2. CCM TELEHEALTH INTAKE FORM
Chronic Care Eligibility
☐ I have 2 or more chronic conditions expected ≥ 12 months
List conditions:
Care Needs
☐ Medication management
☐ Appointment coordination
☐ Disease education
☐ Specialist follow-up
☐ Home/community resources
Recent Healthcare Use
Hospitalizations (last 12 months):

ER visits: ______________________________________
Monthly Contact Preference
☐ Phone ☐ Video ☐ Text ☐ Email
CCM Consent
☐ I consent to Chronic Care Management services
☐ I understand monthly billing may apply
☐ Only one provider can bill CCM monthly

Signature: __________________ Date: __________

