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Performance 
Measure Standard Provider Documentation How to Enter Data in EHR 

Length of Educ (Minutes): 
Comment 
Goal Code: [(Objectives Met) (if a 
goal was set, not set, met, or not 
met, enter the text relating to the 
goal)] 
Goal Comment: 
Provider’s Narrative:  

Depression 
Screening 

Adult patients 18 years of 
age and older should be 
screened for depression 
at least annually. 
(Source:  United States 
Preventive Services Task 
Force) 

Note: Refusals are NOT 
counted toward the 
GPRA measure, but 
should be documented. 

Standard EHR documentation for tests 
performed at the facility.Aask and record 
historical information in EHR:  

Date received 

Location 

Results 

Medical Providers: 
EXAM—Depression Screening 

Normal/Negative–Denies symptoms of 
depression 

Abnormal/Positive–Further evaluation indicated 

Refused–Patient declined exam/screen  

Unable to screen–Provider unable to screen  

Note: Refusals are not counted toward the 
GPRA measure, but should be documented. 

Mood Disorders: 
Two or more visits with POV related to: 

Major Depressive Disorder 

Dysthymic Disorder 

Depressive Disorder NOS 

Bipolar I or II Disorder 

Depression Screening Exam 
Exam Entry (includes historical 
exams) 
Select Exam: 36, DEP 
Result: 
A–Abnormal 
N–Normal/Negative 
PR–Resent 
PAP–Present and Past 
PA–Past 
PO–Positive 
Comments: PHQ-2 Scaled, PHQ9 
Provider Performing Exam: 

Depression Screen Diagnosis 
POV 
Visit Diagnosis Entry 
Purpose of Visit: V79.0  
Provider Narrative: 
Modifier: 
Cause of DX: 

Mood Disorder Diagnosis POV 
Visit Diagnosis Entry 
Purpose of Visit: 296.*, 291.89, 
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Performance 
Measure Standard Provider Documentation How to Enter Data in EHR 

Cyclothymic Disorder 

Bipolar Disorder NOS 

Mood Disorder Due to a General Medical 
Condition 

Substance-induced Mood Disorder 

Mood Disorder NOS 

Note:  Recommended Brief Screening Tool:  
PHQ-2 Scaled Version (below). 

292.84, 293.83, 300.4, 301.13, 311  
Provider Narrative: 
Modifier: 
Cause of DX: 

Patient Health Questionnaire (PHQ-2 Scaled 
Version) 
Over the past 2 weeks, how often have you been 
bothered by any of the following problems? 

Little interest or pleasure in doing things 
a.  Not at all  Value: 0 

b.  Several days  Value: 1 

c.  More than half the days Value: 2 

d. Nearly every day              Value: 3 

Feeling down, depressed, or hopeless 
a.  Not at all  Value: 0 

b.  Several days  Value: 1 

c.  More than half the days   Value: 2 

d. Nearly every day              Value: 3 

PHQ-2 Scaled Version (continued) 
Total Possible PHQ-2 Score:  Range: 0-6 

0-2:  Negative Depression Screening Exam:  
Code Result: Normal or Negative  
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Performance 
Measure Standard Provider Documentation How to Enter Data in EHR 

3-6:  Positive; further evaluation indicated 
Depression Screening Exam 

Code Result: Abnormal or Positive 

The patient may decline the screen or “Refuse 
to answer” Depression Screening Exam 

Code Result: Refused 

The provider is unable to conduct the Screen 
Depression Screening Exam 

Code Result: Unable To Screen 

Provider should note the screening tool used 
was the PHQ-2 Scaled at the Comment 
Mnemonic for the Exam Code. 

PHQ9 Questionnaire Screening Tool 

Little interest or pleasure in doing things? 
a.  Not at all  Value: 0 

b.  Several days  Value: 1 

c.  More than half the days Value: 2 

d. Nearly every day              Value: 3 

Feeling down, depressed, or hopeless? 
a.  Not at all  Value: 0 

b.  Several days  Value: 1 

c.  More than half the days Value: 2 

d. Nearly every day              Value: 3 

Trouble falling or staying asleep, or sleeping too 
much? 

a.  Not at all  Value: 0 

b.  Several days  Value: 1 
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Performance 
Measure Standard Provider Documentation How to Enter Data in EHR 

c.  More than half the days Value: 2 

d. Nearly every day              Value: 3 

Feeling tired or having little energy? 
a.  Not at all  Value: 0 

b.  Several days  Value: 1 

c.  More than half the days Value: 2 

d. Nearly every day  Value: 3 

Poor appetite or overeating? 
a.  Not at all  Value: 0 

b.  Several days  Value: 1 

c.  More than half the days Value: 2 

d. Nearly every day              Value: 3 

Feeling bad about yourself—or that you are a 
failure or have let yourself or your family 
down? 

a.  Not at all  Value: 0 

b.  Several days  Value: 1 

c.  More than half the days Value: 2 

d. Nearly every day              Value: 3 

Trouble concentrating on things, such as 
reading the newspaper or watching television? 

a.  Not at all  Value: 0 

b.  Several days  Value: 1 

c.  More than half the days Value: 2 

d. Nearly every day              Value: 3 

Moving or speaking so slowly that other people 
could have noticed. Or the opposite—being so 
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fidgety or restless that you have been moving 
around a lot more than usual? 

a.  Not at all  Value: 0 

b.  Several days  Value: 1 

c.  More than half the days Value: 2 

d. Nearly every day              Value: 3 

Thoughts that you would be better off dead, or 
of hurting yourself in some way? 

a.  Not at all  Value: 0 

b.  Several days  Value: 1 

c.  More than half the days Value: 2 

d. Nearly every day              Value: 3 

Provider should note the screening tool used 
was the PHQ9 Scaled at the Comment 

PHQ9 Questionnaire (Continued) 
Total Possible PHQ-2 Score: Range: 0–27 

0-4 Negative/None Depression Screening Exam:  
Code Result: None 

5-9 Mild Depression Screening Exam:  
Code Result: Mild depression 

10-14 Moderate Depression Screening Exam:  
Code Result: Moderate depression 

15-19 Moderately Severe Depression Screening 
Exam:  

Code Result: Moderately Severe depression 

20-27 Severe Depression Screening Exam:  
Code Result: Severe depression 
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Mnemonic for the Exam Code. 
Obesity Assessment 
(Calculate Body 
Mass Index [BMI]) 

NOTE:  This is not a 
GPRA measure; 
however, it’s 
displayed in GPRA 
report for reducing 
the incidence of 
obesity. The 
information is 
included here is to 
inform providers 
and data entry staff 
of how to collect, 
document, and enter 
the data. 

Children (through age 
18) must have both 
height and weight taken 
on the same day at least 
annually (at every visit is 
recommended). 

Adults 19-50, height and 
weight at least every 5 
years, not required to be 
on same day. 

Adults over 50, height 
and weight taken every 2 
years

Standard EHR documentation. Obtain height 
and weight during visit and record information in 
EHR:  

Height 

Weight 

Date Recorded 

BMI is calculated using NHANES II. 

Obese is defined as: 
BMI of 30 or more for adults 19 and older.  

For ages 2–18, definitions based on standard tables. 

To document Refusals in EHR: , not required to be 
on same day. Refusal Entry in EHR 

For ages 18 and under, both the height and 
weight must be refused on the same visit at any 
time during the past year.   

For ages 19 and older, the height and weight 
must be refused during the past year and are 
not required to be on the same visit. 

Height Measurement 
Vital Measurements Entry (includes 
historical Vitals) 
Value: 
Select Qualifier: 
Actual 
Estimated 
Date/Time Vitals Taken: 

Weight Measurement 
Vital Measurements Entry (includes 
historical Vitals) 
Value: 
Select Qualifier: 
Actual 
Bed 
Chair 
Dry 
Estimated 
Standing 
Date/Time Vitals Taken: 

Childhood Weight 
Control 

Patients ages 2–5 at the 
beginning of the report 
period whose BMI could 
be calculated and have a 
BMI => 95%. 

Height and weight taken 
on the same day. 

Patients that turn 6 years 
old during the report 

Standard EHR documentation. obtain height 
and weight during visit and record information in 
EHR:  

Height 

Weight 

Date Recorded 

BMI is calculated using NHANES II 

Age in the age groups is calculated based on the 

Height Measurement 
Vital Measurements Entry (includes 
historical Vitals) 
Value: 
Select Qualifier: 
Actual 
Estimated 
Date/Time Vitals Taken: 
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Appendix A 
Below you will find general instructions on how to enter the following information in EHR: 

• Clinic Codes 

• Purpose of Visit / Diagnosis 

• CPT codes 

• Procedure Codes 

• Exams 

• Health Factors 

• Immunizations, including contraindications 

• Vital Measurements 

• Lab Tests 

• Medications 

• Infant Feeding 

• Patient Education 

• Refusals (Note:  GPRA measures do not include refusals, though refusals should still be documented.) 
For many of these actions, you will need to have a visit chosen before you can enter data. 

Please note that EHR is highly configurable, so components may be found on tabs other than those listed here. Tabs may also be named 
differently. 
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Clinic Codes 
Clinic codes are chosen when a visit is created. 
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Purpose of Visit/Diagnosis 
The purpose of visit is entered in the Visit Diagnosis component, which may be found on the Prob/POV tab. 
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To enter a POV, click Add in the Visit Diagnosis component. 

 

 

The Add POV for Current Visit dialog box displays. Type in the ICD code and click the ellipses (…) button. 
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Choose the ICD that you would like to enter and click OK. 
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Enter in any other pertinent information and click Save. 

 

Your newly added POV should display in the Visit Diagnosis component. 
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CPT Codes 

CPT codes are entered in the Visit Services component, which is located on the Services tab. 
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To enter a CPT code, click Add button in the Visit Services component. 

 

 

The Add Procedure for Current Visit dialog box displays. Type the CPT code and click the ellipses (…) button. 
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Choose the CPT you would like to enter and click OK. If you cannot find the CPT code, make sure that CPT is chosen in the Lookup Option. You 
may also need to check off more of the Included Code Sets. 
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Enter any other pertinent information and click Save. 

 

Your newly added CPT code should display in the Visit Services component. 

 



Clinical Objectives “Cheat Sheet”    Last Edited: 11/17/2010 - 53 - 

Historical CPT codes are entered in the Historical Services component, which is located on the Services tab. 

 

 

To enter a CPT code, click Add in the Visit Services component. 
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The Add Historical Service dialog box displays. You can either choose an item via Pick List or Procedure code. 

Pick List: 

 

Procedure/CPT code: 
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Enter the date and location of the service, and then enter the CPT in the same manner as listed above for a current CPT. 

Your newly added CPT code should display in the Historical Services component. 
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Procedure Codes 

Procedure codes are entered in the Visit Services component, which is located on the Services tab. 
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To enter a Procedure code, click Add in the Visit Services component. 

 

 

The Add Procedure for Current Visit dialog box will display. Make sure ICD Procedure Code is chosen for the CodeSet. Type in the Procedure code 
and click the ellipses (…) button. 
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Choose the Procedure that you would like to enter and click OK.   

 

Enter in any other pertinent information and click Save. 
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Your newly added CPT code should appear in the Visit Services component. 
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Exams 

Exam codes are entered in the Exams component, which is located on the Wellness tab. 
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To enter an Exam code, click Add in the Exams component. 

 

 

Select the Exam you would like to enter and click OK. 
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Enter in the result and any comments and click Save. 

 

If this is a historical exam, select the Historical radio button and enter the date and location of the exam. 
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Your newly added Exam code should appear in the Exams component. 
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Health Factors 

Health Factors are entered in the Health Factors component, which is located on the Wellness tab. 
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To enter a Health Factor, click Add in the Health Factors component. 

 

 

Choose the Health Factor you would like to enter and click Add.   
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Your newly added Health Factor should appear in the Health Factors component. 
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Immunizations 

Immunizations are entered in the Immunization Record component, which is located on the Wellness tab. 
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To enter an Immunization, click Add in the Vaccinations section of the Immunization Record component. 

 

 

Choose the Immunization that you would like to enter and click OK.   
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Enter in any other pertinent information and click Save. 

 

If this is a historical immunization, select the Historical radio button and enter the date and location of the immunization. 
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Your newly added Immunization should appear in the Immunization Record component. 

 

Contraindications:  To enter a contraindication for an immunization, click Add in the Contraindications section of the Immunization Record 
component. 
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Choose the contraindication reason, type in the vaccine, and click the ellipses (…) button. 

 

 

Select the immunization and click OK. 
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Click Add. 

 

Your newly added contraindication should appear in the Immunization Record component. 
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Vital Measurements 

Vital Measurements are entered in the Vitals component, which is located on the Triage tab. 
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To enter Vital Measurements, right-click on the Vitals component and select Enter Vitals. 
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If you wish to enter historical vitals, click on the date and time in the column header, and then click the ellipses (…) button. 
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Choose the historical date and click OK. 

 

Enter the Vital Measurements you would like to add and click OK. 
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Your newly added Vital Measurements should display in the Vitals component. 
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Lab Tests 

Lab tests are entered in the Orders component, which is located on the Orders tab. 
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To enter a Lab test, select the Laboratory option in the Write Orders section of the Orders component. Note: this may be named differently at your 
site. 

 

 

The Order a Lab Test dialog box displays. Select the appropriate lab test, enter any other pertinent information, and click Accept Order. 
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Your newly added Lab test should display in the Active Orders section of the Orders component. 

 

You will need to sign the order before it is released. 

Once the Lab test has been completed, results can be viewed in the Laboratory Results component, which is located on the Labs tab. 
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Please note that most laboratory results must be entered via the Lab Package or sent over electronically from a reference laboratory. These results 
cannot be entered through EHR. However, point of care laboratory tests and results can be entered through EHR. 

To enter Point of Care Lab tests and results, click POC Lab Entry. If this button is not visible, speak with your Clinical Applications Coordinator to 
see if it can be added. 

 

 

The Lab Point of Care Data Entry Form displays. Choose the appropriate laboratory test, enter the test results and any other pertinent information, 
and click Save. 
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Medications 

Medications are entered in the Medications component, which is located on the Medications tab. 
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To enter a prescription for a medication, click New….. 

 

 

You will then see the Medication Order dialog.  Choose the appropriate medication.   
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You will then be able to enter more information about the prescription. 
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Your newly added medication should display in the Medications component. 

 

You will need to sign the medication before it is released. 
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Infant Feeding 

Infant Feeding choices are entered in the Infant Feeding component (new in EHR v1.1 patch 6), which is located on the Wellness tab. 
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To enter Infant Feeding, click Add/Update in the Infant Feeding component. 

 

 

Select the Infant Feeding choice you would like to enter and click OK.   

 

Your newly added Infant Feeding choice should display in the Infant Feeding component. 
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Patient Education 

Patient Education can be entered several ways. The most common method is through the Education component, which is located on the Wellness tab. 
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To enter Patient Education, click Add in the Education component. 
 

 

Choose the Education you would like to enter and click Select. To expand a topic, click the plus sign (+) next to the topic.   
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To enter Patient Education by disease, select the Disease & Topic Entry radio button. (Note: Patient Education can be entered using any of the radio 
buttons.) Select the Disease/Illness and Topic Selection and click OK. 
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The Add Patient Education Event dialog box displays. Type in any pertinent information and click Add. 
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If this is historical education, select the Historical check box and enter the date and location of the education. 

 

Your newly added Patient Education should display in the Education component. 
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Patient Education can also be entered when the Visit Diagnosis is entered. After entering the POV, click Education…. 
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The Document Patient Education dialog box displays. Type in any pertinent information and click Save. 

 



Clinical Objectives “Cheat Sheet”    Last Edited: 11/17/2010 - 95 - 

Refusals 

Refusals are entered in the Personal Health component, which is located on the Wellness tab. Note: refusals are not counted toward the GPRA 
measure, but should still be documented. 
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To enter a Refusal, select Refusal in the drop-down box and click Add in the Personal Health component. 

 

 

Select the Refusal Type you would like to enter and click the ellipses (…) button. 
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Search for the item you would like to add a refusal for and click OK. 

 

Enter in a comment (if applicable) and click Add. 
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Your newly added Refusal should display in the Personal Health component. 

 


