1. TELEHEALTH GENERAL INTAKE (Required for ALL patients)
Patient Information
Full Name: ______________________________________

DOB: __________________ Age: ______ Sex: ______
Phone: __________________ Email: __________________
Address: ________________________________________
Emergency Contact: ________________________________
Primary Care Provider: ____________________________
Pharmacy: ________________________________________

Telehealth Eligibility
Current Location (State): __________________________
☐ I confirm I am physically located in a state where the provider is licensed at the time of visit
Preferred Visit Type:
☐ Video ☐ Phone

Consent for Telehealth
☐ I consent to telehealth services
☐ I understand risks (technology failure, privacy limits)
☐ I understand this is not for emergencies
Patient Signature: __________________ Date: ________

