District Name:

TELEHEALTH SERVICE (Q3014) LOG

DATE OF TELEHEALTH

REASON FOR CCONSULTING STAFF/THIRD|  FOLLOW UP APPOINT-
PROGRAM PARENTAL DATE OF SERVICE SESSION LOCATION (IN START TIME REFERRING STAFF DISTRICT TELEPRESENTER
STUDENT NAME (LAST, FIRST) MEDICAID ID VISIT/PRESENTING END TIME (AM/PM) PARTY MENT NEEDED (YES SIGNATURE
CONSENT (MM-DD-YY) PROBLEM THE SCHOOL) (am/pm) (NAME/TITLE) STAFF (NAME/TITLE) ORNO) (NAME/TITLE)

(MM-DD-YY)
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