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The Asheville Project®

Enrollment Form
I am a new enrollee in: ( Diabetes ( CV Health ( Depression ( Asthma
I am already enrolled in ( Diabetes ( CV Health ( Depression ( Asthma
First Name:  ________________________Last Name: ________________________ Middle Initial: _______

Date of Birth: ______________________________                              Gender: ( Female  ( Male

E-mail Address ______________________________________ Home Phone: _________________________

Business Phone: ________________________________ Mobile Phone: _____________________________ 

Street Address: ___________________________________________________________________________

City: ________________________________________   State: ____________   Zip code: _______________  

Ethnicity:    ( African American   ( Asian  ( Caucasian   ( Hispanic   ( Native American   
( Pacific Islander  ( Other
Primary Language: ( English ( Spanish (French (Italian (German (Chinese ( Other
Highest Grade Completed:
( 8th Grade or Less


( Some High School


( High School Graduate


( Some College


( College Graduate


( Post-Graduate Education
Occupation: _________________________________

Medical Insurance: ____________________________Medical Claims ID #:_________________________

Pharmacy Insurance: __________________________Pharmacy Insurance ID#:______________________

Employee/Retiree (if different from enrollee): _________________________________________________

Relationship to Employee/Retiree: ( Spouse  ( Child   ( Other
Retiree: ( Yes  ( No

Physician/Primary Care (optional):_________________________________________________________

Physician/Other (optional):________________________________________________________________


CONSENT TO PARTICIPATE AND RELEASE MEDICAL INFORMATION:

I am voluntarily participating in The Asheville Project® Program for (circle all that apply) [Diabetes / CV Health / Depression / Asthma], a disease assistance program (the “Program”) sponsored by my employer, The City of Asheville. My participation will require that my pharmacist and obtain certain medical/health information about my condition from my physician and/or other members of my health care team. By signing this form, I am giving my authorization to having information about my condition released to the pharmacist, Pharmacist Network Coordinator, P.P.C.N. or other health care providers participating in my care, to be used specifically and confidentially for my care and to assess quality of care and to administer the program.  Further, I give my authorization that appropriately blinded/de-identified data as to my identity and condition/treatment may be aggregated with similarly blinded data from other patients enrolled in the same program for research and educational purposes.  “De-identified” data means health information that does not identify an individual and with respect to which there is no reasonable basis to believe that the information can be used to identify an individual in accordance with HIPAA.

I understand that I may revoke this authorization at any time upon giving written notice to The City of Asheville.  Were that to be the case, I understand and agree that actions taken by any party related to the conduct of The Asheville Project® Program for (circle all that apply) [Diabetes / CV Health / Depression / Asthma] during the period that relied upon my consent would stand.  Also, I understand that, if this consent is not revoked, it will continue for the duration that I am enrolled in the program, and expire automatically should I discontinue my participation in the program. 

I understand that I am required to sign this Authorization as a condition of my participation in the Program.

I understand that the information disclosed by this authorization may be subject to re-disclosure by the Recipients listed above and, in that case, will no longer be protected by the Health Insurance Portability and Accountability Act Privacy Rule [45 CFR Part 164], and the Privacy Act of 1974 [5 USC 552a].

Patient: _______________________________________________ Date: ______________________________

Signature







If additional consent is required, have the authorized person sign below

___________________________________________   _____________________________________________

Signature





Printed name

___________________________________________

Relationship to patient


STOP HERE  
-Information below is to be completed by the Program Coordinator-  
Date: 

Employee Name: 

Social Security # (last 4):

Date Eligible for Benefits:

	Disease State(s):
	CV(
	DM(
	AM(
	DP(

	Enrollment Date:
	
	
	
	


Enrollment Info to PPCN:
Care Provider: 

Date Assigned:


Documents Received:





Date

Signup Form









Provider Selection








CV Participation Agreement






DM Participation Agreement






A Participation Agreement







DP Participation Agreement






Withdrawal Date:
Employee Notified (Date):

Withdrawal Reason:
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