AADE Application For 
Initial Accreditation
(Component #1)
By proceeding with this application I affirm the following:
1. I have read and understand the AADE quality standards, accreditation program policies and procedures and the instructions for AADEs accreditation process and, if accredited, agree to comply with requirements for maintaining accreditation standards.
2. The administrator responsible for the program verifies that the information included in this application is true and accurate.
3. It is the responsibility of the program coordinator to notify appropriate entities in order to receive reimbursement.
4. I understand, and agree to, the release of data to Centers for Medicare and Medicaid Services as required.
5. I agree to indemnify AADE against any damage or injury to DSMT participants.
	Name of person completing application:
	     

	Title:
	     

	Date Application Submitted:
	     


Program Demographics
	Name of Program:
	     

	Street
	     

	City:
	     

	State:
	     

	Zip Code:
	     

	Telephone:
	                 

	Facsimile:
	                 

	Settings where services are provided:

	 FORMCHECKBOX 
 Academic




# of sites per setting      
 FORMCHECKBOX 
 Clinic




#      
 FORMCHECKBOX 
 Community site



#      
 FORMCHECKBOX 
 Extended care facility


#      
 FORMCHECKBOX 
 Federally qualified health center
#      
 FORMCHECKBOX 
 Health department


#      
 FORMCHECKBOX 
 Hospital outpatient department
#      
 FORMCHECKBOX 
 Library




#      
 FORMCHECKBOX 
 Mobile van



#      
 FORMCHECKBOX 
 Pharmacy




#      
 FORMCHECKBOX 
 Physician office



#      
 FORMCHECKBOX 
 Private home



#      
 FORMCHECKBOX 
 Religious 
establishment

#      
      Other




#      

	Name of Sponsoring/Affiliate Organization:
	     

	Street address:
	     

	City:
	     

	State:
	     

	Zip code:
	     

	Name of Administrator:
	     

	Title:
	     

	Type of organization:
	 FORMCHECKBOX 
 Durable Medical Equipment
 FORMCHECKBOX 
 Employer Group
 FORMCHECKBOX 
 Extended Care Facility
 FORMCHECKBOX 
 Government Agency/Public Health
 FORMCHECKBOX 
 Home Health Agency

 FORMCHECKBOX 
 Hospital/Health Care System
 FORMCHECKBOX 
 Managed Care/HMO Provider

 FORMCHECKBOX 
 Pharmacy

 FORMCHECKBOX 
 Physician Office or Group

 FORMCHECKBOX 
 Religious establishment

 FORMCHECKBOX 
 Other       


Organizational structure and Target Population
Standard 1, Essential Elements A & b; Standard 6
	Identify your target population according to the following:


	Type of Diabetes:

 FORMCHECKBOX 
 Type 1

 FORMCHECKBOX 
 Type 2

 FORMCHECKBOX 
 Gestational

 FORMCHECKBOX 
 Pediatrics

 FORMCHECKBOX 
 Prediabetes

 FORMCHECKBOX 
 Pump training

 FORMCHECKBOX 
 Continuous glucose monitoring

 FORMCHECKBOX 
 Other:      
Geographic Reach:

 FORMCHECKBOX 
 Small geographic area/local community

 FORMCHECKBOX 
 Large - specifically defined geographic area

 FORMCHECKBOX 
 Expansive geographic area

Expected volume:

 FORMCHECKBOX 
 20 participants or less monthly

 FORMCHECKBOX 
 21-100 monthly

 FORMCHECKBOX 
 101 - 400 monthly

 FORMCHECKBOX 
 401 or greater monthly

	Describe one characteristic of your target population that could be identified as "unique" and describe how you tailored program structure, process, or educational delivery:
	Characteristic:
     
Program tailored:
     


Program Staff
	Name of Program Coordinator:
	     

	Telephone:
	                 

	E-mail:
	      

	Name of Professional Instructor (1):
	     

	Credentials:
	BCADM
 FORMCHECKBOX 

CDE

 FORMCHECKBOX 

DO

 FORMCHECKBOX 

DPM

 FORMCHECKBOX 

MD

 FORMCHECKBOX 

NP/CNS
 FORMCHECKBOX 

PA

 FORMCHECKBOX 

PharmD
 FORMCHECKBOX 

RD

 FORMCHECKBOX 

RPh

 FORMCHECKBOX 

RN

 FORMCHECKBOX 

Other

     

	Name of Professional Instructor (2):
	     

	Credentials:
	BCADM
 FORMCHECKBOX 

CDE

 FORMCHECKBOX 

DO

 FORMCHECKBOX 

DPM

 FORMCHECKBOX 

MD

 FORMCHECKBOX 

NP/CNS
 FORMCHECKBOX 

PA

 FORMCHECKBOX 

PharmD
 FORMCHECKBOX 

RD

 FORMCHECKBOX 

RPh

 FORMCHECKBOX 

RN

 FORMCHECKBOX 

Other

     

	Name of Professional Instructor (3):
	     

	Credentials:
	BCADM
 FORMCHECKBOX 

CDE

 FORMCHECKBOX 

DO

 FORMCHECKBOX 

DPM

 FORMCHECKBOX 

MD

 FORMCHECKBOX 

NP/CNS
 FORMCHECKBOX 

PA

 FORMCHECKBOX 

PharmD
 FORMCHECKBOX 

RD

 FORMCHECKBOX 

RPh

 FORMCHECKBOX 

RN

 FORMCHECKBOX 

Other

     

	Name of Community Health Worker (1):
	     

	Name and credentials of supervisor:
	     

	Training provided to non-professional instructional staff:
	 FORMCHECKBOX 
 Stanford chronic disease management program completion

 FORMCHECKBOX 
 Attended comprehensive DSMT/E course

 FORMCHECKBOX 
 Other      

	Name of Community Health Worker (2):
	     

	Name and credentials of supervisor:
	     

	Training provided to non-professional instructional staff:
	 FORMCHECKBOX 
 Stanford chronic disease management program completion

 FORMCHECKBOX 
 Attended comprehensive DSMT/E course

 FORMCHECKBOX 
 Other      


	Do you have a policy that ensures that participant’s needs are met if those needs are outside the instructor’s scope of practice and expertise:
	Yes FORMCHECKBOX 
  No FORMCHECKBOX 



Payment Information

	Method of payment

	Credit Card:
	Type:

 FORMCHECKBOX 
 Amex


 FORMCHECKBOX 
 Discover



 FORMCHECKBOX 
 MasterCard



 FORMCHECKBOX 
 Visa

	
	Card #:
     

	
	Exp. Date:
     

	
	

	Check:
	Check #:
     

	
	

	Billing Address:
	First Name:
     

	
	Last Name:
     

	
	Telephone:
     

	
	Street:

     

	
	City:

     

	
	State:

     

	
	Zip Code:
     

	
	

	Type of Address:
	Residence:
 FORMCHECKBOX 


	Check AADE online billing process
	Business:
 FORMCHECKBOX 



Next Steps:
Thank you for completing component number one of the application process.  Supporting documentation submission, which comprises component number two, must occur within two weeks of date of application form submission.  Component number three, telephone interview, will be scheduled by AADE staff after all materials are reviewed.
Submission of supporting documentation

(Component #2):

Mail to:
American Association of Diabetes Educators



200 West Madison Street, Suite 800



Chicago, Illinois, 60606

Tel:

800-338-3633

E-mail to:
deap@aadenet.org
Fax to:

312-424-2427
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