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Telehealth Visit Policy 
POLICY: 

The Health Resources and Services Administration (HRSA) of the U.S. Department of Health and 
Human Services (HHS) defines telehealth as the use of electronic information and 
telecommunications technologies to support and promote long-distance clinical health care, 
patient and professional health-related education, and public health and health administration. 
Technologies include videoconferencing, the internet, store-and-forward imaging, streaming 
media, and landline and wireless communications. 

Practice Name delivers telehealth in a secure, private location within the scope of practice and 
licensure complying with the requirements outlined by state statute: (https://www.foley.com/-
/media/files/insights/health-care-law-today/19mc21487-50state-survey-of-telehealth-
commercial.pdf).  Individual telehealth services are initiated by the patient, however, Practice 
Name may educate patients on the availability of the service prior to patient initiation. 

PROCEDURE:  

Scheduling the Telehealth Visit 

Obtain patient consent prior to scheduling the telehealth visit: 

a. Screen the patient for a medical emergency and COVID-19 symptoms. 
b. Identify the patient’s request and clinical purpose of the telehealth visit. 
c. Obtain verbal consent for the service so that the patient is aware of any 

applicable cost sharing (i.e. expense to the patient). 
d. Communicate instructions to the patient of the telehealth process and 

technology platform utilized. 

Telehealth Visit (Established Patient): 

1.  Date of Service and Time Call started: 
2. Location of the patient: 
3. Location of the clinician: 
4. Names of all participants on the call and the roles they serve: 
5. Purpose for the telehealth visit:  
6. Why this is an effective means of delivery and appropriate for this patient:  
7. Technology Platform utilized: 
8. Telehealth Visit Requirements (Established Patient): 

a. Screen patient for COVID-19 symptoms. If the telehealth visit indicates actual or 
possible symptoms of corona virus, make certain to clearly document the 
symptoms and the directives you give to the patient (i.e., referral for medical 
care). 

b. Obtain verbal consent for telehealth visit 
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https://www.foley.com/-/media/files/insights/health-care-law-today/19mc21487-50state-survey-of-telehealth-commercial.pdf
https://www.foley.com/-/media/files/insights/health-care-law-today/19mc21487-50state-survey-of-telehealth-commercial.pdf


©ChiroArmor 2020 

i. Verbal consent is required prior to providing treatment or 
recommendations to your telehealth patients. Verbal consent must be 
obtained for each telehealth service furnished and the patient is aware of 
any applicable cost sharing (i.e., expense to the patient). 

ii. Review the consent with the patient and provide an opportunity for 
questions. Address those questions, then ask for verbal confirmation of 
consent. 

iii. Document in the health record and sign the note when the telehealth 
visit is completed. 

c. History  
i. Review of chief complaint  

Answering the Questions:  
1. What has changed since the last visit (pain, function, exam 

findings)?  
2. Is it improving or not? How much improved?  
3. Where is the patient progress in relation to the projected duration 

and frequency of care outlined within the treatment plan?  
4. Measure the change (i.e., the VAS rating went from nine to three 

for sitting) for it is the predictor of treatment effectiveness. 
Capturing specific activities of daily living that represent the 
treatment goal(s) confirms if the treatment plan is working 
towards achieving the goals – all of which should be documented 
in the history section of the patient record.  

ii. Changes since last visit: It is important to have your subsequent visit 
notes correlate with the initial visit and document the change in 
symptoms and/or function since the last visit, in a measurable format. 
Choose to quantify patient progress by using a number or metric that can 
show the changes since the last visit easily.  

Example: Today Tim’s neck pain is 4/10, compared to 6/10 since 
the last visit. The quality is sharp and sore but not as constant as 
last visit.  
 
If you want to further paint a good picture of where the patient 
needs to go, add the goal: (example):  
 
Today Tim’s neck pain is 4/10. The quality is sharp and sore. The 
patient specific goal is the pre-incident status of 1/10. 
 

d. Physical Evaluation 
i. Evaluate the area of complaint involved in the diagnosis. 

1. The physical evaluation findings may include observation of the 
range of motion with a comparison to demonstrate the change 
since the last visit.  
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2. Does the chief complaint match the physical exam findings on 
previous evaluations?  

3. Does it align with the mechanism of trauma?  
4. In addition, goals can be inserted to help demonstrate the 

progress being achieved.  
5. Does your documentation in this section allow you to say, “Yes, 

the patient is making progress - we’re getting movement towards 
our goals and the treatment is effective”?  

ii. Assess change in patient condition since last visit. 
Quantify your objective findings as it relates to what you discovered on the 
initial visit, by monitoring these objective findings and rating them 
numerically to demonstrate the changes since the last visit and progress of 
the patient.  

Example: 
• Today Tim’s cervical flexion is restricted but without pain 
compared to moderate restriction with pain since the last 
visit 
• Today Tim’s Bechterew’s Test is negative on the right. Last 
visit it was positive with pain in the right lumbosacral 
region. 

iii. Evaluation of treatment effectiveness. 
This can be easily related back to the areas of quantification relating to the 
patient’s activities of daily living (ADL’s) in the initial visit note. This doesn’t 
have to be in every subsequent visit however it should be done frequently to 
demonstrate how you are monitoring the patient’s progress towards the 
treatment plan goal(s). 

Example: 
Sitting: Today she can sit for 15 minutes without pain. The 
patient specific goal is to return her to her pre-incident 
status of sitting for 3 hours without pain. 
Dressing Self: Today she rated the pain at 7/10. Last visit her 
pain was 8/10. The patient specific goal is her pre-incident 
status of 1/10 (no symptoms 0-10 severe symptoms).  
Walking: Today she can walk about 2500 steps without pain. 
The patient specific goal is return her to her preinjury status 
of 10,000 steps per day without pain.  

e. Documentation of Treatment Provided on Day of Visit 
i. As it relates to the diagnosis and subjective/objective findings observed. 

All therapeutic procedures and recommendations provided that day must 
be listed. It is important to document the actual time for time-based 
procedures provided and supervised per CPT guidelines. 

 
In addition, documentation of the visit and an update on the plan of care is 
important.  
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Example: Joe’s goal is to be able to walk five blocks. The treatment plan is 
for 8 weeks and we project it will take 15 visits over that time frame.  
Then within the subsequent visit note of the patient for that day, the visit 
number within the proposed total visits should be identified, i.e. visit 7 
out of 15.  
 
In the event the patient has indeed presented with a new complaint or 
injury, then document your findings and history to tell the story of what 
happened, and why you are abandoning your first treatment plan and the 
need to start a revised second treatment plan.  

 
9. How has the patient responded to the visit evaluation and directed therapeutic 

activities?  
a. Determine the appropriate delivery for clinical follow-up for the next patient 

encounter, based upon the patient’s response to care and clinical assessment; 
should it be face-to-face or telehealth?  

10. Signature and Time Services Ended: 


