· Redington-Fairview General Hospital, 46 Fairview Ave., Skowhegan

· Rumford Hospital Diabetes Center, Franklin St., Rumford

· St. Joseph’s Hospital, 360 Broadway, Bangor

· St. Mary’s Regional Medical Center,  Diabetes & Endocrine Center, 97 Campus Ave., Suite 2, Lewiston
· Sebasticook Valley Hospital, 99 Grove Street, Pittsfield

· Southern Maine Medical Center, Visiting Nurses, 487 Alfred St., Biddeford

· Stephen’s Memorial Hospital, 181 Main Street, Norway

· The Aroostook Medical Center, 173 Academy Street, Presque Isle
	Thank you for filling out this questionnaire.

By sharing your personal experiences, the diabetes educator will be better able to support you

 in the decisions you make everyday about your health and diabetes care.

ALL INFORMATION  WILL BE KEPT CONFIDENTIAL

State of Maine Program

Authorization Statement

Please read the following statement, sign and date where indicated:

· I understand that these diabetes education and support services are voluntary programs.

· I understand that completion of the application is a condition of participation.

· I understand that I can withdraw from the program at any time by communicating my wishes with the diabetes educator.

· I understand you will contact my doctor for his/her approval of my entry into the diabetes program.

· I understand that my personal information will be kept confidential and only shared with my diabetes           educators and my personal doctor. 

· I agree to communicate at least monthly with a diabetes educator, usually by telephone.

· I agree to participate in the diabetes education and support process to the best of my ability. 

*I understand if my first appointment is between the 1st and the 22nd day of the current month, the waiver of co-pays will begin on the 1st of the following month.  If my first appointment is between the 23rd  of the current month and the 22nd day of the next month, the waiver of co-pays will be the 1st of that following month.  Examples:  First Appointment is from Jan. 1 to Jan. 22nd , waiver begins Feb . 1.  First Appointment is from Jan. 23rd to Feb. 22nd , waiver begins on March 1st.  First Appointment is from Feb. 23rd to March 22nd waiver begins on April 1st.  The waiver of co-pays will continue for a twelve month period if I remain actively involved in the program by participating in regular phone calls with the diabetes educator.











(Initial Here)

I hereby authorize Medical Care Development to release my personal information to participating clinicians and hospitals for the purpose of my participation in the Telephonic Diabetes Education Program and Support Program (TDES) for persons with diabetes or the Telephonic Diabetes Education/+Cardiovascular Disease (TDES/+CVD ) for persons with diabetes and high blood pressure and/or high cholesterol.  I understand that my eligibility for benefits, processing and payment of claims, or treatment is not conditioned on giving this authorization or revocation of this authorization.  However, if I do not give this authorization or if I revoke this authorization, I will not be allowed to participate in the TDES or the TDES/+CVD program.

A copy of this Application and Authorization is available to me, or to my authorized representative, upon request and will serve as the original. I understand that if this information is to be received by individuals or organizations that are not health care providers, health care clearinghouses, or health plans covered by federal privacy regulations, my information may be re-disclosed by the recipient and no longer protected by federal privacy regulations. 

I have the right to cancel this release of information/authorization at any time, except to the extent that the person/company has already taken action on the disclosure provisions contained in this document.  If I choose to cancel the release of information/authorization, I must notify Medical Care Development in writing that I request a cancellation of this release of information/authorization. This Authorization shall remain effective until revoked in writing by me. 





    




           ________________
Printed Name





Signature



Date




Please return this signed authorization and your completed application in the envelope provided





Telephonic Diabetes Education and Support©























