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AADE Application For 
Initial Accreditation
(Please review initial application instructions)

By proceeding with this application I affirm the following:
1. I have read and understand the AADE Crosswalk, essential elements and interpretive guidance, accreditation program policies and procedures and the instructions for AADEs accreditation process.

2. If accredited, agree to comply with requirements for maintaining accreditation standards.
3. The administrator responsible for the program verifies that the information included in this application is true and accurate.

4. It is the responsibility of the program coordinator to notify appropriate entities in order to receive reimbursement.
5. I understand, and agree to, the release of data to the Centers for Medicare & Medicaid Services and AADE as required.
6. I agree to indemnify AADE against any damage or injury to DSMT participants.
	Name of person completing application:
	     

	Contact email
	     

	Title:
	     

	Date Application Submitted:
	     


Program Demographics
	Name of Program:
	     

	Address 1
	     

	Address 2 (Unit, Suite)
	     

	City:
	     

	State:
	     

	Zip Code:
	     

	Telephone:
	                 

	Email:
	     

	Indicate the type of Provider

	☐Academic

☐Clinic

☐Extended care facility

☐Federally qualified health center

☐Health department

☐Hospital outpatient department

☐Pharmacy

☐Physician Office
☐Registered Dietician

☐Nurse Practitioner 
☐Other (specify)      

	Name of Sponsoring/Affiliate Organization (If different from above):
	     

	Street address: (If different than program)
	     

	City:
	     

	State:
	     

	Zip code:
	     

	Contact Person:
	     

	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(specify)        

	POPULATION SERVED

	Target Populations of this Site (choose all that apply)

	Type of Diabetes:

☐Type 1 Diabetes

☐Type 2 Diabetes

☐Gestational Diabetes

☐Pediatrics

☐Pre-diabetes

☐Pump Training

☐Continuous glucose monitoring

☐Other (specify): 
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

	Does your identified population have access issues:

Yes        No       
	If yes describe:
     
Describe how program was tailored to meet these issues:


     
Has you reached out to your external stakeholders to help overcome these issues:

Yes        No      

	Site Information  Click here to enter text.
List the total number of sites that your program will have: 
Please answer ALL questions below regarding information for your sites: (If program has more than 2 sites, include additional pages with the following information)

	Site 1
	Site 2

	Name: 
	Name: 

	Phone: 
	Phone: 

	Address:
	Address:



	Indicate the type of location this site is:

☐Academic

☐Clinic

☐Extended care facility

☐Federally qualified health center

☐Health department

☐Hospital outpatient department

☐Library

☐Pharmacy

☐Physician Office

☐Religious Establishment

☐Other (specify): Click here to enter text.
	Indicate the type of location this site is:

☐Academic

☐Clinic

☐Extended care facility

☐Federally qualified health center

☐Health department

☐Hospital outpatient department

☐Library

☐Pharmacy

☐Physician Office

☐Religious Establishment

☐Other (specify):

	Target Populations of this Site (choose all that apply)
☐Type 1 Diabetes

☐Type 2 Diabetes

☐Gestational Diabetes

☐Pediatrics

☐Pre-diabetes

☐Pump Training

☐Continuous glucose monitoring

☐Other (specify): Click here to enter text.
	Target Populations of this Site (choose all that apply)
☐Type 1 Diabetes

☐Type 2 Diabetes

☐Gestational Diabetes

☐Pediatrics

☐Pre-diabetes

☐Pump Training

☐Continuous glucose monitoring

☐Other (specify): Click here to enter text.

	Will the following be the same as the program:

Curriculum:  ☐ Yes ☐No

Instructors:   ☐Yes  ☐No

Program Coordinator: ☐Yes ☐No

Performance Improvement/CQI: ☐Yes  ☐No

If you answered “Yes” to any of the above, please explain below and attach supplemental data concerning the addition or change:


	Will the following be the same as the program:
Curriculum:  ☐ Yes ☐No

Instructors:   ☐Yes  ☐No

Program Coordinator: ☐Yes ☐No

Performance Improvement/CQI: ☐Yes  ☐No

If you answered “Yes” to any of the above, please explain below and attach supplemental data concerning the addition or change:



	Will this site’s certificate need to be customized to say something other than just your program name?  

☐ Yes ☐No

If yes, what does the certificate need to say?


	Will this site’s certificate need to be customized to say something other than just your program name?

☐ Yes ☐No

If yes, what does the certificate need to say?



	Do you want this site to be listed on AADE DEAP’s website?

☐ Yes ☐No

If yes, please note that there is a $100 administrative fee to list your site in the AADE DEAP accredited program list on our website.  Please see the Change of Status instructions for more information. 
	Do you want this site to be listed on AADE DEAP’s website?

☐ Yes ☐No

If yes, please note that there is a $100 administrative fee to list your site in the AADE DEAP accredited program list on our website.  Please see the Change of Status instructions for more information.


Program Staff
	Name of Program Coordinator:
	     

	Telephone:
	                 

	E-mail:
	      

	Will need to submit the following:
	Resume, Job description and proof of Continuing education 

	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

     

	Will need to submit the following for each instructor
	Resume, Job description and proof of Continuing education, licensure

	Name of Community Health Worker (1):
	     

	Name and credentials of supervisor:
	     

	Training provided to non-professional instructional staff (check all that apply):


	 FORMCHECKBOX 
 Stanford Model certified CDSMP Master Trainer or T-Trainer
 FORMCHECKBOX 
 Certified Health Education Specialist 

 FORMCHECKBOX 
 Master Certified Health Education Specialist

 FORMCHECKBOX 
 Completed a formalized CHW training

 FORMCHECKBOX 
 Attended comprehensive DSME course

 FORMCHECKBOX 
 Completed the Level 1 certificate program

 FORMCHECKBOX 
 Completed the Fundamentals course provided by AADE

 FORMCHECKBOX 
 Other      

	Name of Community Health Worker (2):
	     

	Name and credentials of supervisor:
	     

	Training provided to non-professional instructional staff (check all that apply):


	 FORMCHECKBOX 
 Stanford Model certified CDSMP Master Trainer or T-Trainer

 FORMCHECKBOX 
 Certified Health Education Specialist 

 FORMCHECKBOX 
 Master Certified Health Education Specialist

 FORMCHECKBOX 
 Completed a formalized CHW training

 FORMCHECKBOX 
 Attended comprehensive DSME course

 FORMCHECKBOX 
 Completed the Level 1 certificate program

 FORMCHECKBOX 
 Completed the Fundamentals course provided by AADE

 FORMCHECKBOX 
 Other      

	Will need to submit the following for each Community Health worker
	Documentation of successful completion of training for each CHW for all documents that are checked above.


	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: (Submit documentation)
	Yes FORMCHECKBOX 
  No FORMCHECKBOX 


	Curriculum meets needs of the target population and includes all elements listed in the Nationals Standards for Diabetes Self-Management Education and Support, Standard 6
	Yes FORMCHECKBOX 
  No FORMCHECKBOX 


	Curriculum Adopts the AADE7™ principles
	Yes FORMCHECKBOX 
  No FORMCHECKBOX 


	Curriculum reflects maximum use of interactive training methods
	Yes FORMCHECKBOX 
  No FORMCHECKBOX 

Describe:       

	Does your programs education process defined as a n interactive collaborative process which assesses, implements and evaluates the educational intervention to meet the needs of the individual patients
	Yes FORMCHECKBOX 
  No FORMCHECKBOX 

Submit a de-identified chart with your application

(See education record review for all components that need to be found in your chart)

	Is your program set-up to collect, aggregate and analyze both your clinical outcome measures and behavioral outcomes.
	Yes FORMCHECKBOX 
  No FORMCHECKBOX 

Use tables below to show aggregate data from any patients you have seen in the past 6 months. If you are a new program place you patient zeros data in the table (for examples see initial application instructions).

	Behavioral Goal

Number who set goal

Number successful

(Example of behavioral goals: Healthy Eating, Being Active, Taking Medications, Monitoring, Reducing Risks, Problem Solving and/or healthy coping)
	Clinical Outcome Measure

Number pre-education

Number Post education

(Examples of clinical outcome measures: A1cs, weights, B/Ps BMI etc…)

	*For new programs simply use the data in your current de-identified chart
	*For new programs simply use the data in your current de-identified chart

	Do you have a CQI plan in place
	Yes FORMCHECKBOX 
  No FORMCHECKBOX 

If no do you agree to submit your plan within the first six months after accreditation:

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: (three components to apply for accreditation):
1 Application & Fee

2 Supporting documentation submission (See checklist for documents needed)
3 Phone Interview or On-Site Audit (5% of all new applications receive an on-site audit)

Questions:  (800)338-3633 Ext. 4861

Submission of supporting documentation

Mail to:
American Association of Diabetes Educators/DEAP


200 West Madison Street, Suite 800



Chicago, Illinois, 60606

For Online Submission:   www.diabeteseducator.org/ProfessionalResources/accred/Application.html 



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

(312)601-4894 - confidential
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