Balaji Health Care | Secure Telehealth Intake
Service states: Washington, Oregon, Alaska, and Utah | info@balajihealthcare.health | [Insert real clinic phone]
Initial Symptoms Assessment Form
Balaji Health Care | Ram Nehara, MSN, NPI: 1699565390
	Emergency Warning: Do not use this form for emergencies. For chest pain, severe shortness of breath, stroke symptoms, severe allergic reaction, uncontrolled bleeding, suicidal thoughts, or any emergency, call 911 or go to the nearest emergency department.


Visit Details
	Patient Name: ______________________________
	Date of Birth: _____________________________

	Today's Date: ______________________________
	State where patient is located now: ______________________

	Best call-back number: ______________________
	Preferred pharmacy: ________________________


Main Concern
	Main symptom / reason for visit: ______________________
	Date symptoms started: ______________________


Symptom course: ☐ Getting better   ☐ Getting worse   ☐ About the same   ☐ Comes and goes   
Severity: ☐ Mild   ☐ Moderate   ☐ Severe   
	Temperature if known: ______________________
	Blood pressure if known: ______________________

	Pulse if known: ____________________________
	Oxygen level if known: ______________________


Symptoms Check
	☐ Fever/chills
	☐ Cough
	☐ Shortness of breath

	☐ Chest pain
	☐ Sinus pressure
	☐ Sore throat

	☐ Ear pain
	☐ Rash
	☐ Urinary burning

	☐ Urinary frequency
	☐ Abdominal pain
	☐ Nausea/vomiting

	☐ Diarrhea
	☐ Headache
	☐ Dizziness

	☐ Weakness
	☐ Confusion
	☐ New numbness/tingling

	☐ Back pain
	☐ Medication refill
	


Red Flag Questions
Chest pain or pressure?: ☐ No   ☐ Yes   
Severe breathing difficulty?: ☐ No   ☐ Yes   
Stroke-like symptoms: face droop, arm weakness, speech trouble?: ☐ No   ☐ Yes   
Severe allergic reaction or swelling of lips/tongue/throat?: ☐ No   ☐ Yes   
Suicidal thoughts or thoughts of harming others?: ☐ No   ☐ Yes   
Severe abdominal pain, fainting, or uncontrolled bleeding?: ☐ No   ☐ Yes   
Treatment Tried / Additional Information
	Medications or treatments tried: ______________________
	Medication allergies: ______________________


Additional details:
_________________________________________________________________________________________________________
_________________________________________________________________________________________________________
_________________________________________________________________________________________________________
_________________________________________________________________________________________________________

	Patient/Representative Signature: ______________________
	Date: ______________________________________

	Printed Name: ______________________________
	Relationship if Representative: ______________________
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