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Application for Montana Diabetes Support Program DECIDE 2025

Organization information:


1. Which best defines your organization: 
	☐ Healthcare Facility  
	☐ Community Based Organization (CBO) 
	☐ Public Health Organization 
	☐ Faith-Based Organization 
	☐ Non-Profit Organization 
[bookmark: _Hlk193356207]	☐ Other:  Click or tap here to enter text.

2.  Do you have on-site staff who can implement the DECIDE Program?
☐  Yes
☐  No 

3. Do you have administrative support to participate in this project?
☐  Yes
	☐  No 

At-Risk Population(s)

4. Does your organization currently work with any of the following populations at greatest risk for diabetes? Select all that apply: 

☐  American Indians		
☐  Older Adults (ages 65 and older)	        
☐  Patients living in rural/frontier areas
☐  Patients living with disabilities	
☐  Medicaid Members         
☐  Veterans	
☐  Low-income/Low-socioeconomic status populations 
☐  Other (Please describe):

Referrals

5. Does your organization currently track referrals to or from any other services or programs?
☐  Yes
☐  No
Applicant Checklist 

6. The applicant checklist helps the Montana Diabetes Program (MDP) measure how prepared sites are to implement and sustain the DECIDE program and areas where sites may need support. Please check off areas your organization feels currently ready. 

☐ My leadership is aware of and supports the submission of this application
☐ My organization is committed to collaborating with the Montana Diabetes Program
☐ My organization is committed to following a scope of work
☐ My organization has the capacity to dedicate staff time and resources 
☐ Staff can participate in required training and maintain certification requirements 
☐ My organization will plan for recruitment and enrollment of participants
☐ My organization will participate in outreach activities and program promotion
☐ My organization can identify and establish referral partners (i.e. primary care   providers, Diabetes Self-Management Education and Support (DSMES) programs, pharmacist, PA’s, MA’s, RN’s, dietitians, senior centers)  
☐ My organization will aim to reduce barriers and prioritize participant experience 
☐ My organization can track program information and outcomes 
☐ My organization is committed to adhering to the program guidelines 
☐ My organization has a space to deliver this program, including a table and chairs
☐ My organization has technology access for program delivery, data tracking, meetings, and communication

Terms
Any questions answered “no” in this section may result in the organization being ineligible at this time. 

7. To participate in this project, staff will need to dedicated time for training, planning, meetings, program delivery, outreach, and more. Do participating staff have the capacity to make the time commitment necessary for this program?
☐  Yes
☐  No
☐  Not sure

8. Organizations must establish a transition plan to ensure the DECIDE program will continue with adequate staffing, administrative support, and all needed resources to ensure sustainability. Do you agree to these terms? 
☐  Yes
☐  No

9. The Montana Diabetes Program (MDP) holds the license for the DECIDE program. Facilitators and their supervisors will work with the MDP to meet requirements, ensure program fidelity and sustainability, including having the MDP conduct regular facilitator fidelity checks. Do you agree to these terms?
☐  Yes
☐  No 

10. With support from the MDP, will your organization have the ability to track program and participant data such as sessions attended/missed, demographic information, and pre/ post surveys and share this data with the MDP in a timely manner?  
☐  Yes
☐  No 

11. DECIDE participants must be 18 years or older and have a diagnosis of prediabetes, type 1, type 2 diabetes to be eligible for the DECIDE program. Do you acknowledge to these terms? 
☐  Yes
☐  No 

12. Briefly describe any ways your organization currently serves people with diabetes.
	Click or tap here to enter text.


13. Briefly describe how your organization will use the DECIDE program to support people with diabetes in your community.
	Click or tap here to enter text.


14. Are you aware of DSMES programs in your area? 
	Click or tap here to enter text.


15. Briefly describe any experience your organization has with implementing health-related programs.
Click or tap here to enter text.
	

16.  What questions does your organization have for the MDP?
	Click or tap here to enter text.



Applicant Contact Information


Facility Name:Click or tap here to enter text.
	Address:Click or tap here to enter text.
	Mailing address if different from above:Click or tap here to enter text.
Clinic Tax ID: Choose an item.	


Supervisor:Click or tap here to enter text.
	Credentials:Click or tap here to enter text.
	Position on Staff:Click or tap here to enter text.
	Email:Click or tap here to enter text.
	Phone:Click or tap here to enter text.		


Facilitator:
Credentials:Click or tap here to enter text.
	Position on Staff:Click or tap here to enter text.
	Email:Click or tap here to enter text.
	Phone:Click or tap here to enter text.	


I certify that the information presented herein is accurate. If my facility is chosen to implement the DECIDE program, I will complete the project and deliverables as mentioned in this application by the end of the grant period. 

Signature ___________________________		Date _________________________
(For email submission, type your name above.)


Thank you for your time.  Please return the completed application (one submission per clinic) to the Montana Diabetes Program at diabetes@mt.gov 









Application for MEND Family Healthy Weight Program 2025 
Healthy Together Ages 6-13

Organization information:

1. Which best defines your organization: 
	☐ Healthcare Facility  
	☐ Community Based Organization (CBO) 
	☐ Public Health Organization 
	☐ Faith-Based Organization 
	☐ Non-Profit Organization 
	☐ Other:  Click or tap here to enter text.

2.  Please list staff and/or partners who will support implementation of the MEND Healthy Together Program?
Click or tap here to enter text.	

3. Do you have administrative support to participate in this project?
☐  Yes
	☐  No 

At-Risk Population(s)

4. Does your organization currently work with any of the following populations at greatest risk for diabetes? Select all that apply: 

☐  American Indians		        
☐  Patients living in rural/frontier areas 
☐  Patients living with disabilities.	
☐  Medicaid Members         	
☐  Low-income/Low-socioeconomic status populations 
☐  Other (Please describe):Click or tap here to enter text.

Referrals

5.  Does your organization currently track referrals to or from any other services or programs?
☐  Yes
☐  No

Applicant Checklist 

6. The applicant checklist helps the Montana Diabetes Program (MDP) measure how prepared sites are to implement and sustain the MEND Healthy Together program and identify areas where sites may need support. Please select areas your organization feels currently ready. 

☐My leadership is aware of and supports the submission of this application
☐My organization is committed to collaborating with the Montana Diabetes Program
☐My organization is committed to following a scope of work
☐My organization is committed to adhering to the program guidelines 
☐My organization has the capacity to dedicate staff time and resources 
☐My organization has technology access for program delivery, data tracking, meetings, 	     and communication
☐My organization can identify and establish referral partners 
☐My organization will participate in outreach activities and program promotion
☐My organization will plan for recruitment and enrollment of participants
☐My organization will aim to reduce barriers and prioritize participants experience 
☐My organization and the selected staff have experience working with families 
☐My organization has a space big enough for up to 10 families to deliver this program
☐My organization can track program information and outcomes 
☐Staff can participate in required training and maintain certification requirements 

Terms
Any questions answered “no” in this section may result in the organization being ineligible for this program at this time. 

7. To participate in this project, staff will need to dedicated time for training, planning, meetings, program delivery, outreach, and more. Do participating staff have the capacity to make the time commitment necessary for this program?
☐  Yes
☐  No
☐  Not sure

8.The MDP holds the license for the MEND Healthy Together program. Coaches and their     supervisors will work with the MDP to meet requirements, ensure program fidelity and sustainability. Do you agree to these terms?
☐  Yes
☐  No 

9. With support from MDP, will your organization have the ability to track program and participant data such as referrals, sessions attended/missed, demographic information, and pre/ post weight and share this data with the MDP in a timely manner?.  
☐  Yes
☐  No 

10. Organizations must establish a transition plan to ensure the MEND Healthy Together program will continue with adequate staffing, administrative support, and all needed resources to ensure sustainability. Do you agree to these terms? 

☐  Yes
☐  No

11. To be eligible, MEND Healthy Together participants must be ages 6-13 with risk factors of overweight or obesity. All children must attend with a caregiver. Do you acknowledge these terms? 
☐  Yes
☐  No 

12. As part of this program, families must complete the 1hr/week physical activity component in   addition to the curriculum. This can be fulfilled through local group activities or through an activity program called CATCH MEND provided by the MEND Healthy Together program. Would your organization be interested in CATCH MEND?
☐  Yes, we are interested in CATCH MEND 
☐  No, we have another physical activity opportunity for families  
☐ Unsure
If you answered no, please briefly explain your physical activity plan: 
Click or tap here to enter text.






13. Briefly describe any ways your organization currently serves children and their families.
	Click or tap here to enter text.




14. Briefly describe how your organization will use the MEND Healthy Together program to support children with or at risk of overweight or obese and their families. 

	Click or tap here to enter text.




15. Briefly describe any experience your organization has with implementing health-related, educational, or physical activity programs.

	Click or tap here to enter text.


16. List other programs, services, camps, community events, etc. your organization offers.
	Click or tap here to enter text.



17.  What questions does your organization have for the Montana Diabetes Program?
	Click or tap here to enter text.










Applicant Contact Information


Facility Name:Click or tap here to enter text.
	Address:Click or tap here to enter text.
	Mailing address if different from above:Click or tap here to enter text.
Clinic Tax ID: Choose an item.	


Supervisor:Click or tap here to enter text.
	Credentials:Click or tap here to enter text.
	Position on Staff:Click or tap here to enter text.
	Email:Click or tap here to enter text.
	Phone:Click or tap here to enter text.		


MEND Coach:
Credentials:Click or tap here to enter text.
	Position on Staff:Click or tap here to enter text.
	Email:Click or tap here to enter text.
	Phone:Click or tap here to enter text.	


I certify that the information presented herein is accurate. If my facility is chosen to implement the MEND Healthy Together program, I will complete the project and deliverables as mentioned in this application by the end of the grant period. 

Signature ___________________________		Date _________________________
(For email submission, type your name above.)


Thank you for your time.  Please return the completed application (one submission per clinic) to the Montana Diabetes Program at diabetes@mt.gov






2

image1.jpg
DEPARTMENT OF
{30 PUBLIC HEALTH &
Wi HUMAN SERVICES




