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PATA Expert Patient Programme 
in partnership with One to One Children’s Fund

2012-2013 Programme

(1 April 2012 - 31 March 2013)

APPLICATION DEADLINES

All applications must be received by PATA no later than Wednesday 29 February 2012, either by email to roseanne@teampata.org or fax to + 27 866 191 623.  
NO LATE APPLICATIONS WILL BE CONSIDERED.
( Not all applications will be successful.   You will be notified of acceptance by 16 March 2012.   
 The first tranche payment will be on 16 April 2012.
COUNTRY:​​​​​​​​​​​​​​​__________________________________________________________

CLINIC NAME: _______________________________________________________
New Application:  Yes / No   (Circle one)      

If Re-application indicate year of first acceptance onto the EP programme. ​​​​​​​​​​​_____________





Return by email to:  roseanne@teampata.org    OR    Fax: + 27 86 619 1623

APPLICATIONS CLOSE ON: 29 February 2012.

Contact details
Clinic Address: ​​​​​____________________________________________________________________

Telephone (incl. country code):____________________________________________________
Cell phone (incl. country code):____________________________________________________

Email:________________​​​​​​​​​​_________________________________________________________
Name of person submitting application: _____________________________________________
Work role within the Clinic. ______________ _________________________________________

Name of Expert Patient Supervisor: ________________________________________________
Work role within the Clinic: _________________________________________________________
Contact details:  Cellphone (incl. country code):______________________________________

Email:________________​​​​​​​​​​________________________________________________________
Name of person responsible for Finances: __________________________________________
Work role within the Clinic: ​_____________________________________________________

Contact details:  Cellphone (incl. country code):_____________________________________

Email:________________​​​​​​​​​​_______________________________________________________
( Please recheck and make 100% sure that you have entered these data correctly.

Expert Patient Job descriptions:

Total number of Expert Patients you need: ___________
Indicate broad categories that best describe the work your Expert Patients will do.

□ Child support

□ Community or home visits

□ Patient education or support

□ Counseling or group support

□ Nutrition

□ Clinical assistance

□ Administration

□ Pharmacy assistance

□ Gardening or maintenance

□ Many of above

Complete one block for each job. 
Job title #1:______________________​​_______________________Number of people: ​​​__________
Tasks: ___________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________

Job title #2:____________________________________________Number of people: ​​​___________

Tasks: ___________________________________________________________________________

________________________________________________________________________________

_________________________________________________________________________________

Job title #3:____________________________________________Number of people: ​​​___________

Tasks: ___________________________________________________________________________

________________________________________________________________________________

_________________________________________________________________________________

( Please add more blocks as necessary.

Expert Patient Training
1. Who will do orientation training? _____________________________ Number of hours? _________

(  A list of topics is in the PATA Expert Patient Handbook.  


2. What OTHER training does your Expert Patient need?

________________________________________________________________________________________________________________________________________________________________________

3. Will any training provided result in a nationally recognized qualification or skill?  Yes / No
Expert Patient Supervision and reporting:

1. How many hours of contact time will the Supervisor have with each Expert Patient  per week?
2. What weekly or monthly records or reports will the Expert Patient submit? ___________________

____________________________________________________________________________________________________________________________________________________________________

3. Which clinic meetings will the Expert Patient attend?    ____________________________________

Expert Patient Performance appraisal?

1. Who is responsible for the Expert Patient’s formal performance review?    _________________________
2. How often do you plan to have a formal performance review with your EP? ___________________
Expert Patient stipend  

1. When will the Expert Patient be paid?   Circle one:     Daily / Weekly / Monthly / Other __________
2. How will payments be made?    Circle one:   Cash / Direct deposit / Cheque

3. What acknowledgment of payment will you get from the Expert Patients?   

       Signed register / Deposit slip / Bank statement / other (describe) _________________________

( Proof of payment or an acknowledgment of receipt of payment is required by PATA.

4. List any planned deductions. _________________________________________________________

5. Who will be responsible for paying the Expert Patients? __________________________________


Expert Patient Programme M&E  
The following information is collected as a baseline for monitoring and evaluation: 

	Number of adult patients on ARVs
	

	Number of infants under 12 months on ARVs
	

	Number of children on ARVs between

· Indicate how you define a child (circle one)                      1-10 or 1-11 years 
	

	Number of adolescents on ARVs

· Indicate how do you define an  adolescent (circle one)    11-18 or 12-18 years

	


Baseline indicators

Please indicate your agreement with the following statements about your clinic.   (Make a √ or x in the appropriate box.)   Add any relevant comments below.     1 = Not at all     •     2 = Partially     •    3 = Completely 
	
	1(
	2
	3(

	Your clinic has child friendly spaces?  

E.g. supervised, safe play areas, support group, toys, equipment
	
	
	

	Your clinic is adolescent friendly? 

E.g. clubs, soccer matches, separate clinic days, support groups, camps
	
	
	

	Your clinic regularly does community outreach activities?

E.g. home visits, educational talks, income generating projects, interaction with other CBO
	
	
	

	Your clinic offers a variety of support groups and counselling?
	
	
	

	Your clinic runs effective nutritional programmes?
E.g. gardening, food packages, feeding scheme, 
	
	
	

	Clinic flow is good without major delays?
E.g. long waiting times, missing notes and reports
	
	
	

	Paediatric pharmacy functions efficiently without major delays?
E.g. No delays in processing folders, pre-packed medications, pill counts, interpreting available. 
	
	
	

	Clinic record keeping and filing systems functions efficiently?

E.g. Filing, availability of records, appointments
	
	
	

	Infants are tracked between PMTCT & Paediatric care to prevent LTFU (lost to follow up)?
	
	
	

	All child defaulters are traced. 
	
	
	

	All adolescent defaulters are traced.
	
	
	

	Staff follow a standardised process for disclosure to children?
	
	
	


Proposed budget for Expert Patient programme
April 2012- 31 March 2013
Complete a short budget to explain your use of up to $260 a month, in the format below: 
( Refer to the sample budget in the Expert Patient Handbook if you need help.

	Item
	Cost per unit
	Number per month
	Total cost per month

	Personnel

	1. 
	
	
	

	2. 
	
	
	

	3. 
	
	
	

	4.
	
	
	

	5.
	
	
	

	Supplies (description)

	1.
	
	
	

	2.
	
	
	

	3.
	
	
	

	

	Total cost per month
	
	
	


Banking Details

Please provide your bank account information below:

	Clinic name
	

	Country
	

	Account name
	

	Account number
	

	Bank
	

	Branch code
	

	Swift code
	

	Bank postal address
	

	Bank telephone number
	

	Bank email address
	


( Bank details MUST be for your clinic or another local organization (CBO or NGO) and not an individual. 



