
Instructions for Completing 

KTHN Telehealth Evaluation Form- CONSULTING CLINICIAN 
 

1) Write in the time the consult starts and the time of stopping the consultation with the patient 

 

2) Write in the Consultant’s Site Location  

 

 

3) Write in the Patient’s/Referring Physician’s Location (just write in the site name) 

 

4) Write in the date of the consult yr (05)  then XXXX is Month and date (0729) and the patient’s first and last 

name initials 

 

5) Write in Consultant’s Name, specialty, room location 

 

6) Complete questions 1 through 9 

 

7) In question 2---The Primary Diagnosis box is for DERMATOLOGY patient’s only 

 

8) Whatever condition the current patient consult is for, also circle other patient disease categories that are in the 

patient’s history. 

 

9) Check the box for the age range of the patient 

 

10) Add any additional comments about the patient consultation 

 

 



KTHN Telehealth Evaluation Form – Consulting Clinician 
               Encounter Start time____________           Encounter Stop time____________ 
 
               Code ______________ - _______________ -                         _ _    _ _    _  _    ________                                
                       Consultant Location    Referring Physician Location         Yr   month   day  Patient’s Initials 

 
                          
Clinician’s Name _____________    Specialty __________  Location________________ 
 
1. How many times you have conducted clinical services on the telehealth network?     

❑ Never 
❑    1-5 times 
❑    Over 5 times 

  

2. The purpose of today’s encounter        DERMATOLOGY –Only-  Primary Diagnosis (please circle below) 

❑Consultation      ❑See own patients  
❑Pre-op visit           via telehealth 
❑Post-op visit 
❑Ongoing care 

  
3.   Was a definitive diagnosis established?          ❑Yes     ❑No     ❑NA 

4. Technology adequate to make diagnosis?      ❑Yes     ❑No     ❑NA 

5. In-person visit required for diagnosis?             ❑Yes     ❑No     ❑NA 

6. Was a definitive treatment plan established?  ❑Yes     ❑No      ❑NA 

7.  
Patient disposition: ❑ Return to referring clinicians’ care                                                                
                                  ❑ Refer to another clinician in patient’s community                                           
(Select up to            ❑ I will manage the patient’s care 
three  choices)        ❑ Additional testing needed 
                                  ❑ Discharge patient from care 
          ❑ Patient will see me in person 

                                  ❑ Other (specify)___________________________ 

   
  

 
 
8. 

 
 

Clinical decision-making was successfully accomplished 

 Strongly                       Agree                        Don’t                        Disagree                    Strongly 
  Agree                                                            Know                                                          Disagree 

 ❑      ❑      ❑      ❑      ❑ 

  
 
9.  

 
Overall, I was satisfied using telehealth 

 Strongly                       Agree                        Don’t                        Disagree                    Strongly 
  Agree                                                            Know                                                          Disagree 

 ❑      ❑      ❑      ❑      ❑ 

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

 

 

 
Any other important items regarding this encounter? ______________________________________________ 
 
 

 
 
_________________________________________________________________________________________ 

Eczema  Tumors-Malignant Pigmentation  
Papulosquamous Inflammation Infection/Infestation 

Vesiculobullous Hair/Nails  Other (specify)______________________ 

Tumors-Benign Systemic Disease No Diagnosis 

  Patient Age Category 

❑Less than 18 years old 

❑18-64 

❑More than 65 years old 

     Patient Disease Category                                           

                  (circle each that apply) 

 
CHF                       Mental Health 
Diabetes                       COPD 

Asthma 

Other Chronic Condition____________ 


