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East Tennessee Kidney Foundation
Bringing Vital Kidney Care to East Tennessee

Our Mission:;

The East Tennessee Kidney Foundation (ETKF) is a
non-profit organization committed to enhancing the lives
of East Tennesseans through early detection of kidney
disease, education, and access to vital care.

ETKF proudly operates independently and is 100% LOCAL.
We are not affiliated with the National Kidney Foundation
(NKF).

All funds raised by ETKF remain in our community, directly
supporting local individuals battling kidney disease.

As a registered 501(c)(3) organization, ETKF channels all
resources towards fulfilling our mission, ensuring no profits
are dispersed to shareholders.

Our funding sources include donations, grants, and various
fundraising initiatives.

The East Tennessee Kidney Foundation serves 25 counties in
East Tennessee. Please contact admin@etkidney.org with
any questions.

Documentation of ETKF’s HIPAA compliance with online Google Workspace services shall be provided upon request.
Contact ETKF for questions or clarifications: email patientservices@etkidney.org or call / text 865-288-7351.



DIANNE HAGEY DIALYSIS
TRANSPORTATION PROGRAM

PROGRAM APPLICATION

Effective July 1, 2026 - June 30, 2027

The Dianne Hagey Dialysis Transportation Program is
designed to ease the financial burden of traveling to and
from essential dialysis freatments. Recognizing that
consistent access to care is critical, this program helps ensure
transportation costs are not a barrier for patients. Eligible
participants may receive reimbursement for fuel expenses or
public transit fares, making it easier to attend scheduled
treatments reliably and focus on their health and well-being.

This program is supported by various funding sources,
including private and corporate donations, awarded grants,
and fundraising efforts.

Established in 2011 by Dianne Hagey, LCSW, ETKF Board of
Directors, and ETKF Patient Services Committee Volunteers

Revised June 2026

Documentation of ETKF’s HIPAA compliance with online Google Workspace services shall be provided upon request.
Contact ETKF for questions or clarifications: email patientservices@etkidney.org or call / text 865-288-7351.



PROGRAM ELIGIBILITY

There are 3 eligibility requirements for this program:

1. Applicants must not have any other insurance or resource that pays for transportation.
Applicants with TennCare are not eligible; however, some applicants with QMB only may
qualify. Please inquire if your applicant has transportation coverage or not before
applying for this program if you are unsure!

2. Applicants must reside in one of the following counties:

Anderson Cocke Hancock Loudon Sevier
Blount Cumberland Hawkins Monroe Sullivan

Campbell Grainger Jefferson Morgan Unicoi
Carter Greene Johnson Roane Union

Claiborne Hamblen Knox Scott Washington

3. Applicants’ annual household incomes must be at or below 250% of the current
year's Federal Poverty Level, according to household size. This threshold is
indicated in the chart below, highlighted in yellow.

2026 Federal Povery Guidelines: 48 Coniguous States
(all states except Alaska and Hawaii)

Per Year

Household /

Family Size 100% 200% 250%
1 $15,960 $31,920 $39,900
2 $21,640 $43,280 $54,100
3 $27,320 $54,640 $68,300
4 $33,000 $66,000 $82,500
5 $38,680 $77,360 $96,700
6 $44,360 $88,720 $110,900
7 $50,040 $100,080 $125,100
8 $55,720 $111,440 $139,300

For families / households with more than 8 people, please add $5,680 for each additional person

Source: https://www.federalregister.gov/documents/2026/01/15/2026-00755/annual-update-of-the-hhs-poverty-guidelines

Documentation of ETKF’s HIPAA compliance with online Google Workspace services shall be provided upon request.
Contact ETKF for questions or clarifications: email patientservices@etkidney.org or call / text 865-288-7351.



CONSENT FORM

Complete alongside the applicant & obtain signatures.

Please email this completed form to patientservices@etkidney.org, AFTER completing the
online Google form. Note: applications are INCOMPLETE until all_components are submitted.

Applicant Name:___ _

Date: _ / /

Information submitted electronically is transmitted through secure systems in accordance
with applicable privacy and security standards. While reasonable safeguards are in place,
electronic communication carries some risk.

Please read or listen to each section carefully. For each section, you, the patient, must
indicate your choice by initialing one line only: I consent, I do not consent.

Electronic Signature Authorization

I acknowledge and give my consent for my dialysis clinic social worker and/or dialysis clinic
representative to complete all necessary paperwork required by the East Tennessee Kidney
Foundation, Inc™ and its programs. This includes program applications, monthly
reimbursement request forms, treatment records, insurance documentation, and
applications for additional programs for which I may qualify. I further authorize my dialysis
clinic social worker and/or dialysis clinic representative to provide my electronic signature
on any forms or documents submitted on my behalf. I understand and agree that my
electronic signature carries the same legal validity and enforceability as my handwritten
signature under applicable Tennessee and federal law.

I CONSENT I DO NOT CONSENT

Authorization for Use and Disclosure of Health Information

Only the minimum necessary information required to determine eligibility and
administer program services will be requested, used, and disclosed.

I authorize my dialysis clinic social worker and/or dialysis clinic representative,
including physicians, nurses, dietitians, and other renal healthcare professionals, to use
and disclose my protected health information fto the East Tennessee Kidney
Foundation, Inc.™ and its authorized representatives for purposes related to
determining eligibility, coordinating services, and administering program benefits. The
East Tennessee Kidney Foundation, Inc.™ is the entity authorized to receive this
information. This authorization is requested solely for the purpose of determining
eligibility and administering program services. This authorization includes the
disclosure of information related to my renal condition, treatment history, dialysis
attendance, laboratory values, insurance coverage, demographic information, and
transportation needs, as necessary for program participation.

I CONSENT I DO NOT CONSENT

Documentation of ETKF’s HIPAA compliance with online Google Workspace services shall be provided upon request.
Contact ETKF for questions or clarifications: email patientservices@etkidney.org or call / text 865-288-7351.



I understand that this authorization is voluntary and that I may refuse to sign it without
affecting my treatment, payment, enrollment, or eligibility for benefits unrelated to this
program. I understand that information disclosed under this authorization may be subject
to re-disclosure by the recipient and may no longer be protected under federal or
Tennessee privacy laws.

I CONSENT I DO NOT CONSENT

I understand that, in accordance with Tennessee law and federal HIPAA regulations, I may
revoke this authorization at any time by submitting a written request to the East Tennessee
Kidney Foundation, Inc.™, except to the extent that action has already been taken in
reliance on this authorization.

Unless otherwise revoked, this authorization will expire one (1) year from the date of my
signature or upon the termination of my participation in the program, whichever occurs
first.

Revocation Contact Information:
East Tennessee Kidney Foundation
PO Box 22072 Knoxville, TN 37933

I CONSENT I DO NOT CONSENT

Patient Communication Authorization

I understand that the East Tennessee Kidney Foundation, Inc.™ requires direct
communication with me to better understand my needs, confirm eligibility, and ensure that
services are appropriate and effective. I acknowledge that these communications may
include phone calls, text messages, mail, or electronic communication for purposes of
clarifying application details, answering questions, and connecting me with appropriate
resources.

With my permission, I understand that brief quotes from my communications may be used
to highlight program impact. I acknowledge that any such quotes will be fully anonymized,
will not include identifying information, and will be used in accordance with applicable
privacy laws.

I CONSENT I DO NOT CONSENT

Application Accuracy and Program Guidelines

To the best of my knowledge and belief, the information provided in this application is true,
complete, and accurate. I acknowledge that I have reviewed this information with my
social worker or clinic representative.

I understand and agree to comply with all program guidelines established by the East
Tennessee Kidney Foundation, Inc.™. I acknowledge that providing false or misleading
information or failing to follow program requirements, including timely handling of
assistance funds, may result in denial of benefits or removal from the program.

I CONSENT I DO NOT CONSENT

Documentation of ETKF’s HIPAA compliance with online Google Workspace services shall be provided upon request.
Contact ETKF for questions or clarifications: email patientservices@etkidney.org or call / text 865-288-7351.



Patient Story, Photo & Media Consent Form

Why Your Story Matters

Your experience helps others understand the impact of the Dianne Hagey Dialysis
Transportation Program and the importance of supporting dialysis patients in East
Tennessee. By sharing your story, you help donors, community partners, and
supporters see how transportation assistance changes lives and helps us expand
services to those in need.

Sharing your story is completely voluntary. You may participate through written
responses, interviews, photographs, video, audio recordings, or other media. You
may choose to be identified by name or remain anonymous.

No protected health information (PHI) will be publicly disclosed without separate
written authorization as required by HIPAA.

If you are unable to share your story, please continue to Patient Acknowledgment.

Consent for Use of Story, Image, and Media

Participation in sharing my story and/or media is voluntary. By signing, initialing, or
making a mark below, I acknowledge that I have read and understand this form
and voluntarily grant the permissions described above.

I understand that the East Tennessee Kidney Foundation, Inc.™ may use my written
story, photographs, video, audio recordings, likeness, image, voice, and/or name
(unless I choose to remain anonymous) to support its mission through education,
outreach, fundraising, advocacy, and program development.

INITIALS:

I understand that my story and/or media may be used in print and digital
communications, including newsletters, websites, social media, grant applications,
donor reports, and other promotional or educational materials.

INITIALS:

I understand that these materials may be shared publicly and viewed by a broad
audience.

INITIALS:

Documentation of ETKF’s HIPAA compliance with online Google Workspace services shall be provided upon request.
Contact ETKF for questions or clarifications: email patientservices@etkidney.org or call / text 865-288-7351.



Rights and Release

I grant the East Tennessee Kidney Foundation, Inc.™ permission to use, reproduce,
publish, and distribute my story and/or media as described above without
compensation. I understand that these materials become the property of the
organization and may be used in future communications.

INITIALS:

I release and hold harmless the East Tennessee Kidney Foundation, Inc.™, its
employees, Board of Directors, volunteers, and representatives from any claims
arising from the authorized use of my story, image, likeness, or media.

INITIALS:

Voluntary Participation and Withdrawal

I understand that participation is voluntary and will not affect my eligibility for
services, assistance, or benefits provided by the East Tennessee Kidney Foundation,
Inc.™.

INITIALS:

I understand that I may withdraw this consent at any time by providing written
notice to the East Tennessee Kidney Foundation, Inc.™. Materials already published,
distributed, or otherwise used before withdrawal may continue to be used.

INITIALS:

Patient Preferences

Please initial how you would like to share your story:

I prefer to remain anonymous

Use of photographs and/or video:

I consent OR I do not consent

Use of audio or video recording:

I consent OR I do not consent

Documentation of ETKF’s HIPAA compliance with online Google Workspace services shall be provided upon request.
Contact ETKF for questions or clarifications: email patientservices@etkidney.org or call / text 865-288-7351.



Patient Acknowledgment

By signing below, I acknowledge that I have read or had this form read to me, that I
understand its contents, and that I have had the opportunity to ask questions. I also
acknowledge that I have received a copy of this authorization form. This application is
not valid if left unsigned.

[J Copy of this authorization provided to patient

*Applicant Signature

*Applicant Name (Print) Date

Social Worker Signature:

Social Worker Name (Print) Date

Documentation of ETKF’s HIPAA compliance with online Google Workspace services shall be provided upon request.
Contact ETKF for questions or clarifications: email patientservices@etkidney.org or call / text 865-288-7351.



APPLICATION INSTRUCTIONS

Complete applications are REQUIRED in order to be considered for
the program. Applications are due by Friday, June 19th, 2026 to
ensure program availability for the 2026-2027 Fiscal Year.
Applications may be submitted throughout the year! Applications
submitted after June 19th will be approved as funding comes
available.

There are TWO STEPS to submitting a complete application.
STEP ONE: includes completing the online application via Google Form

Answer all questions honestly & accurately
Click "Finish"” on the last page to submit the final application

o You will receive a confirmation email upon submission. You can edit the
application at any time via the link in the email

STEP TWO: is emailing a completed copy of THIS application to
patientservices@etkidney.org
o PLEASE submit application as ONE file titled with patient’s name and
2627: LAST_FIRST_2627

Please note that amounts will vary per client. Each client’s
monthly approved amount will be provided via email once
approved.

Documentation of ETKF’s HIPAA compliance with online Google Workspace services shall be provided upon request.
Contact ETKF for questions or clarifications: email patientservices@etkidney.org or call / text 865-288-7351.


https://docs.google.com/forms/d/e/1FAIpQLSfUq2QPLYoXegzyYm_rPNdK5CHVNkKV4YflrtJDaCHX6daLSw/viewform?usp=sharing&ouid=109366536658063959020

PROGRAM POLICIES FOR APPROVED PATIENTS

Initial Application:

New applications must be submitted for ALL current patients wanting to stay on
the program for the 2026-2027 fiscal year (July 1, 2026 - June 30, 2027).
Approved patients are eligible for transportation reimbursement each month
through the end of our fiscal year: June 30, 2027.

If a patient does not accept their approved reimbursement amount, please let
us know so we can remove them from the program and allocate funding
otherwise.

Monthly Requests:

You must submit a reimbursement request (online via Google Form) for all
approved patients, due by the 7th of each month.

Reimbursement requests must be submitted by the seventh (7th) of each
month in order to ensure they are mailed out in a timely manner.

Kindly remind your patients to cash their checks as soon as possible.

PLEASE update any reason for REMOVAL of the program, such as
transplanted, moved out of service area, death, no longer needing assistance,
etc.

LOST checks:

o Lost checks reported by patients may be reissued after a 90-day waiting
period. This includes patients misplacing their check.

o Lost checks reported by social workers may be reissued after a 14-day
waiting period. This includes failed delivery of checks to dialysis clinic.

Documentation of ETKF’s HIPAA compliance with online Google Workspace services shall be provided upon request.

Contact ETKF for questions or clarifications: email patientservices@etkidney.org or call / text 865-288-7351.
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https://docs.google.com/forms/d/e/1FAIpQLSdp8kkc2iFf6NwOk6U1JwpBdpJYw2RWRf0Fxo1i1XGndSYgSg/viewform?usp=publish-editor

o

MONTHLY REIMBURSEMENT REQUEST INSTRUCTIONS

e STEP ONE: Complete an online reimbursement request via this form:

Monthly Reimbursement Request

o Answer the questions on the online form. Click Next ...

o Report ANY & ALL changes in patient status via the Patient Updates
Section. If a patient does not need reimbursement during a certain
month, please still complete a report for that person and indicate why
that monthly request is $0. Do NOT email us changes - except to void a
check.

e STEP TWO: Check your inbox for your confirmation email. If you do not see it
within a few minutes of submitting the report, check your spam / junk folders.
You can edit your responses at any time via the link in the confirmation email.

e You must submit a completed reimbursement request for all your patients, even
if someone passes away. You can indicate the changes in the "Change in Patient
Status"” box. Completed Reimbursement Requests are always DUE by the 7th of
each month!

e You will receive your patients’ checks via postal mail from ETKF. Distribute the
checks to your patients. It is recommended that you document when you give
your patients their checks, for future reference regarding patient inquiries.

Documentation of ETKF’s HIPAA compliance with online Google Workspace services shall be provided upon request.
Contact ETKF for questions or clarifications: email patientservices@etkidney.org or call / text 865-288-7351.
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https://docs.google.com/forms/d/e/1FAIpQLSdp8kkc2iFf6NwOk6U1JwpBdpJYw2RWRf0Fxo1i1XGndSYgSg/viewform?usp=sharing&ouid=109366536658063959020

FREQUENTLY ASKED QUESTIONS

Q: I applied for my patient weeks ago. Why haven't they been approved yet?

A: Complete Applications received by the first (1st) of each month will be
reviewed as soon as possible. Approval depends on available funding at the time of
submission. Applications may be approved as early as time of submission, or when
funding becomes available (e.g. week, month later, etc).

Q: Why do I have to calculate the request each month? Isn't the maximum
reimbursement amount the amount the patient gets each month?

A: The maximum reimbursement amount is if the patient attended all treatments
in that month. If a patient missed a treatment, then the reimbursement amount may be
less to reflect that missed treatment. We are reimbursing what they already spent, not
giving one amount every month.

Q: My patients’ checks haven't arrived in the mail yet; where are they?

A: Checks are mailed out mid month as soon as monthly reports are submitted.
Please submit your reports by the 7th of each month in order to receive the checks as
soon as possible!

Q: My patient lost their check. Can you send a replacement?
A: Refer to the LOST Checks Policy:

- Lost checks reported by patients may be reissued after a 90-day waiting period.
- Lost checks reported by social workers may be reissued after a 30-day waiting
period.

Q: My patient passed away. Can you write his last check out to his spouse?

A: Yes. Indicate to whom the check should be written and the address in the
"Notes” section of the Reimbursement Report.

Q: Where do I send the consent form?
A: Email completed application to patientservices@etkidney.org.

Q: Do I have to submit another application for the new fiscal year for a patient who
was just approved in May?

A: Yes. Every patient must have a new application AND supporting
documentation on file at the beginning of each fiscal year regardless of original date of
approval.

Documentation of ETKF’s HIPAA compliance with online Google Workspace services shall be provided upon request.
Contact ETKF for questions or clarifications: email patientservices@etkidney.org or call / text 865-288-7351.
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