Draft: CARE TRANSFORMATION COLLABORATIVE OF RHODE ISLAND (CTC-RI) PCMH KIDS
COLLABORATIVE AGREEMENT SCOPE OF SERVICE/WORK
Primary Care Telehealth Initiative
Phase 1: Participative Agreement: Primary Care Telehealth Practice/Patient Needs Assessment
Practice:
Consisting of 14 pages

1. Background: UnitedHealthcare (UHC) has provided funding to Care Transformation Collaborative
of RI (CTC-RI) to implement a Primary Care Telehealth Project consisting of two phases described
below. This “Phase 1: Participative Agreement: Primary Care Telehealth Practice/Patient Needs
Assessment” outlines practice responsibilities for completing the Practice and Patient Needs
Assessment. The Rhode Island Department of Health (RI DOH) has additionally provided funding
for Care-Community-Equity (C-C-E) practice/patient needs assessment participation. Up to 53
adult and pediatric primary care practices are invited to complete the Practice/Patient Needs
Assessments.

A Planning Committee (including Northeast Telehealth Resource Center representation) will
develop and implement an educational webinar series based on review of practice and patient needs
assessment findings and recommendations, and design and implement a 6-month webinar series.
Timeline for Phase 1: July 1, 2020—March 2021).

2. Phase 1: Telehealth Practice/Patient Needs Assessment and Six Month Learning Webinar
Series: Practices that complete practice needs assessment and patient engagement surveys
(including patients using and not using telehealth are eligible to receive financial support ($2,000
per practice site).

Telehealth Practice Needs Assessment: The practice telehealth needs assessment will request
practice feedback via survey monkey on: telehealth operational policies, patient/staff experiences,
services offered, integration with in-person visits, financial impacts, technology requirements, use of
remote patient monitoring and identification of health equity, access to care, and community
solutions.

Telehealth Patient Engagement Surveys: Practices will obtain patient experience information from
at least five patients using telehealth and five patients not using telehealth. Surveys will help inform
practices and this initiative on patient identified barriers/needs/solutions.

Information on Phase 2: Pilot Telehealth Learning Collaborative: CTC-RI will select and fund
up to seven (7)* primary care practice teams that are part of systems of care and are interested in
participating in a 12-month best practice learning collaborative to test the use of telemedicine
services to improve care for patients with a selected chronic condition (i.e. ADHD, hypertension,
diabetes, CHF). Practices would be provided with infrastructure and incentive funding payments,
practice facilitation technical support and a quarterly best practice sharing learning series.
Community health teams, adult and pediatric practices will be eligible to apply. Timeline for Phase
2: November, 2020-December 2021).

*number is subject to change based on potential availability of CARES ACT funding.
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Practice participation in Phase 1: Telehealth Practice/Patient Needs Assessment does not obligate
a practice to participate in Phase 2: Pilot Telehealth Learning Collaborative. CTC-RI/PCMH
KIDS will issue a “Telehealth Call for Applications” and interested practices may apply.

Strategic Goals for Phase 1 Primary Care Telehealth Practice/Patient Needs Assessment:

Goals for gathering telehealthpractice/patient needs assessment information:

1. todesign and offer a 6-month educational webinar series on telehealth that will address the specific needs of
RI primary care practices;

2. to design a 12 month learning collaborative for primary care practices that are interested in using telehealth to
assist patients with managing chronic health conditions;

3. to provide practices with patient information that can be used to improve patient telehealth experience;

4. to help inform RI health care policy on primary care practice/patient telehealth needs.

Practice Responsibilities:
A. Phase 1: Primary Care Telehealth Participative Agreement and W-9
1. Practice is responsible for signing and returning Phase 1: Participative Agreement Primary Care
Telehealth Participative Agreement Practice/Patient Needs Assessment to Jmercado@ctc-ri.org
by August 28" 2020.
2. Practice is responsible for submitting W-9 to Jmercado@ctc-ri.org by August 28", 2020.

B. Phase 1: Primary care Telehealth Practice Needs Assessment

1. Each practice is responsible for completing one Phase 1: Primary Care Telehealth Practice
Needs Assessment (Draft of Practice Needs Assessment is included for reference purposes:
Addendex A;Needs Assessment is in the process of being finalized and will be provided to
practice in survey monkey format);

2. Itis recommended that the practice identify one person who is responsible for obtaining input
from practice team members and returning the Phase 1: Primary Care Telehealth Practice Needs
Assessment via survey monkey by September 15, 2020. Practices may determine best way to
gather input from team members; input is recommended from provider, practice manager, nurse
care manager, behavioral health clinician, medical assistant, pharmacist and billing staff (as
applicable).

Phase 1: Primary Care Telehealth Patient Engagement Surveys

Practice is responsible for identifying up to 5 patients who have used telemedicine services
within the last six months using survey monky link with consideration given to patients who
represent diverse needs of practice population; Practices may determine best way to gather this
input from from patients (such as patient portal). Information is to be submitted using survey
monkey link. (Draft of Patient Survey for Patients Using Telehealth is included for reference
purposes: Appendix B; Patient surveys are in the process of being finalized and will be provide
to practice in survey monkey format in English and Spanish).

4. Practice is responsible for identifying up to 5 patients who have not used telemedicine services
with consideration given to diverse needs of practice population; Practice may determine best
way to gather this input from patients. Information is submitted using survey monkey link.
(Draft of Patient Survey for Patients Not Using Telehealth is included for reference purposes:
Appendix C; Patient surveys are in the process of being finalized and will be provide to practice
in survey monkey format in English and Spanish);
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5. All Patient surveys are due back via survey monkey by September 18, 2020.

Practice Compensation:

CTC will provide payment of $2,000.00 to practices within 30 days after receiving completed Practice
Needs Assessment and Patient Engagement Surveys.

Care Transformation Collaborative of RI Practice name:

&{W.A,\#A/J/A;é

Signature: Debra Hurwitz, Signature of authorized staff:
Executive Director, CTC-RI Name:
Positon:




Appendix A: Phase 1 Primary Care Telehealth Practice Needs Assessment (draft for reference purposes)

Note:

Finalized Practice Needs Assesment will be made available to practice in survey monkey format

Practice Telehealth Needs Assessment — DRAFT v9

Due to the COVID-19 crisis, we at Care Transformation Collaborative of Rhode Island (CTC-RI) are looking to better
understand practices’ needs with regards to telehealth as well as practices’ interest in an upcoming Telehealth Webinar
Learning Series. Please review this survey within your practice, solicit feedback from your team and complete this online
survey by September 15, 2020. One survey will be submitted per practice. Thank you for your participation.

A. General Practice Information (Suggested to be filled out by the Practice Manager)

1.

ok w

10.

11.

Practice name (<free text box>)
Health System name (<free text box>)
Organization Affiliation/Company (<free text box>)
Physical address of practice (<free text box>)
Website of practice (<free text box>)
Electronic Health Record (EHR) used (Drop-down menu: Epic, Athena, Amazing Charts, e-Clinical Works,
NextGen, Greenway, Cerner, Meditech, Other — free text)
Which of the following best describes the practice? (Choose all that apply; Drop-down menu)
a. Federally Qualified Health Center
Primary Care
Internal Medicine
Family Medicine
Pediatric Medicine
Geriatric Medicine
Practice includes onsite Behavioral Health
. Other (<free text box>)
Who is helping to fill out this survey? Please check off participants and role(s) at the practice. (List of roles at
practice with check box for each Ex. Clinician (MD, DO, NP, PA, RN) Medical Assistant/ Practice Manager / Front
Desk Staff / Other (<free text box>))
From since March 2020, what percentage of your primary care work has been performed by telehealth (video or
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phone)?
a. 0-20%
b. 21-40%
c. 41-60%
d. 61-80%

e. Greater than 80%
Since March 2020, what percentage of your behavioral health work has been performed by telehealth (video or

phone)?
a. 0-20%
b. 21-40%
c. 41-60%
d. 61-80%

e. Greater than 80%
What is the estimated payer mix of your practice’s current patient population?
a. Medicare % (<free text box>)
b. Medicaid % (<free text box>)
c. Private Insurance % (<free text box>)
d. Self-pay/Uninsured % (<free text box>)

B. Provider Information: (Suggested to be filled out by the Practice Manager)

1.

How many FTE primary care providers (MD, DO, NP, PA) practice at this facility? (<free text box>)



2. How many FTE behavioral health specialists practice at this facility? (<free text box>)
3. How many FTE practice staff work at this facility? (<free text box>)

C. Clinical/Administrative Service Needs and Telehealth Workflow: (Suggested to be filled out with feedback from the
Practice Manager, Clinical and Support staff )
1. Does this facility currently utilize telehealth (either video or phone) as a part of its practice? If the answer is “Yes,”
continue to question 2. If the answer is “No,” skip to question 23.
a. Yes
b. No
2. When did the program begin? (<free text box>)
3. Does the Care Team/Providers prefer video or phone telehealth visits?
a. Video
b. Phone
4. Onaverage, how much time do you spend with each patient during a telehealth visit?
a. Telephone visit (audio only) (Drop-down menu)
i. Lessthan 10 minutes
ii. 10— 19 minutes
iii. 20— 29 minutes
iv. 30 -39 minutes
v. 40 —49 minutes
vi. More than 50 minutes
b. Audio/Video visit (Drop-down menu)
i. Lessthan 10 minutes
ii. 10— 19 minutes
iii. 20— 29 minutes
iv. 30 -39 minutes
v. 40 —49 minutes
vi. More than 50 minutes
5. On average, in what percentage of your telehealth visits (video or phone) does a family member or caregiver
participate with the patient? (Drop-down menu)
a. Lessthan 20%

b. 20-29%
c. 30-39%
d. 40-59%
e. 60-79%

f.  More than 80%
6. Since March 2020, for patients you decided were best evaluated at home, what percentage of patients could not
complete a telehealth visit? (Drop-down menu)
a. Lessthan 10%
b. 11-20% 21 - 30%
c. more than 30%
7. Please list the barriers that patients have experienced with telehealth. (Please rank the following with #1 being the
top barrier and so on)
Patient is afraid or uncomfortable using a phone or video for a medical visit
Patient does not have a phone or computer/tablet for videos
Patient does not have sufficient minutes on cell phone
Patient’s cell phone service is unreliable
Patient’s computer internet service is unreliable or patient has no internet service
Patient is concerned about privacy for a phone or video visit
Patient needs deaf/hearing impaired services to use the phone or video visit
Patient does not speak English and needs a language interpreter
i.  Other (< free text box>)
8. What steps are included in your workflow associated with a telehealth visit (phone or video)? (choose all that apply)
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11.

12.

13.
14.
15.

16.

17.

Scheduling/triaging an in person, phone or video appointment
Screening patient for technology/digital literacy
Obtaining patient consent
Preparing the patient so they know what to expect for their appointment
Staff obtains any clinical information in preparation for the actual visit
Patient will use a “virtual waiting room”
Other (<free text box>)
How does your practice integrate new telehealth services with existing in-person services? (<free text box>)
How do you get electronic documents from patients (electronic signatures, documents, etc.?) (Choose all that apply)
Secure email
Patient Portal
Fax
US Postal Service
We do not get electronic documents from patients
f.  Other (free text)
What are workflow challenges associated with telehealth? (choose all that apply)
a. Sending invitations to patients
Difficulty getting electronic documents from patients
EHR integration
Referrals to specialists
Translation services
f.  Other
Since March 2020, which of the following video platforms have you used to deliver a telehealth visit? (Choose all
that apply)
a. My EHR (<free text box>)
Zoom
Doximity
Doxy.me
Skype for Business
Facetime
Google Hangouts
Other (<free text box>)
Can you list the advantages of any or all of the above programs? (<free text box>)
Can you list the disadvantages of any or all of the above programs? (<free text box>)
If you were purchasing the video platform, which of the following features would you pay for? (Choose all that
apply)
a. Chart function
Virtual background
Ability to record the visit
Enhanced control of the microphone
Enhanced control of the video
Waiting room function
g. Other functions you would pay for, please specify: (<free text box>)
If reimbursement and your personal incentive were not negatively impacted, how much telehealth (video or phone)
would you incorporate into your practice? (Drop-down menu)
a. Lessthan 25% of visits
b. 25-49% of visits
c. 50-74% of visits
d. More than 75% of visits
Do you believe that Remote Telephone Visits (audio-only visits) should be reimbursed by payers at the same level
as an in-person office visit?
a. Yes
b. No
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18. Do you believe that Remote Televideo Visits (audio and video) should be reimbursed by payers at the same level as
an in-person office visit?

a. Yes
b. No
19. Has telehealth improved your work experience?
a. Yes
b. No

20. Since you started using Telehealth visits in your practice, how would the office staff describe their level of

“Burnout”? (Drop-down menu)
a.  Much better

Better

About the same

Worse

Much Worse

Other (<free text box>)

21. Ona scale of 1-5, how satisfied are providers/clinicians with the current telehealth program?

(1 = very dissatisfied, 2 = dissatisfied, 3 =Neutral, 4 = satisfied, 5 = very satisfied) & (<free text box>)

22. On ascale of 1-5, how satisfied are non-clinical practice support staff with the current telehealth program?
(1 = very dissatisfied, 2 = dissatisfied, 3 =Neutral, 4 = satisfied, 5 = very satisfied) & (<free text box>)

23. If you answered “No” to question 1, please indicate which of the following reasons why your office did not partake
in telephone or video visits. If you answered “Yes” to question 1, please skip to “Existing Technology Infrastructure
and Equipment Inventory”. (Drop-down menu)

a. My practice did not promote telehealth visits

I was not trained on how to provide telehealth visits

| tried it and found it frustrating to use

I did not have office staff to support my telehealth use

I don’t believe telehealth is a valid way to evaluate patients

f. 1 only work in the hospital and don’t provide ambulatory visits
24. 1f you have not yet, do you plan to implement telehealth services in the next 12 months?
a. Yes
b. No
25. If so, what is your target timeline for implementation? (<free text box>)
26. Which telehealth services does your practice wish to implement? (Drop-down menu)
a. Live phone or video (communicate with a client/patient in real-time, or live)
b. Store and forward (technology to collect/store patient’s data in secure cloud-based platform; later retrieved
by another treating professional)
c. Remote patient monitoring (record/monitor a patient’s health data remotely)
d. Other (please specify)
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Sections D. through G. suggested to be filled out with feedback from the Practice Manager, IT, Clinical and Support staff)
D. Existing Technology Infrastructure and Equipment Inventory:
1. Who is your internet service provider? (Free response)
2. Do you have access to technical support that is available locally and/or on-call? If yes, please specify how you are
receiving your technical support.
a. Yes (please explain — free response)
b. No
3. For which of the following telehealth services do you currently have telehealth equipment (i.e. carts, video cameras,
web cameras, etc.) available at your facility? (Choose all that apply)
a. Live phone or video (communicate with a client/patient in real-time, or live)
b. Store and forward (technology to collect/store patient’s data in secure cloud-based platform; later retrieved
by another treating professional)
c. Remote patient monitoring (record/monitor a patient’s health data remotely)
d. Other (please specify)




E. Live Video Assessment (Complete only if your practice currently utilizes or wishes to implement this form of telehealth

services)
1. Do you conduct live video assessments using cellular or internet?
a. Cellular
b. Internet
c. Both
2. Do you have trouble with video quality when connecting with patients?
(Scale—1-5)
3. How do you get video connection to patient?
a. Text
b. Email
c. Patient portal message

d. Other (free text)
4. Do you have any of the following telehealth peripherals? (Choose all that apply)
a. General examination camera

b. Electronic stethoscope
c. Otoscope

d. Dermascope

e. Nasopharyngoscope

f.

Pulse Oximeter
F. Store and Forward Assessment (technology to collect/store patient’s data in secure cloud-based platform; later retrieved
by another treating professional - Complete only if your practice currently utilizes or wishes to implement this form of
telehealth services)
1. For which specialties do you/would you utilize store and forward technology? (Free response)
2.  What software do you/would you use? (Free response)
G. Remote Patient Monitoring (RPM) (Complete only if your practice currently utilizes or wishes to implement this form of
telehealth services)
1. Please describe your active telehealth RPM program, if applicable. (Free response)
2. Please indicate which health conditions you monitor using RPM? (Choose all that apply)
a. Hypertension
Diabetes
Chronic Obstructive Pulmonary Disease (COPD)
Cardiovascular Disease
Asthma
f.  Other (please specify) (free text)
3. What hardware do you/would you used? (Choose all that apply) + other questions (in notes)
a. Blood glucose monitor
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b. Digital thermometer
c. Blood pressure monitors
d. Pulse Oximeter
e. Digital scale
f. iPad/tablet
g. Other (please specify)
4. Who monitors the RPM patients/data?
a. Practice
b. Vendor
c. Hybrid

5.  What are challenges you have faced with RPM?
6. Do you have any solutions to share relating to RPM? (free text)

Sections H. through J. to be filled out with feedback from the Practice Manager and Clinical Staff)

H. Funding
1. How are you currently funding your RPM? (free text)



2.

How are you currently funding your telemedicine program? (free text)

I. Leadership Support and Clinical Buy-In:

1.

2.
3.
4.

Which of the following (if any) do you perceive to be barriers to implementing and sustaining your telehealth

program? (Choose all that apply)

High level buy-in

Competition

Confidentiality

Lack of medical staff

Lack of dedicated coordinator staff

Lack of technical staff/

Technology issues

Lack of specialty care access

Licensure access

Resistance from medical staff

Start up and/or ongoing costs

Reimbursement

Time commitment

Training

Other (please specify)

Please expand upon barriers selected above. (Free response)

Please describe the level of clinical provider buy-in at your facility. (add scale 1- 5) (Free response)

What are the benefits of telehealth for your practice? (choose all that apply)
a. Increased patient access

Improved relationships with patients

Improved specialty provider relationship

Increased volume of patient visits/ increased revenue

Reduction in no-show appointments

f.  Other (free text)
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J. Best Practice Sharing, Assistance and Resources

1.

Would you participate in an upcoming Telehealth Webinar Learning Series — add more details 6 months, 1 topic per
month? (anticipated to start in October 2020)
a. Yes
b. No
What topics would you like to see offered in this Learning Series? (Drop-down menu and free response for
comments)
a. Remote patient monitoring
Reimbursement
Workflow
Ethics/Legal /Regulatory
Privacy and Security
Patient engagement
Behavioral Health
Other (please specify — free response)
Would you be willing to share your best practices in telehealth? If so, please share in the response box below.
a. Yes (please explain — free response)
b. No
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Thank you for your time in completing this important survey



Appendix B: Phase 1 Primary Care Telehealth Patient Engagement Survey for Patients that have used
Telehealth Services (draft for reference purposes)
Note: Finalized Primary Care Telehealth Patient Engagement Survey for Patients that have used
Telehealth Services will be made available to practice in survey monkey format in English and Spanish

Patient Telehealth Survey — DRAFT v11 — Patients who HAVE had a Phone or video visit
Due to the COVID-19 pandemic, medical practices want to better understand how our patients feel about scheduled
healthcare visits done by telephone or video. These are scheduled phone or video appointments with anyone on your
healthcare team (which may be your primary care provider, a nurse care manager, behavioral health clinician or other
clinician).

Your healthcare office has identified you as a patient who has had at least one phone or video appointment since COVID-19
pandemic began.

Please complete the survey for yourself or a patient for whom you are a caregiver. If you are age 13 or under, a parent or
other caregiver should complete this survey for you. [The caregiver should fill this survey out for only one child who has had
a scheduled phone or video visit, even if there are more children in the home.]

Thank you. This survey will take about 10 minutes.

Primary Care Provider’s Name/ or Medical Practice Name: (<include free text box>)

Town where the medical practice is: (<include free text box>)

Patient Information:
1. Are you filling this survey out for yourself, an adult patient for whom you are a caregiver, or a patient age 13 or
under who you care for? (Choose one)
a. For myself
b. For an adult patient for whom | am a caregiver
c. Forapatient age 13 or under
2. Gender of patient (Choose one)

a. Male
b. Female
c. Other

d. Prefer not to say
3. Primary language of patient
a. English
b. Spanish
c. Other (<include free text box>)
4. Age of patient (Drop-down menu)
0-4
5-13
14-18
19-24
25-34
35-44
45-54
55-64
65-74
75-84
85-94
[.  95and older
Insurance Information:
5. What type of health insurance do you/the patient have? (Choose all that apply) (Drop-down menu)
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a. Commercial insurance (Aetna, Blue Cross Blue Shield, Cigna, Neighborhood Health Plan,
UnitedHealthcare, Other)
. Medicare
c. Medicaid (State of RI Insurance/RlIte Care, including Tufts Health Plan, Neighborhood Health Plan of
Rhode Island, and UnitedHealthcare Community Plan)
d. No health insurance
e. Other (<include free text box>)

Phone or video visit Information:

11

6.

10.

Now please think about all of the phone/video visits you have ever had. What were the reason(s) for your/the
patient’s phone or video visit(s) (Choose all that apply)
Annual check-up
Well Child Visit
Sick visit
Behavioral health visit
Medication management
Nurse care manager check-in
Visit before an Operation or procedure (Pre-OP)
Visit after an Operation or procedure (Post-OP)
Ongoing care
COVID-19 concerns
k. Other (<include free text box>)
Did you/the patient ever have a scheduled phone appointment before the COVID-19 pandemic?
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a. Yes
b. No
Did you/the patient ever have a scheduled video appointment before the COVID-19 pandemic?
a. Yes
b. No

Have you/the patient had one or more scheduled healthcare visits over a phone or video after the COVID-19
pandemic? (Choose one)

a. Yes, justone

b. Yes, more than one

c. No

If a phone or video appointment had not been available to address your healthcare concern(s), what would you/the
patient have done instead? (Drop-down menu)

Gone to see the clinician in person

Gone to the Emergency Room at a local hospital

Gone to a local urgent care/walk-in center

Gone to a CVS MinuteClinic

Not been seen by any clinician

Other (<include free text box>)
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11. During the COVID pandemic did you have any in person visits?
a. Yes
b. No
12. If Yes to question 11, how did you get to your in person visit? (Drop-down menu)
Driven your/the patient’s own car
Taken a free ride in someone else’s car
Paid for a taxi, Uber or Lyft
Taken a bus or other public transportation
Called an ambulance
Other (<include free text box>)
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13. How much do you agree with the following statement? The phone or video visit was able to address what was
bothering me/the patient.

Strongly Disagree | Disagree | Agree | Strongly Agree | Prefer Not to Say

What comments or suggestions do you have about what could have been done better? (<include free text box>)

14. How much do you agree with the following statement? Overall, I/the patient was satisfied with the phone or video
visit.

Strongly Disagree | Disagree | Agree | Strongly Agree | Prefer Not to Say

What comments or suggestions do you have about what could have been done better? (< (<include free text box>)

15. Would you be willing to have a phone or video visit again in the future?
a.  Yes (If your answer is “Yes,” please choose all the reasons that apply)
i. 1do not have to leave my home for a phone or video visit
ii. Phone or video visit takes less of my time.
iii. Phone or video visit does not require transportation.
iv. The phone or video visit gives me more time with the healthcare clinician.
v. Phone or video visit is safer than an in-person visit due during the COVID-19 pandemic.
b. No (If your answer is “No,” please choose all the reasons that apply)
i. Uncomfortable using a phone or video for a medical visit
ii. Do not have a phone or computer/tablet for videos
iii. Cell phone or computer internet service is unreliable
iv. Have concerns about privacy during a phone or video visit
v. Need deaf/hearing impaired services to use the phone or video visit
vi. Do not speak English and need a language interpreter
vii. Phone or video visit with the healthcare clinician is too short.
viii. Other (< free text box>)
16. Which type of medical visit do you prefer? (Choose one)
a. Phone visit
b. Video visit
c. In-person visit
17. What can make a phone or video appointment better? Do you have any other comments? (<include free text box>)
Thank you for your time. Please click “Submit” to complete the survey.
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Appendix C: Phase 1 Primary Care Telehealth Patient Engagement Survey for Patients that have not
used Telehealth Services (draft for reference purposes)
Note: Finalized Primary Care Telehealth Patient Engagement Survey for Patients that have not used
Telehealth Services will be made available to practice in survey monkey format in English and Spanish

Patient Telehealth Survey — DRAFT v11 — Patients who HAVE NOT had a Phone or video visit
Due to the COVID-19 pandemic, medical practices want to better understand how our patients feel about scheduled
healthcare visits done by telephone or video. These are scheduled phone or video appointments with anyone on your
healthcare team (which may be your primary care provider, a nurse care manager, behavioral health clinician or other
clinician).

You have been identified as a patient who has NOT HAD a phone or video visit since COVID-19 pandemic began.

Please complete the survey for yourself or a patient for whom you are a caregiver. If you are age 13 or under, a parent or
other caregiver should complete this survey for you. (The caregiver should fill this survey out for only the child identified,
even if there are more children in the home.)

Thank you. This survey will take you about 5 minutes.

Primary Care Provider’s Name/ or Medical Practice Name: (<include free text box>)

Location / or Town of Practice: (<include free text box>)

Patient Information:
1. Are you filling this survey out for yourself, an adult patient for whom you are a caregiver, or a patient age 13 or
under who you care for? (Choose one)
d. For myself
e. For an adult patient for whom | am a caregiver
f.  For a patient age 13 or under
2. Gender of patient (Choose one)

a. Male
b. Female
c. Other

d. Prefer not to say
3. Primary language of patient
a. English
b. Spanish
c. Other (<include free text box>)
4. Age of patient (Drop-down menu)
0-4
5-13
14-18
19-24
25-34
35-44
45-54
55-64
65-74
75-84
85-94
95 and older
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Insurance Information:
5. What type of health insurance do you/the patient have? (Choose all that apply) (Drop-down menu)

13



a. Commercial insurance (Aetna, Blue Cross Blue Shield, Cigna, Neighborhood Health Plan,
UnitedHealthcare, Other)
. Medicare
c. Medicaid (State of RI Insurance/Rlte Care, including Tufts Health Plan, Neighborhood Health Plan of
Rhode Island, and UnitedHealthcare Community Plan)
d. No health insurance
e. Other (<include free text box>)
Phone or video visit Information:
6. If you/the patient have not had a scheduled phone or video visit, please tell us why not. (Choose all that apply)
a. Phone or video visit was not offered for the type of appointment I/the patient needed (such as a
vaccination/shot)
Did not have an appointment scheduled since March 2020
Was not needing healthcare since March 2020
Offered a phone or video appointment, but chose an in-person visit instead
Offered a phone or video appointment, but chose to go to a local Emergency Room instead
Offered a phone or video appointment, but chose to go to a local urgent care center instead
Offered a phone or video appointment, but chose not to get healthcare at all
Uncomfortable using the phone or computer for a medical visit
Do not have access to a phone or computer for a medical visit
Cell phone or computer internet service is unreliable
Concerned about privacy when using the phone or computer
No deaf/hearing impaired services were offered as part of the phone or video visit
No interpreter was offered for non-English speaking patients
Phone or video visit is too short.
Other (<include free text box>)
7. Would you consider having a phone or video visit when you need healthcare in the future?
a. Yes (If your answer is Yes, please choose all the reasons that apply)
i. 1do not have to leave my home for a phone or video visit
ii. Phone or video visit will take less of my time.
iii. I will not need transportation for a phone or video visit.
iv. Phone or video visit will give me more time with my healthcare clinician.
v. Phone or video visit is safer than an in-person visit due during the COVID-19 pandemic.
b. No (If your answer is NO, please choose all that apply)
i. Still uncomfortable using the phone or computer for a medical appointment
ii.  Still do not have access to a phone or computer
iii. Cell phone or computer broad band service remains unreliable
iv. Concerned about privacy when using the phone or computer for a medical visit
v. No deaf/hearing impaired services offered as part of the phone or video visit
vi. No interpreter offered for non-English speaking patients
vii. The phone or video visit will be too short.
viii. Other (<include free text box>)
8. What can make a phone or video appointment better? Do you have any other comments? (<include free
text box>) Thank you for your time. Please click “Submit” to complete the survey.
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