INSTRUCTIONS FOR

KTHN TELEHEALTH EVALUATION FORM – PATIENT and PRESENTER FORM

1) Write the Patient’s county of Residence in the blank
2) Write the complete name of the patient’s referring clinician

3) Write the Consult specialty for which the patient is being seen (i.e. Dermatology, Child Psychiatry )

4)  Circle the Appointment Purpose (Consult, Pre-Op, Post-Op, Ongoing Care)

5)   Circle the Patient Care Setting that best describes your location (Emergency Room (ER), In-Patient 

    Service, Out-Patient Service, Rural Clinic, Health Department, School Clinic, Mobile Unit) 

6) Write in the Consulting Location and the Referring Location 

followed by year, month and day (Example  4/20/04 would be 040420)

7) Write in the  # of Patient Hospitalizations in last 6 months , # of Emergency Room visits in last 6 months ,  # of Skilled Nursing /Rehab admits last 6 mos.                
8) Write in first and last initials of patient’s name then Circle the age range of the patient
9) Circle the ENCOUNTER TYPE

 IN= interactive consult

 PP= patient present for consult

 NP=patient NOT present for consult (such as for TB clinic)

 SF= store and forward (such as for ECHOS)

 BI= telemetry/biometric  monitoring

 OT= Other

NOTE: a child psych or derm consult would have two codes circled  (INPP)

8) MHPSA= means mental health provider shortage area….circle the county listed only if your patient is coming from one of these counties

9) QUESTIONS 1-6 are to be completed by the patient or the patient’s family.
10) QUESTIONS  7 and 8 are to be completed by the person who presents the patient for the teleconsultation…..most probably will be the site coordinator. Question 8—Circle the Payor for this clinical encounter

11)  Mail or Fax completed form to Deborah Burton, Ky TeleCare, K128 Ky Clinic, 740 S Limestone, Lex, KY 40536-0284,         FAX   859-257-2881

KTHN Telehealth Evaluation Form – Patient and Presenter

County of Residence _____________   Name of Referring Clinician_________________________  Consultant Name/ Specialty__________________

                                                                                                                           



 
         
Questions 1-6 to be completed by patient or patient’s family


	1.
	This is the first time I have been seen as a patient on the telemedicine network ?  

yes       no                                           (if you answer “no” then answer   

	
	
 

	2.
	If telemedicine were not available for my problem today, I would have…

    driven to see the clinician     

    not driven and made an appointment to see if my local clinician could help      

    not gone to see any clinician       

	
	

	3.
	If telemedicine was not available and I had to travel to see the clinician, I would have

   driven my own car

· taken a free ride in someone else’s car

· paid for a taxi, bus or other transport 

	
	

	4.
	If I had to travel to see the clinician  (check all that apply)

I would have lost time from work       

My companions would have lost time from work                How many companions? __________ 

I would have paid for meals while I was away from home

I would have paid for a hotel to spend the night

I would have other expenses (please specify) __________________________________________              

	
	

	5. 
	The consultant was able to address what was bothering me today

	
	Strongly                         Agree                        Don’t                        Disagree                    Strongly

  Agree                                                            Know                                                          Disagree


	6.
	Overall, I was satisfied with today’s encounter

	
	Strongly                         Agree                        Don’t                        Disagree                    Strongly

  Agree                                                            Know                                                          Disagree


	
	Comments or Suggestions?  __________________________________________________________

______________________________________________________________________________

QUESTIONS 7 AND 8 TO BE COMPLETED BY THE PRESENTER

	7.
	The telemedicine encounter was successful

	
	Strongly                       Agree                        Don’t                        Disagree                    Strongly

  Agree                                                            Know                                                          Disagree




8.   Payor      MedicaidMedicareCommercial
No Insurance
     Other_____________________

If you felt it was not successful, please let us know why. ________________________________________

Patient Care Setting   (circle one below)


ER, In-Patient, Out-Patient, Rural Clinic, Hlth Dept, School, Mobile Unit














Appointment Purpose (circle one): Consult, Pre-OP, Post-OP, Ongoing Care





Circle Encounter type:    IN  PP  NP  SF  BI  OT


(IN=interactive; PP=patient present; NP=patient not present; SF=store & forward: BI=telemetry/biometric monitoring;OT=Other)


 





                                                                                                                                                                                 





 MHPSA (KY: Lewis, Fleming, Bracken, Mason, Robertson, Rowan, Bath, Menifee, Morgan, Montgomery, Magoffin/Ohio: Brown, Adams, Scioto)





                                        _ _  _  _  _  _   


  Consult Location       Refer Location      Yr       month    day              


 





Age:   <18


           18-64


             65+





1a. My last telemedicine visit was  


___________________________





  1b) Have you been in the hospital since your last telemedicine visit? __yes__no      1c) I have been hospitalized _______times since then.


   1d)   I was hospitalized for ___heart problems(CHF)   ____diabetes  ___asthma   ___breathing problems(COPD)  ___mental health   ___other         





Pt.Initials __    





# of Patient Hospitalizations in last 6 months     ___________  


# of Emergency Room visits in last 6 months      ___________   


# of Skilled Nursing /Rehab admits last 6 mos. __  ___________                  








