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Referral received from health care provider
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C'oordinator contact patients, sets

* I at any point in the process the patient does not
comply or attend appointments or education sessions, 3
attempts will be made to contact the patient by phone

Prepares chart

i
3. May enter data into DQCMS (or designee)
4. Schedules assessment appointment

mtake appointment  * and mail to re-engage the patient, If after 3 attempts the
patient does notl comply, the referring provider will be
notificd and the process stops.
RWJIF PROJECTS
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Coordinator: Coordinator will:
1. Completes intake form with patient, including vitals 1. Identify barriers in the

F
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community lo diabetes self
management and develop
plans to address these

—_— barriers.
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Patient meets with diabetes educator and
dietician to complete assessment.  Data entered
into DOCMS by coordinator/designee.
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Patient is scheduled to attend
cducation sessions. Report to
provider

2. Recruit participants into
RWIF projects.

3. Follow up with clients
enrolled in community
programs and solicit their

feedback.
Patient Results sent to
»| completes »| provider and to
cducation hospital chart

Report compiled and
presented to Diabetes
Advisory Board quarterly

Dhata
cntered
into

DQCMS

r

Patient 1s contacted in | year to return for
follow-up appointment. Results sent to referring
physician or current health care provider if
physician has changed.
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