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Michigan Partners on the PATH

Chronic Disease Self Management Program (CDSMP)
Leader Training Application & Memorandum of Agreement
	Contact Information

	Please type or clearly print your information in the spaces provided below.

	Name

	Address

	City
	State
	County
	Zip

	Daytime Phone: 

	E-mail:  

	Most convenient time to call:


	Other Information




Have you previously been trained as a PATH leader?   FORMCHECKBOX 
 No   FORMCHECKBOX 
Yes  If yes, when? _______

In order to conduct PATH Workshops, you must be affiliated with an organization that holds a license with Stanford University.  Who is the licensed agency you will be working with?  ________________________

(If you are not sure, please call Karen McCloskey to discuss)
PATH Workshops must be led by two trained leaders or master trainers.  Do you know who you will be working with to lead workshops?   FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes

	For MDCH Use

	Date Received:

	Licensed Agency:





Stanford License on file  FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes



Michigan Partners on the PATH

Chronic Disease Self Management Program (CDSMP)

	Professional/Volunteer Experience



	Current occupation. (If not currently employed, list previous occupation.) 

	If currently employed, list place of employment and title.

	List organization and describe any teaching, public speaking or group leadership experience you have.

Organization                                       Experience                                                                        Year



	List organization(s) and describe the volunteer experience you have.

Organization                                       Experience                                                                         Year



	Experience with Chronic Diseases

	Do you have experience dealing with chronic diseases?  (see next question)
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	If yes, in what capacity have you had to cope with chronic disease? (check all that apply)

 FORMCHECKBOX 
  Living with chronic disease

 FORMCHECKBOX 
  Assisting someone with chronic disease

 FORMCHECKBOX 
  Family member with chronic disease



	Chronic Disease Self Management Program (PATH)


	Have you participated in a CDSMP/PATH Program? (Check all that apply)
	 FORMCHECKBOX 
 Yes, as a    workshop participant
	 FORMCHECKBOX 
Yes, as a workshop leader 
	 FORMCHECKBOX 
No

	What are your reasons for wanting to participate in the PATH leader training?





Michigan Partners on the PATH

Chronic Disease Self Management Program (CDSMP)

Memorandum of Agreement

Michigan Partners on the PATH agrees to facilitate this leader training for the Stanford Chronic Disease Self-Management Program (CDSMP) and provide technical assistance to leaders including access to the MI PATH website, resources, reports regarding the CDSMP in Michigan, and notification of conferences and workshops.  In return, Michigan Partners on the PATH asks that leaders and a representative from their agency indicate their acknowledgement and acceptance of the guidelines that follow by signing below.

This agreement is intended to ensure that the CDSMP is implemented in a manner consistent with the policies and procedures established by the Stanford Chronic Disease Self-Management Program and to retain leader certification with the Michigan Partners on the PATH. 

This agreement is not meant to be legally binding, nor is the following list of guidelines and requirements intended to be exhaustive. 

 FORMCHECKBOX 
 I understand that I am implementing the CDSMP under the license of _________________________ (fill in name of licensed agency).      

 FORMCHECKBOX 
 I understand that the number of workshops I teach for my licensed agency will be determined by mutual agreement, but at a minimum, I will agree to lead one workshop within one year of completing master training. 
 FORMCHECKBOX 
 I agree to keep Michigan Partners on the PATH informed of my current contact information.

 FORMCHECKBOX 
 I agree to contact Michigan Partners on the PATH if at anytime I decide to discontinue implementing the CDSMP.

 FORMCHECKBOX 
  I will register workshops, collect participant evaluation and demographic data according to the guidelines provided by Michigan Partners on the PATH.

Michigan Partners on the PATH

Chronic Disease Self Management Program (CDSMP)

Memorandum of Agreement

 FORMCHECKBOX 
  I agree to conduct the program according to Stanford program guidelines and requirements. I will maintain program fidelity and will not change the program in any way without prior  authorization from Stanford University. 

 FORMCHECKBOX 
  I agree to teach ALL CDSMP programs with a co-leader.  Guest speakers may not lead any part of the programs.  

_________________________________________

____________________________

Participant signature





Date

Print Name:

_________________________________________

_____________________________

Participant employer signature




Date

Print Name: 

Print Name of Agency:

Please sign and complete by Friday, May 28, 2010.
For questions, please contact Karen McCloskey at mccloskeyk@michigan.gov or 517-335-1236.
Please return this form to:

Amber Matthews
Michigan Department of Community Health

PO Box 30195, WSB 7th Floor
Lansing, MI 48909

Email: matthewsa1@michigan.gov
Phone: 
517/335-7992
Fax: 

517/335-9461






Date:











Date:





Participant’s Employer Signature:





Print Name:





Michigan Partner on the PATH


Representative Signature


Print Name:
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