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Because health matters




A1C Champions® Patient Information Sheet – Parent

Please call 866-741-7047 with any questions









Date:      
	Contact Information

	Name:      
	Your child’s name:      

	Address
	Phone

	Address: 
     
City: 
     
State: 
     
Zip: 
     
	Please provide all applicable numbers and check the box 
next to the one you would prefer we use.

	
	 FORMCHECKBOX 
 Home:
     
 FORMCHECKBOX 
 Office:
     
	 FORMCHECKBOX 
 Cell:
     
 FORMCHECKBOX 
 Other:
     

	Email

	Please provide all applicable email addresses and check the box next to the one you would prefer we use.

	 FORMCHECKBOX 
 Home:
      
	 FORMCHECKBOX 
 Office:
     


	Employment

	Company name:      

	Occupation/Vocation:      
	Average hours/week:      

	Description of daily work:


     
  


	Education

	Highest level completed:      
	Degree(s):      


	Community or Volunteer Activities

	Organization(s):      

	Description of your involvement:


     
  


	Diabetes Management

	How well do you feel your child follows his/her treatment plan? 
    FORMCHECKBOX 
 Excellent
    FORMCHECKBOX 
 Good
 FORMCHECKBOX 
 Average
 FORMCHECKBOX 
 Poor

	Additional information:


     
  

	How would you rate your child’s diabetes self-management abilities? 
 FORMCHECKBOX 
 Excellent
   FORMCHECKBOX 
 Good
     FORMCHECKBOX 
 Average
 FORMCHECKBOX 
 Poor

	Additional information:


     
  

	Please describe ways you help your child reduce stress in his/her life:


     
  


	Additional Information

	Are you willing and able to attend training sessions with your child?    FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No

	Are you willing and able to travel (including flying) with your child for training and programs?    FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No

	Do you have dependable transportation to and from your home airport?    FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No

	Are you willing and able to drive you and your child to local events?    FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No

	Are you willing and able to drive a rental car in locations where you and your child might travel to facilitate a program?    FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No

	Do you or your child have medical equipment or devices that require additional arrangements and/or expenses when traveling?    
 FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No

	Are you able to stand for up to one hour to facilitate a program?    FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No

	Please expand on and provide additional information for above answers, as applicable:


     
  

	Can you commit to participating with your child in two events in a 3-month period (some may require an overnight stay)?   FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No

	Comments:


     
  

	Please list any additional languages you speak:        

	Have you ever presented information or spoken to a group of people?   FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

If yes, please provide an example.

     

	Why do you want to be a mentor to parents and caregivers of children with diabetes?


     
  

	Additional Comments:


       


Please submit Parent and Youth Patient Information Sheets together.
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Sanofi-aventis U.S. LLC respects your interest in keeping your personal information private.  We will not sell or rent your information to any outside mailing lists.  For more information, please see our Privacy Policy http://www.privacypolicy.sanofi-aventis.us/.  To be removed from our mailing list, please visit https://unsubscribe.sanofi-aventis.us/ or call 1-800-207-8049.    
Email completed form to � HYPERLINK "mailto:Info@patientmentor.com" ��Info@patientmentor.com� 





Print and complete the form and return it by fax to 314-754-8385 or mail to 


PMI Business Office


1856 Craig Road


 St. Louis, MO 63146.  





or
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