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TDES2! Authorization Statement
Please read the following statement, sign and date where indicated:

· I understand that Telephonic Diabetes Education & Support to the Second POWER! (TDES2!) Program is a voluntary program.

· I understand that completion of this 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 as scheduled 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. 1st to Jan. 22nd, waiver begins Feb. 1st.  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 (up to but not to exceed 12 months) as long as 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 and Support to the Second POWER! (TDES2!) Program.  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 Telephonic Diabetes Education and Support to the Second POWER! (TDES2!)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[image: image2.wmf]
Telephonic Diabetes Education and Support©








