Practice Letter Head or Name  (DRAFT)
This Collaborative (or Co-Management) Agreement is between   <Practice Name> and Dr. David Gorson for the management of patients with Type 2 Diabetes.  As unaffiliated physician practices, we enter into this agreement to benefit the care of our mutual diabetic patients, to promote clear communication, to reduce duplication of resources, to streamline care and to provide high quality care.

<Practice Name> will do the following:

· Provide a referral to Dr. Gorson with the reason for the referral, clinical history including laboratory test results and other reports, and demographic information including contact information and insurance information.

· Inform the patient to call Dr. Gorson’s office for an appointment or schedule the appointment for the patient
· Provide information by telephone when requested or as appropriate to assist Dr. Gorson in the diagnostic and/or treatment process within three business days
· Send additional clinical information upon request by Dr. Gorson within three business days
· Continue to provide primary care to this patient including health maintenance, urgent or acute care and management of any other chronic disease
· Provide self management support for the patient

· Coordinate care if the patient is hospitalized or placed in a nursing home

David Gorson, M.D. will do the following:

· Confirm the consultation and time frame for the appointment 
· Provide diabetes disease management including management of  Hemoglobin A1c
· As part of diabetes disease management, assure that the patient has an annual dilated eye examination, an annual foot examination, and monofilament foot examination.

· Provide a copy of the progress note after each visit within three business days 
· Ensure that all laboratory tests or imaging tests are copied to <Practice Name>.

· Notify <Practice Name> if patient does not show up for any appointments or cancels any appointments without re-scheduling the appointment.
· Communicate directly with the referring physicians about any concerns.

· May utilize <Practice Name’s > Community Health Team including the dietitian, behavioral health therapist or social worker by contacting the referring physician,

· Refer the patient back to <Practice Name> when the diabetes is under control or no longer requires the care of Dr. Gorson, if the patient wishes.
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