KEY CLINICAL PERFORMANCE OBJECTIVES

“Cheat Sheet” for EHR Documentation and Data Entry for CRS Version 12.0

Last Updated January 2012

Recommended use for this material: Each facility should (1) identify their three or four key clinical problem areas; (2) review the attached
information; (3) customize the provider documentation and data entry instructions, if necessary; (4) train staff on appropriate documentation; and (5)
post the applicable pages of the Cheat Sheet in exam rooms.

This document is to provide information to both providers and to data entry on the most appropriate way to document key clinical procedures in the
Electronic Health Record (EHR). It does not include all of the codes the Clinical Reporting System (CRS) checks when determining if a performance
measure is met. To review that information, view the CRS short version logic at:
http://www.ihs.gov/CIO/CRS/documents/crsv12/GPRA%20PART%20Measures%20V12.pdf

See Appendix A for detailed instructions on how to enter information into EHR.

Note: Government Performance and Results Act (GPRA) measures do not include refusals.

Performance Measure

Standard

Provider Documentation

How to Enter Data in EHR

Diabetes Prevalence

NOTE: This is not a
GPRA measure; however,
it is used in determining
patients that have been
diagnosed with diabetes.

Standard EHR documentation for tests
performed at the facility. Ask about off-site

tests and record historical information in EHR:

Date received
Location

Results

Diabetes Prevalence Diagnosis
POV

Visit Diagnosis Entry

Purpose of Visit: 250.00-250.93
Provider Narrative:

Modifier:

Cause of DX:

Diabetes: Glycemic
Control

Active Clinical Patients

DX with diabetes and with

an Alc:

e >09.5 (Poor Glycemic
Control)

e <7 (ldeal Glycemic
Control)

Standard EHR documentation for tests
performed at the facility. Ask about off-site

tests and record historical information in EHR:

Date received
Location

Results

Alc Lab Test
Lab Test Entry

Enter Lab Test Type: [Enter
site’s defined Alc Lab Test]

Collect Sample/Specimen:
[Blood, Plasma]

Clinical Indication:
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Performance Measure

Standard

Provider Documentation

How to Enter Data in EHR

Diabetes: Glycemic
Control (cont)

CPT

Visit Services Entry (includes
historical CPTys)

Enter CPT: 83036, 83037,
3044F-3046F

Quantity:
Modifier:
Modifier 2:

Control

Diabetes: Blood Pressure | Active Clinical Patients
DX with diabetes and with
controlled blood pressure:

e <130/80 (mean systolic <
130, mean diastolic < 80)

Standard EHR documentation for tests
performed at the facility. Ask about off-site

tests and record historical information in EHR:

Date received
Location
Results

Blood Pressure Data Entry

Vital Measurements Entry
(includes historical Vitals)

Value: [Enter as
Systolic/Diastolic (e.g., 130/80)]

Select Qualifier:
Date/Time Vitals Taken:

Diabetes: LDL
Assessment

Active Clinical Patients
DX with diabetes and a
completed LDL test.

Standard EHR documentation for tests
performed at the facility. Ask about off-site

tests and record historical information in EHR:

Date received
Location

Results

LDL (Calculated) Lab Test
Lab Test Entry

Enter Lab Test Type: [Enter
site’s defined LDL Lab Test]

Collect Sample/Specimen:
[Blood]

Clinical Indication:

LDL CPT

Visit Services Entry (includes
historical CPTs)

Enter CPT Code: 80061, 83700,
83701, 83704, 83721, 3048F,
3049F, 3050F

Quantity:
Modifier:
Modifier 2:
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Provider Documentation

How to Enter Data in EHR

Active Clinical Patients
DX with diabetes with a
Nephropathy assessment:

« Estimated GFR with
result during the Report
Period

e Quantitative Urinary
Protein Assessment
during the Report
Period

« End Stage Renal Disease
diagnosis/treatment

Diabetes: Nephropathy
Assessment

Standard EHR documentation for tests
performed at the facility. Ask about off-site

tests and record historical information in EHR:

Date received

Location
Results

Estimated GFR Lab Test

Lab Test Entry

Enter Lab Test Type: [Enter
site’s defined Est GFR Lab Test]
Collect Sample/Specimen:
[Blood]

Clinical Indication:

Quantitative Urinary Protein
Assessment CPT

Visit Services Entry (includes
historical CPTys)

Enter CPT: 82042, 82043, 84156
Quantity:

Modifier:

Modifier 2:

ESRD CPT

Visit Services Entry (includes
historical CPTs)

Enter CPT: 36145, 36147, 36800,
36810, 36815, 36818, 36819,
36820, 36821, 36831-36833,
50300, 50320, 50340, 50360,
50365, 50370, 50380, 90935,
90937, 90940, 90945, 90947,
90989, 90993, 90997, 90999,
99512, G0257, G0308-G0327,
G0392, G0393, or S9339
Quantity:

Modifier:

Modifier 2:
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Diabetes: Nephropathy ESRD POV

Assessment (cont . )
( ) Visit Diagnhosis Entry

Purpose of Visit: 585.5, 585.6,
V42.0,V45.11, V45.12, or V56.*

Provider Narrative:
Modifier:
Cause of DX:

ESRD Procedure

Procedure Entry
Operation/Procedure: 38.95,
39.27, 39.42, 39.43, 39.53, 39.93-
39.95, 54.98, or 55.6*

Provider Narrative:

Operating Provider:

Diagnosis: [Enter appropriate
DX (ESRD)]
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Performance Measure

Standard

Provider Documentation

How to Enter Data in EHR

Diabetic Retinopathy

Patients with diabetes will
have a qualified™* retinal
examination during the
report period.

*Qualified retinal exam:
The following methods are
qualifying for this
measure:

« Dilated retinal
evaluation by an
optometrist or
ophthalmologist

« Seven standard fields
stereoscopic photos
(ETDRYS) evaluated by
an optometrist or
ophthalmologist

« Any photographic
method formally
validated to seven
standard fields
(ETDRS).

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

Standard EHR documentation for tests

performed at the facility. Ask about off-site

tests and record historical information in EHR:
Date received

Location
Results

Exams:
Diabetic Retinal Exam

Dilated retinal eye exam

Seven standard field stereoscopic photos with
interpretation by an ophthalmologist or
optometrist

Eye imaging validated to match the diagnosis
from seven standard field stereoscopic photos

Routine ophthalmological examination
including refraction (new or existing patient)

Diabetic indicator; retinal eye exam, dilated,
bilateral

Other Eye Exams

Non-DNKA (did not keep appointment) visits
to ophthalmology, optometry or validated tele-
ophthalmology retinal evaluation clinics

Non-DNKA visits to an optometrist or
ophthalmologist

Diabetic Retinopathy Exam

Exam Entry (includes historical
exams)

Select Exam: 03

Result: [Enter Results]
Comments:

Provider Performing Exam:

Retinal Exam CPT

Visit Services Entry (includes
historical CPTys)

Enter CPT: 2022F, 2024F,
2026F, S0620, S0621, S3000

Quantity:
Modifier:
Modifier 2:

Other Eye Exam CPT

Visit Services Entry (includes
historical CPTys)

Enter CPT: 67028, 67038, 67039,
67040, 92002, 92004, 92012,
92014

Quantity:
Modifier:
Modifier 2:
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Diabetic Retinopathy
(cont)

Other Eye Exam POV
Visit Diagnosis Entry
Purpose of Visit: V72.0
Provider Narrative:
Modifier:

Cause of DX:

Other Eye Exam Procedure
Procedure Entry
Operation/Procedure: 95.02
Provider Narrative:
Operating Provider:
Diagnosis: [Enter appropriate
DX]

Other Eye Exam Clinic

Clinic Entry
Clinic: A2, 17, 18, 64
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Standard

Provider Documentation

How to Enter Data in EHR

Access to Dental Service

Patients should have
annual dental exams.

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

Standard EHR documentation for tests
performed at the facility, ask about off-site tests
and record historical information in EHR:

Date received

Location
Results

Dental Exam

Exam Entry (includes historical
exams)

Select Exam: 30

Result: [Enter Results]
Comments:

Provider Performing Exam:

Dental Exam (ADA code)

ADA codes cannot be entered into
EHR.

Dental Exam POV
Visit Diagnosis Entry
Purpose of Visit: V72.2
Provider Narrative:
Modifier:

Cause of DX:

Dental Sealants

A maximum of two
sealants per tooth are
counted toward the GPRA
measure.

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

Standard EHR documentation for tests
performed at the facility, ask about off-site tests
and record historical information in EHR:

Date received

Location
Results

Dental Sealants (ADA)

ADA codes cannot be entered into
EHR.

Dental Sealants CPT

Visit Services Entry (includes
historical CPTs)

Enter CPT: D1351
Quantity:
Modifier:
Modifier 2:
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How to Enter Data in EHR

Topical Fluoride A maximum of four topical
fluoride application are
counted toward the GPRA
measure.

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

Standard EHR documentation for tests
performed at the facility, ask about off-site tests
and record historical information in EHR:

Date received

Location
Results

Topical Fluoride (ADA code)
ADA codes cannot be entered into
EHR.

Topical Flouride CPT

Visit Services Entry (includes
historical CPTys)

Enter CPT: D1203, D1204,
D1206, D5986

Quantity:
Modifier:
Modifier 2:

Topical Flouride POV
Visit Diagnosis Entry
Purpose of Visit: V07.31
Provider Narrative:
Modifier:

Cause of DX:
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Performance Measure

Standard

Provider Documentation

How to Enter Data in EHR

Adult Immunizations:
Influenza

All adults ages 65 and
older should have an
annual influenza (flu) shot.

Adults 55-64 are strongly
recommended to have
annual influenza (flu) shot.

All adult (18 and older)
diabetic patients are
strongly recommended to
have annual influenza (flu)
shot.

Standard EHR documentation for
immunizations performed at the facility. Ask
about off-site tests and record historical
information in EHR:

1Z type

Date received
Location

Contraindications should be documented and are
counted toward the GPRA Measure.
Contraindications include:

Immunization Package of "Egg Allergy" or

Influenza Vaccine

Immunization Entry (includes
historical immunizations)

Select Immunization Name: 140,
141 or 144 (other options are
111, 15, 16, 88)

Lot:

VFC Eligibility:

Influenza Vaccine POV

Visit Diagnosis Entry

Purpose of Visit: *VV04.81,

Refusals should be “Anaphylaxis” *V06.6

documented. Note: Only NMI Refusal Provider Narrative:

Not Medically Indicated Modifier-

NMI) refusals are counted

Eowarzi the GPRA Cause of DX:

Measure. * NOT documented with 90663,
90664, 90666-90668, 90470,
G9141, G9142
Influenza Vaccine CPT
Visit Services Entry (includes
historical CPTys)
Enter CPT: 90654-90662,
G0008, G8108
Quantity:
Modifier:
Modifier 2:
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Performance Measure Standard Provider Documentation How to Enter Data in EHR

Adult Immunizations: Influenza Procedure

Influenza (cont
( ) Procedure Entry

Operation/Procedure: 99.52
Provider Narrative:
Operating Provider:
Diagnosis: [Enter appropriate
DX]

NMI Refusal of Influenza

NMI Refusals can only be entered
in EHR via Reminder Dialogs.

Contraindication Influenza
Immunization Entry -
Contraindications
Vaccine: [See codes above]
Reason: Egg Allergy,
Anaphylaxis

Clinical Objectives “Cheat Sheet” 10 Last Edited: 1/10/2012



Performance Measure

Standard

Provider Documentation

How to Enter Data in EHR

Adult Immunizations:
Pneumovax

All adults ages 65 and
older will have a
pneumovax.

All adult (18 and older)
diabetic patients are
strongly recommended to
have a pneumovax.

Refusals should be
documented. Note: Only
NMI refusals are counted
toward the GPRA
Measure.

Standard EHR documentation for
immunizations performed at the facility. Ask
about off-site tests and record historical
information in EHR:

1Z type

Date received
Location

Contraindications should be documented and are
counted toward the GPRA Measure.
Contraindications include:
Immunization Package of "Egg Allergy" or
"Anaphylaxis"

NMI Refusal

Pneumovax Vaccine

Immunization Entry (includes
historical immunizations)

Select Immunization Name: 33,
100, 109, 133

Lot:

VFC Eligibility:

Pneumovax Vaccine POV

Visit Diagnosis Entry

Purpose of Visit: V06.6, V03.82
Provider Narrative:

Modifier:

Cause of DX:

Pneumovax Vaccine CPT

Visit Services Entry (includes
historical CPTys)

Enter CPT: 90669, 90670, 90732,
G0009, G8115

Quantity:
Modifier:
Modifier 2:

Pneumovax Procedure
Procedure Entry
Operation/Procedure: 99.55
Provider Narrative:
Operating Provider:
Diagnosis: [Enter appropriate
DX]
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Performance Measure

Standard

Provider Documentation

How to Enter Data in EHR

Adult Immunizations:
Pneumovax

NMI Refusal of Pneumovax

NMI Refusals can only be entered
in EHR via Reminder Dialogs.

Contraindication Pneumovax
Immunization Entry -
Contraindications
Vaccine: [See codes above]
Reason: Egg Allergy,
Anaphylaxis
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Performance Measure

Standard

Provider Documentation

How to Enter Data in EHR

Childhood Immunizations

Children age 19-35
months will be up-to-date

for all ACIP recommended

immunizations.

This is the 4313314
combo:

4 DTaP

3IPV

1 MMR

3 Hepatitis B

3 Hib

1 Varicella

4 Pneumococcal

Refusals should be
documented.

Note: Only NMI refusals
are counted toward the
GPRA Measure.

Standard EHR documentation for
immunizations performed at the facility. Ask
about off-site tests and record historical
information in EHR:

1Z type

Date received

Location

Because 1Z data comes from multiple sources,
any 1Z codes documented on dates within 10
days of each other will be considered as the
same immunization

Contraindications should be documented and are
counted toward the GPRA Measure.
Contraindications include Immunization Package
of "Anaphylaxis™ for all childhood immunizations.
The following additional contraindications are also
counted:

IPV:
Immunization Package: "Neomycin Allergy."

MMR:
Immunization Package: "Immune Deficiency,"
"Immune Deficient," or "Neomycin Allergy."
Varicella:

Immunization Package: "Hx of Chicken Pox" or
"Immune”, "Immune Deficiency," ["Immune
Deficient," or "Neomycin Allergy."

Childhood Immunizations

Immunization Entry (includes
historical immunizations)

Select Immunization Name:
DTaP: 20, 50, 106, 107, 110, 120,
130, 146; DTP: 1, 22, 102; Tdap:
115; DT: 28; Td: 9, 113; Tetanus:
35, 112; Acellular Pertussis: 11;
OPV: 2,89; IPV: 10, 89, 110,
120, 130, 146; MMR: 3, 94; M/R:
4; RIM: 38 ; Measles: 5; Mumps:
7; Rubella: 6; Hepatitis B: 8, 42-
45,51, 102, 104, 110, 146; HIB:
17, 22, 46-49, 50, 51, 102, 120,
146; Varicella: 21, 94

Lot:

VFC Eligibility:
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Performance Measure

Standard

Provider Documentation

How to Enter Data in EHR

Childhood Immunizations
(cont)

Dosage and types of immunization definitions:

Four doses of DTaP:
4 DTaP/DTP/Tdap

1 DTaP/DTP/Tdap and 3 DT/Td

1 DTaP/DTP/Tdap and 3 each of Diphtheria and
Tetanus

4 DT and 4 Acellular Pertussis
4 Td and 4 Acellular Pertussis

4 each of Diphtheria, Tetanus, and Acellular
Pertussis

Three doses of IPV:
3 OPV

31IPV
Combination of OPV and IPV totaling three doses

One dose of MMR:
MMR

1 M/R and 1 Mumps
1 R/M and 1 Measles
1 each of Measles, Mumps, and Rubella

Three doses of Hepatitis B
3 doses of Hep B

Three doses of HIB
One dose of Varicella

Childhood Immunizations POV
Visit Diagnosis Entry

Purpose of Visit: DTaP: V06.1;
DTP: V06.1, V06.2, V06.3; DT:
V06.5; Td: V06.5; Diphtheria:
V03.5; Tetanus: V03.7; Acellular
Pertussis: V03.6; OPV
contraindication: 279, V08, 042,
200-202, 203.0, 203.1, 203.8, 204-
208; IPV: V04.0, V06.3; IPV
(evidence of disease): 730.70-
730.79; MMR: V06.4; Measles:
V04.2; Measles (evidence of
disease): 055*; Mumps: V04.6;
Mumps (evidence of disease):
072*; Rubella: V04.3; Rubella
(evidence of disease): 056*,
771.0; Hepatitis B (evidence of
disease): V02.61, 070.2, 070.3;
HIB: V03.81; Varicella: V05.4;
Varicella (evidence of disease):
052*, 053*; Varicella
contraindication: 279, V08, 042,
200-202, 203.0, 203.1, 203.8, 204-
208

Provider Narrative:
Modifier:
Cause of DX:
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Performance Measure

Standard

Provider Documentation

How to Enter Data in EHR

Childhood Immunizations
(cont)

IMPORTANT NOTE:

The GPRA denominator is all User Population
patients who are active in the Immunization
Package. This means you must be using the
Immunization Package and maintaining the
active/inactive status field in order to have
patients in your denominator for this GPRA
measure. Immunization package v8.4 offers a
scan function that searches the RPMS Patient
Database for children who are less than 36
months old and reside in GPRA communities
for the facility, and automatically enters them
into the Register with a status of Active. Sites
can run this scan at any time, and should run it
upon loading 8.4. Children already in the
Register or residing outside of the GPRA
communities will not be affected.

Childhood Immunizations CPT

Visit Services Entry (includes
historical CPTys)

Enter CPT: DTaP: 90696,
90698, 90700, 90721, 90723;
DTP: 90701, 90720; Tdap:
90715; DT: 90702; Td: 90714,
90718; Diphtheria: 90719;
Tetanus: 90703; OPV: 90712;
IPV: 90696, 90698, 90713,
90723; MMR: 90707, 90710;
M/R: 90708; Measles: 90705;
Mumps: 90704; Rubella: 90706;
Hepatitis B: 90636, 90723, 90740,
90743-90748, G0010; HIB:
90645-90648, 90698, 90720-
90721, 90748; Varicella: 90710,
90716

Quantity:
Modifier:
Modifier 2:
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Childhood Immunizations
(cont)

Childhood Immunizations
Procedure

Procedure Entry
Operation/Procedure: DTP:
99.39; Diphtheria: 99.36;
Tetanus: 99.38; IPV: 99.41,
MMR: 99.48; MMR
contraindication: 279, V08, 042,
200-202, 203.0, 203.1, 203.8, 204-
208; Measles: 99.45; Mumps:
99.46; Rubella: 99.47;

Provider Narrative:

Operating Provider:

Diagnosis: [Enter appropriate
DX]

NMI Refusal of Childhood
Immunizations

NMI Refusals can only be entered
in EHR via Reminder Dialogs.

Contraindication Childhood
Immunizations

Immunization Entry -
Contraindications

Vaccine: [See codes above]

Reason: [See Contraindications
section under the Provider
Documentation column]
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Standard

Provider Documentation

How to Enter Data in EHR

Cancer Screening: Pap
Smear Rates

Women ages 21-64 should
have a Pap Smear every 3
years.

Note: Refusals of any
above test are not counted
toward the GPRA measure,
but should still be
documented.

Standard EHR documentation for tests
performed at the facility. Ask about off-site

tests and record historical information in EHR:

Date received

Location
Results

Pap Smear V Lab
Lab Test Entry

Enter Lab Test Type: [Enter
site’s defined Pap Smear Lab Test]

Clinical Indication:

Pap Smear POV
Visit Diagnosis Entry

Purpose of Visit: V67.01, V76.2,
V72.32,V72.3,V76.47, 795.0%,
795.10-16, 795.19

Provider Narrative:
Modifier:
Cause of DX:

Pap Smear CPT

Visit Services Entry (includes
historical CPTs)

Enter CPT: 88141-88167, 88174-
88175, G0123, G0124, G0141,
G0143-G0145, G0147, G0148,
P3000, P3001, Q0091

Quantity:
Modifier:
Modifier 2:

Pap Smear Procedure
Procedure Entry
Operation/Procedure: 91.46
Provider Narrative:
Operating Provider:
Diagnosis: [Enter appropriate
DX]
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Standard

Provider Documentation

How to Enter Data in EHR

Cancer Screening:
Mammogram Rates

Women ages 52—-64 should
have a mammogram every
2 years

Note: Refusals of any
above test are not counted
toward the GPRA measure,
but should still be
documented.

Standard EHR documentation for Radiology
performed at the facility. Ask and record
historical information in EHR:

Date received

Location
Results

Telephone visit with patient
Verbal or written lab report
Patient’s next visit

Mammogram POV
Visit Diagnosis Entry

Purpose of Visit: V76.11,
V76.12, 793.80, 793.81, 793.89

Provider Narrative:
Modifier:
Cause of DX:

Mammogram CPT

Visit Services Entry (includes
historical CPTys)

Enter CPT: 77053-77059,
G0206; G0204, G0202

Quantity:
Modifier:
Modifier 2:

Mammogram Procedure
Procedure Entry

Operation/Procedure: 87.36,
87.37

Provider Narrative:
Operating Provider:

Diagnosis: [Enter appropriate
DX]
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Colorectal Cancer Adults ages 50-75 should | Standard EHR documentation for procedures Colorectal Cancer POV
Screening be screened for CRC performed at the facility (Radiology, Lab, Visit Diagnosis Entry

(USPTF). provider). Purpose of Visit: 153.*, 154.0,

For GPRA, IHS counts any

of the following:

« Annual fecal occult
blood test (FOBT) or
fecal immunochemical
test (FIT)

o Flexible sigmoidoscopy
or double contrast
barium enema in the
past 5 years

« Colonoscopy every 10
years.

Note: Refusals of any
above test are not counted
toward the GPRA measure,
but should still be
documented.

Guaiac cards returned by patients to providers
should be sent to Lab for processing.

Ask and record historical information in EHR:

Date received
Location
Results

Telephone visit with patient
Verbal or written lab report
Patient’s next visit

154.1, 197.5, V10.05
Provider Narrative:
Modifier:

Cause of DX:

Colorectal Cancer CPT

Visit Services Entry (includes
historical CPTys)

Enter CPT: G0213-G0215,
G0231

Quantity:
Modifier:
Modifier 2:

Total Colectomy CPT

Visit Services Entry (includes
historical CPTs)

Enter CPT: 44150-44151, 44155-

44158, 44210-44212
Quantity:

Modifier:

Modifier 2:
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Colorectal Cancer FOBT or EIT CPT

Screening (cont .. . .
ing (cont) Visit Services Entry (includes
historical CPTys)

Enter CPT: 82270, 82274,
G0328

Quantity:
Modifier:
Modifier 2:

Flexible Sigmoidoscopy CPT

Visit Services Entry (includes
historical CPTs)

Enter CPT: 45330-45345,
G0104

Quantity:

Modifier:

Modifier 2:

Flexible Sigmoidoscopy
Procedure

Procedure Entry
Operation/Procedure: 45.24
Provider Narrative:
Operating Provider:

Diagnosis: [Enter appropriate
DX]
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Provider Documentation

How to Enter Data in EHR

Colorectal Cancer
Screening (cont)

DBE CPT

Visit Services Entry (includes
historical CPTys)

Enter CPT: 74280, G0106,
G0120

Quantity:
Modifier:
Modifier 2:

Colonoscopy POV

Visit Diagnosis Entry
Purpose of Visit: V76.51
Provider Narrative:
Modifier:

Cause of DX:

Colon Screening CPT

Visit Services Entry (includes
historical CPTs)

Enter CPT: 44388-44394, 44397,
45355, 45378-45387, 45391,
45392, G0105, G0121

Quantity:
Modifier:
Modifier 2:

Colon Screening Procedure
Procedure Entry

Operation/Procedure: 45.22,
45.23, 45.25, 45.42, 45.43

Provider Narrative:
Operating Provider:

Diagnosis: [Enter appropriate
DX]
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Tobacco Use and
Exposure Assessment

NOTE: Thisisnota
GPRA measure; however,
it will be used for
reducing the incidence of
Tobacco Use.

Ask all patients age five
and over about tobacco
use at least annually.

Standard EHR documentation for tests
performed at the facility, ask and record
historical information in EHR:

Date received

Location
Results

Document on designated Health Factors section of

form:
HF-Current Smoker, every day

HF—Current Smoker, some day
HF—Current Smoker, status unknown
HF—-Current Smokeless

HF-Previous (Former) Smoker [or -Smokeless]

(quit > 6 months)

HF—Cessation-Smoker [or -Smokeless] (quit or

actively trying < 6 months)
HF-Smoker in Home

HF-Ceremonial Use Only

HF-Exp to ETS (Second Hand Smoke)
HF-Smoke Free Home

Tobacco Screening Health Factor
Health Factor Entry

Select V Health Factor: [Enter
HF (See the Provider
Documentation column)]

Level/Severity:
Provider:
Quantity:

Tobacco Screening PED-Topic

Patient Education Entry
(includes historical patient
education)

Enter Education Topic: [Enter
Tobacco Patient Education Code
(See the Provider
Documentation column)]

Readiness to Learn:

Level of Understanding:
Provider:

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:

NOTE: If your site uses other expressions (e.g.,”
Chew” instead of “Smokeless;” “Past” instead of
“Previous”), be sure Data Entry staff knows how
to “translate”

Tobacco Patient Education Codes:
Codes will contain "TO-", "-TQ", "-SHS"
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Tobacco Use and
Exposure Assessment
(cont)

NOTE:

Ensure you update the patient’s health factors as
they enter a cessation program and eventually
become non-tobacco users. Patients who are in a
tobacco cessation program should have their health
factor changed from “Smoker” or “Smokeless” to
“Cessation-Smoker” or “Cessation-Smokeless”
until they have stopped using tobacco for 6
months. After 6 months, their health factor can be
changed to “Previous Smoker” or “Previous
Smokeless.”

Tobacco Users Health Factor
Health Factor Entry

Select V Health Factor: Current
Smoker (every day, some day, or
status unknown), Current
Smokeless, Cessation-Smoker,
Cessation-Smokeless
Level/Severity:

Provider:

Quantity:

Smokers Health Factor
Health Factor Entry

Select V Health Factor: Current
Smoker (every day, some day, or
status unknown), or Cessation-
Smoker

Level/Severity:
Provider:
Quantity:

Smokeless Health Factor
Health Factor Entry

Select V Health Factor: Current
Smokeless or Cessation-
Smokeless

Level/Severity:
Provider:
Quantity:
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Tobacco Use and
Exposure Assessment
(cont)

ETS Health Factor
Health Factor Entry

Select V Health Factor: Exp to
ETS

Level/Severity:
Provider:
Quantity:

Tobacco Cessation

Active clinical patients
identified as current
tobacco users prior to
report period and who have
received tobacco cessation
counseling or a Rx for
smoking cessation aid.

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

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

Date received

Location
Results

Current tobacco users are defined by having any of
the following documented prior to the report
period:

Last documented Tobacco Health Factor

Last documented Tobacco related POV
Last documented Tobacco related CPT

Health factors considered to be a tobacco user:
HF-Current Smoker, every day

HF—Current Smoker, some day
HF—Current Smoker, status unknown
HF—Current Smokeless

HF-Cessation-Smoker [or -Smokeless] (quit or
actively trying < 6 months)

Tobacco Patient Education Codes:
Codes will contain "TO-", "-TQO", "-SHS"

Tobacco Cessation PED - Topic

Patient Education Entry
(includes historical patient
education)

Enter Education Topic: [Enter
Tobacco Patient Education Code
(See the Provider
Documentation column)]

Readiness to Learn:

Level of Understanding:
Provider:

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:
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Tobacco Cessation (cont)

Prescribe Tobacco Cessation Aids:

Predefined Site-Populated Smoking Cessation
Meds

Meds containing:
“Nicotine Patch”
“Nicotine Polacrilex”
“Nicotine Inhaler”
“Nicotine Nasal Spray”
NOTE:

Ensure you update the patient’s health factors as
they enter a cessation program and eventually
become nontobacco users. Patients who are in a
tobacco cessation program should have their health
factor changed from “Smoker” or “Smokeless” to
“Cessation-Smoker” or “Cessation-Smokeless”
until they have stopped using tobacco for 6
months. After 6 months, their health factor can be
changed to “Previous Smoker” or “Previous
Smokeless.”

Tobacco Cessation PED—
Diagnosis

Patient Education Entry
(includes historical patient
education)

Select ICD Diagnosis Code
Number: 649.00-649.04

Category:

Readiness to Learn:

Level of Understanding:
Provider:

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:

Tobacco Cessation PED - CPT
Mnemonic PED enter

Select CPT Code Number:
D1320, 99406, 99407, G0375 (old
code), G0376 (old code), 4000F,
G8402 or G8453

Category:

Readiness to Learn:

Level of Understanding:
Provider:

Length of Educ (Minutes):
Comment
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Tobacco Cessation (cont) 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:

Tobacco Cessation Clinic

Clinic Entry

Clinic: 94

Tobacco Cessation Dental (ADA)

ADA codes cannot be entered into
EHR.

Tobacco Cessation CPT

Visit Services Entry (includes
historical CPTys)

Enter CPT Code: D1320, 99406,
99407, 4000F, G8402 or G8453

Quantity
Modifier:
Modifier 2:

Tobacco Cessation Medication
Medication Entry

Select Medication: [Enter
Tobacco Cessation Prescribed
Medication]

Outside Drug Name (Optional):
[Enter any additional name for
the drug]

SIG

Quantity:

Day Prescribed:
Event Date&Time:
Ordering Provider:
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Tobacco Cessation (cont)

Tobacco Cessation Prescription
CPT

Visit Services Entry (includes
historical CPTys)

Enter CPT Code: 4001F
Quantity

Modifier:

Modifier 2:
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Alcohol Screening (FAS
Prevention)

Pregnant women should be
screened for alcohol use at
least on their first visit;
education and follow-up
provided as appropriate.

Women of childbearing
age should be screened at
least annually.

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

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

Date received

Location
Results

Alcohol screening may be documented with either
an exam code or the CAGE health factor in EHR.
Medical Providers:
EXAM—AlIcohol Screening
Negative—Patient’s screening exam does not
indicate risky alcohol use.

Positive—Patient’s screening exam indicates
potential risky alcohol use.

Refused-Patient declined exam/screen
Unable to screen - Provider unable to screen

Note: Recommended Brief Screening Tool:
SASQ (below).

Single Alcohol Screening Question (SASQ)
For Women:

When was the last time you had more than 4
drinks in one day?

For Men:

When was the last time you had more than 5
drinks in one day?

Alcohol Screening Exam

Exam Entry (includes historical
exams)

Select Exam: 35, ALC
Result:

A-Abnormal
N-Normal/Negative
PR-Resent

PAP-Present and Past
PA-Past

PO-Positive

Comments: SASQ

Provider Performing Exam:

Cage Health Factor

Health Factor Entry

Select Health Factor: CAGE
CAGE 0/4 (all No answers)
CAGE 1/4

CAGE 2/4

CAGE 3/4

CAGE 4/4

Choose 1-5: [Number from
above]

Level/Severity:

Provider:

Quantity:

Alcohol Screening POV

Visit Diagnosis Entry
Purpose of Visit: V11.3, V79.1
Provider Narrative:

Modifier:

Cause of DX:

g~ WD
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Alcohol Screening (FAS
Prevention) (cont)

Any time in the past 3 months is a positive screen
and further evaluation indicated; otherwise, it is a
negative screen:
Alcohol Screening Exam Code Result:
Positive

The patient may decline the screen or “Refuse to

answer”:
Alcohol Screening Exam Code Result:
Refused

The provider is unable to conduct the screen:
Alcohol Screening Exam Code Result:
Unable To Screen

Note: Provider should note the screening tool
used was the SASQ at the Comment Mnemonic
for the Exam code.

All Providers: Use the CAGE questionnaire:

Have you ever felt the need to Cut down on your
drinking?

Have people Annoyed you by criticizing your
drinking?

Have you ever felt bad or Guilty about your
drinking?

Have you ever needed an Eye-opener the first
thing in the morning to steady your nerves or get
rid of a hangover?

Tolerance: How many drinks does it take you to
get high?

Alcohol Screening CPT

Visit Services Entry (includes
historical CPTys)

Enter CPT Code: 99408, 99409,
G0396, G0397, HO049, HOO50

Quantity
Modifier:
Modifier 2:

Alcohol-Related Diagnosis POV
Visit Diagnosis Entry

Purpose of Visit: 303.*, 305.0%,
291.*, 357.5*

Provider Narrative:
Modifier:
Cause of DX:

Alcohol-Related Procedure
Procedure Entry
Operation/Procedure: 94.46,
94.53, 94.61-94.63, 94.67-94.69
Provider Narrative:
Operating Provider:
Diagnosis: [Enter appropriate
DX]

Alcohol-Related PED - Topic

Patient Education Entry
(includes historical patient
education)

Enter Education Topic: [Enter
Alcohol-Related Education Code
(See the Provider
Documentation column)]
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Alcohol Screening (FAS
Prevention) (cont)

Based on how many YES answers were
received, document Health Factor in EHR:
HF-CAGE 0/4 (all No answers)

HF-CAGE 1/4
HF-CAGE 2/4
HF-CAGE 3/4
HF-CAGE 4/4

Optional values:
Level/Severity: Minimal, Moderate, or
Heavy/Severe

Quantity: # of drinks daily OR
T (Tolerance) -- # drinks to get high (e.g. T-4)

Comment: used to capture other relevant clinical
info e.g. “Non-drinker”

Alcohol-Related Patient Education Codes:
Codes will contain "AOD-", "-AOD", "CD-"
AUDIT Measurements:
Zone |: Score 0-7 Low risk drinking or
abstinence

Zone I1: Score 8-15 Alcohol use in excess of
low-risk guidelines

Zone I11: Score 16-19 Harmful and hazardous
drinking

Zone 1V: Score 20-40 Referral to Specialist for
Diagnostic Evaluation and Treatment

Readiness to Learn:

Level of Understanding:
Provider:

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:

Alcohol-Related PED - Diagnosis

Patient Education Entry
(includes historical patient
education)

Select ICD Diagnosis Code
Number: V11.3, V79.1, 303.*,
305.0*, 291.* or 357.5*

Category:

Readiness to Learn:

Level of Understanding:
Provider:

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:
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Alcohol Screening (FAS
Prevention) (cont)

AUDIT-C Measurements:

How often do you have a drink containing
alcohol?

(0) Never (Skip to Questions 9-10)
(1) Monthly or less

(2) 2 to 4 times a month

(3) 2 to 3 times a week

(4) 4 or more times a week

How many drinks containing alcohol do you have
on a typical day when you are drinking?
(0)lor2

(1)3or4
(2)50r6
(3)7,8,0r9
(4) 10 or more

How often do you have six or more drinks on one
occasion?

(0) Never

(1) Less than monthly
(2) Monthly

(3) Weekly

(4) Daily or almost daily

Alcohol-Related PED - CPT

Patient Education Entry
(includes historical patient
education)

Select CPT Code Number:
99408, 99409, G0396, G0397,
HO0049, or HO050

Category:

Readiness to Learn:

Level of Understanding:
Provider:

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:

Alcohol Screen AUDIT
Measurement

Vital Measurements Entry
(includes historical Vitals)

Value: [Enter 0-40]
Select Qualifier:
Date/Time Vitals Taken:
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Alcohol Screening (FAS
Prevention) (cont)

The AUDIT-C (the first three AUDIT questions

which focus on alcohol consumption) is scored on

a scale of 0-12 (scores of 0 reflect no alcohol use).
In men, a score of 4 or more is considered positive

In women, a score of 3 or more is considered
positive.

A positive score means the patient is at increased
risk for hazardous drinking or active alcohol abuse
or dependence.

CRAFFT Measurements:

C—Have you ever ridden in a CAR driven by
someone (including yourself) who was "high™ or
had been using alcohol or drugs?

R-Do you ever use alcohol or drugs to RELAX,
feel better about yourself, or fit in?

A-Do you ever use alcohol/drugs while you are by
yourself, ALONE?

F-Do you ever FORGET things you did while
using alcohol or drugs?

F-Do your family or FRIENDS ever tell you that
you should cut down on your drinking or drug use?

T—Have you gotten into TROUBLE while you
were using alcohol or drugs?

Total CRAFFT score (Range: 0-6).

Positive answers to two or more questions is
highly predictive of an alcohol or drug-related
disorder. Further assessment is indicated.

Alcohol Screen AUDIT-C
Measurement

Vital Measurements Entry
(includes historical Vitals)

Value: [Enter 0-40]
Select Qualifier:
Date/Time Vitals Taken:
Alcohol Screen CRAFFT
Measurement

Vital Measurements Entry
(includes historical Vitals)

Value: [Enter 0-6]
Select Qualifier:
Date/Time Vitals Taken:
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Intimate Partner
(Domestic) Violence
Screening (IPV/DV)

Adult females should be
screened for domestic
violence at new encounter
and at least annually
Prenatal once each
trimester

(Source: Family Violence
Prevention Fund National
Consensus Guidelines)

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

Standard EHR documentation for tests
performed at the facility, ask and record
historical information in EHR:

Date received

Location
Results

Medical and Behavioral Health Providers:
EXAM—IPV/DV Screening
Negative—Denies being a current or past victim of
IPV/DV

Past-Denies being a current victim, but discloses
being a past victim of IPV/DV

Present-Discloses current IPV/DV

Present and Past-Discloses past victimization
and current IPV/DV victimization

Refused-Patient declined exam/screen

Unable to screen-Unable to screen patient
(partner or verbal child present, unable to secure an
appropriate interpreter, etc.)

IPV/DV Patient Education Codes:
Codes will contain "DV-" or "-DV"

IPV/DV Screening Exam

Exam Entry (includes historical
exams)

Select Exam: 34, INT
Result:

A-Abnormal
N-Normal/Negative
PR—-Resent

PAP-Present and Past
PA-Past

PO-Positive

Comments:

Provider Performing Exam:

IPV/DV Diagnosis POV
Visit Diagnosis Entry

Purpose of Visit: 995.80-83,
995.85, V15.41, V15.42, V15.49,
V61.11 (IPV/DV Counseling)

Provider Narrative:
Modifier:
Cause of DX:

IPV/DV-Topic
Patient Education Entry

(includes historical patient
education)

Enter Education Topic: [Enter
IPV/DV Patient Education Code
(See the Provider
Documentation column)]
Readiness to Learn:

Level of Understanding:
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Intimate Partner
(Domestic) Violence
Screening (IPV/DV)
(cont)

Provider:

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:

IPV/DV PED-Diagnosis

Patient Education Entry
(includes historical patient
education)

Select ICD Diagnosis Code
Number: 995.80-83, 995.85,
V15.41, V15.42, VV15.49

Category:

Readiness to Learn:

Level of Understanding:
Provider:

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:
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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 Il Disorder
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).

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:

Depression Screening CPT

Visit Services Entry (includes
historical CPTs)

Enter CPT Code: 1220F
Quantity

Modifier:

Modifier 2:
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Depression Screening
(cont)

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. Notat 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

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

Mood Disorder Diagnosis POV
Visit Diagnosis Entry

Purpose of Visit: 296.*, 291.89,
292.84, 293.83, 300.4, 301.13, 311

Provider Narrative:
Modifier:
Cause of DX:
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Depression Screening
(cont)

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
c. More than half the days Value: 2
d. Nearly every day Value: 3
Feeling tired or having little energy?
a. Notat all Value: 0
b. Several days Value: 1
c. More than half the days Value: 2
d. Nearly every day Value: 3
Clinical Objectives “Cheat Sheet” 37 Last Edited: 1/10/2012



Performance Measure

Standard

Provider Documentation

How to Enter Data in EHR

Depression Screening
(cont)

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. Notat 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. Notat 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
fidgety or restless that you have been moving
around a lot more than usual?

a. Notat all Value: 0
b. Several days Value: 1
c. More than half the days Value: 2
d. Nearly every day Value: 3
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Depression Screening
(cont)

Thoughts that you would be better off dead, or of

hurting yourself in some way?
a. Notat all Value: 0

b. Several days Value: 1
c. More than half the days Value: 2
d. Nearly every day Value: 3

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
Provider should note the screening tool used

was the PHQ9 Scaled at the Comment
Mnemonic for the Exam Code.
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Obesity Assessment
(Calculate Body Mass
Index [BMI])

NOTE: Thisisnota
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, not required to be
on same day.

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:

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.

Patients whose BMI either is greater or less than
the Data Check Limit range shown in the BMI
Standard Reference Data Table in PCC will not be
included in the report counts for Overweight or
Obese.

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:
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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
period are not included in
the GPRA measure.

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

Height

Weight
Date Recorded
BMI is calculated using NHANES I

Age in the age groups is calculated based on the
date of the most current BMI found.

Example, a patient may be 2 at the beginning of
the time period but is 3 at the time of the most
current BMI found, patient will fall into the age
3 group.

The BMI values for this measure are reported
differently than in the Obesity Assessment
measure as they are Age-Dependent. The BMI
values are categorized as Overweight for
patients with a BMI in the 85th to 94th
percentile and Obese for patients with a BMI at
or above the 95th percentile (GPRA).

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:
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Childhood Weight
Control (cont)

Patients whose BMI either is greater or less
than the Data Check Limit range shown below
will not be included in the report counts for
Overweight or Obese.

Low- BMI BMI | Data Check
High >=85 | >=95 | Limits
Ages Sex Over Obese | BMI BMI
Weight > <
2-2 M 17.7 18.7 36.8 |72
F 17.5 18.6 37.0 7.1
3-3 M 17.1 18.0 35.6 7.1
F 17.0 18.1 354 6.8
4-4 M 16.8 17.8 36.2 7.0
F 16.7 18.1 36.0 6.9
5-5 M 16.9 18.1 36.0 6.9
F 16.9 18.5 39.2 6.8
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Performance Measure

Standard

Provider Documentation

How to Enter Data in EHR

Comprehensive CVD-
Related Assessment

Active Clinical Patients
ages 22 and older
diagnosed with Ischemic
Heart Disease (IHD) prior
to the Report Period, and
at least 2 visits during the
Report Period, and 2 IHD-
related visits ever who had
the following tests
documented:

o Blood Pressure

e LDL Assessment

e Tobacco Use Assessment
« BMI Calculated

o Lifestyle Counseling

Note: This does not
include depression
screening and does not
include refusals of BMI.

Note: Refusals of any or all
of the above are not
counted toward the GPRA
measure, but should still be
documented.

Standard EHR documentation for tests
performed at the facility. Ask about off-site

tests and record historical information in EHR:

Date received
Location
Results

Note: See related individual measures above for
recording historical information.
Blood Pressure Control

LDL Assessment
Tobacco Use and Assessment
BMI (Obesity)

Tobacco Use Health Factors:
HF-Current Smoker, every day

HF-Current Smoker, some day
HF—Current Smoker, status unknown
HF-Current Smokeless

HF-Previous (Former) Smoker [or -Smokeless]
(quit > 6 months)

HF-Cessation-Smoker [or -Smokeless] (quit or
actively trying < 6 months)

HF-Smoker in Home
HF—Ceremonial Use Only
HF-Exp to ETS (Second Hand Smoke)

HF-Smoke Free HomeNOTE: If your site uses
other expressions (e.g.,” Chew” instead of

“Smokeless;” “Past” instead of “Previous”), be
sure Data Entry staff knows how to “translate”

Tobacco Patient Education Codes:
Codes will contain "TO-", "-TQ", "-SHS"

IHD Diagnosis POV (Prior to the
report period)
Visit Diagnosis Entry

Purpose of Visit: 410.0-412.*,
414.0-414.9, 428.* 429.2

Provider Narrative:
Modifier:
Cause of DX:

Blood Pressure Data Entry

Vital Measurements Entry
(includes historical Vitals)

Value: [Enter as
Systolic/Diastolic (e.g., 130/80)]

Select Qualifier:
Date/Time Vitals Taken:

LDL (Calculated) Lab Test
Lab Test Entry
Enter Lab Test Type: LDL

Collect Sample/Specimen:
[Blood]

Clinical Indication:

LDL CPT

Visit Services Entry (includes
historical CPTys)

Enter CPT Code: 80061, 83700,
83701, 83704, 83721, 3048F,
3049F, 3050F

Quantity :

Modifier:

Modifier 2:
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Performance Measure

Standard

Provider Documentation

How to Enter Data in EHR

Comprehensive CVD-
Related Assessment
(cont)

BMI is calculated using NHANES II.

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, not required to be on same day.

Nutrition, dietary surveillance and counseling
Patient Education Codes:
Codes will contain "-N" (Nutrition) or "-MNT"

Exercise Patient Education Codes:
Codes will contain “-EX"

Lifestyle Patient Education Codes:
Codes will contain “-LA"™

Other Related Nutrition and Exercise Patient
Educations Codes:

Codes will contain “-OBS" (Obesity)

Lifestyle Counseling includes:
Lifestyle adaptation counseling

Medical nutrition therapy
Nutrition counseling
Exercise counseling

Other lifestyle education

Tobacco Use Assessment
Health Factor Entry

Select V Health Factor: [Enter
HF (See the Provider
Documentation column)]

Level/Severity:
Provider:
Quantity:

Tobacco Use Dental (ADA)

ADA codes cannot be entered into
EHR.

Tobacco Screening CPT

Visit Services Entry (includes
historical CPTs)

Enter CPT Code: D1320, 99406,
99407, 1034F, 1035F, 1036F,
1000, G8455, G8456, G8457,
G8402, G8453

Quantity
Modifier:
Modifier 2:

Tobacco Related Diagnoses POV
Visit Diagnosis Entry

Purpose of Visit: 305.1, 649.00-
649.04, V15.82

Provider Narrative:
Modifier:
Cause of DX:
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Performance Measure

Standard

Provider Documentation

How to Enter Data in EHR

Comprehensive CVD-
Related Assessment
(cont)

Tobacco Screening PED - Topic
Patient Education Entry
(includes historical patient
education)

Enter Education Topic: [Enter
Tobacco Patient Education Code
(See the Provider
Documentation column)]
Readiness to Learn:

Level of Understanding:
Provider:

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:

Tobacco Screening PED-
Diagnosis

Patient Education Entry
(includes historical patient
education)

Select ICD Diagnosis Code
Number: 305.1, 649.00-649.04,
V15.82

Category:

Readiness to Learn:

Level of Understanding:
Provider:

Length of Educ (Minutes):
Comment
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Performance Measure Standard Provider Documentation How to Enter Data in EHR

Comprehensive CVD- Goal Code: [(Objectives Met) (if

Related Assessment a goal was set, not set, met, or

(cont) not met, enter the text relating
to the goal)]

Goal Comment:
Provider’s Narrative:

Tobacco Screening PED-CPT
Patient Education Entry
(includes historical patient
education)

Select CPT Code Number:
D1320, 99406, 99407, G0375 (old
code), G0376 (old code), 1034F,
1035F, 1036F, 1000F, G8455,
G8456, G8457, G8402 or G8453
Category:

Readiness to Learn:

Level of Understanding:
Provider:

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:
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Performance Measure

Standard

Provider Documentation

How to Enter Data in EHR

Comprehensive CVD-
Related Assessment
(cont)

BMI Data Entry
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:

Lifestyle Counseling Data Entry
Medical Nutrition Therapy CPT

Visit Services Entry (includes
historical CPTs)

Enter CPT Code: 97802-97804,
G0270, G0271

Quantity
Modifier:
Modifier 2:
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Performance Measure

Standard

Provider Documentation

How to Enter Data in EHR

Comprehensive CVD-
Related Assessment
(cont)

Medical Nutrition Therapy Clinic

Clinic Entry

Clinic: 67, 36

Nutrition Education POV
Visit Diagnosis Entry
Purpose of Visit: V65.3
Provider Narrative:
Modifier:

Cause of DX:

Nutrition/Exercise/Lifestyle
Adaption PED-Topic

Patient Education Entry
(includes historical patient
education)

Enter Education Topic: [Enter
Nutrition/Exercise/Lifestyle
Adaption Patient Education
Code (See the Provider
Documentation column)]
Readiness to Learn:

Level of Understanding:
Provider:

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:
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Performance Measure Standard Provider Documentation How to Enter Data in EHR

golmtprcff:nswe CVtD' Nutrition/Exercise/Lifestyle
(C((E) r?t)e Ssessmen Adaption PED-Diagnosis

Patient Education Entry
(includes historical patient
education)

Select ICD Diagnosis Code
Number: V65.3 (Nutrition),
V65.41 (Exercise), 278.00 or
278.01 (Obesity)

Category:

Readiness to Learn:

Level of Understanding:
Provider:

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:
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Performance Measure

Standard

Provider Documentation

How to Enter Data in EHR

HIV Screening

Pregnant women should be
tested for HIV at least on
their first visit; education
and follow-up provided as
appropriate.

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

Standard EHR documentation for tests
performed at the facility, ask and record
historical information in EHR:

Date received

Location
Results

NOTE: The timeframe for screening for the
pregnant patient’s denominator is anytime during
the past 20 months.

Pregnant patients are any patients with at least two
non-pharmacy only visits with a pregnancy POV
code with no recorded abortion or miscarriage in
this timeframe.

HIV Screen CPT

Visit Services Entry (includes
historical CPTys)

Enter CPT Code: 86689, 86701-
86703, 87390, 87391, 87534-
87539

Quantity
Modifier:
Modifier 2:

HIV Diagnoses POV
Visit Diagnosis Entry

Purpose of Visit: 042, 079.53,
V08, 795.71

Provider Narrative:
Modifier:
Cause of DX:

HIV Lab Test
Lab Test Entry

Enter Lab Test Type: [Enter
site’s defined HIV Screen Lab
Test]

Collect Sample/Specimen:
[Blood, Serum]

Clinical Indication:
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Performance Measure

Standard

Provider Documentation

How to Enter Data in EHR

Breastfeeding Rates

NOTE: Thisisnota
GPRA measure; however,
it will be used in
conjunction with the
Childhood Weight
Control measure for
reducing the incidence of
childhood obesity. The
information is included
here to inform providers
and data entry staff of
how to collect, document,
and enter the data.

All providers should

assess the feeding practices

of all newborns through
age 1 year at all well-child
Visits.

Definitions for Infant Feeding Choice Options:

Exclusive Breastfeeding—Breastfed or expressed
breast milk only, no formula

Mostly Breastfeeding—Mostly breastfed or
expressed breast milk, with some formula
feeding (1X per week or more, but less than half
the time formula feeding.)

Y Breastfeeding, %2 Formula Feeding—Half the
time breastfeeding/expressed breast milk, half
formula feeding

Mostly Formula—The baby is mostly formula
fed, but breastfeeds at least once a week

Formula Only-Baby receives only formula

The additional one-time data fields, e.g., birth
weight, formula started, and breast stopped, may
also be collected and may be entered using the data
entry Mnemonic PIF. However, this information
is not used or counted in the CRS logic for
Breastfeeding Rates.

Infant Breastfeeding
Infant Feeding Choice Entry

Enter Feeding Choice:
Exclusive Breastfeeding
Mostly Breastfeeding

1/2 & 1/2 Breast and Formula
Mostly Formula

Formula Only
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Performance Measure

Standard

Provider Documentation

How to Enter Data in EHR

Patient Education N/A
Measures (Patient
Education Report)

NOTE: Thisisnota
GPRA measure; however,
the information is being
provided because there
are several GPRA
measures that do include
patient education as
meeting the numerator
(e.g. alcohol screening).
Providers and data entry
staff need to know they
need to collect and enter
all components of patient
education.

All providers should document all 5 patient
education elements and elements #6—7 below if a
goal was set for the patient:

1. Education Topic/Diagnosis

2. Readiness to Learn

3. Level of Understanding (see below)
4. Initials of Who Taught

5. Time spent (in minutes)

6. Goal Not Set, Goal Set, Goal Met, Goal Not
Met

7. Text relating to the goal or its status

Readiness to Learn:
Distraction

Eager To Learn
Intoxication

Not Ready

Pain

Receptive
Severity of lliness
Unreceptive

Levels of Understanding:

Patient Education Topic

Patient Education Entry
(includes historical patient
education)

Topic: [Enter Topic]

Readiness to Learn: D, E, I, N,
PR, S U

Level of Understanding: P, F, G,
GR,R

Provider:

Length of Educ (minutes):
Comment:

Goal Code: GS, GM, GNM,
GNS

Goal Comment:

Patient Education Diagnosis
Patient Education Entry
(includes historical patient
education)

Select ICD Diagnosis Code
Number:

Category: [Enter Category]
Readiness to Learn: D, E, I, N,
P,R,S,U

Level of Understanding: P, F, G,

P—Poor GR,R
F—Fair Provider:
G-Good Length of Educ (Minutes):
GR-Group-No Assessment Comment: o )
R_Refused Goal Code: [(Objectives Met) (if
—refuse a goal was set, not set, met, or
not met, enter the text relating
to the goal)]
Goal Comment:
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Performance Measure

Standard

Provider Documentation

How to Enter Data in EHR

Patient Education
Measures (Patient
Education Report) (cont)

Goal Codes:
GS-Goal Set

GM-Goal Met
GNM-Goal Not Met
GNS-Goal Not Set

Diagnosis Categories:
Anatomy and Physiology

Complications
Disease Process
Equipment

Exercise

Follow-up

Home Management
Hygiene

Lifestyle Adaptation
Literature

Medical Nutrition Therapy
Medications
Nutrition
Prevention
Procedures

Safety

Tests

Treatment

Provider’s Narrative:
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Appendix A

Below you will find general instructions on how to enter the following information in EHR:
e Clinic Codes
e Purpose of Visit / Diagnosis

e CPT codes

e Procedure Codes

e [Exams
e Health Factors

e Immunizations, including contraindications

e Vital Measurements
e Lab Tests

e Medications

e Infant Feeding
e Patient Education

e 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.

Encounter Settings for Current Activities

17 OPHTHALMOLOGY 13-Aug-2010 1212

Apfointments £ YWisits

Hozphe| &dmiszions | Mew Yisit

izit Location
17 OPHTHALMOLO G

11 HOME CARE
12 IMMUNIZATION

13 INTERMAL MEDICIMNE
14 MENTAL HEALTH

16 OBSTETRICS

7 OPHTHALMOLOGY
FTOMETRY

D ate of Wizt
Thursday . August 19,2010 ||
Al Time of isi
1212 PM =]
Type of Yigit
Ambulatarg v

[ Create aWisit How

Encounter Providers
All Providers
POWERS MEGAM

POWERS MEGAN
REGAANM
RICHARDS,5USAN P
ROBARDS DARLEME G
ROZSM YAl DUANE =
SALMOM FHILLIP ]

(] ] [ Cancel
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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.

 HS-EHR TUCSON DEVELOPMENT SYSTEM ~|"Eod

User  Patient Tools Help

Patient Chart jl Communication 1| RFrS j| CIHA Intranet j| ticromedes 1| E-Mail j

| Patient,Crsae 01 GENERAL 13-40g-201| Primary Care Team Unassighed Mo

#)a) «

00031 01-Jul-1958 [52)  F POWERS MEGAN Am Postings
Y= ICD Pick Lists | Display [[JFreq Rank []Cods []Description  Cols ﬂ + Triage Summary
W=
Child Abuse - Sus) |[]Child Abuse And Meglect, Ot... [ |Counseling For Perpetrator O...
I.PCF'mp [CIChild Abuse. Emotional/ Psy... [ ]Counseling For Victim Of Chil._.
wins [ IChild Abuse, Other [ IF amily Disruption
[IChild Abuse. Sexual [IHistory Of Emotional Abuse
[IChild Abuse, Shaken Baby S.._ [ |History Of Physical Abuse
[CIChild Meglect []Observation For Suspected A. ..
< 1l | 2]
[ Show &l
|-

Problem List ;J)I |Active Only Iﬂ ’Set as Today's PDV] Edit || Delste

IID | Provider Marative |Status | Modified | Priority | Motes | Clags | Onset [ICD |ICD Mame | Classification

W1 Dental Exam Achive  06/18/2003 Wi2.2  DENTAL EXAMINATION

< I | 2]
* Historical Diagnosis yl s to PL || Set as Today's POV Yisit Diagnosis yl
Wigit Date| POY Marrative | ICD | ICD Name: | Facility Pravider Marative Injury Date
061842003 Drental Exam w722 Dental Examination Dema ndiah

06/071/2003 &k 41021 Ami Inferolat.init Care Dema India
05/01/2002 STEMOSIS 3950  Rheumat Aortic Stenosis — Dema Indi

Notifications/” Cover Sheet/u TriageJl Wellness/” NotesJ Drders/” MedicationsJ LNProb!PDVJ Services/” F!eportsJ 0/C SummJl EonsultsJ Privac_l,l/” Wi |
| AT )| bumlde)

‘ POWERS MEGAN | DEMO.OFLAHOMA IHS. GOV ‘ DEMO INDIAN HOSPITAL ‘2D-Aug-201ﬂ15:39 > : |

Clinical Objectives “Cheat Sheet” 56

Last Edited: 1/10/2012



To enter a POV, click Add in the Visit Diagnosis component.

A
#VisitDiﬂgnnsis yl ( E% Dielete

Provider Marrative ICD ICD Marme Cauze_~| Injury Date

The Add POV for Current Visit dialog box displays. Type in the ICD code and click the ellipses (...) button.

B Add POV for Current Visit

1

/

ICD |25n.n1| ( | E]

[MOTE: If the ICD ig not selected it defaults bo .35933 - Uncoded Diagnnsia\/

Marrative

Drate of Onzet I:I E] todifier EI

[ ]P0V iz Injury Fielated

X}

Cancel

Frimary

Diagrozis

Add to
[] Frablem List

Eduicatior....

Firzt “Wigit Fe-isit
[jury D ate I:I Flace

[rjury caused by |

Azzaciated with
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Choose the ICD that you would like to enter and click OK.

Iﬁ

Lookup Option (&) Lexicon () ICD
SearchHaIue|25|:|_|]1 H Search ]

Select from one of the following items

Code | Description

[ ] Betumn Search Text as Marative ok I [ Cancel ]
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Enter in any other pertinent information and click Save.

B3 Add POV for Current Visit =X

ICh |enti|:|r'| Of Complication, Type | [juvenile Type], Mot Stated Az Llnccuntn:ulled| E

[MOTE: If the ICD iz not selected it defaults to 9393 - Uncoded Diagnosiz]

Marrative | Ciabetes Mellitus Without Mention OF Complication, Type | [juvenile Type],
= Mot Stated Az Uncontrolled
Prirnary
Diagnosiz
Date of Onset I:IE] Modifier kl Add to
[1PO% is Injury Related L Proter List

E ducation...

First Wigit Fe-Vizit
[Fjury D1 ate I:I Flace

Injuny causzed by |

Azzociated with

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

#VisitDiﬂgnnsis yl Edit || Delete

Frovider Marrative | ICD | ICD Mame
Diabetes Melitus without

Mention OF Complication, 25001 DIABETES 1ALV MOT Pri
Type | [juvenile Type], Mot ="' UNCOMTRL rimary
Stated Az Uncontrolled

| Pricrity | Cauze | Injury Date | Ijuiny Eause| Injury Place | b odifier
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CPT Codes
CPT codes are entered in the Visit Services component, which is located on the Services tab.

- B
' HS-EHR TUCSON DEVELOPMENT SYSTEM ==
User Patient Tools Help
Patient Chart ]| Communication jl RS 1| CIHA Intranet j| Ficromedes \|| E-bd il j
Patient,Crzae 01 GENERAL 19-Aug-201| Primary Care Team Unassigned Mo ﬁ ] <
200031 01-Jul-1958 [52]  F POWERS MEGAN Am Postings e
Historical Services (g g [e] | #ddto Cument visi Delete

Wisit Date | CPT Code | Description | Facility | Oty | Diagnosis | Prim | Modifier 1| Maodifier 2 |
07/05/2010 74280  Barum Enema Cherokee Indian Hoszpital 1

% Super-Bills Display [ |Freq. RBank [ Code [] Description  Cols il

CIDIAGNOSTIC COLONDSCO... [ JPNEUMOCOCCAL YACC. 7 _..
PtEd Ones [ IDTAP VACCINE, < 7 YRS, IM
Disbetes CIHEP A VACC, PED/ADOL. __.
CJIMMUNE ADMIN 1 INJ, < 8...
[JIMMUNE ADMIN ADDL INJ. ..
CJIMMUNIZATION ADMIN

[ Show Al / \

Ewaluation and Management ﬁﬁsit Services . i EdN D olate
ﬁ () Mew Patient (%) Established il

Tupe of Service _evel of Service Code | Marrative Oty Diagnosis Frirn | M odifier 1 Modifier 2 | Provider
d | Hiztory and Exam | Complexity |Appr0:-c. Tirne | CPT %du|
Consultation [ riet Murse Wisit E min gazf
E:_ﬁ;g::]v;hgg:j\ﬂgz [] Problem Focused  Staightforward 10 min 9312
Other ER Services [] Expanded Lo 15 it 93213
[ Detailed Moderate 25 mir 9214

[ Comprehenszive High 40 mir

£ I ] [zl ﬁ I ] [EI

Matifications Cover Sheet J Triage /” wellness J Motes J Orders /l| Medications J Labs [ Services ll Reparts /l| D/ Summ J Consults M WM |
uicide ) /
| POWERS MEGAN | DEMO.OKLAHOMA HS. GOY | DEMO IMDIAN HOSPITAL | 20-4ug-2010 15:51
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To enter a CPT code, click Add button in the Visit Services component.

ﬁ?\"isit Services yl ﬂdmit Delete

Code | Marrative [y Diagnosis Prim | todifier 1 ik Provider

The Add Procedure for Current Visit dialog box displays. Type the CPT code and click the ellipses (...) button.

1

rocedure for Current Visit

|

CodeSet (%) CPT Code ¢ ICD Procedure Code () Transaction Code
7~ N

S ave

[MOTE: If the Procedure iz hat selected it defaults to 00093 - Uncoded CPT Eade]\-/

HMarrative

Disross | isbeles VNGRS 11 |

2] [R]

2nd Modifier. |

Procedure |??EIEE1 ( |E

Principal
Procedure
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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.

I'M
rocedure LOGKUP

Lockup Option () Lexicon  (#) CFT
Search Value | 7r0e3 | I Search ]

Included Medical Surgical HCPCS E &M
Code Sets R adinlogy Labaratory Anesthesia Haome Health

Select from one of the following items

Code |Marrative

[ ]Return Search Text az Marnative [ (] ] [ Cancel ]
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Enter any other pertinent information and click Save.

1

B3 Add Procedure for Current Visit E
CodeSet (#) CPT Code () ICD Procedure Code () Transaction Code
Save |

Frocadure |Mammar_l,l Cuctogram Or Galactogram, Single Duct, Badiological Supervizion And [nter | E]
= ance

[MOTE: If the Procedure iz not selected it defaults to 00039 - Uncoded CPT Code]

b ammany Ductagram Or Galactogram, Single Duct, Fadiological Supervizion fund Principal

Marrative Interpretation Procedure

Diagnosiz ||| Diabetes |Aus Mot Uncaonb

13t Modifier | M

2nd Modiier. | |

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

@Visit Services i) Edit

R adiological Supervizsion
And Interpretation

Delete

Code |Narrative | [y |Diagnu:usi$ |F'rim|Mu:u:|ifier'I |M|:u:|ifier2 |F'ruviu:|er |EF'T M ame | "-.-"iSitDatel
Marmmary Ductogram Or

77053 Ddactodram, Singls Duct. ¥ POWERS MEGAN  -ray Of Mammary Dust  08419/2010
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Historical CPT codes are entered in the Historical Services component, which is located on the Services tab.

o HSEHR TUCSON DEVELOPMENT SYSTEM =<
Mo

User Patient Tools Help
Primary Care Team Unassigned ;
Poztings ﬁ @ @

Patient Chart 1| Cormmunicatiot j| RPMS Wl CIHA Intranet j| Micromedes 1| E M ail 1
Am
~ s istorical Services |F!aclio|og_',I M Add ta Current Visit % Add | Delets

Patient.Crsae L 19-Aug-201
00031 0 ST POWERS MEGAN
isitDate | CPT Code | Description | Facility | Oty | Diagnosis | Prim | Modifier 1 | Madifier 2 4 |

o7 74280 Barum Enema Cherokee Indian Hospital 1

% Super-Bills Display [ Freq Rank [ Code [ Description  Colz Elﬂ

Patient E ducation [IDIAGMOSTIC COLONOSCO... [ JPNEUMOCOCCAL VACC. 7 ...
gt_ Ebdtﬂnes [CIDTAP VACCINE. < 7 YRS. IM
1aneLEs [JHEP A VACC. PED/ADOL. ...

Immunizations
[JIMMUNE ADMIN 1 INJ. < 8

[JIMMUNE ADMIN ADDL INJ.__.
[CIMMUNIZATION ADMIN

[ Show All
Evaluation and Management @ Yisit Services i Add Edit || Delete
() New Patient (3 Established
Tvpe of Service _evel of Service M arrative Frim | b odifier 1 rd odifier 2 Provider
DOffice Wizit | Histary and Exam | Complexity |.t‘-‘«pprox. Time | CFT Eodn|
Cansultation ] Erief Murss Visit 5 rrir 93211
E:ﬁ:&::;hg;d\:?!;z Froblem Focuzed  Straightforward 10 m?n 99212
Other ER Services Erpanded Lo 15 min 93212
Detailed Moderate 25 min 93214
Comprehensive High 40 min 99215

< L] ] [i] e I ] [l]

Notificatiom/ll CoverSheet/u Triage/u Wellne&sj Note&/ll DrdersJ MedicationsJ Last F'n:-ba"F'DV/ll Services/” HeportsJ D/C Summ/ll Comults/ll F'rivac_l.JJ WCM |
| BEL] )| bum:lde)

| POWERS MEGAMN | DEMO.OKLAHOMA IHS.GOV | DEMO IMDIAN HOSFITAL |2D-Aug-2D'IEI15:5'I |

To enter a CPT code, click Add in the Visit Services component.

Historical Services |Hau:|iu:u|u:ug_l,l BI &dd bo Current Wisit Add | Dhlete

Visit Date | CPT Code | Description | Facility | Oty | Diagnosis | Prim | Modifier 1 | Modifier 2 |
07052010 74280  Barum Enema Cherokee Indian Hozpital 1
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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:

3 Add Historical Service
Pick List T Procedure ]
GPRA SERVICES v
B arum Enema b ammoagraphy, Bilat
Colonozcopy td amrmography, nilat
Faobt [guaiac]) Fap Smear
Hin-1 Sigmoidozcopy
Hiv-1 And Hiv-2
Hiv-2
Date [Z]

Location [Z]

(%) IH5Tribal Facility

) Other
Procedure/CPT code:
B3 Add Historical Service
Pick List Procedure ]
— =
Fracedure
B C |
[NOTE: If the Procedure is not selected it defaultz to 00099 - Uncoded CPT Code)
Marrative
15t Madifier v|
Duanity |1 Z‘ 2nd Modifier -
Date [Z]
Location [Z]
(#) IH5 /Tribal Facility
() Other

Enter the date and location of the service, and then enter the CPT in the same manner as listed above for a current CPT.
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Your newly added CPT code should display in the Historical Services component.

Historical Services |Hau:|iu:u|u:ug_l,l M Add to Current Wisit Delete

Visi Date | CPT Code | Description | Faility | Oty | Diagnosis | Prim | Modifier 1 | Modifier 2

070542010 74280  Barium Enema Cherokee Indian Hozpital 1
06/08/2009 77055 Mammography; Unilateral  Cherokee Indian Hospital 1
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Procedure Codes
Procedure codes are entered in the Visit Services component, which is located on the Services tab.

 IHS-EHR TUCSON DEVELOPMENT SYSTEM [T oE
User Patient Tools Help
Patient Chart \|| Communication \|| FFkS Wl CIHA Intranet j| Micromede: j| E-tail W
Patient.Crsae 01 GEMERAL 13-2ug-201| Primary Care Team Unaszigned N_D ﬁ ‘ Qﬁ
0003 M-Jul-1958 [52)  F POWERS MEGAN Am Postings K€
R, Historical Services g, [se] [ 2ddto Cunent visi Add || Delete
Wisit Date | CPT Code | Description | Facility | Gty | Diagnosis | Prim | Modifier 1 | Modifier 2 |

07/05/2010 74280  Barium Enema Cherokee Indian Hozpital 1

% Super-Bills Display [ | Freq. Rank [|Code []Description Cols Elﬂ

[ IDIAGNOSTIC COLONOSCO... [ |[PNEUMOCOCCAL VACC, 7 ...

Patient Education

E‘iaEbi gges [ IDTAP VACCIME. < 7 YRS, IM
s CJHEP A YACC. PED/ADOL. ...
[ JIMMUME ADMIN 11MJ, < 8.

[JIMHUNE ADMIN ADDL INJ...
[JIMMUNIZATION ADMIN

] Shiow &1 / \

Ewvaluation and Management ﬁ/\ﬁsit Services Add Edit N elete
ﬁ () Mew Patient (%) Established il
Tvpe of Service _evel of Service / Marrative Diagnosis Prirn | M odifier 1 rdodifier 2 Provider
Office Visit | History and Exam | Complesity | Appros. Time | CPT (hd|
gﬂnsuﬂtﬁ“ﬂm i ] Brief Nurse Visit 5 rin agzf \
E:_ﬁ;[z:;:; SEI\:iCc":z [] Problem Focused  Staightfonsard 10 m!n 99812
Other ER Services ] Ewxpanded Low 15 min 99213
[] Detailed Moderate 25 min 99214
[] Comprehensive  High 40 min

1l ] [L]

Matifications /Il Cover Sheet /u Triage /u Wellhess /Il Maotes /Il Orders /Il Medications /Il Labsz gt Services /” Reports /]l AT Sumani Conzults Fu R
| Al )| bulcn:le)
|| POWERS MEGAN | DEMO.OFLAHOMA IHS GOY ‘ DEMO IMDIAM HOSPITAL | 20-Aug-2010 15:51

3 i | [
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To enter a Procedure code, click Add in the Visit Services component.

ﬁ? Yisit Services yl

(=

Delete

Code | Marrative [y

Diagnosis

Prim | todifier 1

Provider

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.

L

B3 Add Procedure for Current Visit

CodeSet () CPT Code

%) ICD Procedure Code

() Tranzaction Code

| Save

7
Procedure |38'EE‘ ( |
[MOTE: If the Procedure iz not selected it defaults to 3333 - Uncoded Operation] \-/
M arrative
Diagnosis ||| Diabstes |/juv NotUncontl  Operating Prov | ]

[ ] Infection

Anesthesziologizt |

(o]

Anestheszia Time Elj

Prinzipal
p

Procedure
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Choose the Procedure that you would like to enter and click OK.

b |

'S Lookup ICD Procedwe &

Search Yalue |- | [ Seaarch ]

Code | Procedurs

Enter in any other pertinent information and click Save.

rocedure for Current Visit

CodeSet () CPT Code (%) ICD Procedure Code () Transaction Code [ﬁ
Save

Procedure |3E!.95 -WEMOUS CATHETERIZATION FOR REMAL DlaLYSIS |E]

[MOTE: If the Procedure iz not selected it defaults to (9333 - Uncoded Operation]

Frincipal
Nanative WEMOUS CATHETERIZATION FOR REMAL DIALYSIS Procedure
Diagnosis || Dibetes I/juv Not Uneant  Operating Prov [
[ Infection
Anesthesiologist | |E]
Anesthezia Time Elj
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Your newly added CPT code should appear in the Visit Services component.

@ Visit Services yl Edt B Delete
Code |Narrative | [ty |Diagnu:usis | Prirmn ||‘-1u:u:|ifier'| ||‘-1|:u:|ifier 2 |F'ruviu:|er |EF'T M arme | "v"isitDatel
Wenous Cathetenzation For Wenous Catheterization
38,95 Frenal Dialysis POVWERS MEGAM For Dialysis 08M9/2010
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Exams
Exam codes are entered in the Exams component, which is located on the Wellness tab.

Twser  wwesowomveomewtsvsTd [ Lo®@

User Patient Tools Help

Patient Chart ]| Communication 1| RPMS \|| CIHA Intraret W| Micromedes 1| E-tail \|
Patient.Crsae 01 GEMERAL 19-A0ug-201| Pimary Care Team Unassigned Np ﬁ l @
900031 01-Jul-1988 [52] F POWERS MEGAN Am Paostings LE:
‘ﬁ Education j)l Showe Skandard Edit Delets
Comprehensi| Readiness | Status Objechves | Comment Provider Length | Type Location

Wizt D ate E ducation T opic

@ Health Factors aad || Edit Delety § Exams saiell Edt B oaN m Skin TestHistory [0 [ coi | Do

Wizt D ate Health Factor Comment Wigit D ate Examsz “igit Date | Skin Test | Location Agediizit | Result

N
Infant Feeding \I\ Personal Health \[\ Feproductive I-M

Infant Feeding Delote
Forecast — Contraindications
Mot Applicable Tdap  past due Add || Delete
| FHEUMO-PS Egg Allergy 19-4ug-2010
Yaccinations |
I atifications Cover Shest /u Triage /H welhess Jl Motes /JI Orders JI Medications /JI Labz J Prob/POW /u Services /JI Reports J 0/ Summ J Conzults /u Privacy /JI WM |
uicide )

| POWERS MEGAMN | DEMO.OKLAHOMAIHS. GOY | DEMO IMDIAN HOSFITAL |2D-Aug-2El'IEI1B:DB
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To enter an Exam code, click Add in the Exams component.

@ Exams mcﬁt Delete

Yisit Date Exarnz SN———

Select the Exam you would like to enter and click OK.

'S Exam Selecton &

Code |E:-camsA |

3 ALCOMOL SCREENING

31 AUDITORY EVOKED POTENTIAL

#1  COLOR BLINDNESS

30 DENTAL EX&M

36  DEPRESSION SCREEMING
DBBETICEYEERAM

26 DIABETIC FOOT EXAM, COMPLETE

37 FALLRISK

29 FOOT INSPECTION

34 INTIMATE PARTMER VIOLEMCE

39 NEWEORN HEARING SCREEN [LEFT]

38 NEWEORN HEARING SCREEN [RIGHT]

40 NUTRITIONAL RISK SCREEMING

14 RECTAL EXAM
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Enter in the result and any comments and click Save.

B3 Document an Exam

Exam DIABETIC EYE ExAM

fdd
Resut | NORMAL/NEGATIVE |+
Commett
(%) Current
Provider | POWERS MEGAN (] | O Historical
() Refuzal

If this is a historical exam, select the Historical radio button and enter the

date and location of the exam.

5 Document an Exam

Exarm DIABETIC EYE Exam|

(e

Histancal

Event Date | 06/02/2010 | [
Location |CHEROKEE INDIAN HOSPITAL

(%) IH5 /Tribal Facility
) Otker

Add
Resul | NORMAL/NEGATIVE  |v|
Cornmett
) Cument
Provider POWERS MEGAN (-] |@ Histarical
) Refusal
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Your newly added Exam code should appear in the Exams component.

@ Exams

Edit || Delete
Yigit [ ate |E:-:am$ |Hesult

|Eu:umments |F'rc:viu:|er
08/15/2010 DIABETICEYE ExaM  MNORMAL/MEGATIVE

| Location

POWERS MEGAN DEMO INDIAM HOSPITAL
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Health Factors

Health Factors are entered in the Health Factors component, which is located on the Wellness tab.

User Patient Tools Help

Patignt Chart ]| Communication \|| RPMS \|| CIHA Intranst \|| Micramedes \|| E-t4ail \|
Patient.Crzae 01 GENERAL 19-4ug-201 Primary Care Team Unassigned Ma ﬁ l @
300031 01-Jul-1958 (52] F POWERS MEGAN A Pastings hE
‘ﬁ Education ,i)l Shiow Standard Edit Delzte
Wizit Dlate Education Topic Comprehensi| Readiness | Status Objectives | Comment | Provider Length | Type Location

Health Factors

add || Edit || Delete Exams Edi || Delete ‘& Skin Test History [ g4 1 Edt || Dol
Visit D ate Health Factaor Category Comment Vigit Date | SkinTest | Location Agedaiisit | Bezult
Infant Feeding \& Perzonal Health \ Reproductive Histary

Infant Feeding

Mot Applicable

Immunization Record yl

Dielete
— Forecast

Tdap  past due

— Contraindicati

Add | Delete

19-Aug-2010

‘ PNELMO-PS Eqgg &llergy

|— Yaccinations

. |
Matifications CoverSheel/” TriageJ wellness J_| Notes/” Drders/u Medications/u Last F'rol:u"F'D\r"/ll Services/” Heports/” D/C Summ/u Eonsults/” F'rivac_l,l/ll Wk |
uicide: )

‘ POWERS MEGAN ‘ DEMO.OkLAHDMA HS. GOY ‘ DEMO INDIAN HOSPITAL ‘2D-Aug-2D1D‘IB:DE |
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To enter a Health Factor, click Add in the Health Factors component.

@ Health Factors

Vigit D ate Health Factor

N

( )dit DR

ategary Comment

Choose the Health Factor you would like to enter and click Add.

] Add Health Factor

= TOBACCO
CEREMONIAL USE OMLY
CESSATION-SMOKELESS
CESSATION-SMOKER
CURREMT SMOKELESS
{CURREMT SMOKER
CURREMT SMOKER & SMOKELESS
EXPOSURE TO EMVIROMMENTAL TORACCO SMOKE
KNEVER USED TORACCO
FREVIOUS SMOKELESS
FREVIOUS SMOEER
SMOKE FREE HOME

O rm Ikl L Tkdr

3

Cornment

Cancel

| Items "i]
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Your newly added Health Factor should appear in the Health Factors component.

@ Health Factors add [ Edi || Delete

Yizit D ate |Health Factar |Eategu:ur_l,l |Eu:umment |
08/13/2010  Current Sroker  Tobacco
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Immunizations

Immunizations are entered in the Immunization Record component, which is located on the Wellness tab.

'/ IHS-EHR TUCSON DEVELOPMENT SYSTEM M
User  Patient Tools Help
Patient Chart j| Cammunication j| RFtS j| CIHA Intranet \|| Micromedex \|| E-b ail \|
SP;E:EIEB?l,ElsaeDH ""ENEHAL 19-Aug-201| Primary Care Team Unaszigned . Nt_D ﬁ ] @
ul1988 [52]  F POWERS MEGAN Am winlg

‘ﬁEducatiun yl Show Standard Edit Lielete

Vigit Duate Education Topic

Comprehensi| Readinesz | Status Objectives | Comment | Provider Length | Tupe Location

@He‘i“h Factors add ]| Edit || Delete @Emms add ]| Edit || Delete Ei Edit || Delete

Wisit Date | Health Factor | Category | Commert ||| [isit Date | Exams | Fresult | Comments | Provider |Loc ||| visit Date | Skin Test
08/13/2010 Cunent Smoker  Tobacco 03/13/2010 DIABETIC EYE EaM MORMAL/MEGATIVE FO'WERS MEGAM DE
06/02/2010 ALCOHOL SCREEMING  NORMAL/NEGATIVE POWERS MEGAN CHE

< 1l | (2
Infant Feeding \k Ferzonal Health b4 Immunization Record yl
Infant Feeding e
o Forecast — Contraindications
Mot Applicable Tdsp  past due Add || Delete
‘ PHEUMO-PS Eaqg Allergy 18-4ug-2010

Yaccinations
F'rintF!ec:ord” Diue Letter ” Prafile ” Caze Data l Add Edit Delete

Yaccine | Yisit Date | Aged@Visit | Location | Reaction | Yolume | Inj. Site | Lot | WIS Date | Adminiztered By | %FC Eligibility

Notifications/” EoverSheetJl TriageJ Wellness/ﬂ Notes/ll Elrders/” Medications/ll Labs/” Probe’D\u"/” Services/” Fleporls/ll DAC SummJ Eonsults/” Privacy/” WM |
| F=1 ] )| bumlde)

‘ POWERS MEGAN ‘ DEMO.OFLAHOMA HS. GO

DEMO INDIAK HOSPITAL
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To enter an Immunization, click Add in the Vaccinations section of the Immunization Record component.

ﬁ’ Immunization Record l}l

Forecast

Tdap  past due

— Contraindications

Delete

PHELMO-PS Eag Allergy 19-Aug-2

010

— Yaccinations

F'rintFieu:c:rd][ Diue Letter ][ Profile: ][ Caze Data

( dit Delete

Waccine | Wisit Date | Agel@izit | Location | Reaction | Waolume | Inj. Site | Lot

Choose the Immunization that you would like to enter and click OK.

|5 Date | Admrreered By | YFC Eligibility

B3 Vaccine Selection

” Search ]

Search Criteria
’7 % Search Haluelinflu

(%) Show &ll Active Vaccines

Select one of the following Becords

() Show Only active Waccines with a Lot Number

X

[Pz atiom

' Description |

»)

IMFLUEMZA, HEM1

INFLUEMZA, HIGH DOSE SEASOMAL
IMFLUENZA, INTRAMASAL
IMFLUEMZA, MOS

IMFLUEMZ4, SPLT [IMCL. PURIFIED

IMFLUEMZA, WHOLE

[P

JAPAMESE EMCEPHALITIS
Japaneze Encephalitiz-[b
JUMIM WIRUS
LEISHMAMIASIS
LEPROSY

LvME DISEASE

< |

Influenza wirus vaccine, HAM 1, AAfetnam,/ 120
IMFLUEMZA, HIGH DOSE SEASOMAL, PRESI
Influenza wirus vaccine, live, attenuated, for intr
Influenza wirug vaccine, HOS

| Influenza wiruz vaccine, split wirus [incl. Purnfied

Influenza wiruz vacoine, whale vius

Palioviruz vaccine, inachvated

Japaneze Encephalitiz wirus vaccine

Japaneze Encephalitiz vaccine for intramusculz
Junin wiruz vaccine

Leizhmaniaziz vaccineg

Leprosy vaccine

Lume Dizeasze Vaccine
[x]

™

[v]
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Enter in any other pertinent information and click Save.

F

~

B Add Immunization

YWaccine |IMFLUENZA, SPLIT (IMCL. PURIFIED [Z]

Admiristerad

by POWERS.MEGAN ()
Lot | U129388 v
Injection Site | |ntranaszal v ® Cunent

Volume | 5 il il Yac. Info. Sheet |pg/11/2009 ) O Historical

. . Refusal
Given | 08/20/2010 4:30 P (] Dggﬂmg’@rﬂgﬁpmider O

If this is a historical immunization, select the Historical radio button and enter the date and location of the immunization.

-

-

B3 Add Historical Immunization
‘accine IMFLUEMZA, SPLIT (INCL. PURIFIED [Z]
Rocumenter | POWERS MEGAN )
Ewert Date  0BA02/2010 [Z]
Location CHEROKEE INDIAN HOSPITAL [Z] O Curent
(%) IH5 /Tribal Facility @ Historioa
@ 0l ) Refuzal
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Your newly added Immunization should appear in the Immunization Record component.

Immunization Record y

— Forecast

— Contraindications

Tdap pastdue

Delete

PHELMO-FS Eaqg Allergy 13-4ug-2010

— Yaccinations

F'rintFleu:u:urd][ Due Letter ][ Frofile ][ Caze Data I Edit || Delete
Wacoine | Wisit Date | Age@hisit | Location | Reaction | Yolume | Inj Site | Lat | WIS Date | Administered By |
FLU-TIY | 08A13/20010 52ws  DEMO INDIAN HOSPITAL A0 ntranazal  U123384  08411/2003 POWERS MEGAM

Contraindications: To enter a contraindication for an immunization, click Add in the Contraindications section of the Immunization Record

component.

Immunization Record y

Forecast

Tdap  past due

— Contraindications

N\
( D)ete

PHEUMO-PS Egg &llergy 19-0pRil —"

— Yaccinations

F'rintFieu:c:rd][ Due Letter ][ Profile: ][ Caze Data

Edt | Delete

Waccine | Yisit Date | Aged®izit | Location | Feaction

Wolume |Inj. Site Lot | %5 Date | Administered By | %FC Eligibility
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Choose the contraindication reason, type in the vaccine, and click the ellipses (...) button.

[ - 1

B3 Enter Patient Contraindication

Yaccihe | influenzd Q ‘ Add

Contraindication B eazan HE
Anaphylaxiz

Carrier

Convulzion

Eqg Allergy

Fever:104¢

Hx OF Chicken Pox

Immune

Immune Deficiency

Immune Deficient Houzehold

Lethargy/hwpotonic Epizode |

Meompcin Allergy

Other Allergy

Farent Refusal u
v

P ohicnt Rahsal

Select the immunization and click OK.

5 Vaccine Selection

Search Criteria
’7 (& Search Value | influenza
|

(%) Show &l Active Vaccines
(") Show Only active Waccines with a Lot Mumber

Select one of the following Becords

Imrnunization | D escription |
[MFLUEMZS, HAM Influenza wiruz vaccine, HAM 1, A etnam/1203/2004 [hational st
INFLUEMZ&, HIGH DOSE SEASOMAL § IMFLUEMZA, HIGH DOSE SEASOMAL, PRESERWATIVE-FREE
IMFLUEMZS, INTRAMASAL Influenza wirus vaccine, live, attenuated, for intranazal use
IMFLUEMZA, HOS Influenza wirus vaccine, HOS

[MFLUEMZS, SPLIT [IMCL. PURIFIED  Influenza wiruz vaccing, split vinus [incl. Purified suface antigen)]
IMFLUEMZA, 'WHOLE Influenza wirus vaccine, whole viug
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Click Add.

B3 Enter Patient Contraindication

Vaccine | IMFLUENZA, HIGH DOSE SEAS [E
E'A'

Contraindication Reazon
Anaphulasiz

Carrier

Coreeulzion

Egg Allergy

Fevers104f

Hu Of Chicken Pox

Irmrnune

Immune Deficiency

Irmrune Deficient Houszehold
Lethargy/hwpotonic Epizode
M eomycin Allergy

Other Allergy

Parent Refuszal
Pzahant Pafiieal

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

% Immunization Record i)

Forecast Contraindications
Tdap pastdue Add
PHELIMO-PS Eag Allergy 19-40ug-2010
FLU-HIGH Anaphylasiz 13-Aug-2010
Yaccinations
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Vital Measurements
Vital Measurements are entered in the Vitals component, which is located on the Triage tab.

HS-EHR TUCSON DEVELOPMENT SYSTEM ~[MJoE

User Patient Tools Help

Patient Chart ]| Cornmunication \|| RFMS \|| CIHA Intranet jl Micromedes \|| E-Mail \|
Patient.Crsae 01 GENERAL 15ug 201 Primary Care Team Unassigned || No || o ‘ o
500031 O-Ju1958 2] F POWERS MEGAN Am Postings €
Chief Complaint add || Edi || Delete
i,
Authar Chief Comnplaint

Activity Time POWERS MEGAN
Wi |
=P

\ Encounter Time Elil [minutes)
Travel Time Elil [minutes]

Total 0 minutes

Mo Witals Found

Nntifications/]l CoverSheetJ Triage JI Wellness/]l N-:-tes/” Drder&/u Medicatiuns/]l Lal:-s/” Prc-l:u’F'D\-"/” Services/]l Fiepc-rts/” Di/C SummJ Consults/” F'riva-:_l,l/” W T |
| Aol )| bun::lde)

‘ POWERS MEGAN ‘ DEMO.OKLAHOMA. IHS. GOV ‘ DEMO INDIAM HOSPITAL |20-Aug-201|]18:41

Clinical Objectives “Cheat Sheet” 84

Last Edited: 1/10/2012



To enter Vital Measurements, right-click on the Vitals component and select Enter Vitals.

Ma Witals Found

 Enter Vitals...
Refresh FS

Matifizations Cover Sheet Triage “Wellness Motes Orders Medications Lahb
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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.

p
' Vital Measurement Entry

s ™ =1 <

Default Units v | 20-4ug-201016:45

(G| Yponoe

Unrits

@ Temperature o

F

Pulse

60 -100

fmin

Respirations

/min

Blood Pressure

90-150

mmHg

Height

Weight

Pain

PHO2

PHO9

Crafft

Audit

Audiometry

Asq - Questionnaire (Mos)

Asq - Fine Motar

Asq - Gross Motor

Asq - Language

Asq - Problem Solving

Asq - Social

[ New Dale:’Time]

[

oK ] ’ Cancel

Choose the historical date and click OK.

-

Select Date/Time

[ August3. 2000 |[[] 10:00
SunlMoanuelWelehul Fri|Sat| ? H gg
112 3 4 5 & 7 12
g9 w0 11213 14 an
15 16 17 18 13 20 21 %g
2 724 /™ B 7 ig
29 W A iy
Rl
Rl
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Enter the Vital Measurements you would like to add and click OK.

<t Vital Measurement Entry

o =%

Drefault Units -

20-4ug-2010 16:44

Fange Units

Temperature

38.8

F

Pulze

78

60 - 100 Jrnin

Respirations

Jmin

Blood Prezsure

128480

90 - 150 mmHg

Height

72

i

Weight

203

b

Pain

@ PHO2

PHR3

Crafft

Audit

Audiometry

Az - Questionnaire [Mosz)

Azg - Fine Motor

Az - Gross Mator

Az - Language

Agq - Problem Solving

Azq - Social

[New Datea’Time] [

ok |[ cancel |

Your newly added Vital Measurements should display in the Vitals component.

HE

Yital Yalue Date

TMF SBBFE7I1C] 20-Aug-2010 16:44
PLI 75 /min 20-Aug-2010 16:44
EP 128480 mmHg 20-Aug-2010 16:44
HT 72in[182.88 cm]  20-Aug-2010 16:44
W' T 20316 [92.08 kgl  20-Aug-2010 16:44
Bl 2753 20-Aug-2010 16:44
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Lab Tests
Lab tests are entered in the Orders component, which is located on the Orders tab.

File ‘“iew Action Oplions

View Orders Aclive Oiders [includes Pending & Recent Activity] - ALL SERVICES
Active Orders [includes | Service | Order I Diuration I Provider | MNurge | Clerk | Chart I Status |

‘wéribe Oiders
Drelayed Orders
ORDER SETS..
PATIENT CARE...
L4BORATORY...
Patient Movement
Condom Catheter
Chem 7
Diagnosis
Guaiac Stools

55

B

Conditian

Incentive S piromete
Glucose

Allergies

Dressing Change
CEC w/Diff

PT
PARAMETERS
DIETETICS...

TFR B/F B
Fiegular Diet

CPK

Weight

Tubefeeding

CPK

1&0

MNPO at Midnight

LOH
CallHO on
Urinalysis M

" HS-EHR TUCSON DEVELOPMENT SYSTEM =<
User Patient Tools Help
Patient Chart j| Caommunication 1| FPKS W| CIHA Intranet j| Micromedex j| E -Hdail
Patient.Crsae 01 GENERAL 23-4ug-201) Primary Care Team Unassigned Mo
300031 01-Jul1 5956 (52 ’ POWERS.MEGAN TR d

NDt\ficationle CoverSheetJl Triage/u W’allnesle Notele Drdarle tedications Labs Prob./‘PD\r"/u Sarvicas/u Heporls/ﬂ 0/C SummJl ConsultsJ‘ F’nvacy/u WM |
][ SticdE]

| POWERS MEGAN | DEMO.OKLAHDMA IHS.GOY | DEMO INDIAN HOSPITAL |
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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.
File ‘igw Action Ophions

Yiew Orders Active Orders [inclu

Active Orders (includes | Service |

Winike Orders

Delayed Orders ~
DRDER SETS...

£\

| LABORATORY...
El ent

Condom Catheter

Chem 7

Diagnogiz

Guaiac Stools

TS

The Order a Lab Test dialog box displays. Select the appropriate lab test, enter any other pertinent information, and click Accept Order.

-

ot Order a Lab Test

w

Available Lab Tests HOLALDL PROFILE MwhafH)
LIPID PROFILE <HDL/LDL P
BLOOD
LIFID FROFILE ~ <HDL/LDL
LITHIU b |
LER PAMEL <LFT1> BLOOD
LWER PROFILE  <LFT1:
LIVER-KIDNEY MICROSOMAI Uigeney IROUTINE ()
LORI'S TEST
LUPUS AMTICOAGULAMT
LUPUS PAMEL M
Collection Type Collection D ate,/Time Haow Often’?
Lab Callect (=] |Mextscheduled lab collection [+]| |OMCE
Clinical Indication:
Screening For Lipoid Digorders V77,91 E]
HOLALDL PROFILE pafaH) BLOOD  LC OMCE Indication: Sereening For Lipoid
Dizorders

(=)
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Your newly added Lab test should display in the Active Orders section of the Orders component.

plichz
Active Orderz (includes Pending & Recent Activiy] - ALL SERYICES
I Service I Order I Druration I Provider I Murse I Clerk: I Chart I Statuz |
HDL/LDL PROFILE fw'wH] BLOOD LC OMCE Indication: Screening For Start: NEXT
Lab | ipoid Disorders *UNSIGNED* Powers.M unreleased

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.

' HS-EHR TUCSON DEVELOPMENT SYSTEM =] X
User Patient Tools Help
Patient Chart \|| Communization \” RPMS \|| CIHA Intranet j| Micromedes: W| E-tail
Patient.Crsae 01 GENERAL 23-Aug-201| Primary Care Team Unassigned No
300031 01-Juk1958 [52)  F [ POWERS MEGAN Postings “
File:
Lab Results Laboratory R esults - Most Recent

Most Recent No Lab Results

EIL‘.ln_Fu\ati\péa o Oldest  Previous Next  Mewest Collected
estz By Date ollectes

Selected Testz By | « < > »

wiorksheet

Graph

ticrobiology

Anatomic Patholog)

Blood Bank

Lab Status

Motifications Cover Sheet JI Triage /u Welness /u Motes JI Orders JI M edications Labs Prob/POV /u Services JI Reports JI D4C Summ JI Consults Jl Privacy JI WCM |

uicide )

POWERS MEGAN |DEMD.DKLAHDMA.IHSGDV |DEMDINDIANHDSPITAL ‘
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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.

F:J" IHS-EHR. TUCSOM DEVELOPMENT SYSTEM

| User Patient Tools Help

| Patient Chart W| Communication \|| RFPMS \| CIHA Intranet W| Micromedex W| E-td ail \| /\
Patient,Crsae 01 GENERAL 23-L0g-201010:28 |[| | Primary Care Team Unassigned ( ‘ POC Lab
300031 0-Jul-1958 [52]  F POWERS MEGAN Ambulatory Entry

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.

./ Lab Point of Care Data Entry Form g [
Fatient: FPATIENT.CRSAE Hospital Location: 01 GENERAL
Ordering Provider | FOVWWERS MEGARN + | MNature of OrderfChange WRITTEM ~
Test GLUCOSE w | Sample Type BLOOD
Collection Date and Time |IIIB,-“23,."EEI1EI 0955 Abd M| Sign or Symptom 714.0 Rheurmatoid Arthritis b

CommentLabh Description:

Add Canned
Comrment

TEST RESULTS

Test Mame Fesult Feszulk Range [tz
2 GLUCOSE 92 >0t 105 mg/dL
Save ‘ ‘ Cancel

Clinical Objectives “Cheat Sheet” 91 Last Edited: 1/10/2012



Medications
Medications are entered in the Medications component, which is located on the Medications tab.

O IHS-EHR TUCSOM DEVELOPMEMT SYSTEM | - (O m
User Patient Tools Help
Patiznt Chart \|| Coarmunication \|| RPMS W| CIHA Intranet \|| Micromedes \|| E-bail W
Patient Crsae 01 GENERAL 23-4ug-201010:28 ||| Primary Care Team Unassigned ‘ POCLal Mo | we H g H o
500031 01-Jul1958 (52 POWERS MEGAN Ambulator Entry | Postings =
File “iew Action
v B 9 i * & S
Active Only  Chronic Only - 180 days Print. . Frocess. . Mew. . Check bt =
Action | Chronic Outpatient Medications Status |zzued Last Filled E xpires HHEF!IIS_J B 4 Bt |
Emainir
dction | MY OUTSIDE MEDS | Status | startDate

Natificatiuns/u D:nverSheet/u Triage/” Wellness/u Nates/ll Drdels/ll Medicatians/u Labs/ll F'rab.v'F'El‘-J'/u Sewices/u Flepalts/ll DiC Summ/” D:nnsults/ll F'livacy/” W Chd |
| ALl /I| ‘awcu:le)

|| POMWERS MEGAN ‘ DEMO.OKLAHOMAIHS. GOY | DEMO IMDIAN HOSPITAL |23-Aug-2D1D12:54 |
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To enter a prescription for a medication, click New.....

B Medications T
File “iew Action
¥ A = ! . e
Active Only Chronic Only 180 days Frirt... Proces? Check Outpatient Medications  ~
Action | Chronic Outpatient Medications E xpin

Status | |zzued | Lazt Filled

You will then see the Medication Order dialog. Choose the appropriate medication.

'+ Medication Order
HICOTINE PATCH

[Mo quick orders available]

WICOTINE PATCH |
MIFEDIFIME CAP.ORAL B |
MIFEDIFIME TAB .54

MNIPRIDE 28MGAAL M) <SO0DIUM NITROPRUSSIDE IMJ >

MIPRIDE 50MG INJ - <SODIUM MITROPRUSSIDE INJ »

MITORBID 2% OINTMENT  <MITROGLYCERIN OINT TOP »

WITROFURANTOIM CAP.ORSL

MWITROFURANTOIM SUSP

MITROGLYCERIM [MJ.SOLM

WITROGLYCERIN QIMT. TOP

MITROGLYCERIN TAB SUBLINGUAL

MITROSTAT 0.4MG SLTAE  <MITROGLYCERIM TAB.SUBLINGLAL »

MI: 1% CREAM RINSE - <PERMETHRIN 1% LIQUID,TOP »

WNIZORAL 200MG TAB  <KETOCOWNAZOLE TAB »

MWOME MISCELLANEOUS  WF

WOMO:YNOL CONTRACEPTIVE AEROSOLMAG

WOR-GD 0.35MG TAB  <MORETHINDROME TAE »

WOREFIMEPHRINE IS WF

WORETHIMDROME TAR

WNORMAL SALIME  <SODIUM CHLORIDE 0.9% INJ »

MWORPACE 100MG CAF <DISOPYRAMIDE CAP.ORAL » . |
MWORPACE 150MG CAFP <DISOPYRAMIDE CAP.ORAL » )

Ok
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You will then be able to enter more information about the prescription.

L |

) Medication Order
NICOTINE PATCH
Dozage . Comples
Dazage Raoute Scheduls
1 patch TRAMSDERMAL DAILY I
TRAMSDERMAL BID [IMSULIM) ~|
COMTINUOUSLY =]
DALY
FIVE TIMESADay
FR
FR-S4 |
Cornments:
Dayz Supply Cluantity Refillz Clinizal Indication [ ] Chronic: Med Friarity
a0 ::: 1 ::: 1 ::: Perzanal History of Tobaceo 1] ] Dispense as ROUTINE (]
Wiitken
Fick Up
(3 Clinic ) Mail &) Window
MICOTIME PATCH ADE!
APPLY OME [1] PATCH TO SKIM Dally
Guantity: 1 Refillz: 1 Chronic Med: HO Dispensze az 'Wiitten: MO Indication: Perzonal History of
Tobacco Usze
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Your newly added medication should display in the Medications component.

File “iew Action

v B = c * & I A
Active Only Chronic Only 180 days Frint... Process... Mew... Check, e
Action |Ehru:uniu:| Outpatient Medications | Status | |zzued | Last Fill=d | Expires Refill= B it | Provider |
Remainin

MICOTINE PATCH

APPLY OME [1] PATCH TO SKIN DAILY
Quantity: 1 Refills: 1 Dizpense az Written: M0 Indication: Personal
History of Tobacco Uze *UNSIGHNED™

Hew

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

r

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

'JIHSEHR  TUCSON DEVELOPMENT SYSTEM

User Patient Tools Help
Patient Chart ]| Communication 1| RPHE ]l CIHA Intranet 1| Micromedes E-Mail j
Patient Udshq 20 PEDIATRIC 23bug-2010 11:07 ‘ Primary Care Team Unassigned ‘ POC Lab Mo E o
519357 12-Feb-2010 (B months| F POWERS MEGAN Ambulator Entry Postings| =
‘ﬁ Education \i) Show Standard

Education Topic

Edt |[Deets
Comprehensi| Readiness i

Objectives | Comment | Provider

@ Health Factors add || Edit || Dolete & Exams sciiml Ecic B Dokts R Skin Test H|:' Edt | Delete
Vizit Date Health Factor Category Comment Wigit Date Vigit Date | Skin Test | Location Age@\isit |F
[R—T— [RR—TR—
Infant Feeding \I\ Perzanal Health \I\ Reproductive Histary 1 zation Record yl
Infant Feeding Add/Update | Dielels e
o Pyrecast — Conti dicat
Infant Feeding Histary HEY E FED past due Delete
DT pastdus W
HIB NOS due ‘
P past due
Vagcinati

IPLMHECO":'” Due Letter ” FProfile M Cage Data ] Edit || Delete

coing | Visit Date | Age@hisit | Location | Reaction

Volume | Inj. Site | Lot | VIS Date | Administered By

< i
Maotifications Cower Sheet

Prob/POYW J‘ Services J| Reparts J| D4C Summ J| Consults J| Privacy J‘ W J| ASO J| Suicide J

| POWERS MEGAMN DEMO.OKLAHOMA IHS. GOV DEMO INDIAN HOSPITAL | 23-Aug-201011:13

Triage™

T3 Medications Labs
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To enter Infant Feeding, click Add/Update in the Infant Feeding component.

|nfant Feeding \k Perzonal Health \[\ R eproductive Shemmmr———_

<;> Infant Feeding Add/Update || Delete

Infant Feeding Histary

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

B3 Infant Feeding Choice E
() Excluzive Breastfeeding

(]
(%) Mostly Ereastfesding -
(172 Breast 142 Formula
() Moty Farmula
() Formula Ornly

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

|nfant Feeding \k Perzonal Health \k Reproductive History

@ Infant Feeding Add/Update || Delete

Infant Feeding History

Feeding Choice | Entry Date |
MOSTLY BREASTFEEDING 08/23/201011:16
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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.

" HS-EHR TUCSON DEVELOPMENT SYSTEM =

User  Patient  Tools Help

Patient Chart ]| Communication 1| REMS \].! bbbl \i: o \:! s— . \|
Patient.Crsae 01 GENERAL 13-40g-200) Primary Care Teamm;m‘eﬂ' L : @ L
900031 1988 B2]  F POWERS MEGAN Am Fostings L
Education i) | Shiow Skandard m Edit mﬂ
Wizit D ate Education Topic Comprehensi| Readiness | Status Objectives | Comment | Provider Lenath | Type Location

@Health Factors site | Ecit U Delete ﬁExams s TE 3* Skin TestHistory [, 0 . (...

izt D ate

Health Factor Category Comment

Wizit Date | Skin Test | Location Age@Vizit | Fesult

Infant Feeding \k Perzonal Health \I\ Reproductive Histomy Immunization Record y |
Infant Feeding Dalata
— Forecast — Contraindications
Mot Applicable Tdap  past due Delete

‘F‘NELIMD-F'S Eoo Allergy 13-Aug-2010

Yaccinations

NDtificationle EnverSheet/u TriageJ Welnessz JJ Notes/” Dlders/ll Medicatinns/” Labs/” F'lob.n"F'EIVJ Services/u Hepnlts/” D/C Summ/” I:Dnsults/u Pli\-’ac_',l/” WCM |
| A5 )| ‘:uu|c:|de/l

|‘ POWERS MEGAMN | DEMO.OKLAHOMA IHS. GOV | DEMO INDIAM HOSPITAL |2EI-.|'-‘«ug-2EI1D1E:EIE
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To enter Patient Education, click Add in the Education component.

'ﬁ Education i}l Show Standard

Wizt [ ate

( )ﬂit Delete

Provider Length | Type

Education Topic Comprehenzi| Readinesz | Status Objectives | Comment

Choose the Education you would like to enter and click Select. To expand a topic, click the plus sign (+) next to the topic.

T

3 Education Topic Selection E
Bl 2 @A 282iems

Select By (%) Category List () Disease & Topic Entry
() Mame Lookup () Procedure & Taopic Entry

Items "i] Select
SUDDEN INFANT DEATH 5YNDROME L_,

SUICIDAL IDEATION AND GESTURES

SUN EXPOSURE
SURGICAL PROCEDURES AND ENDOSCOPY
= TOBACCO USE
COMPLICATIONS
CULTURALSPIRITUAL ASPECTS OF HEALTH
DISEASE PROCESS
E-ERCISE
FOLLOwWLP
HYGIEME
INFORMATION AMD REFERRAL
LIFESTYLE ADAPTATIOMNS
LITERATURE
MEDICAL NUTRITION THERAPY
MEDICATIONS
HUTRITION [

FREVEMTION

Dizplay

QAUT

Outcome &

S&FETY

w Standard
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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/llIness and Topic Selection and click OK.

-

fa| | €9 }E 52| Ditems

Select By () Category List (%) Disease & Topic Entry ) Pick, List
() Mame Lookup () Procedure & Taopic Entry

Enter both the DiseasefConditionflliness and
the Topic for the Education activity.

Dizeaze/Conditiond Iness Selechion

Dizeazedlliness: | Tobacoo Use Dizorder E]

POV | SCREENIMG FOR LIPOID DISORDERS
RHEUMATOID ARTHRITIS

T opic Selection

AMATOMY AND PHYSIOLOGY "
COMPLICATIONS |
DISEASE PROCESS

EQUIPMENT

EXERCISE

FOLLOW P

HOME MaMAGEMEMNT

HY'GIEME

LIFESTYLE ADAPTATION

LITERATURE

MEDICATIOMS

MUTRITION el

3 Education Topic Selection
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The Add Patient Education Event dialog box displays. Type in any pertinent information and click Add.

@'/ Add Patient Education Event

w

Education Topic | Tobacco Use-Cuit

(Tobacco Use)

[z]

Type of Training (%) Individual ) Group
Comprehension Level |GooD
Length |10 {miry)

Cormnrent

Pravided By |POWERS,MEGAN

Cancel

MR

[ ] Historical

Display Cutcome

# Standard

Patient's Learning Health

Readiness to Learn RECEF‘TI‘-.-'E| el Factars
Status/Oukcome
() Goal set () GoalMet () Goal Mok Met
101 Last Edited: 1/10/2012
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If this is historical education, select the Historical check box and enter the date and location of the education.

&% Add Patient Education Fvent H
Education Topic |Tu:u|:uau:u:u Use-Cuit | E]
(Tobacco Use)
Type of Training (%) Individual ) Group Cancel
Camprehension Level | GoOD M
Length (10 | {min) Histarical
Cormrnenk
- Display Cuktcome
& Standard
Pravided By POWERS,MEGAN =)
: Patient's Learning Health
Readiness ko Learn | RECEPTIVE M e
— Status/Cukcome
(JGoalset () GoalMet () Goal Mok Met
— Histarical
Event Date | 0640242010 E]
Location |CHEROKEE INDIAN HOSPITAL |E]
() IHS| Tribal Facility
() Other

Your newly added Patient Education should display in the Education component.

wEducﬂtiun yl how Skandard Edit Delete

| Comprehension | Readiness To Leamn | Status | Objectives | Comment | Provider | Length | Type | Location |
POMVERS MEGAN 10 Individual DEMO IMDIAN HOSPITAL

Yizit Date | Education Topic
08/23/20M0  Tobacco Use-Ouit GOOD RECEFTIVE

Last Edited: 1/10/2012
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Patient Education can also be entered when the Visit Diagnosis is entered. After entering the POV, click Education....

B3 Add POV for Current Visit

ICD  Tobacco Use Disordeq

Narative | T1obacco Use Disorder

Date of Onset -
[T POV is Injury Related

[NOTE: If the ICD iz not selected it defaults to 9993 - Uncoded D

0siz)

Modifier |

'

Primary

Diagnosis

Addto
] Problem List
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The Document Patient Education dialog box displays. Type in any pertinent information and click Save.

-

'@ Document Patient Education

w

Disease)llness | Tobacco Use Disorder
Topic Selection

AMATOMY AND PHYSIOLOGY
COMPLICATIONS

DISEASE PROCESS
EQUIPMEMNT

ExERCISE

FOLLOW LP

(-]

Type of Training (%) Individual () Group
Comprehension Level | G000
Length (10 | {min)

Comrnenk

Provided By | POMWERS, MEGARN

Readiness to Learn | RECEPTIVE|

StatusQutcome

{JGoalset (GoalmMet () Goal Mot Met

a3

Save

Cancel

[ ]Historical

Patient's Learning Healkh
Factars
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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.

Cwser  weonomeoewewsvted [ Log

User Patient Tools Help

Patient Chart ]l Comrmurication \|| RFS :| CIHA Intranet jl Micramedes \|| E-bd ail
Patient,Crsae 01 GENERAL 234ug-201010:28 |||| Primary Care Team Unassigned | PO| Mo E QZS
900031 01-Jul-1958 [52) F POWERS MEGAN Ambulatar E|Posting: S
‘ﬁ Education j)l Show Standard Edit Delete
Vigit Date | Education Topic | Comprehension | Readiness To Lean | Status | Objectives | Comment | Provider | Lenath | Type | Location |
08/23/2010  Tobacco Use-Quit  GOOD RECEPTIVE FPOWERS MEGAM 10 Individual DEMO INDIAN HOSPITAL

Edit Delete

@ Health Factors

|Wigt Date | Health Factar
08/15/2010  Current Smoker

@ Exams sdd || Edit || Delete Skin Test H"- Edit | Delete

| Category | Comment Visit Date | Exams | Result Vigit Date | Skin Test | Location Age@izit |F
Tobacco 08/19/2010 DIABETICEYE EXaM  NORMALM
06/02/2010 ALCOHOL SCREENING  NORMALM

|

Infant Feeding \| Perzonal Health \k Fepraductive Histary \ Immunization Record yl
|
Personal Health Refusal ’ Add ] Edit || Delet R
Forecast — Contraindications
Tdap  past due Add || Delate
FMEUIMO-PS Egg Allergy 15-4ug-2010
FLU-HIGH Ainaphylasiz 19-A4ug-2010
Yac tions
’Printﬂecold][ Due Letter ” FProfile ][ Laze Data ] Edit Delete
immminn | A finik Piobe | Ao ¥ it | ] cmmbican I mmbice 5t [ Eien e
Motifications Caver Sheet Triage ‘wellness Motes Orders Medications Labs Frob/POY J| Services J| Fepoarts Jl /T Summ Jl Conszults J| Privacy J| W Che J| ASL) J| Suicide J
| POWERS MEGAN | DEMO.OKLAHOMA, IHS GO | DEMO INDIAM HOSPITAL | 24-Aug-2010 15:41
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To enter a Refusal, select Refusal in the drop-down box and click Add in the Personal Health component.

| N

|
W? Personal Health |Hemﬁ| ) Edi || Delete

I

FPerzonal Health Fremsesaliue Histoy

Infant Feeding

Select the Refusal Type you would like to enter and click the ellipses (...) button.

B3 Enter Refusal

Refuzal Twpe [ EEG [ Medication/Drug
[] E®am [1PAP Smear
[ Irrurizatiar [ Radialogy Exam
[Lab [ Skin Test
[] M ammogram
M eazurement

/
teasurement || (@

Date Refused | 06/24/2010 (™

Carmmenk
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Search for the item you would like to add a refusal for and click OK.

B3 Lookup Measurement ﬁ

H Search ]

Search Yalue |H

Select one of the following records

Measurementa |

HEAD CIRCUMFEREMCE
HEARIMNG
HEIGHT

Enter in a comment (if applicable) and click Add.

5 Enter Refusal

[ Immurization [ Radiology Exam

Refuzal Type [[1EKG ["] Medization/Drug
[ Ewam [ PAP Smear

[1Lab [ Skin Test Cancel
[1Marmmogram
v feaziement

Measurernent |HE||3HT |Q

Date Refused | 02/24/2010 (e

Cornrment
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Your newly added Refusal should display in the Personal Health component.

|nfant Feeding \| Perzanal Health \I\ Feproductive Histary
-8
lww Personal Health | Frefusal ][ 2dd ]| Edit || Delete
Helueal | 08/24/2010: HT [Measurements)
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