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      Employee Participation Agreement Policy and Procedure
The Asheville Project®

Thank you for your interest and participation in The Asheville Project ® programming for depression.  Your participation in the program is voluntary and confidential.  Moving forward, your employer, The City of Asheville, has partnered with Piedmont Pharmaceutical Care Network to help you manage your depression and overall health and well-being.

The Asheville Project® – Depression 
The Asheville Project ® is a voluntary program offered to insured employees, retirees and their dependents.  The program is designed to help you maintain good control over your depression by helping you learn how to better self-manage your depression.

Each year, you will meet at regularly scheduled times with the health care team -- your physician, pharmacist, and other counselors.  You will be a full-fledged member of this team and will help develop a treatment and education support plan that (a) meets your individual health care needs and (b) provides the education and support needed for you to be actively involved in managing your depression.

Each member of the health care team will be responsible for keeping each other informed about actions taken on your behalf, including those responsibilities that you must fulfill. For instance, your pharmacist will keep your physician informed about services provided and their outcomes. Your physician, in turn, will notify your pharmacist when a change in your treatment plan is indicated. Should you be referred to a counselor, they may send progress reports to your pharmacist and physician. And you will be expected to keep the team informed as to your progress or problems that you encounter in self-managing your depression.

Completing your enrollment in The Asheville Project® – Depression 
To complete the enrollment process, you need to fill out and sign a number of forms. The completed forms are to be returned to: Health Services, City of Asheville.

Forms can be returned to Health Services, 6th Floor of City Hall or mailed to:

PO Box 7148 Asheville, NC 28802
The Asheville Project® - Depression Consent to Participate Form

By completing this form, you acknowledge that you have been fully informed about the program, including:
1.  Your right to confidentiality 

In order to assure the confidentiality of the information you provide, a computer generated identification (ID) code will be used to identify you and data resulting from your participation in the program. Further, coded information and data will only be shared with those parties who have a need to know and for whom you give authorization to have access. Parties who will need to have access are trusted health professionals who provide care, pharmacy benefit managers who handle claim forms, and data processing personnel who will aggregate coded data about you and your progress with similarly coded data collected from other patients participating in the same program. Aggregated data will be used to evaluate the overall success of The Asheville Project® for Depression. Your name will not be associated with any published results.
2.  Employee incentive

As a participant in the program, the co-pays that you are now required to make when purchasing your antidepressant medications will be waived. 

3.  Clinical assessments and laboratory tests

To assure that your depression and medications are managed appropriately, your physician may conduct certain clinical assessments and laboratory tests.  The exact nature of these measurements and tests will be explained to you as you begin participating in the program.

4.  Risks, inconveniences, and discomforts

As is the case with all health care programs, you are reminded that there are potential risks associated with the treatment of any disease.  Specific risks associated with your depression care will be discussed with you as appropriate.  Further, because of the time pressure that health care providers work under these days, you may have to arrange your schedule to accommodate that of the health care team.  In this regard, it will be expected that you would make every effort to do so (see section on Cancellations and Missed Appointments).   Lastly, medical care does have its discomforts.  For instance, not too many people look forward to having blood drawn for a laboratory test.  You should discuss your individual concerns with your health care team.
5.  Right to withdraw.
Since you volunteered to participate in the program, you have the right to withdraw at any time.  In the event you find that you are not able to participate in The Asheville Project® program for Depression for whatever reason, you should immediately notify the Program Coordinator.

6.  Authorization to request medical information

Giving permission to enable your pharmacist to obtain confidential information about your depression from your physician, Employee Assistance Network or other health care specialist whom you may be seeing is important to assure the continuity of your care.
7.  Selecting your pharmacist and scheduling appointment

During the enrollment period, you will be asked to make a 1st and 2nd choice selection from a list of qualified pharmacists to be your Pharmacist Care Manager.  If you are currently being seen by a Pharmacist Care Manager and you are happy with the care you are receiving; please indicate that you wish to remain with your current provider (indicate this as your first choice).  Every effort will be made to honor your 1st choice selection.  The Pharmacy Network Coordinator and/or the Program Coordinator will notify you of the name and location of your selected pharmacist and at the same time will notify the selected pharmacist of your enrollment in the program.
8.  Scheduling appointments

Your pharmacist is to contact you within two weeks after receiving notification of your enrollment.  If you are not contacted by the pharmacist within two weeks, you should notify the Program Coordinator.  When your pharmacist calls you, you are to schedule the time for your initial visit.

During your initial visit, the pharmacist will review The Asheville Project® - Depression Process of Care with you and answer your questions. Also, it is at this time that you will be asked to complete a brief set of questions that will provide the health care team an initial assessment of depression and quality of life.  As indicated above, the results of this initial assessment will be used to develop an overall care plan that will state the specific treatment goals as determined by your physician, as well as the educational and skill training goals set by the entire health care team.  The plan will include:
· A schedule of follow up visits at which times the pharmacist will provide indicated counseling, education and skill training; 

· A schedule for monitoring adherence to medication therapy and evaluating response and any side effects from medication; and
· A plan for life style changes desired 

During the first 3 months of the program, you will meet with your pharmacist approximately two times, with some additional supportive phone sessions to check on your progress. The frequency of visits will vary according to your needs, but will be mutually agreed upon by you and your pharmacist; however, the program requires at least once visit each quarter. 

9.  Cancellations and Missed Appointments
Except in an emergency situation, you must give 24-hour notice if you are unable to keep a scheduled appointment with the pharmacist.  (In the case of an emergency situation, you should notify your pharmacist as soon as possible.)  If you do not provide the appropriate notice, you will be contacted by the pharmacist to determine the reason for the missed appointment.  If you miss a second appointment without giving 24-hour notice, you will be contacted by the Program Coordinator to discuss your continuing in the program. 
In those instances when the pharmacist may need to schedule, or re-schedule an appointment with you, the pharmacist will immediately contact you. If you are not available, the pharmacist will leave a message for you. It is very important that you respond to any message promptly. A second failed attempt to contact you will be reported to the Program Coordinator who will place a call to you. If you fail to respond to the Coordinator, it will be assumed that you do not want to continue and will be notified that you have been dropped from the program.  
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -- - - - - - - - - - - - - - - - - - - - - - 
I, ____________________________________, understand what will be required of me to become a participant in The Asheville Project® program for Depression.  I agree to follow the stated policies and procedures as stated in this document, and understand that my failure to do so may result in my being dropped from the program.  Removal from the program will result in the termination of all program benefits.  I understand that if I am removed from the program I will be required to wait 6-months before applying for re-enrollment.
Participant Signature __________________________________ Date ______________

(Or Parent /Guardian)

Project Coordinator's Signature __________________________ Date ______________
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