
 

TELEHEALTH FORM 
General Contact Information: 
 
Client name: ​__________________________________________________________________________ 
Parent name: ​__________________________________________________________________________ 
Address: ​_____________________________________________________________________________ 
Best phone number: ​____________________________________________________________________ 

 
Emergency Contact Information: 
 
Alternative contact person 1: ​_____________________________________________________________ 
Relationship:​__________________________________________________________________________ 
Best number: ​_________________________________________________________________________ 
 
Alternative contact person 2: ​_____________________________________________________________ 
Relationship: ​_________________________________________________________________________ 
Best number: ​_________________________________________________________________________ 
 
Nearest Medical Center: ​_________________________________________________________________ 
Address: ​_____________________________________________________________________________ 
Phone: ​_______________________________________________________________________________ 
 
Nearest Police Department: ​______________________________________________________________ 
Address: ​_____________________________________________________________________________ 
Phone: ​_______________________________________________________________________________ 
 
Client name (print): _______________________________________________________​_____ 
Signature: _______________________________________________________​______________ 
Parent name (print): _______________________________________________________​_____ 
Signature: _______________________________________________________​______________ 
Provider name (print): _______________________________________________________​___ 
Signature: ____________________________________________​__________________________ 


