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            KOHP – Kansans Optimizing           
        Health Program
                                                        Put Life Back in Your Life
                                Application Form
COMPLETE ALL SECTIONS.  TYPE OR PRINT NEATLY.

Today’s Date: _________________________

Chronic Disease Self-Management (CDSMP)
	
	Month/Dates
	Registration Deadline
	Location
	Coordinating Agency

	
	
	
	
	KDHE


CONTACT INFORMATION

	First Name:  
	Last Name: 

	Will you be a peer (non health/social service professional) Leader ?   FORMCHECKBOX 
  Yes                  FORMCHECKBOX 
 No

	Are you living with a chronic condition? **One or both leaders should be living with a chronic condition.    FORMCHECKBOX 
  Yes              FORMCHECKBOX 
 No

	Job Title: 

	Organization:  

	Work Address:  

	City:  
	State:  
	Zip:  

	Home Address:  

	City:  
	State:  
	Zip:  

	Home Phone:  
	Work Phone: 
	Cell Phone: 

	Email (will be primary form of correspondence):  

	For KOHP program coordinator correspondence, please contact me at:   

  FORMCHECKBOX 
  My worksite (if applicable)
            FORMCHECKBOX 
  My home                     

	Do you have a co-leader?         FORMCHECKBOX 
 Yes            FORMCHECKBOX 
   No   

 If yes, please provide name: 


FACILITY INFORMATION

Please provide information about the host facility where you plan to teach the KOHP classes:

	Facility Name:   

	Address:

	City:
	State:
	Zip:

	Administrator/ Contact Person Name:

	Planned dates of first KOHP program offering: 

	Phone number
	Email address:


QUALIFICATIONS/ EXPERIENCE

	Do you have current CPR certification? (Recommended but not required)
	 FORMCHECKBOX 
  YES     FORMCHECKBOX 
  NO                     

	What professional or volunteer experience have you had leading education classes, conducting workshops or speaking in public?  


	What other experience do you have that you feel would be beneficial in leading the Kansas Optimizing Health Program (such as work with people with disabilities, older adults, people with special needs and/or chronic conditions)?  


	What avenues of recruitment are available to you?  


	Why do you want to teach the Kansans Optimizing Health Program? 



	How did you become aware of the Kansans Optimizing Health Program?  



 

For those traveling to the training city please provide the following information:

Approximate mileage to and from training ________        Number of nights at hotel __________ 

 
Leader Statement of Commitment

The Kansas Department of Health and Environment (KDHE) has established the following policies and procedures to ensure the quality of its programs. Please sign on the following page to indicate your acknowledgement and acceptance of these requirements:

· As the first step in becoming a Chronic Disease Self-Management Program (CDSMP) certified Leader, I will attend and successfully complete the four day CDSMP Leader Training Workshop conducted by trainers who are nationally certified and authorized by Stanford University. I will actively participate in all aspects of the training. I understand that only approved trainers can teach others to become CDSMP Leaders. I may not train others how to lead the CDSMP classes.

· In order to attend a CDSMP Leader Training, I will pre-register by submitting a completed Application Form and this signed Statement of Commitment. I will be pre-screened by the KOHP Program Coordinator to ensure that I have the appropriate prerequisite qualifications. I will receive written confirmation of my attendance at the workshop. I understand that walk-ins are not allowed at CDSMP Leader Trainings.

· As the second step in becoming a CDSMP certified Leader, I will have scheduled a Chronic Disease Self-Management workshop within 90 days of completing the CDSMP Leader Training.

· If I fail to follow through with my commitment to conduct a course series of at least 6 weeks duration within one year of completing the CDSMP Leader Training I understand that I may be asked to reimburse the sponsoring agency $450.00 for the cost of the leader training and materials.

· As a condition of maintaining my certification, I will further conduct a minimum of one Chronic Disease Self-Management each year. I will send the required forms for these classes to the KOHP Program Coordinator at 1000 SW Jackson, Suite 230, Topeka, KS  66612. I will also attend a KOHP Recertification Workshop every three years and agree to participate in leader support workshops offered in the region. 

· I understand that certification as a CDSMP leader provides me with a limited license to deliver the CDSMP program in which I’ve been trained as long as I maintain my affiliation with KDHE and uphold the CDSMP policies outlined in this statement of commitment. I acknowledge that the CDSMP program materials are copyrighted and agree to honor the program’s copyright protection.

· I will conduct and support marketing efforts for the CDSMP workshops in my community in collaboration with KDHE. I will notify the KOHP Program Coordinator a minimum of six weeks in advance of each course series to assure adequate time for promotion and other preparations.

· I will stress my collaboration with KDHE in all marketing materials and during every CDSMP workshop. I will assure that participants recognize KDHE as co-sponsors of the program. 
· I agree to follow the standardized program curriculum and will not make any variations in the approved program content or process described in the program leader/instructor manuals without prior written permission from Stanford University. 

· I will submit complete and timely participant data and participate in other data collection projects that KDHE and uses to measure the reach, quality and/or impact of the CDSMP program in accordance with a specified reporting schedule and method.

KDHE AGREES TO PROVIDE THE FOLLOWING IN SUPPORT OF THE KOHP CHRONIC DISEASE SELF-MANAGEMENT PROGRAM:

· To allow partnering agencies to conduct CDSMP workshops under the KDHE Chronic Disease Self Management Program license with Stanford University.

· To conduct CDSMP leader training according to the guidelines set forth by Stanford University.

· To provide marketing material to partnering agencies for program announcement and participant recruitment purposes.

· To provide technical assistance to partnering agencies and trained leaders in CDSMP implementation and maintenance of leaders.

· To provide access to the CDSMP participants books through KDHE.   

I HAVE READ AND I UNDERSTAND THE PRECEDING STATEMENTS. I FURTHER UNDERSTAND THAT COMPLIANCE WITH THIS STATEMENT OF COMMITMENT IS REQUIRED FOR MY TRAINING AND CONTINUED PARTICIPATION AS KANSANS OPTIMIZING HEALTH PROGRAM LEADER.

________________________________________
                     _______________

Print Name of Leader/Instructor Applicant


Date

________________________________
                                                                       Signature 

If leading the CDSMP workshop will be considered part of your job duties, KDHE requires the signature of your supervisor verifying their support of implementing the CDSMP workshop in the workplace. 

__________________________________                           _________________

Print Name of Applicant Supervisor



Date

__________________________________
                                                                       Signature 
Please send completed application and attached SIGNED Leader Statement of Commitment to:





KOHP Program Coordinator


1000 SW Jackson, Suite 230


Topeka, KS 66612


(785) 296-1627


Fax (785) 296-8059


acapes@kdheks.gov
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