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Introducing the

fective January 1, 2010

TelaDoc™ is making an exciting change to our services—
one that we believe will improve patient satisfaction.
Effective January 1, 2010 all ages are available for TelaDoc
membership with the addition of our pediatric network.

Thisexcitingmovewill alsoallow forincreased membership
and improved access to care for dependents, resulting in

greater member satisfaction.

Thank you for allowing us to provide outstanding cross
coverage services to your members. To learn more about
how this change affects your organization, please contact
your Client Manager.
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11.

12.

Will the TelaDoc pediatric network replace my child/minor’s pediatrician?
No, TelaDoc does not replace the pediatrician or primary care physician for any member regardless of age.
TelaDoc provides cross coverage consultations when your physician is not available.

What ages will be covered by the pediatric network?
The TelaDoc pediatric network will service all members up to 18 years of age.

Who are the physicians in the network?
Board certified state licensed pediatricians, primary care and urgent care physicians.

What services does the pediatric network provide for my child/minor?

TelaDoc physicians recommend treatment, diagnose and prescribe short term non DEA controlled medication,
when appropriate. TelaDoc may treat minor conditions such as; flu, colds, respiratory infections, pink eye and
allergies.

Is there a different medical history disclosure (MHD) form for children?
Yes. A pediatric MHD must be completed for all children less than 7 years of age.

How is a consultation requested?

Consultations may be requested after the medical history disclosure (MHD) is completed. Parents, guardians or
authorized consenters may request the consultation by calling 1.800.TelaDoc or by going online at
www.TelaDoc.com and logging in to their account.

Who may request the consultation for a child?
The parent, guardian or authorized consenter must request a consultation on behalf of the child/minor.
Dependents under the age of 18 years may not request a consultation directly.

What is an authorized consenter?

An authorized consenter is an individual the parent or guardian has previously assigned to speak with the
physician, on the child’s behalf, in the parents’ or guardians’ absence. The authorized consenter must be
appointed by the parent or guardian prior to any consultation.

How is an authorized consenter assigned?

Authorized consenters may be assigned by logging into your account at www.teladoc.com and clicking ‘Account
Information’ and completing the Add New Consenter section or by calling 1.800.TelaDoc. The first name, last
name, date of birth, email address and last 4 digits of their social security number are required.

Will the child interact or speak to the physician directly?
The level of child involvement is at the discretion of the physician; however, the child must be present during the
consultations. In all cases, the physician will speak directly with the parent, guardian or approved consenter.

What has TelaDoc put into place to ensure the medical safety of children?

TelaDoc maintains a gold standard of service through quality assurance programs for all consultations, regardless
of age. This includes the pediatric network utilizing the Barton D. Schmitt, Pediatric Telephone Protocols,
recommended by the American Academy of Pediatrics.

Will TelaDoc send the consultation results to the pediatrician or primary care physician?
Due to federal HIPAA guidelines, the parent or guardian must authorize TelaDoc to submit any medical
information to the pediatrician or primary care physician.

TelaDoc does not replace the pediatrician or primary care physician. TelaDoc is not available in Oklahoma. TelaDoc does not guarantee that a
prescription will be written, and operates subject to state regulations. TelaDoc does not prescribe DEA controlled substances. TelaDoc physicians
reserve the right to deny care for potential misuse of services. All rights reserved © TelaDoc, Inc. 2002-2010

TelaDoc, Inc. Effective 01-01-10




PEDIATRIC Medical History Disclosure (MHD)—TelaDoc Medical Services

To be completed for all members under 7 years of age. A standard MHD should be completed for members 7 years of age and older.

*CHILD’S LEGAL NAME: *BIRTHDATE: *GENDER: M / F
*COMPANY NAME:

*CHILD’S FATHER: *CHILD’S MOTHER:

*MAILING STREET ADDRESS:

*CITYIST/ZIP: Ethnicity:

CHILD’S BROTHERS/SISTERS (and date of birth):

*CURRENT DEVELOPMENT OF CHILD (approximate): *Height ____ *Weight: ____ Child care outside of home: O Yes U No
Primary Care Physician: Primary Care Physician’s contact number:

DEVELOPMENT HISTORY: At what approximate age did your child: Sit up Crawl Walk First Word
Doctor Who Delivered: Facility/Location:

Birth Weight: Birth Length: Birth Head Circumference:

Delivery Type: Vacuum/Forceps Assisted: Full/Preterm (Total Weeks):

Was Child: Breast fed? O Yes O No If yes, how long? Bottle fed? Q Yes O No If yes, how long? _

Complete the following questions relative to the child’s medical history. The MHD is confidential and only reviewed by a physician.
All questions marked with an asterisk (*) must be answered prior to requesting a consult.

Pregnancy History
Smoking dYes UNo Medication(s) dYes ONo Drugs/Alcohol O Yes ONo
Bleeding QYes O No High Blood Pressure OYes O No Premature Labor O Yes U No
Infections dYes O No Toxemia UYes O No Preeclampsia U Yes UNo
Other (explain)

Problems during his/her newborn period
Jaundice O Yes O No Breathing Problems O Yes 0 No Infections | QYes QNo
Colic U Yes O No Feeding Problems OYes 0 No
Other (explain)

*Child’s Medical History: Does the child currently, or has he/she ever had any problems in the following areas?
Mark “Yes” or “No”. If condition is current, notate by checking the “Current” box.

Current Current Current

Asthma OYes QNo ;| O | Pneumonia 0O Yes O No | O | Chronic Cough OYes UNo | O
Seasonal Allergies QYes U No | O | Post-nasal Drip O Yes O No | O | Frequent ‘Colds’ OYes UNo | O
Ear Infections OYes UNo | Q| Ear Tubes OYes UNo | Q| Nose Bleeds OYes ONo | QO
Eye Surgery OYes QNo | O | Glasses O Yes O No | U | Contacts OYes ONo | O
Mouth Sores O Yes QNo | O | Thyroid Disorder QYes ONo | O | Heart Disease OYes ONo | O
Heart Murmur O Yes O No | O | Elevated Cholesterol | O Yes O No | O | Skin Problems OYes UNo | O
Sleep Apnea O Yes O No | O | Heart Surgery OYes ONo | O | Anemia OYes ONo | Q
Bleeding Disorder O Yes U No | U | Diabetes O Yes U No | O | Hepatitis OYes UNo | Q
Chronic Constipation | dYes O No | O | Chronic Diarrhea O Yes O No | O | Stomach Pain QYes ONo | U
Swollen Painful Joints | O Yes O No | O | Chronic Muscle Aches 0 Yes ONo | O | Bedwetting (afterage3) | D Yes O No | O
Headaches/Migraines | O Yes O No | U | Urinary Tract Infections O Yes O No | Q| Learning Disorder OYes ONo | O
Behavioral Disorder OQYes ONo | O | ADD/ADHD O Yes O No | O | Tonsil’/Adenoid Problem | O Yes U No | O
Other (explain):

*Child’s Allergies (note reaction for each)
*Medication Reaction
*Food

*Please List All Current Medications. Include quantity and frequency (whether prescribed or over-the-counter):

*Immunizations: Please check all immunizations that are current.
ODTap OTd QOHIB OHBY OMMR QOVAR OHAV 0OPCV-7 QSynagis O Influenza Q Other:

TelaDoc Medical Services Form: CR-MHD-0146
Pediatric MHD/ENG 1 111909—2010




PEDIATRIC: TelaDoc Medical Services Membership Pediatric Medical History Disclosure

Tests Date of most recent Date of most recent
Chest X-ray O Yes O No CBC O Yes O No
Fasting Blood Sugar | O Yes O No Thyroid Panel QYes dNo
Lipids (Cholesterol) | U Yes QO No Hearing Test O Yes O No
Chemistry Panel O Yes O No Vision Test QYes O No
Urine Test d Yes U No TB (PPD) Test O Yes O No
Other (details):

Family History
Question Answer Relationship to Child
1. Asthma OYes UNo
2. Anesthetic Reaction OYes UNo
3. Bleeding Disorder QYes UONo
4. Cystic Fibrosis OYes ONo
5. Cancer (and type) UYes UNo
6. Diabetes (type | or ) OYes O No
7. Elevated Cholesterol OYes U No
8. Heart Disease OYes UNo
9. Early/Unexplained Death OYes UNo
10. Muscular Dystrophy OYes UNo
11. Seasonal Allergies OYes ONo
12. Sickle Cell Anemia OdYes ONo
13. Thyroid Disease OYes ONo
14. Other (explain) OYes UONo

Terms & Conditions: Read the following terms and conditions of your TelaDoc membership and indicate that you understand and
agree to the terms by signing below.

1.You are entering into a doctor/patient relationship with the doctors of TelaDoc Physician Association, and you agree to pay for medical
consultations at the time a medical consultation is requested, unless payment arrangements have been established through your
employer, association, or other entity.

2.You agree to the entry of your medical records into the TelaDoc computer database and understand that all reasonable measures
have been taken to safeguard your medical information, in accordance with federal HIPAA standards, but no computer or phone
system is totally secure. TelaDoc recognizes your privacy and, in accordance with our Privacy Policy, will not release information to
anyone without your written authorization or as required by law, or in accordance with your health insurer's privacy policy if applicable.

3.You agree to complete a medical history disclosure form that TelaDoc will store electronically and make available to each TelaDoc
physician who performs a telephonic consultation for you.

4.You acknowledge that you already have a primary care physician and that TelaDoc is not a substitute for your primary care physician.
5.You agree to designate TelaDoc Physician Association as your cross-coverage physician when your primary care physician is not available.

6.You acknowledge that TelaDoc physicians will not prescribe any Drug Enforcement Agency controlled substances nor do they
guarantee that a prescription will be written.

7.Additionally, there is no guarantee that you will be accepted as a patient.
8.If you are accepted as a patient by a TelaDoc physician, you have a right to your medical records in accordance with applicable law.

| am the parent or legal guardian for the above referenced child and am authorized to consent to medical treatment for such
child. | am authorized and have true and complete knowledge of this child’s medical history to accurately and fully complete
the medical disclosure form for the child referenced above in the event that the services of a doctor of the TelaDoc Physician
Association are sought for such child.

| HAVE READ, UNDERSTAND AND HEREBY CONSENT AND AGREE TO ALL OF THE TERMS AND CONDITIONS
DESCRIBED HEREIN.

—————> Signature of Primary Member: Relationship to Child:
REQUIRED
Print Primary Name: Date of Completion:
Person Completing Form: Relationship to Child:

_Please mail this completed form to the TelaDoc Customer Relations Department
4100 Spring Valley, Ste 600, Dallas TX 75244

TelaDoc, Inc. Form: CR-MHD-0146
Pediatric MHD/ENG 2 111909—2010



