
My Success Story  
Today’s Date: 

Name (First Last): 

Phone Number: 

Email Address: 

Mailing Address: 

Introduction (In 2 or 3 sentences, please introduce yourself. Also include any family members, co- workers, or friends 
who are affected by your chronic condition or disability.) 

 

Why did you need help? (In 3 or 4 sentences, briefly describe what life with your chronic condition or 
disability was like before you got the help you needed.) 

What Helped? (In 3 or 4 sentences, briefly describe what helped you in managing or coping with your 
chronic condition or disability) 

Are you willing to be interviewed about your story? 

Yes No 

What programs or classes have you participated in? 

Arthritis Foundation Exercise Program  

Walk with Ease 

Montana Living Life Well Workshops  

Diabetes Prevention Program  

Diabetes Self-Management Education 

Asthma Home Visiting  

Stepping On Fall Prevention  

Working Well With a Disability  

Living Well With a Disability  

Montana Tobacco Quit Line 

How did you hear about the program? (limit to 150 characters) 
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