CHRONIC CARE MANAGEMENT PLAN
DIABETES
  [To be obtained from applicant’s mental health provider, physician or other health provider.]

OUTREACH AND ADMISSIONS PERIOD

Please provide us with the following information regarding the applicant’s self-disclosed diagnosis of Diabetes.

The information provided will be used to assist Job Corps staff in determining the applicant’s health care needs, ability to successfully participate and benefit from Job Corps and the appropriateness of the Job Corps program for him/her. The Job Corps program is an education and training program that helps young people learn a career, earn a high school diploma or GED, and find and keep a good job. The program provides basic medical services consistent with an employee assistance model of care.

All information released will be handled in the strictest confidence and forwarded to the appropriate licensed health and wellness staff for evaluation and review.  A copy of your patient’s authorization to release the requested information is enclosed.

1. Date of diagnosis:  						Type 1:  		Type 2:  	

2. Age of onset:  											
  
3. List current medications and/or treatment including dosage and frequency prescribed. 
													
													
														

4. Has applicant been compliant with medications and treatment?  If no, please explain.
														
														

5. List past hospitalizations including dates, reason for admission and discharge summary.
													
													
													
														

6. What is current status and prognosis?  								

7. Will the applicant need to continue follow up under your care?  If yes, please list the date and/or frequency of follow up appointments.  								
														
														

8. In your opinion, will the applicant be able to self-manage their medications unsupervised and participate in a vocational training program.  If no, please explain.  					
														
														

9. In your opinion, will the applicant be appropriate to reside in a dormitory style residence with minimal supervision?  If no, please explain. 									
														
														


Applicant/Student Name:  										


		April 2014
10. Are there any restrictions or limitations related to diabetes?  						
														

11. List any allergies for this applicant.  									
														

12. What is the applicant’s smoking history?  								

13. Does the applicant use hormonal contraception?  (Females only)  					

14. Does the applicant have health insurance documentation?  						

15. What accommodations, if any, do you believe are necessary for this applicant to participate in a vocational training program?  									
														
														
														



Please sign below and return the form in the attached addressed envelope.  

						 							
Print Name and Title 				    	Signature

													
Phone 							Date

For any questions, please call:  										
	Admission Counselor/Health and Wellness Staff 		Phone
Chronic Care Management Plan: Diabetes		April 2014
