Key Clinical Performance Objectives

Cheat Sheet for EHR Documentation and Data Entry for CRS Version 15.1
Last Updated May 2015

Data Entry Best Practices to Meet Measures

Recommended use for this material: Each facility should:

1.
2.
3.
4.
5.

Identify their three or four key clinical problem areas.

Review the attached information.

Customize the provider documentation and data entry instructions, if necessary.
Train staff on appropriate documentation.

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/CRS/documents/crsv15/GPRAMeasuresVV151.pdf

See Enter Information in EHR on Page 54 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 Standard EHR documentation for tests performed | Diabetes Prevalence Diagnosis
Note: This is not a GPRA at the facility. Ask about off-site tests and record POV
measure; however, it is historical information in EHR: Visit Diagnosis Entry
used in determining e Date received Purpose of Visit: ICD-9: 250.00-
patients that 'havt'a been e Location 250.93 or ICD-10: E10.*-E13.*
diagnosed with diabetes. e Results Provider Narrative:

Modifier:

Cause of DX:

Clinical Objectives Cheat Sheet 1 Last Edited: 5/25/2015


http://www.ihs.gov/CRS/documents/crsv15/GPRAMeasuresV151.pdf

Key Clinical Performance Objectives

Performance Measure

Standard

Provider Documentation

How to Enter Data in EHR

Diabetes: Glycemic
Control

Active Clinical Patients
DX with diabetes and with
an Alc:

e Lessthan(<)8
(Good Glycemic
Control)

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

e Date received
e Location
e 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:
CPT

Visit Services Entry (includes
historical CPTSs)

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

Quantity:
Modifier:
Modifier 2:

Diabetes: Blood Pressure
Control

Active Clinical Patients
DX with diabetes and with
controlled blood pressure:

e Less than (<) 140/90
(mean systolic less
than (<) 140, mean
diastolic less than (<)
90)

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

e Date received
e Location
¢ Results

Blood Pressure Data Entry

Vital Measurements Entry
(includes historical Vitals)

Value: [Enter as

Systolic/Diastolic (e.g., 140/90)]

Select Qualifier:
Date/Time Vitals Taken:
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Performance Measure Standard Provider Documentation How to Enter Data in EHR
Diabetes: LDL Active Clinical Patients Standard EHR documentation for tests performed | LDL (Calculated) Lab Test
Assessment DX with diabetes and a at the facility. Ask about off-site tests and record Lab Test Entry
completed LDL test. historical mformanon in EHR: Enter Lab Test Type: [Enter
» Date received site’s defined LDL Lab Test]
e Location Collect Sample/Specimen:
e Results [Blood]
Clinical Indication:
LDL CPT

Visit Services Entry (includes
historical CPTSs)

Enter CPT Code: 80061, 83700,
83701, 83704, 83721, 3048F,
3049F, 3050F, G9271, G9272

Quantity:
Modifier:
Modifier 2:
LDL POV
Visit Diagnosis Entry
Purpose of Visit: ICD-9: V77.91
Provider Narrative:
Modifier:
Cause of DX:
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Performance Measure Standard

Provider Documentation

How to Enter Data in EHR

Diabetes: Nephropathy Active Clinical Patients
Assessment DX with diabetes with a

Nephropathy assessment:

Estimated GFR with
result during the
Report Period

Urine Albumin-to-
Creatinine Ratio
during the Report
Period

End Stage Renal
Disease
diagnosis/treatment

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

e Date received
e Location
e 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:
Urine Albumin-to-Creatinine
Ratio CPT
Visit Services Entry (includes
historical CPTSs)

Enter CPT: 82043 AND 82570

Quantity:

Modifier:

Modifier 2:

ESRD CPT
Visit Services Entry (includes
historical CPTSs)

Enter CPT: 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, 3066F, G0257, G9231,
S2065 or S9339

Quantity:
Modifier:
Modifier 2:
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Performance Measure Standard Provider Documentation How to Enter Data in EHR

Diabetes: Nephropathy ESRD POV

Assessment (cont.) Visit Diagnosis Entry

Purpose of Visit: ICD-9: 585.6,
V42.0, V45.11, V45.12, V56.%;
ICD-10: N18.6, Z48.22, Z49.*,
Z91.15, 794.0, 299.2

Provider Narrative:

Modifier:

Cause of DX:
ESRD Procedure
Procedure Entry

Operation/Procedure: ICD-9:
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
and no bilateral blindness
will have a qualified*
retinal examination during
the report period.

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

o Dilated retinal
evaluation by an
optometrist or
ophthalmologist

e Seven standard fields
stereoscopic photos
(ETDRS) evaluated
by an optometrist or
ophthalmologist

e 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:

e Date received

e Location
e Results
Exams:

o 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

e Other Eye Exams

- Non-DNKA (did not keep appointment)
visits to ophthalmology, optometry or
validated
teleophthalmology 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 CPTSs)

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

Quantity:
Modifier:
Modifier 2:
Other Eye Exam CPT

Visit Services Entry (includes
historical CPTSs)

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

Quantity:
Modifier:
Modifier 2:
Other Eye Exam POV
Visit Diagnosis Entry
Purpose of Visit: ICD-9: V72.0
Provider Narrative:
Modifier:
Cause of DX:
Other Eye Exam Clinic

Clinic Entry
Clinic: A2, 17, 18, 64
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Key Clinical Performance Objectives

Performance Measure Standard Provider Documentation How to Enter Data in EHR
Access to Dental Service | Patients should have Standard EHR documentation for tests performed | Dental Exam

annual dental exams. at the facility, ask about off-site tests and record Exam Entry (includes historical

Note: Refusals are not historical information in EHR: exams)

counted toward the GPRA | e Date received Select Exam: 30

measure, but should still e Location Result: [Enter Results]

be documented.

e Results Comments:

Provider Performing Exam:
Dental Exam (ADA code)

ADA codes cannot be entered
into EHR.

Dental Exam CPT

Visit Services Entry (includes
historical CPTSs)

Enter CPT: D0190, D0191
Quantity:
Modifier:
Modifier 2:
Dental Exam POV
Visit Diagnosis Entry

Purpose of Visit: ICD-9: V72.2;
ICD-10: Z01.20, Z01.21

Provider Narrative:
Modifier:
Cause of DX:
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Performance Measure

Standard

Provider Documentation

How to Enter Data in EHR

Dental Sealants

Patients should have one
or more intact dental
sealants.

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:

e Date received
e Location
e Results

Dental Sealants (ADA)

ADA codes cannot be entered
into EHR.

Dental Sealants CPT

Visit Services Entry (includes
historical CPTSs)

Enter CPT: D1351, D1352,
D1353

Quantity:
Modifier:
Modifier 2:

Topical Fluoride

Patients should have one
or more topical fluoride
applications.

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:

e Date received
e Location
e Results

Topical Fluoride (ADA code)

ADA codes cannot be entered
into EHR.

Topical Fluoride CPT

Visit Services Entry (includes
historical CPTSs)

Enter CPT: D1206, D1208,
D5986

Quantity:
Modifier:
Modifier 2:
Topical Fluoride POV
Visit Diagnosis Entry
Purpose of Visit: ICD-9: V07.31
Provider Narrative:
Modifier:
Cause of DX:
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Performance Measure

Standard

Provider Documentation

How to Enter Data in EHR

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.

Refusals should be
documented. Note: Only
Not Medically Indicated
(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:

e IZtype
e Date received
e Location

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

Immunization Package of "Egg Allergy" or
"Anaphylaxis"

NMI Refusal

Influenza Vaccine
Immunization Entry (includes

historical immunizations)

Select Immunization Name: 140,
141, 144, 149, 150, 151, 153,
155, 158, 161, 166 (other
options are 111, 15, 16, 88)

Lot:

VFC Eligibility:
Influenza Vaccine POV
Visit Diagnosis Entry

Purpose of Visit: ICD-9: *V04.81,
*V06.6

Provider Narrative:
Modifier:
Cause of DX:

* NOT documented with 90663,
90664, 90666-90668, 90470,
G9141, G9142

Influenza Vaccine CPT

Visit Services Entry (includes
historical CPTSs)

Enter CPT: 90630, 90654-
90662, 90672, 90673, 90685-
90688, G0O00S8

Quantity:
Modifier:
Modifier 2:
NMI Refusal of Influenza

NMI Refusals can only be
entered in EHR via Reminder
Dialogs.
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Performance Measure Standard Provider Documentation How to Enter Data in EHR

Contraindication Influenza

Immunization Entry -
Contraindications

Vaccine: [See codes above]

Reason: Egg Allergy,
Anaphylaxis

Influenza (cont.)
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Performance Measure

Standard

Provider Documentation

How to Enter Data in EHR

Adult Immunizations

All adults ages 65 and
older will have a
pneumococcal vaccine.

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

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:

o |Ztype
e Date received
e Location

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

Immunization Package of "Egg Allergy" or
"Anaphylaxis"

NMI Refusal

Pneumococcal Vaccine

Immunization Entry (includes
historical immunizations)

Select Immunization Name: 33,
100, 109, 133, 152

Lot:

VFC Eligibility:
Pneumococcal Vaccine POV
Visit Diagnosis Entry

Purpose of Visit: ICD-9: V06.6,
V03.82

Provider Narrative:

Modifier:

Cause of DX:
Pneumococcal Vaccine CPT

Visit Services Entry (includes
historical CPTSs)

Enter CPT: 90669, 90670,
90732, G0009, G9279

Quantity:
Modifier:
Modifier 2:
NMI Refusal of Pneumococcal

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

Contraindication Pneumococcal

Immunization Entry -
Contraindications

Vaccine: [See codes above]

Reason: Egg Allergy,
Anaphylaxis
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Key Clinical Performance Objectives

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 4313*314
combo:

4 DTaP

3 1PV

1 MMR

3 Hepatitis B

3 or4Hib

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:

o |Ztype
e Date received
e Location

Because IZ data comes from multiple sources,
any |Z 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."

e OPV: Immunization Package: "Immune
Deficiency."

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

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

e Pneumococcal: Immunization Package:
"Anaphylaxis"

Childhood Immunizations
Immunization Entry (includes

historical immunizations)

Select Immunization Name:
DTaP: 20, 50, 102, 106, 107,
110, 120, 130, 146; DTP: 1, 22,
102; Tdap: 115; DT: 28; Td: 9,
113, 138, 139; Tetanus: 35, 112;
Acellular Pertussis: 11; OPV: 2,
89; IPV: 10, 89, 110, 120, 130,
146; MMR: 3, 94; M/R: 4; R/M:
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;
Pneumococcal: 33, 100, 109,
133, 152

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:
4 doses of DTaP:

e 4 DTaP/DTP/Tdap

e 1DTaP/DTP/Tdap and 3 DT/Td

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

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

e 4 each of Diphtheria, Tetanus, and Acellular
Pertussis

3 doses of IPV:
e 30PV
e 3IPV

e Combination of OPV and IPV totaling three
doses

1 dose of MMR:

e MMR

1 M/R and 1 Mumps

1 R/M and 1 Measles

1 each of Measles, Mumps, and Rubella
3 doses of Hepatitis B

e 3dosesof Hep B

3 or 4 doses of HIB, depending on the vaccine
administered

1 dose of Varicella
4 doses of Pneumococcal

Childhood Immunizations POV
Visit Diagnosis Entry

Purpose of Visit: DTaP: ICD-9:
V06.1; DTP: ICD-9: V06.1,
V06.2, V06.3; DT: ICD-9: V06.5;
Td: ICD-9: V06.5; Diphtheria:
ICD-9: V03.5; Tetanus: ICD-9:
V03.7; Acellular Pertussis: ICD-
9: V03.6; IPV: ICD-9: V04.0,
V06.3; IPV (evidence of
disease): ICD-9: 730.70-730.79,
ICD-10: M89.6*; MMR: ICD-9:
V06.4; Measles: ICD-9: V04.2;
Measles (evidence of disease):
ICD-9: 055*, ICD-10: B05.%;
Mumps: ICD-9: V04.6; Mumps
(evidence of disease): ICD-9:
072*, ICD-10: B26.*; Rubella:
ICD-9: V04.3; Rubella (evidence
of disease): ICD-9: 056*, 771.0,
ICD-10: B06.*; Hepatitis B
(evidence of disease): ICD-9:
Vv02.61, 070.2, 070.3, ICD-10:
B16.*, B19.1*, Z722.51; HIB: ICD-
9: V03.81; Varicella: ICD-9:
V05.4; Varicella (evidence of
disease): ICD-9: 052*, 053*,
ICD-10: BO1.*-B02.*%,
Pneumococcal: ICD-9: V06.6,
Vv03.82

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 CPTSs)

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; Pneumococcal:
90669, 90670, 90732, G0009,
G9279

Quantity:
Modifier:
Modifier 2:

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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Performance Measure

Standard

Provider Documentation

How to Enter Data in EHR

Cancer Screening: Pap
Smear Rates

Women ages 24-64
should have a Pap Smear
every 3 years, or if patient
is 30 to 64 years of age,
either a Pap Smear
documented in the past 3
years or a Pap Smear
and an HPV DNA
documented in the past 5
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:

e Date received
e Location
e 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: ICD-9: V72.32,
V76.2, 795.0*; ICD-10: R87.61%,
R87.810, R87.820, Z01.42,
Z12.4

Provider Narrative:
Modifier:
Cause of DX:

Pap Smear CPT

Visit Services Entry (includes
historical CPTSs)

Enter CPT: 88141-88154,
88160-88167, 88174-88175,
G0123, G0124, G0141, G0143-
G0145, G0147, G0148, P3000,
P3001, Q0091

Quantity:

Modifier:

Modifier 2:
HPV V Lab
Lab Test Entry

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

Clinical Indication:

Clinical Objectives Cheat Sheet
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Performance Measure Standard Provider Documentation How to Enter Data in EHR

Cancer Screening: Pap HPV POV

Smear Rates (cont.) Visit Diagnosis Entry

Purpose of Visit: ICD-9: V73.81,
079.4, 796.75, 795.05, 795.15,
796.79, 795.09, 795.19; ICD-10:
B97.7, R85.618, R85.81,
R85.82, R87.628, R87.810,
R87.811, R87.820, R87.821,
Z11.51

Provider Narrative:
Modifier:
Cause of DX:

HPV CPT

Visit Services Entry (includes
historical CPTSs)

Enter CPT: 87623-87625
Quantity:

Modifier:

Modifier 2:
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Performance Measure

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:

e Date received

e Location

e Results

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

Mammogram POV
Visit Diagnosis Entry

Purpose of Visit: ICD-9: V76.11,
V76.12, 793.80, 793.81, 793.89;
ICD-10: R92.0, R92.1, R92.8,
Z12.31

Provider Narrative:

Modifier:

Cause of DX:
Mammogram CPT

Visit Services Entry (includes
historical CPTSs)

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

Quantity:

Modifier:

Modifier 2:
Mammogram Procedure
Procedure Entry

Operation/Procedure: ICD-9:
87.36, 87.37; ICD-10: BH00ZZZ,
BH01zZZ, BH02Z2ZZ

Provider Narrative:
Operating Provider:

Diagnosis: [Enter appropriate
DX]
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Performance Measure

Standard

Provider Documentation

How to Enter Data in EHR

Colorectal Cancer
Screening

Adults ages 50-75 should
be screened for CRC
(USPTF).

For GPRA, IHS counts
any of the following:

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

e Flexible
sigmoidoscopy in the
past 5 years

e Colonoscopy every
10 years.

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

Standard EHR documentation for procedures
performed at the facility (Radiology, Lab,
provider).

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

Ask and record historical information in EHR:
o Date received

e Location

e Results

Telephone visit with patient

Verbal or written lab report

Patient’s next visit

Colorectal Cancer POV
Visit Diagnosis Entry

Purpose of Visit: ICD-9: 153.*,
154.0, 154.1, 197.5, V10.05;
ICD-10: C18.*, C19, C20, C78.5,
Z85.030, 785.038

Provider Narrative:
Modifier:
Cause of DX:

Total Colectomy CPT

Visit Services Entry (includes
historical CPTSs)

Enter CPT: 44150-44151,
44155-44158, 44210-44212

Quantity:

Modifier:

Modifier 2:
Total Colectomy Procedure
Procedure Entry

Operation/Procedure: ICD-9:
45.8*; ICD-10: ODTE*ZZ

Provider Narrative:
Operating Provider:

Diagnosis: [Enter appropriate
DX]
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Performance Measure

Standard

Provider Documentation

How to Enter Data in EHR

Colorectal Cancer
Screening (cont.)

FOBT or FIT CPT

Visit Services Entry (includes
historical CPTSs)

Enter CPT: 82270, 82274,
G0328

Quantity:
Modifier:
Modifier 2:
Flexible Sigmoidoscopy CPT

Visit Services Entry (includes
historical CPTSs)

Enter CPT: 45330-45345,
G0104

Quantity:
Modifier:
Modifier 2:

Flexible Sigmoidoscopy
Procedure

Procedure Entry

Operation/Procedure: ICD-9:
45.24; ICD-10: 0DJD8ZZ

Provider Narrative:
Operating Provider:
Diagnosis: [Enter appropriate
DX]

Colon Screening CPT

Visit Services Entry (includes

historical CPTSs)

Enter CPT: 44388-44394,
44397, 45355, 45378-45387,
45391, 45392, G0105, G0121,
G9252, G9253

Quantity:

Modifier:

Clinical Objectives Cheat Sh
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Performance Measure Standard Provider Documentation How to Enter Data in EHR

Colorectal Cancer Colon Screening Procedure
Screening (cont.) Procedure Entry

Operation/Procedure: ICD-9:
45.22, 45.23, 45.25, 45.42,
45.43; ICD-10: (see logic
manual for codes)

Provider Narrative:
Operating Provider:
Diagnosis: [Enter appropriate
DX]
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Key Clinical Performance Objectives

Performance Measure

Standard

Provider Documentation

How to Enter Data in EHR

Tobacco Use and
Exposure Assessment

Note: This is not a 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:

e Date received
e Location
e Results

Document on designated Health Factors section
of form:

e HF-Current Smoker, every day

e HF-Current Smoker, some day

e HF-Heavy Tobacco Smoker

e HF-Light Tobacco Smoker

o HF—Current Smoker, status unknown
e HF-Current Smokeless

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

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

e HF-Smoker in Home

e HF-Ceremonial Use Only

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

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:
e Codes will contain "TO-", "-TO", "-SHS"

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 Education (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

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:
ETS Health Factor
Health Factor Entry

Select V Health Factor: Exp to
ETS

Level/Severity:
Provider:
Quantity:
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Performance Measure

Standard

Provider Documentation

How to Enter Data in EHR

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 or quit tobacco use.
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:

e Date received
e Location
e Results

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

e Last documented Tobacco Health Factor

e Last documented Tobacco related POV

e Last documented Tobacco related CPT
Health factors considered to be a tobacco user:
e HF—Current Smoker, every day

o HF—Current Smoker, some day

e HF-Heavy Tobacco Smoker

e HF-Light Tobacco Smoker

o HF—Current Smoker, status unknown

o HF—Current Smokeless

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

Tobacco Patient Education Codes:
e Codes will contain "TO-", "-TO", "-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 Education (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

Tobacco Cessation
(cont.)

Prescribe Tobacco Cessation Aids:

e Predefined Site-Populated Smoking
Cessation Meds

e 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 Education (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, 4000F

Category:

Readiness to Learn:

Level of Understanding:
Provider:

Length of Education (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

Tobacco Cessation Tobacco Cessation Clinic
(cont.) Clinic Entry

Clinic: 94

Tobacco Cessation Dental
(ADA)

ADA codes cannot be entered into
EHR.

Tobacco Cessation CPT

Visit Services Entry (includes
historical CPTSs)

Enter CPT Code: D1320, 99406,
99407, 4000F

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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Performance Measure Standard Provider Documentation How to Enter Data in EHR
Tobacco Cessation Tobacco Cessation Prescription
(cont.) CPT

Visit Services Entry (includes
historical CPTSs)

Enter CPT Code: 4001F
Quantity
Modifier:
Modifier 2:
Quit Tobacco POV
Visit Diagnosis Entry

Purpose of Visit: ICD-9: 305.13,
V15.82; ICD-10: F17.2*1,
Z87.891

Provider Narrative:
Modifier:
Cause of DX:
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Performance Measure

Standard

Provider Documentation

How to Enter Data in EHR

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:

e Date received
e Location
e Results

Alcohol screening may be documented with either
an exam code or the CAGE health factor in EHR.

Medical Providers:
EXAM—AIcohol Screening

e Negative—Patient’s screening exam does not
indicate risky alcohol use.

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

¢ Refused—Patient declined exam/screen

e 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

1. CAGE 0/4 (all No answers)
2. CAGE 1/4
3. CAGE 2/4
4. CAGE 3/4
5. CAGE 4/4

Choose 1-5: [Number from
above]

Level/Severity:
Provider:
Quantity:
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Performance Measure

Standard

Provider Documentation

How to Enter Data in EHR

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”:

e Alcohol Screening Exam Code Result:
Refused

The provider is unable to conduct the screen:

e 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 POV
Visit Diagnosis Entry

Purpose of Visit: ICD-9: V11.3,
V79.1

Provider Narrative:
Modifier:

Cause of DX:

Alcohol Screening CPT

Visit Services Entry (includes
historical CPTSs)

Enter CPT Code: 99408, 99409,
G0396, G0397, HO049, HO050

Quantity

Modifier:

Modifier 2:
Alcohol-Related Diagnosis POV
Visit Diagnosis Entry

Purpose of Visit: ICD-9: 303.*,
305.0*, 291.*, 357.5*%; ICD-10:
F10.1*, F10.20, F10.220-F10.29,
F10.920-F10.982, F10.99,
G62.1

Provider Narrative:

Modifier:

Cause of DX:
Alcohol-Related Procedure
Procedure Entry

Operation/Procedure: ICD-9:
94.46, 94.53, 94.61-94.63,
94.67-94.69

Provider Narrative:
Operating Provider:

Diagnosis: [Enter appropriate
DX]
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Performance Measure Standard

Provider Documentation

How to Enter Data in EHR

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

Zone lll: Score 16-19 Harmful and
hazardous drinking

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

Alcohol-Related PED - Topic

Patient Education Entry (includes
historical patient education)

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

Readiness to Learn:

Level of Understanding:
Provider:

Length of Education (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
Alcohol Screening (FAS AUDIT-C Measurements: Alcohol-Related PED -
Prevention) (cont.) How often do you have a drink containing Diagnosis
alcohol? Patient Education Entry (includes
e (0) Never (Skip to Questions 9-10) historical patient education)
+ ) Monty or s A g
* (2)2to4times a month 38?0*6,291.*& 357.5+Category:
e (3)2to3times a week Readiness to Learn:
e (4) 4 or more times a week Level of Understanding:
How many drinks containing alcohol do you have Provider:
on a typical day when you are drinking? Length of Education (Minutes):
* (Olor2 Comment
e (1)3or4 Goal Code: [(Objectives Met) (if
e (2)50r6 a goal was set, not set, met, or
e (3)7,8,0r9 not met, enter the text relating to
e (4) 10 or more the goal)]
How often do you have 6 or more drinks on one Goal' Comment: _
occasion? Provider’s Narrative:
o (0) Never Alcohol-Related PED - CPT
e (1) Less than monthly P'atierjt Educ_ation Entry_(includes
historical patient education)
* (2) Monthly Select CPT Code Number:
* (3) Weekly 99408, 99409, G0396, G0397,
e (4) Daily or almost daily HO0049, or HO050
Category:
Readiness to Learn:
Level of Understanding:
Provider:
Length of Education (Minutes):
Comment
Goal Code: [(Objectives Met) (if
a goal was set, not set, met, or
not met, enter the related text)]
Goal Comment:
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Performance Measure

Standard

Provider Documentation

How to Enter Data in EHR

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).
e In men, a score of 4 or more is considered
positive
e 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:

e 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?

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

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

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

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

Total CRAFFT score (Range: 0-6).
A positive answer to two or more questions is

highly predictive of an alcohol or drug-related
disorder. Further assessment is indicated.

Alcohol Screen AUDIT
Measurement

Vital Measurements Entry
(includes historical Vitals)

Value: [Enter 0-40]
Select Qualifier:
Date/Time Vitals Taken:

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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Performance Measure

Standard

Provider Documentation

How to Enter Data in EHR

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:

o Date received

e Location

e Results

Medical and Behavioral Health Providers:
EXAM—IPV/DV Screening

¢ Negative—Denies being a current or past
victim of IPV/DV

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

e Present-Discloses current IPV/DV

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

e 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:
e Codes will contain "DV-" or "-DV"

IPV/IDV 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: ICD-9: 995.80-
83, 995.85, V15.41, V15.42,
V15.49; ICD-10: T74.11XA,
T74.21XA, T74.31XA,
T74.91XA, T76.11XA,
T76.21XA, T76.31XA,
T76.91XA, Z91.410; IPV/DV
Counseling: ICD-9: V61.11; ICD-
10: Z69.11

Provider Narrative:
Modifier:
Cause of DX:
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Performance Measure

Standard

Provider Documentation

How to Enter Data in EHR

Intimate Partner
(Domestic) Violence
Screening (IPV/DV)
(cont.)

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:
Provider:

Length of Education (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, V15.49

Category:

Readiness to Learn:

Level of Understanding:
Provider:

Length of Education (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

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. Ask and record historical
information in EHR:

o Date received

e Location

e Results

Medical Providers:
EXAM—Depression Screening

¢ Normal/Negative—Denies symptoms of
depression

e Abnormal/Positive—Further evaluation
indicated

¢ Refused-Patient declined exam/screen
e 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:
e Major Depressive Disorder

¢ Dysthymic Disorder

e Depressive Disorder NOS

e Bipolar | or Il Disorder

e Cyclothymic Disorder

¢ Bipolar Disorder NOS

e Mood Disorder Due to a General Medical
Condition

e Substance-induced Mood Disorder
e 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: ICD-9: V79.0
Provider Narrative:
Modifier:
Cause of DX:
Depression Screening CPT

Visit Services Entry (includes
historical CPTSs)

Enter CPT Code: 1220F, 3725F,
G0444

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

Depression Screening
(cont.)

Patient Health Questionnaire (PHQ-2 Scaled
Version)

Over the past two weeks, how often have you
been bothered by any of the following problems?

Little interest or pleasure in doing things

e Not at all Value: O
e Several days Value: 1
¢ More than half the days Value: 2
o Nearly every day Value: 3
Feeling down, depressed, or hopeless

e Not at all Value: 0
e Several days Value: 1
e More than half the days Value: 2
e Nearly every day Value: 3

PHQ-2 Scaled Version (continued)

Total Possible PHQ-2 Score: Range: 0-6

e 0-2: Negative Depression Screening Exam:
- Code Result: Normal or Negative

e 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

e Code Result: Refused

The provider is unable to conduct the Screen
Depression Screening Exam

e Code Result: Unable To Screen

Mood Disorder Diagnosis POV
Visit Diagnosis Entry

Purpose of Visit: ICD-9: 296.*,
291.89, 292.84, 293.83, 300.4,
301.13, 311; ICD-10: F06.31-
F06.34, F1*.*4, F10.159,
F10.180, F10.181, F10.188,
F10.259, F10.280, F10.281,
F10.288, F10.959, F10.980,
F10.981, F10.988, F30.*, F31.0-
F31.71, F31.73, F31.75, F31.77,
F31.81-F31.9, F32.*-F39

Provider Narrative:
Modifier:
Cause of DX:
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Performance Measure Standard Provider Documentation How to Enter Data in EHR
Depression Screening Provider should Note the screening tool used was
(cont.) the PHQ-2 Scaled at the Comment Mnemonic for

the Exam Code.

PHQ9 Questionnaire Screening Tool

Little interest or pleasure in doing things?

e Not at all Value: O

e Several days Value: 1

¢ More than half the days Value: 2

o Nearly every day Value: 3

Feeling down, depressed, or hopeless?

e Not at all Value: 0

e Several days Value: 1

e More than half the days Value: 2

e Nearly every day Value: 3

Trouble falling or staying asleep, or sleeping too

much?

e Not at all Value: 0

e Several days Value: 1

e More than half the days Value: 2

e Nearly every day Value: 3

Feeling tired or having little energy?

e Not at all Value: 0

e Several days Value: 1

e More than half the days Value: 2

e Nearly every day Value: 3
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Depression Screening
(cont.)

Poor appetite or overeating?

e Not at all Value: O
e Several days Value: 1
¢ More than half the days Value: 2
e Nearly every day Value: 3

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

e Not at all Value: 0
e Several days Value: 1
e More than half the days Value: 2
e Nearly every day Value: 3

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

o Not at all Value: 0
e Several days Value: 1
¢ More than half the days Value: 2
o 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?

e Not at all Value: 0
e Several days Value: 1
¢ More than half the days Value: 2
e 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?

e Not at all Value: O
e Several days Value: 1
¢ More than half the days Value: 2
o 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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Childhood Weight Control

Patients ages 2-5 at the
beginning of the report
period whose BMI could
be calculated and have a
BMI equal to or greater
than (=>) 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:

e Height

¢ Weight

o Date Recorded

BMI is calculated using NHANES Il

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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Performance Measure

Standard

Provider Documentation

How to Enter Data in EHR

Childhood Weight Control
(cont.)

Patients with BMI either 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 Obes | BMI BMI
Weigh | e > <
t
2-2 M 17.7 18.7 368 |72
F 17.5 18.6 370 |7.1
3-3 M 17.1 18.0 356 |71
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

Controlling High Blood
Pressure - Million Hearts

User Population patients
ages 18 through 85
diagnosed with
hypertension and no
documented history of
ESRD or current
diagnosis of pregnancy
who have BP less than
(<) 140/90 (mean systolic
less than (<) 140, mean
diastolic less than (<) 90).

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

e Date received
e Location
e Results

Blood Pressure Data Entry

Vital Measurements Entry
(includes historical Vitals)

Value: [Enter as

Systolic/Diastolic (e.g., 140/90)]

Select Qualifier:
Date/Time Vitals Taken:
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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 Coronary
Heart Disease (CHD)
prior to the Report Period,
AND at least 2 visits
during the Report Period,
AND 2 CHD-related visits
ever who had the
following tests
documented:

e Blood Pressure
e LDL Assessment

e Tobacco Use
Assessment

e BMI Calculated
¢ 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:

e Date received
e Location
e Results

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

e Blood Pressure Control

e LDL Assessment

e Tobacco Use and Assessment

e BMI (Obesity)

Tobacco Use Health Factors:

e HF—Current Smoker, every day

e HF—Current Smoker, some day

e HF—Current Smoker, status unknown
e HF-Current Smokeless

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

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

e HF-Smoker in Home

e HF-Ceremonial Use Only

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

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:

e Codes will contain "TO-", "-TO", "-SHS"

CHD Diagnosis POV (Prior to
the report period)
Visit Diagnosis Entry
Purpose of Visit: ICD-9: 410.0-
413.%, 414.0-414.9, 429.2,
V45.81, V45.82; ICD-10: 120.0-
122.8, 124.0-125.83, 125.89, 125.9
Provider Narrative:
Modifier:
Cause of DX:
CHD Diagnosis CPT (Prior to
the report period)
Visit Services Entry (includes
historical CPTSs)

Enter CPT Code: 33510-33514,
33516-33519, 33521-33523,
33533-33536, $52205-S2209,
92920, 92924, 92928, 92933,
92937, 92941, 92943, 92980,
92982, 92995, G0290

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

CHD Diagnosis Procedure
(Prior to the report period)

Procedure Entry

Operation/Procedure: ICD-9:
36.1*%, 36.2*, 00.66, 36.06-36.07,
ICD-10: 02100**, 021049*,
02104A*, 02104J*, 02104K*,
02104Z*, 02110**, 021149*,
02114A*, 02114J*, 02114K*,
02114Z*, 02120**, 021249*,
02124A*, 02124J*, 02124K*,
02124Z*, 02130**, 021349*,
02134A*, 02134J*, 02134K*,
02134Z*, 02703**, 02704**,
02713**, 02714**, 02723**,
02724** 02733**, 02734**
Provider Narrative:
Operating Provider:
Diagnosis: [Enter appropriate
DX (ESRD)]

Blood Pressure Data Entry

Vital Measurements Entry

(includes historical Vitals)
Value: [Enter as
Systolic/Diastolic (e.g., 140/90)]
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
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Performance Measure Standard Provider Documentation How to Enter Data in EHR
Comprehensive CVD- Visit Services Entry (includes
Related Assessment historical CPTSs)

(cont.) Enter CPT Code: 80061, 83700,

83701, 83704, 83721, 3048F,
3049F, 3050F, G9271, G9272

Quantity:

Modifier:

Modifier 2:
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 CPTSs)

Enter CPT Code: D1320, 99406,
99407, 1034F, 1035F, 1036F,
1000F, G9275, G9276

Quantity
Modifier:
Modifier 2:
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Performance Measure Standard

Provider Documentation

How to Enter Data in EHR

Comprehensive CVD-
Related Assessment
(cont.)

Tobacco Related Diagnoses
POV

Visit Diagnosis Entry

Purpose of Visit: ICD-9: 305.1,
649.00-649.04, V15.82; ICD-10:
F17.2*, 099.33*, 787.891

Provider Narrative:
Modifier:
Cause of DX:
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 Education (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

Comprehensive CVD-
Related Assessment
(cont.)

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 Education (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.)

Tobacco Screening PED-CPT

Patient Education Entry (includes
historical patient education)

Select CPT Code Number:
D1320, 99406, 99407, 1034F,
1035F, 1036F, 1000F, G8453,
G9275, G9276

Category:

Readiness to Learn:

Level of Understanding:
Provider:

Length of Education (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:

BMI Data Entry
Height Measurement

Vital Measurements Entry
(includes historical Vitals)

Value:

Select Qualifier:

Actual

Estimated

Date/Time Vitals Taken:
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Performance Measure Standard Provider Documentation How to Enter Data in EHR

Comprehensive CVD- Weight Measurement

Related Assessment Vital Measurements Entry
(cont.) (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 CPTSs)

Enter CPT Code: 97802-97804,
G0270, G0271

Quantity
Modifier:
Modifier 2:
Medical Nutrition Therapy Clinic
Clinic Entry
Clinic: 67, 36
Nutrition Education POV
Visit Diagnosis Entry

Purpose of Visit: ICD-9: V65.3;
ICD-10: Z71.3

Provider Narrative:
Modifier:
Cause of DX:

Clinical Objectives Cheat Sheet 47 Last Edited: 5/25/2015



Key Clinical Performance Objectives

Performance Measure Standard

Provider Documentation

How to Enter Data in EHR

Comprehensive CVD-
Related Assessment
(cont.)

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 Education (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

Comprehensive CVD-
Related Assessment
(cont.)

Nutrition/Exercise/Lifestyle
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 Education (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:

e Date received
e Location
e 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 preghancy
POV code with no recorded abortion or
miscarriage in this timeframe.

HIV Screen CPT

Visit Services Entry (includes
historical CPTSs)

Enter CPT Code: 86689, 86701-

86703, 87390, 87391, 87534-
87539

Quantity

Modifier:

Modifier 2:
HIV Diagnoses POV
Visit Diagnosis Entry

Purpose of Visit: ICD-9: 042,
079.53, V08, 795.71; ICD-10:
B20, B97.35, R75, Z21,
098.711-098.73

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: This is not a 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 All providers should document all 5 patient Patient Education Topic
Measures (Patient education elements and elements #6—7 if a goal Patient Education Entry (includes
Education Report) was set for the patient: historical patient education)
Note: This is not a GPRA 1. Education Topic/Diagnosis Topic: [Enter Topic]
measure; however, the 2. Readiness to Learn Readiness to Learn: D, E, I, N,
mfor_matlon is being 3. Level of Understanding (see below) P,R,S, U
provided because there - o
are several GPRA 4. Initials of Who Taught Level of Understanding: P, F, G,
measures that do include 5. Time spent (in minutes) GR,R
patient education as 6. Goal Not Set, Goal Set, Goal Met, Goal Not | Provider:
meeting the numerator Met Length of Education (minutes):
(e.g.z alcohol screening). 7. Text relating to the goal or its status Comment:
Providers and data entry _ _ _
staff need to know they Readiness to Learn: Goal Code: GS, GM, GNM, GNS
need to collect and enter e Distraction Goal Comment:
all components of patient e Eager To Learn Patient Education Diagnosis
education. e Intoxication Patient Education Entry (includes
« Not Ready historical patler.1t educfatlon)
e Pain Select ICD Diagnosis Code

Number:
Category: [Enter Category]
Readiness to Learn: D, E, I, N,

o Receptive
e Severity of lllness

e Unreceptive P,R,S,U

Levels of Understanding: Level of Understanding: P, F, G,
e P—Poor GR,R

e F—Fair Provider:

e G-Good Length of Education (Minutes):

Comment:

o GR-Group-No Assessment
Goal Code: [(Objectives Met) (if

¢ R-Refused

. a goal was set, not set, met, or
Goal Codes: not met, enter the text relating to
e GS-Goal Set the goal)]
¢ GM-Goal Met Goal Comment:
o GNM-Goal Not Met Provider’s Narrative:

¢ GNS-Goal Not Set
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Performance Measure

Standard

Provider Documentation

How to Enter Data in EHR

Patient Education
Measures (Patient
Education Report) (cont.)

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
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Enter Information in EHR

This section contains general instructions on how to enter the following information in EHR:
e Clinic Codes: Page 55.
e Purpose of Visit/Diagnosis: Page 56.
e CPT Codes: Page 60.
e Procedure Codes: Page 67.

e Exams: Page 71.
e Health Factors: Page 75.

e Immunizations: Page 78, including contraindications: Page 81.

e Vital Measurements: Page 85.
e Lab Tests: Page 91.

e Medications: Page 96.

e Infant Feeding: Page 100.
e Patient Education: Page 102.

e Refusals: Page 1009.

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.

Note: 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

Appiointments A YWizte . Hozpitgl Admizsions

izit Location
17 OPHTHALMOLOG

11 HOME CARE
12 IMMUNIEZATION

13 IMTERMAL MEDICIME
14 MEMTAL HEALTH

16 OBSTETRICS

F OPHTHALMOLOGY
FTOMETHRY

Encounter Providers

All Providers
POWERS MEGAM

POWERS MEGAM
REGAANN
RICHARDS,SUSAN P
ROBARDS DARLEME G
ROZSMYALDUANE
SALMOM PHILLIP

17 OPHTHALMOLOGY 13-Aug-2010 1212

e Wizt
Date of Yisit
Thursday |
A Time of Visi
1212 PM
Type of Yisit
| Amblatary
.v.

ALgust

[ Create a Wisit How

19,2010 v

Ok

Cancel

Figure 1: Choosing a clinic code
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Purpose of Visit/Diagnosis

The purpose of visit (POV) is entered in the Visit Diagnosis component, located on the Prob/POV tab (Figure 2).

m]
[ Micromedex || EMsl
19409201 Primary Cae Team Unassigned || Mo
. . ko[ ®
|

@‘ (1CD Pick Lints | Dipey (JFroq Aok [JCode [Doscptin  Cot 2 3 | iy Trioge Summary

Chid Abuse - Sim _IChild Abuse And Neglect, 0. [ |Counseling For Perpatiator 0...
';‘W'Tﬂ || Ichad Abuse. Emationals Psy... [ |Counseling For Victim OF Chil...

bt [|Child Abusse, Dther [JF amdy Disruption

[ |Child Abasze, Sexual [ IHistory DI Emetional Abuss

[|Child Abuse. Shaken Baby 5... [ |History 0F Physical Abuze

[]Child Megbect [ Observation For Suspected A...
| A E | e
[ Show AR

Eroblem Uist )| {sciveory (] [setos Todeys Pov]
(1] | Prenader M ansatres |Statzz | Modfied | Proay Holes | Clags | Onset |ICD  |ICD Name | Clazsiicabion
Wl Dertal Exam Active  DRME/2003 Y722  DENTAL E¥AMINATION
B |ite]

* Hmhnnﬂﬂlngnwls_l T RIS .'i :i-uitaiu.gnusia £I '

'l.ﬁﬂD!n: POV Marative ICD | ICD Naene il ; oD ICD Mame

EFI8/2003 Dertal Exam V722  Derdal Examination
060 /2003 AMI 41021 Ami Infesolat ind Care
O5/0./2002 STENDSIS 0 Rbeumat Asitic Stanetis  Damal

I Methcstions Coved Shest _} Triage I Welingss | MHokes 1 Orders § Medications

a2 g —

Figure 2: Visit Diagnosis component
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To enter a POV:

* Visit Diagnosis ﬁ,

Provider Marrative

Figure 3: Entering a POV

1. Click Add in the Visit Diagnosis component. The Add POV for Current Visit dialog (Figure 4) displays.

ICD ICD Hame

IcD 250,01

()

Marrative

Date of Onset -
[C] POV i Injury Related

(NOTE: If the ICD is not selected it defauits to 9333 - Lincoded DiagnosisT>—

Primany
| ™ Diagnosi

ﬂﬂml_ v D‘ﬁ'ddh
Problem List

First Wizt

=i
e

Pk
[pl=a

Figure 4: Add POV for Current Visit dialog
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2. Type the ICD code and click the ellipses (...) button. The Diagnosis Lookup dialog (Figure 5) displays.

M

Lookup Option (&) Lexicon () ICD
Search Yalus |25|:|.|:|1 | [ Search ]

Select fram ane af the following items

Code | Description

[ ] Retun Search Text az Marative 0k ] [ LCancel ]

Figure 5: Entering the ICD code
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3. Click to highlight the ICD to find and click OK. The Add POV for Current Visit dialog (Figure 6) displays.

B3 Add POV for Current Visit

ICD |enti|:un Of Complication, Type | [juvenile Type], Mot Stated Az Llnl:-:untrl:ulled| Q

[MOTE: If the ICD iz not selected it defaults to 9339 - Uncoded Diagnosiz)

Marrative Diabetes Mellitus Without Mention OF Complication, Type | [juvenile Type], Lancel
= Mot Stated As Uncontrolled

Primary
Diagnosis
Date of Onzet I:I E] Modifier M . hdd to |
[ POV iz Injury Related Prablem List

E ducation...

Firzt Wizit Rzt
Injury D ate I:I Flace

[rjury cauzed by |

Azzociated with

Figure 6: Entering additional POV information

Enter any other pertinent information and click Save. The newly added POV should display in the Visit Diagnosis component (Figure 7).

* Visit Diagnosis i‘ Edit || Dalste

Provider Narrative [ICD | ICD Name Pricity | Cause | Injury Date
Diabetes Mellituz Without
Meribar OF Comphc sticn,

Irjury Cause | Injusy Place | Maodiier

DIABETES ALY NOT

Type | [iuvenile Typel, Not 29001 UNCONTRL Primary
Stated Az Uncontralied

Figure 7: Example of a newly added POV
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CPT Codes
CPT codes are entered in the Visit Services component, located on the Services tab (Figure 8).
\ mEx
PatisAChat  ||uuConaunication: .l T T e T—— EMat |
|| Patient Crzae 01 GEMERAL 198052071, Primaty Cate Tosm Unassigred |
(|l 20003 MJu1958 52 F ||| POWERS MEGAN A
% Himﬁnﬂﬂanﬁmsinm Toe] | Add o Cunens it
ViskDate | CPT Code [Description | Facily |ty [Disgrosis | Prm | Modifer 1 | Mocher 2
OFAS/20N0 74280 BaumEnema  Chesckee Indian Hospital 1
| [[/DIAGNOSTIC COLONOSED. . [ |PNELIMOCOCCAL VAL, 7 .
g‘! Ed Oires [|DTAP VACCINE, ¢ 7 YRS, 1M
r"’“‘“, ; [ JHEP A VACC. PED/ADOL, ..
[CIMMUNE ADMIN 1 1M, < B,
[ /IMMUNE ADMIN ADDL INJ...
CIIMMUNIZATION ADMIN
[ 5w A8
Ilm_qf.s.m. L
Officaviss
Croabult stacey
Prevenince Medcire:
Emaesgency 5
Dikesr ER Services
| ol shoed 1 Coner Shest .: Triage !. ‘' el X Blotes 1 Dinders | Hh‘l.r.\lxn'.l_:. ! Services | Reports | D/T Summ § Conmdly
| rseess . ' :
| POWERS MEGAN | DEMOOKLAHOMAIHSGOV | DEMOINDIAN HOSPITAL | 204ug:2010 1551

Figure 8: Visit Services component
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To enter a CPT code:

4?}- Visit Services )|

Code | Narative Qty  Diagnosiz  Prim | Modifier 1 ~—Madifies2=" | Provider

Figure 9: Entering a CPT code

1. Click the Add button in the Visit Services component. The Add Procedure for Current Visit dialog (Figure 10) displays.

5 Add Procedure for Current Visit
CodeSet (%) CPT Code () ICD Procedure Code () Transaction Code

X
Procedurs _??051 [;I
]

[MOTE: If the Procedure iz not selected it defaultz bo 00099 - Uncoded CPT Code

Marrative Procedure

Diagnosis ||  Diabetes |/juv Not Uncont 15t Modifer : E|

2nd Modifier v/

Huantity ' 1 i'

Figure 10: Entering the CPT code

2. Inthe Procedure field, type the CPT code and click the ellipses (...) button. The Procedure Lookup dialog (Figure 11) displays.
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o

j Brnceaure EDHEUP E

Lockup Option () Lexicon (%) CPT
Search Value | F70a3 | [ Search ]
Included Medical Surgical HCFCS E&M
Code Sets Fiadiology Labaratary Aresthesia Hame Health

Select fram one aof the following items

Code | Marative

[ ] Return Search Text az Marative ’ (] ] ’ Cancel l

Figure 11: Procedure Lookup dialog

3. Click to select the CPT to enter and click OK. The Add Procedure for Current Visit dialog (Figure 12) displays. If you cannot find the CPT
code, try the following:

a. Ensure that CPT is chosen in the Lookup Option.
b. Select additional Included Code Sets.
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B3 Add Procedure for Current Visit

CodeSet (%) CFT Code () ICD Procedure Code ) Transaction Code
Save
Procedure kammary Ductogram Or Galactogram, Single Duct, Badiological Supervizion And nker E]

[MOTE: If the Procedure ig not zelected it defaulkz ta 00039 - Uneoded CFT Code]

kd arnrnany Ductagram O Galactogram, Single Duct, Fadiological Supervizion dnd Principal

Harrative Interpretation Frocedure

Diagnozis | [ | Diabetes 4w Mot Uncaonb

13t Modifier | M

2nd Modifier. | v

Cluantity |1 ﬂ

Figure 12: Entering additional Procedure information

4. Enter any other pertinent information and click Save. The newly added CPT code should display in the Visit Services component (Figure 13).

' 4?5 Visit Services ﬂ
Code

Manative Qiy  Diagnosis | Prim | Modifier 1 Modifies 2 | Frovider CPT Mame Wight Date
M ammany Ductogram Or
Galactagram, Single Duct,

77053 Fladiological Supervision 1 v POWERS MEGAN  #aay OF Mammary Duct  02/19/20010

Ard Inteipretshon

Figure 13: Example of a newly added CPT code
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Historical CPT codes are entered in the Historical Services component, located on the Services tab (Figure 14).

. ' rmm PG Ca TR T I_IU.

| EPT Code | Dm!mﬁ | Faciy | @y | Diagnosis | Prim | Modiher 1 | Moddier 2
74260 Bamun Enema  Cherokes Indan Hosplal 1

Em Daplay []Feq Rork [ICode [Descrption Coke4 -]

PsisnlEducstion | [ IDIAGNDSTIC COLONOSCD. .. [ |PNEUMOCOCCAL VACC. 7 ..
Pt Ed One: ‘ CIDTAP VACCINE, < 7 YRS, IM

Dhisbestas
P [ THEF A VACC, PEDJADOL, ...
! [THIMMUNE ADMIN 11MJ, < B...
[TIMMUNE ADMIN ADDL INJ...
[ IIMMUNHIZATION ADMIN

1 Show Al

Evaluation and Management ? Visit Services -
{2 Hew Patient (=) E thablished _I it

Code  Mastnes

| History and Exam | Complodty | Appicec Timme | CPT Cod|

Hourse Vist 1 EE1
] Problem Focused  Straightforssed 10 mn e el
l]H'ﬂEHSuvm ] Espanded L 15 min 0313

25 min F5214
Al mn 7315

| (&)

=ONEY

M ctificstons Corest 5wt __! Tnags _'. Welners | Notes § Orderr § Medcstom Labs | Probw POV Senaces Repots | DVC Summ Cormukz I Prvacy _! WM |_

|'HSU',1"!:TG-:H&"J | 1 | 1 q_ & B LWl A ' = ERES NN

| POWERSMEGAN | DEMOOKLAMOMAMMSGOV | DEMOINDIANHOSPITAL || 20Aug20101551

Figure 14: Historical Services component

Clinical Objectives Cheat Sheet 64

Last Edited: 5/25/2015



Key Clinical Performance Objectives

To enter a CPT code:
e Historical Services [,_ T ;
L R adiclogy E| id er
Vigit Date | CPT Code  Description Facility Qty  Diagnosis | Pim | Modifier 1 | Modifies 2

07052010 74280  Baram Enema  Cherokee Indian Hospital 1

Figure 15: Example of entering a CPT code

1. Click Add in the Visit Services component. The Add Historical Service dialog (Figure 16) displays.
2. Do one of the following:

-,

B3 Add Historical Service
Pick List T Procedure ]
| GPR& SERVICES v
[ Barium Enema [ Mammography, Bilat
[ Colonoszcopy [ Marrmography, Urilat
[] Foht [quaiac] [1Pap Smear
[THi-1 ["1 Sigmoidogcopy
[ Hiw-1 And Hiw-2
[] Hiw-2
Date [Z]
Location E]
%) IH5 /Tribal Facility
) Other

Figure 16: Adding a historical service using the Pick List

e At the Pick List tab (Figure 16), choose a service and select a procedure:
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33 Add Historical Service

Pick, List I Procedure ]

Procedure E

[WOTE: If the Procedure is not selected it defaults ta 00093 - Uncoded CPT Code]

Marrative

1st Modier | vl
Huantity |1 ZI 2nd Modiier | vl
Date E]
Location [Z]
(%) IH5/Tribal Facility

() Other

Save
Caticel

Figure 17: Adding a historical service by Procedure

e At the Procedure tab in the Procedure field (Figure 17), type the CPT code and proceed as in Steps 2-3 starting on Page 61.

3. Type the Date and Location of the service.

4. Click Save. The newly added CPT code should display in the Historical Services component (Figure 18).

‘% Historical Services | Riadiology lﬂ

Visit Date | CPT Code | Descrption | Faciity
07082010 74280  Banwm Enema

| Qty [ Diagnosis | Prim | Modifier 1 | Modifier 2

Cherokee Indian Hozpital 1

06/08/2009 77055  Mammography; Unilateral Cherokee Indian Hospital 1

Figure 18: Example of a newly added Historical Service
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Procedure Codes

Procedure codes are entered in the Visit Services component, located on the Services tab (Figure 19).

=Jo3
FabsiChat. |l Commmaication sl RPMS s Gl oo s s Miinadei sl Edtad ]
Patient Craae 1| 1 GENERAL 194201 Primasy Caee Team Unassigned | Ho | - |
00031 01ul1558 [52) F | POWERS MEGAN A Postings Bla o
% I*Hstum:nlﬁ,umcus.ﬂm ] [ 2ddt0 Costert Vi e
Vi Dale | CPT Code | Desciplion | Faclly Qty | Disgrosis | Piim | Modiier 1 | Modifer 2 |
O7/05/2010 74280 BawmEnema Cheokee lndsn Hosptd | 1
E!m Display [ Freq Rank [JCode []Descipton Cole 4 :I
[PatieriEducsion . [[IDIAGNODSTIC COLOMOSCO... | |PMEUMDCOCCAL VACC, 7 .
[P;Ed Dz HCIDTAP VACCIME, < 7 YRS, IM
s pa 0 '|CIHeP A vace. PED/ADOL. ..
T IMMUNE ADMIN 1 IMJ, < B...
[ CIIMMUME ADMIN ADDL INJ...
[CIMMUNIZATION ADMIN
DSMM / \
Evaluation and Management | isit Services I
) New Patierit (3 Ectablished
Tupe of Service Level of Service Code | Naative [Diagnosis | Prim | Modiies 1 | Modiies 2 Frovider
Dffice¥ist
| Conzutation
| Preventive Medicine
| Emergency Semvices
Ot ER Services
]
Motifications | CoverShesl [FTTSCE I Welness | Motes | Oiders | Medications § Labs ol | Services | Fepots | D/C Sume |
R I f—— ' - m—
POWERS MEGAN | DEMO.OKLAHOMA [HS GOV J| DEMO INDIAN HOSFITAL | 204092010 1551 '

Figure 19: Visit Services component
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To enter a Procedure code:

? Visit Services _!J| .

Code | Marative Qy  Disgnosis | Prim | Modifier 1 =hadifised=" | Provider

Figure 20: Entering a Procedure code

1. Click Add in the Visit Services component. The Add Procedure for Current Visit dialog (Figure 21) displays.

3 Add Procedure for Current Visit
CodeSet () CPT Code (%) ICD Procedure Code () Transaction Code

Procedure 3854 ( EI
[MOTE: If the Procedurs iz not selected it defaultz o 3959 - Uncoded Operation)

Marrative

ok

Diagnosis || | Diabetes I/juv NotUnconh  (perating Frov (e
[ Infection
Anesthesiologist [E
Anesthesia Time 0 -+

Figure 21: Add Procedure for Current Visit dialog

2. Ensure that the CodeSet value is set to ICD Procedure Code.
3. Type the Procedure code and click the ellipses (...) button. The Lookup ICD Procedure dialog (Figure 22) displays.
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|

m

SearchValue |- | I Search ]

Code | Procedure

Figure 22: Choosing a Procedure

4. Click to select the Procedure.
5. Click OK to return to the Add Procedure for Current Visit dialog (Figure 23).
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|

B3 Add Procedure for Current Visit

X

Procedure

Harrative

CodeSet ) CFT Code

(%) |CD Procedure Code

) Tranzaction Code

|38.E|5 -YEMOUS CATHETERIZATION FOR REMAL DIALYSIS

e

[MOTE: If the Procedure is not selected it defaultz to 9939 - Uncoded Operation]

YEMOUS CATHETERIZATION FOR REMAL DIALYSIS

Diagnoziz

|| Diabetes | Auw Mot Uncaonb

Operating Prov |

[ex]

[ ] Infection

Anezthesiologist |

[e=]

Anestheszia Time Elj

Save
Cancel

Frincipal

Frocedure

Figure 23: Entering additional Procedure information

6. Type any other pertinent information and click Save. The newly added CPT code should appear in the Visit Services component (Figure 24).

? Visit Services i)

&dd Edit || Delete

Code | Manative Oty

| Diagnosis | Prim | Modifier 1

Modifier 2 | Provider

|CPT Mame

| Misit Date|

Figure 24: Example of a newly added Procedure code

YWenaus Cathetenzabion Far
48.35 Fenal Dialyziz

POWERS MEGAN

Yenous Cathetenzation

For Dialyziz

0215342010
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Exams

Exam codes are entered in the Exams component, located on the Wellness tab (Figure 25).

User Patient Tooks Help

PatiertChat || Commumicaton || mems | OHawsos | Moowedss | EMS
Patient Crsae 1l GEMERAL 19409 2071 Primaey Care Toam Unassigned | Mo ™ @ -
00N 0SB 2 F || PowE RS MEGan A Postings =

*Edumﬁnn ﬂ fuow Stancland

Wit Date | Education Tops | Cesrpiahens Readsss  Slatus

— re—— = ———— -||- -
.;:s, Health Factors & 5

47 Exnm
Witk Date | Health Facha by Comiment ||| ek Dt~ | Exame

2|l

Iniart Fesdng L Peisons Hesth . ' né Immunizatisfi Record _jil

| Infant Feeding Dot

Mok Apgpicable .
CFMEUMOFS  EgoAbsgy 1 i |
=
— Ll . i ~i » —
Hotificstang Coves Shoet STHage"l Welness | Notes | Diders || Medcations | Labe Prch/POV || Sernces Repots | D/CSumm | Consuls 0 Prvacy il WEM S
rﬂ.‘EIJ"T 5_..5 --T-“"--" 'J Lo 2 -l ey Mt et el it R bt Vobitar L x i betaels” RO R TAR id AT __"'I. b i enle et i z J
| POWERSMEGAN | DEMOOKLAWOMAIHSGOV || DEMO INDIANHOSPITAL 2040520101608 [

Figure 25: Exams component
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To enter an Exam code:

g (=)

ViskDate | Exams e

Figure 26: Entering an Exam code

1. Click Add in the Exams component. The Exam Selection dialog (Figure 27) displays.

[El Exam Selection

N

Code | Examsa

35 & COHOL SCREEMIMG

A AUDITORY EVOKED POTEMTIAL
4 COLOR BLINDMESS

an DEMTAL Exbbd

a6 DEPRESSION SCREEMING

03  DIABETICEYE ExéM

28 DISBETIC FOOT ExéAM, COMPLETE

a7 FALL RISK

29 FOOT INSPECTION

34 IMTIMATE PARTHER VIOLENCE

3 MNEWBORM HEARIMNG SCREEM [LEFT)
34 NEWBORM HEARING SCREEN [RIGHT]
40 NUTRITIOMAL RISK SCREENING

14 RECTAL ExiaM

Figure 27: Selecting an exam

2. Click to highlight the Exam and click Select. The Document an Exam dialog (Figure 28) displays.
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B Document an Exam
Exam DISBETIC EYE EXAM [ "
Resut NORMAL/NEGATIVE | v
Comment
) Current
Provider POWERS MEGAN [ee] O Histarical
) Refuzal
Figure 28: Entering a result and additional comments
3. Type the Result and any Comments.
B Document an Exam
Exam DISBETIC EYE EXAM| ] —
Result | NORMAL/NEGATIVE |+
Comment
) Current
Provider POWERS MEGAN (o] | Histarical
Higtorical O Refusal
EventDate 05/02/2010 [
Location CHEROKEE INDIAN HOSPITAL (o]
(%) H5/Tribal Facility
() Other

Figure 29: Entering a historical exam

4. If this is a historical exam, select Historical and type the Date and Location of the exam (Figure 29).

5. Click Save. The newly added Exam code should appear in the Exams component (Figure 30).
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@ Exams sdd || Edit || Delete

Yizit Date | Exarmns | Result | Comments | Provider | Location |

05/19/2010 DIABETIC EYE ExAM  WORMALMNEGATIVE POWERS MEGAN  DEMO INDIAN HOSPITAL

Figure 30: Example of a newly added Exam
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Health Factors

Health Factors are entered in the Health Factors component, located on the Wellness tab (Figure 31).

J. mews L CHamiee | Micmeds | EMad |
01 GENERAL 1942071 Primasy Care Team Unassigned || No
POWERS MEGAN Am |

Comprebensd Readnes: | Slabhe | Dbjectives  Commerd  Provider

Wigh Disbe | Health Fachor Wisit Oste | Skin Test

|- }lmmuniﬂﬂinn Record
' Nt Applcable | Tdop st chee _ _
PMEUMOPS  EgpAlagy 194032010 |
| AL oI i =l ] e
EEED Y oo 20 D I D W I D TP R D o o

|||"Fn'w"insjdiiam || DEMOOKLAMOMAINSGOV | DEMOINDIAN HOSPITAL | 20:4ug2010 1606 |

Figure 31: Health Factors component
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To enter a Health Factor:

@ Health Factors C ->

Wisit Date | Health Factor

Figure 32: Entering a Health Factor

1. Click Add in the Health Factors component. The Add Health Factor dialog (Figure 33) displays.

Add Health Factor

|Items "ﬂ
TB STATUS

= TOBACCO
CEREMOMIAL USE OMLY Cancel
CESSATIOM-SMOKELESS
CESSATIOM-SMOKER
CURRENT SMOKELESS
:CURREMT SMOKER
CURREMNT SMOKER & SMOKELESS
ExPOSURE TO ENVIROMMEMTAL TOBACCO SMOKE
HEYER USED TOBACCO
PREWIOUS SMOKELESS
FREYIOUS SMOKER
SMOKE FREE HOME M

[ RIS D WY

Comment

Figure 33: Choosing a Health Factor

2. Choose the Health Factor to enter and click Add. The newly added Health Factor should appear in the Health Factors component (Figure
34).
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@ Health Factors add || Edi || Delete

Yigit Date | Health Factor | Categary | Cormmert |

0313420010 Current Smoker  Tobacco

Figure 34: Example of a newly added Health Factor
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Immunizations

Immunizations are entered in the Immunization Record component, located on the Wellness tab (Figure 35).

' HS5-EHR TUCSON DEVELOPMENT SYSTEM = (=
| Wser Potiert Tooks Help _

PatentChat | Coomuncaion | REMS 1 omadwanet || Micomedss | E-ad |

Patient Crsae 01 GENERAL 19409200 Prmaiy Cate Team Unastigned |I Mo I[ & ”

20003 DJubi%E B F POWERS MEGAN Am i Plosting: E]
ERSMED) L

’Edumﬁun _iJ_J T e

| Wisit Date | Education Topc | Comprehersi Readness | Slatur Dbjectives | Comment

|Provider | Length | Type

Health Factors

Vit Date | HeakhFactor | Category

| Comment

081972010 Curent Smokes  Tobaceo

Date | Ewams [ Fesult | Comments | Provider ILoc |
DIABETIC EYE EXAM  NORMAL/MEGATIVE POWERSMEGAN DE

POWERS MEGAN CHE

o e =
Inkant Feedng iPeumalHeath s, |t 1* :?lmm"ni!uﬁm Record )|
Q!MmFamﬁng o
| p - Eotecast Contrandscations - 3 )
Mot Appicable Tdap  past dus [redete
FHEUMOPS Eog Alengy 1S4ugali0
=acoman
[Pint Record][ DueLete || Piofe ][ CaseData | Edt | D
Vaccire | Vit Dats | Location Reaction | Volums | Inj Site Lot | VIS Dale | Administerad By |VFCE
Mot athons Corent Sheet Trim ] Welness | Nobes i Dirders 1 M e ationg i Labs | Prob/POV | Cervices ! Repoits 1 D S | oz _! pmw !_: WM
_ T _ ' '
|| POWERSMEGAN | DEMOOKLAHOMAIHSGOV || DEMOINDIAN HOSPITAL
Figure 35: Immunization Record component
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To enter an Immunization:

&( Immunization Record il
Forecast -~ Contraindications
Tdap  past dus Delste

' PNEUMO-PS Egg Allergy 19:4ug-2010

Vaccinations :
| Piint Record|| Due Letter | FProfie || CaseData "

Vaccine | Visit Date | Age@isit | Location | Fleaction | Wolume | Inj Site Lot | VIS Dale Admwtorered®y | YFC Elighibly

Figure 36: Entering an Immunization

1. Click Add in the Vaccinations section of the Immunization Record component. The Vaccine Selection dialog (Figure 37) displays.

B3 Vaccine Selection

X
Search Criteria 0K
’7 Q Search Yalue | influ -

Cancel

(%) Show &l Active Vaccines
) Show Orly active Y accines with a Lot Murnber

Select one aof the following Becordz

[mirnurization & ' Description "ﬂ
IMFLUEMZA, HEBMN Influenza virug vaccine, HBM1, AAfetnam,/ 120
IMFLUEMZA, HIGH DOSE SEASOMAL IMFLUEMZA, HIGH DOSE SEASOMAL, PRESI
IMFLUEMZA, INTRAMASAL Influenza virug waccine, live, attenuated, for intr
IMFLUEMZA, MOS Influenza virug vaccine, HOS

INFLLUEMZA, SPLIT [INCL. PURIFIED i Influenza virus waccine, zplit wiug [incl. Purified
IMFLUEMZA, WHOLE Influenza virug waccine, whole viruz

| Poliovirus waccine, inactivated E‘
JAPAMESE EMCEPHALITIS Japaneze Encephalitiz vinuzs vaccine

Ja?anese Encechalitiz-1M Japanesze Encephalitiz waccine for intramuzculs

£ m | (]

Figure 37: Choosing the Immunization

2. Highlight the chosen Immunization and click OK. The Add Immunization dialog (Figure 38) displays.
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=

B Add Immunization

~

Yaolume | & i‘ i Wac. Info. Sheet
Given | 08/20/2070 4:30 PM ) O

Waccine |INFLUEMNZA, SPLIT (INCL. PURIFIED [Z]
Administered
By POWERS MEGAMN [Z]
Lat |[L129300 v
Injection Site | Intranaszal

W
02/11/2009 ]

Fatient/Family
Counzelled by Provider

(%) Cument

) Histarical
) Refusal

Figure 38: Entering additional immunization information

3. Type any other pertinent information and

click OK.

=

B3 Add Historical Immunization

-

Yaccine IMFLUEMZA, SPLIT [INCL. PURIFIED

Qu:n:umenteE':'-IrI POWERS MEGAN

Exent Date 0B/02/2010

Location CHEROKEE IMNDIAN HOSPITAL

(%) [H5/T ribal Facility
(3 Other

Figure 39: Entering a historical immunization

Bl BB

) Cument
{*) Histarical
() Refuzal

4. If this is a historical immunization, select Historical and enter the Date and Location of the immunization. The newly added Immunization
should appear in the Immunization Record component (Figure 40).
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* Immunization Record i

— Forecast — Contraindications

Tdap  past due Delete

FHELMO-PS Egg Allergy 13-Aug-2010

— Yaccinations

F'rintF!eu:u:-rd” Diwe Letter ” Profile ” Caze Data ] Edit Delete

Vaccine | isitDate | Age@isit | Location 'Reaction | Yolume | Inj Site | Lot | WIS Date | Administered By |
FLU-TIV | 08/19/20010 52wz DEMO INDIAN HOSPITAL A Inhanazal  U123384%  08/11/2009 POWERS MEGAN

Figure 40: Example of a newly added Immunization

To enter a contraindication for an immunization:

ﬁ Immunization Record £|
Forecast

Tdap  past dus

-~ Contraindications

' PNELMO-PS Egg Allergy

Vaccinations

[Print Record][ Due Letier ][ Profie | CaseData Edt || Delete

Figure 41: Entering a contraindication

1. Click Add in the Contraindications section of the Immunization Record component. The Enter Patient Contraindication dialog (Figure 42)
displays.
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3 Enter Patient Contraindication

o

&

Contraindication Reazon -~
Anaphylais

Carrier

Corveulzsion

Egg Allergy

Fever: 104

Hzx Of Chicken Pox

| Frirrure

Irnrnune Deficiency

Irmrnune Deficient Houzehold
Lethargyhwpotonic E pizode
M eormycin Allergy

Other Alleray

Parent Refusal
Palisnt Rakesl

b

Vaccine  influenzy [ | aqd

Figure 42: Choosing a contraindication

2. Choose the Contraindication Reason and type the Vaccine name.

3. Click the ellipses (...) button. The Vaccine Selection dialog (Figure 43) displays.
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B3 Vaccine Selection

Search Criteria
’7 (& Search Yalue | influenza

Select one aof the following Becords

(%) Show &l Active Vaccines
) Show Orly active Y accines with a Lot Mumnber

[rrirnumizatior & | Diescription

INFLUEMNZA, HEM

INFLUENZA, HIGH DOSE SEASOMAL |
IMFLUEMZA, INTRANASAL
INFLUENZA, NOS

INFLUENZA, SPLIT [IMCL. PURIFIED
IMFLUENZA, WHOLE

Influenza viruz vaccing, HAM1, A A etham/1203/2004 [hational st
INFLUEMZA, HIGH DOSE SEASOMAL, PRESERVATIVE-FREE
Influenza virus vwaccine, live, attenuated, for intranazal uze
Influenza virug vaccine, MOS

Influenza viruz vaccineg, split wiruz [incl. Purified suface antigen]
Influenza virus vaccine, whole viruz

Figure 43: Selecting the immunization

4. Click to highlight the Immunization and click OK. The Enter Patient Contraindication dialog (Figure 44) displays.

~

B3 Enter Patient Contraindication

Waccine |INFLUENZA, HIGH DOSE SEAS (]

Contraindication Beazan

Anaphylagis

a

Carmier

Cornvulzion

Eqgq Allergy

Fever: 104

Hx OF Chicken Pox

=

Immune Deficiency

Immune Deficient Houszehold
Lethargp/hyppatornic Epizode
Meormycin Allergy

Other Allergy

Parent Refusal
Pzhiant Pabieal

[v]

Figure 44: Enter Patient Contraindication dialog
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5. Click Add. The newly added contraindication should appear in the Immunization Record component (Figure 45).

/ﬁg Immunization Record i)

Forecast Contraindications
Tdap  past due Add
PHEURMO-PS Egg Allergy 13-Aug-2010
FLU-HIGH Anaphlayiz 13-Aug-2010
e

Figure 45: Example of a newly added contraindication
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Vital Measurements

Vital Measurements are entered in the Vitals component, located on the Triage tab (Figure 46).

PaentChasl | Communcsion | APMS. || CHAmbenet | Micomedex | E-Mad -
Patient,Crzae | 01 GEMERAL 19403201 Primasy Care Taam Unsssigned | Mo | & ] ot
LIk 041358 (52) F | POWERS MEGAN A | |Pestings : =
@ Chief Complaint Bt || Delete
Author | Crued Complant

¥RA @ Activity Time POWERS MEGEN
Mo Vitals Found

Encounter Time | 0 i]pmm )
Travel Time D i]nmm
Total O mewdes

Motifizakions CoverShest | Trage | Welness | Motes | Orders | Madicationn | Lab: | Prob/POV | Service: | Repods § DVCSumm § Conaube J Privacy | WOM |
r'L.F - A L il 1 Sy § . v - .. A — S
I‘_-ﬂm_":" — j—— 1 |

| POWERSMEGAN | DEMO.OKLAHOMAINS.GOV | DEMOINDISN HOSFITAL | 20Aug2010 1641

Figure 46: Vitals component
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To enter Vital Measurements:

Mo Vitals Found

Enter vials... |

|
|
|
| Refresh FS

|
Matifications | Cover Sheest || Triage__l! welness | Notes | Orders | Medications | Lab

Figure 47: Entering a Vital Measurement

1. Right-click in the Vitals component and select Enter Vitals from the menu. The Vital Measurement Entry dialog (Figure 48) displays.
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o Vital Measurement Entry - [ M=%
Diefaul Units - | 204002010 16:45 | Yrange | uris

FHRA

Asq - Questionnaing [Mos)
Atq - Fine Motor
Az - Gross Molos
Aeq - Languags

#eq - Problem Sobing
Aeq - Secial

[Nmﬂwnm] [ Ok, “ Cancel

Figure 48: Entering an historical vital

2. To enter historical vitals:
a. Click the date and time in the column header.
b. Click the ellipses (...) button. The Select Date/Time dialog (Figure 49) displays.
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[ ]

Select Date/Time

G| August3. 2010 B[R] [10-00
Sun|MDn|Tue|Wed|Thu| Fri |Sat ? | gg

1,2 3 4 5 6 7 2 10

g 15

8 9 10 1 12 13 14 |9g 0
15 16 17 18 13 20 21 |]1] 25
127 | 30—

22 23 24 ¥ % 27 22 13 35
14 |40

29 a0 3 15 4
16  |l'=0

17 || 58

Figure 49: Choosing the historical date

c. Choose the historical date and click OK. The Vital Measurement Entry dialog (Figure 50) redisplays.
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=t Vital Measurement Entry

=%

Drefault Units

-

20-4ug-2010 16:44

Range

[Iritg

Temperature

93.8

F

Pulze

75

60-100

Amin

Rezpirations

Amin

Blood Prezsure

128430

30-150

mmHg

Height

72

i

Wieight

203

o]

Fain

@ PHOZ

PHE3

Crafft

Sudit

Audiometny

Az - Questionnaire [Moz)

Azq - Fine b atar

Azq - Grozs Motor

Azq - Language

Az - Problem Salving

Azq - Social

| New Date/Time | | oK

|| cancel |

Figure 50: Entering Vital Measurements

3. Type the vital measurements to add and click OK. The newly added vital measurements should display in the Vitals component (Figure 51).
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.
ital Walle
THP 938 F (3711 C)
FU 73 /min
BF 128/80 mmHg
HT 721in [182.88 cm)
WT 203 b [92.08 kg]
Bkl 2783

Figure 51: Example of a newly entered Vital Measurement

D ate

20-Aug-2010 16:44
20-Aug-2010 16:44
20-A0g-2010 16:44
20-Aug-2010 16:44
20-Aug-2010 16: 44
20-Aug-2010 16:44
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Lab Tests

Lab tests are entered in the Orders component, located on the Orders tab (Figure 52).
| User Patient Tools Help - =
| Patient Chart 1| Cammunication W| FFMS 7| CIHA& Intranet 7| Micromedex 1| E -t ail 1
Patient Crsae 01 GENERAL 234ug 201 Primary Care Team Unassigned | Mo |[ s H B ‘ o
300031 01Jul1958 (52)  F POWERS.MEGAN A TS =

File “iew Action Optiohs

Wiew Orders

Active Orders [includes Pending & Recent Activity] - ALL SERVICES

Active Orders (includes

Service I Order I Diuration I Frovider I Murge I I:Ierkl Chart I Statusz |

White Orders

ORDER SETS..
PATIENT CARE...
LABORATORY..
Fatient Movement
Condom Catheter
Chem 7

Diagnoziz

Guaiac Stools
T&S

Condition
Incentive S piromete
Glucose

Allergies

Dreszing Change
CBC w/Diff

PT
PARAMETERS. .
DIETETICS...
PTT

TPR B/P “m
Fieqular Diet

CPE

Wieight

Tubefeeding

CPE

1&0

MPO at Midhight
LDH

CallHO on

Urinalyziz M

Delaved Orders [ﬂ

Nntification&/” EnverSheet/” Triage/u Wellness/ﬂ Notes/ﬂ Drders/“ Medicatinns/u Labs/u F'rob.ﬂF'El\-"/u Services/u Heport&/” D/C Summ/l| Cnnsultxlu F'ri\-'acy/“ Tk |

| ASL )| bun:lde)

POWERS MEGAM

DEMO.ORLAHOMA IHS. GOV DEMO INDl&N HOSPITAL

e —

Figure 52: Orders component
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To enter a Lab test:

File View Action Options

Active Orders [inchudes

Write Orders
Delayed Orders s
ORDER SETS...

LABORATORY...

Condom Catheter
Chem 7
Diagnosis
Guatac Shooks
TS

Figure 53: Entering a Lab test

View Oiders Actve Orders [nchy

1. Select the Laboratory option in the Write Orders section of the Orders component. The Order a Lab Test dialog (Figure 54) displays.

Note: This may be named differently at your site.
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pr

ot Order a Lab Test

Available Lab Tests HOL/LDL PROFILE PwhadH]
LIPID PROFILE  <HDLALDL PF

— BLOOD
LIPID PROFILE ~ <HDLALDL
LITHILM B |
LIWVER PAMEL <LFT1z BLOOD
LIVER FROFILE ~ <LFT1:
LIVER-KIDNEY MICROSOMAIL=

Urgency  (ROUTIME E]

LORI'S TEST

LUPUS AMTICOAGULANT

LUPUS PAMEL it

Collection Type Collection DatedTime Howe Often’?

Lab Collect E] Mext scheduled lab collection E] OMCE E]

Clinical Indicatian:
Screening For Lipoid Dizorders W7 91 E]

HDL/LDL PROFILE (wAwH) BLOOD LC OMCE Indication: Screening For Lipoid

Dizorders

Figure 54: Order a Lab Test dialog

Select the appropriate lab test and enter any other pertinent information.
Click Accept Order. The newly added Lab test should display in the Active Orders section of the Orders component (Figure 55).

ptionz
Active Orders [includes Pending & Recent Activity] - ALL SERVICES
I Service I Order I Dwration I Provider I Murze I LClerk. I Chart I Statuz |
Lab HDL/LDL PROFILE f(wwH] BLOOD LC OMCE Indication: Screening For Start: NEXT Powers. M unreleased

Lipoid Disorders *UNSIGHED™

Figure 55: Example of a newly added Lab test

You must sign the order before it can be released.
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Lab results can be viewed in the Laboratory Results component, located on the Labs tab (Figure 56).

" HS-EHR TUCSON DEVELOPMENT SYSTEM R E X

User Patient Toaols Help

Fatient Chart \|| Comrmunication W| RFMS W| CIHA, Intranet \|| Micromedes \|| E-tdail \|

Patient Crsae 01 GENERAL F34ug-2001 # H g || o
300031 OlJu-1958 (52]  F POWERS MEGAN Am =2

File

Mo
Paztings

Frimary Care Team Unaszsigned

Lab Results Laboratory Results - Mozt Recent
Most Recent Mo Lab Results
glLIJr_FulativEe 5 Oldest  Previous Mext  Mewest o
ests By Date dllects

Selected Testz By | « < > »

Wiorkzheet
Graph |
Microbiology
Anatomic Pathologr
Blood Bank
Lab Statuz

NutificationsJ EDVB[ShEBtJ Triage/u W’ellness/ﬂ Notes/“ Drders/ﬂ Medicalions/j' Labs/]' F'rob.f'F'D\-"/u Sewices/]' HeportsJ D/C Summ/” Eunsults/u F'rivacy/l' W |
| Aol )| !:-uu:lde)

|| POWERS MEGAM ‘ DEMO.OKLAHOMA IHS. GOV | DEMO INDIAN HOSPITAL ‘ |

Figure 56: Viewing the lab results
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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:

' HS-EHR TUCSON DEVELOPMENT SYSTEM

User Patient Tools Help

| Pm [Zl-ml ; Cautrimiuriitabon [ RAFMS | kA, Inkjansl Il bl : E-Mal

‘l Patient Cisae 01 GENERAL 23:4g-2010 10:28 ||| Primasy Care Team Unassigned
0003 o-Jul1558 52 F POWERS MEGAM Ambulstory

Figure 57: Entering a Point of Care Lab test

1. Click POC Lab Entry. If this button is not visible, speak with your Clinical Applications Coordinator to see if it can be added. The Lab

Point of Care Data Entry Form dialog (Figure 58) displays.

./ Lab Point of Care Data Entry Form g |
Fatient: PATIEMNT,CRSAE Hospital Location: 01 GEMERAL
Ordering Prowvider |POWEF{S,MEGAN M Nature of OrderfChange |WF{|‘|‘|’EN M
Test GLUCOSE v| Sample Type BLOOD
Collection Date and Time |na;23;2m 0 09:55 Ak M| Sign or Symptom |?1 4.0 Rheumatoid Arthritis M

ComrmentiLab Description:

TEST RESULTS

Add Canned
Coarnrnent

Test Mame Rezult Rezult Range |dritz
» GLUCOSE |92 57010105 mg/dL
‘ Save ‘ ‘ Cancel

Figure 58: Lab Point of Care Data Entry Form dialog

2. Choose the appropriate laboratory Test and enter the test results and any other pertinent information.

3. Click Save.
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Medications

Medications are entered in the Medications component, located on the Medications tab (Figure 59).

S EHR TUCSON DEVELOPMENT SYSTEM == X
User Eatient Tools _Help | | | .

Patisrt Chart : Commurscation || BEMS. | CIHA Iriranst Il Miziomedes | E-Mail |
Paﬁm,crmmmﬁ 01 GENERAL 23Aug:2010 10:28 '|Pﬂmcmeumm:ﬁm | POCLa( o || % H 4§ || o ‘
300031 1958 (52 F POWERS MEGAN Ambulstory ||| o LA e e o | R

= v B = : + &
Active Only Chionic Onle 180 Print . Process,.  Mew., Check
mmluwmcl Outpatient Medications | Status | lssued | LthEdI Expies IHHe{Ig I Rt | Provides |

Motiications: | Cover Sheet Tna.;te ' Welness | Motes §| COiders | Medicsbons | Labs | Prob/POY | Services Repaits § D/CSumm | Corsults ' F“m.r-r-u I. Wi'iv‘l
ST S medE | : = ' — : : L = : !

!PUWEFE.MEW | DEMO.OKLAHOMAIHS.GOV | DEMO INDLAN HOSPITAL ;23-Aw-201012'54

Figure 59: Medications component

To enter a prescription for a medication:

| : s
£l View: Action
= v i &
Actve Only Cheonic Only 180 days Check Outpatient Medications -
mlmmpi I Status | Issued | Last Filled | Expi

Figure 60: Entering a patient medication
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1. Click New. The Medication Order dialog (Figure 60) displays.

) Medication Order
MICOTIME PATCH

Mo quick orders available]

NICOTINE PaTCH ”~
MIFEDIFIME CaP.ORAL

MIFEDIPIME TARB SA

MIPRIDE 25MGAMLINS - <SODIUM WITROPRUSSIDE IMJ

NIPRIDE 50MG IMJ - <SODIUM MITROPRUSSIDE INJ =

MITORBID 2% QINTMENT  <MITROGLYCERIMN OINT TOP =
MITROFURAMTOIN CAP.ORAL

MNITROFURAMTOIN SUSF

NITROGLYCERIM [MJ.S0OLM

MITROGLYCERIM OINT. TOP

MITROGLYCERIMN TAB.SUBLIMGUAL

MITROSTAT 0.4MG SLTAE  <NITROGLYCERIMN TAB.SUBLINGUAL >
Ml= 1% CREAM RINSE  <PERMETHRIM 1% LIQUID,TOF >

MIZORAL 200MG TAR  <KETOCOMAZOLE TAR

NOME MISCELLAMEOUS  MF

NONO:YMOL CONTRACEPTIVE AEROSOLNVAG

MOR-OD 0.35MG TAR  «MORETHIMDROME TAR -
MOREPIMEFHRIME IMJ  MF

NORETHINDROME TAB

MORMAL SALIME  <SODIUM CHLORIDE 0.9% 1M >

MORPACE 100MG CAP <DISOPYRAMIDE CaP.ORAL »

MORPACE 150MG CAP  <DISOFYRAMIDE CaP.ORAL » v

k.

Figure 61: Medication Order dialog

2. Click to highlight the appropriate medication and click OK. The dialog redisplays with new fields (Figure 62).
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-

) Medication Order

MICOTIME PATCH

Dozage . Complesx

Dozage
1 patch

Comments:

Days Supply Gluantity
a0 i

.v.

Fick Up

MICOTIME PATCH

Tobacco Uze

.A.

) Cliric () Mail (&) Window

APPLY OME (1) PATCH TO SKIM DAILY

Route Schedule
TRaMSDERMAL Dally CIPRN
TRAMSDERMAL BID [IMSULIM) A
COMTINUOUSLY !
DAILY
FI'WE TIMES Dy
FR
FR-SA "
Refil:  Clinical Indication [ ] Chronic Med ~ Priority
1 ::: Perzonal History of Tobaczo IE] O Dis_pense ea ROUTINE [E]
Wiitken
Cluantity: 1 Refillz: 1 Chronic Med: MO Digpenze az Witten: MO Indication: Personal Higtory of

Figure 62: Entering additional medication information

3. Type other pertinent information about the prescription.

4. Click Accept Order. The updated Medications component (Figure 63) displays.
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File ‘Wigw Action

v @ = E_— & T
Active Only Chronic Only 180 daps Print.... Process... Mew... Check. UL L R T
Achion IEhanicl Outpatient Medications | Status | lzzued | Lazt Filled | Expires | Refills Fx | Provider |
Remainin

MICOTINE PATCH

APPLY OME [1) PATCH TO SKIN DAILY
Quantity: 1 Refills: 1 Dispense as Written: NO Indication: Personal
History of Tobacco Use *UNSIGNED™

Hew

Figure 63: Example of a newly added medication

5. You must sign the order before it can be released.
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Infant Feeding

Infant Feeding choices are entered in the Infant Feeding component (new in EHR v1.1 patch 6), located on the Wellness tab (Figure 64).

PabenlChart | Cowmwrscsbon | APMS. | ket || Moromedss | £l d .
Patased, Udshg 20 PEDIATRIC ZhAug 010 1107 | Pranany Care Team Uratigred POCLab | Mo "
515657 12Feb-2000 ¥ Eriey IPW][E “
*Eﬁﬂinl il -
ik Dt | Echucation T Rasdress Gl OB Comard | Provider T Loeation
@HmFm::
Wik [aba | Health Fachin [

Faodg .. Peoooattiesth L Asesdehelorey
Infant Foading
Irded Frpclieg Hiztery
Locston | Reschion | Vokee Iy She Lol | V15 Dale | Adwrasbered
= - i =1 .::'.. .’.

sorn | Cove Shest IO : b b | piscicuns | Labs e BEEESEED e LS el

—— i'- T T e

Figure 64: Infant Feeding component
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To enter Infant Feeding:

‘ Infant Feeding iH Perzonal Health !x Heprﬂdunﬁ?m
Infant Feeding (’M:Iﬂ-l—pdm )
I et Feecdng Histooy S———

Figure 65: Entering Infant Feeding information

1. Click Add/Update in the Infant Feeding component. The Infant Feeding Choice dialog (Figure 66) displays.

3 Infant Feeding Choice

X]
() Exclusive Breastfesding
%) Mostly Ereastfesding
(142 Breast 1/2 Formula
) Mostly Formula
) Formula Only

Figure 66: Selecting an Infant Feeding choice

2. Select the infant feeding choice to enter and click OK. The newly added choice should display in the Infant Feeding component (Figure 67).

Infant Feeding \I\ Ferzonal Health \I\ Reproductive Hiztary

@ Infant Feeding Add/Update || Delete

|nfant Feeding Hizton

Feeding Choice | Entrw Date |
MOSTLY BREASTFEEDING 08232101116

Figure 67: Example of a newly added Infant Feeding choice
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Patient Education

Patient Education can be entered several ways. The most common method is through the Education component, located on the Wellness tab (Figure
68).

Wigk Date | Education Topt i Readiness | Slalus Objectrves | Comment | Prowider | L [T | Location

Health Factors Edit || Dislate ' Exams £t |l Deletn I:& Skin Test History Edil

Wit Date | SkinTest  Locabion Ageliit | Resul

Vit Date | Heslth Factes Category | Comment

s ' 2] |«
Infart Feedng l___ PenonslHeath L ReproduciveHistoy . | f Immunization Record ) |

_ Infant Feeding ey

Mot Apphcable Tdep pastdue |

T T
Vaccinations

Lt - ——— Ar i W " " = - I—
Hothcations Conver Shast |I Tnage [ Walnesy | Motes | Chiders 1 Medicabons : Labs ‘ Frob/FPOV " Servces | Reports _: DT Sumen ) Consuts | F"I'rv.:q.l.: WM _|

]-ﬁwq ls.."I T |

|| POWERSMEGAN | DEMD.OKLAHOMAIHSGOV | DEMOINDIANHOSPITAL | 20Aup201016:05

Figure 68: Education component
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To enter Patient Education:

lcﬁii;n ﬁl o SEandard

| Education T | Comprehensi Readiness | Statuz DObjective: Comment | Provider L T

Figure 69: Entering Patient Education

Click Add in the Education component. The Education Topic Selection dialog (Figure 70) displays.

=

T3 Education Topic Selection H

Bl @A 282iems

Select By (3) Category Ligt () Dizease & Topic Enty
(i Mame Lookup () Procedure & Topic Entry

| Items "ﬂ Select
SUDDEN IMNFANT DEATH SYNDROME {_,

SUICIDAL IDEATION AND GESTURES

SUH EXPOSURE
SURGICAL PROCEDURES AND ENDOSCOPY
= TOBACCO USE
COMPLICATIONS
CULTURAL/SPIRITUAL ASPECTS OF HEALTH
DISEASE PROCESS
EXERCISE
FOLLOWUP
HYGIEME
IMFORMATION AMD REFERRAL
LIFESTYLE ADAPTATIONS
LITERATURE
MEDICAL HUTRITION THERAPY
MEDICATIONS
HUTRITION
PREVEMNTION [ -
Drizplay

ouir : Outcorme &
SAFETY v| | Standard

Figure 70: Selecting the education

2. Choose the education item to enter and click Select. To expand a topic, click the plus sign (+) next to the topic.
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To enter Patient Education by disease:

-~

33 Education Topic Selection

-

Bl | € }3& 2| Ditems

) Mame Lookup () Procedure & Topic Entry

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

Dizeaze/Condition/lineszs Selection

Dizeasze/llness | Tobacoo Use Disorder

POV | SCREENIMG FOR LIPOID DISORDERS
RHEUMATOID ARTHRITIS

Topic Selection

AMATOMY AND PHYSIOLOGY
COMPLICATIONS
DISEASE PROCESS
EQUIPMENT

EXERCISE

FOLLOW P

HOME MaMAGEMEMNT
Hv'GIEME

LIFESTYLE ADAPTATION
LITERATURE
MEDICATIONS
MUTRITION

Select By () Category List (%) Dizease & Topic Entry () Pick List

(-]

Figure 71: Entering Patient Education by disease

1. Select Disease & Topic Entry.

Note: Patient Education can be entered using any of the radio buttons.

2. Select values for Disease/llIness and Topic Selection.

3. Click OK. The Add Patient Education Event dialog (Figure 72) displays.
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'@ Add Patient Education Event

w

Education Topic | Tobacco Use-Cuit

(Tobacco Lse)

(]

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

Camment

Pravided By |POWERS,MEGAN

Cancel

[ ] Historical

Display Cukcome

& Standard

Patient's Learning Health ‘

Readiness to Learn RECEF‘TI‘-.-'E| ™ Factors
SkakusCOutconme
() Goal set (O GoalMet () Goal Mok Mek
Figure 72: Add Patient Education Event dialog
4. Type any pertinent information and click Add.
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@% Add Patient Education Event B—
Education Topic |T0hacc0 Use-Cwiik | E
(Tobacco Use)
Type of Training (%) Individual {1 Group Cancel
Comprehension Level | GooD M
Length 10 | {min Histarical
Commenk
. Display Outcome
% Standard
Provided By |POWERSJMEGAN | (=)
_ Patient's Learning Health
Readiness ko Learn | RECEPTIVE M Factors

— Status/Outcome
(Goal set (CrGoalMet () Goal Mok Met

— Historical

Event Date |06/02/2010  |[u]

Lacation |CHEROKEE INDIAM HOSPITAL |E]

(%) IHS{Tribal Facility
() Other

Figure 73: Entering historical education

5. If this is historical education:
a. Select Historical.
b. Type the Event Date and Location of the education.
The newly added Patient Education should display in the Education component.

‘ﬁ’ Education i)l show Standard Edit || Delete

Vigit Date | Education Topic | Comprehension | Readiness To Leam | Status | Dbjectives | Comment | Provider | Length | Type | Lozation |

08/23/20M0  Tobacco Use-Quit GOOD RECEFTIME POMWERS MEGAM 10 Individual  DEMO IMDIAN HOSPITAL

Figure 74: Example of a newly added Patient Education

Clinical Objectives Cheat Sheet 106 Last Edited: 5/25/2015



Key Clinical Performance Objectives

Patient Education can also be entered when the Visit Diagnosis is entered:

B Add POV for Current Visit

..-----—-----.._ﬁ

|CD  Tobacco Use Disorded

Harative

(1 POV iz Ingury Related

(. o] | e |
MOTE: If the 1CD s not selected it defaults bo 3953 - Uncoded D 5] —
Tobacco Use Disoeder

Date of Driset ) Madifier

[ Frimary

= Add o
D Probéesm List

Eduscation...

Figure 75:; Entering the Patient Education

1. After entering the POV, click Education. The Document Patient Education dialog (Figure 76) displays.
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@ Document Patient Education

Diseasefllness  Tobacco Use Disorder [Z]
Topic Selection
|
A

AMATOMY AND PHYSIOLOGY
COMPLICATIONS | -
DISEASE PROCESS : [ Historical
EQUIPMEMT
EXERCISE
FOLLOWY LIP

Type of Training (3 Individual () aroup
Patient's Learning Health

Comprehension Level | G000 V Factors
Length |10 {rnir)
Comment
Provided By POWERS,MEGAN o]
-

Readiness ta Learn | RECERTIVE]

Status/Outcome
(JGoalset  (GoalMet () Goal Mok Met

Figure 76: Document Patient Education dialog

2. Type any pertinent information and click Save.
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Refusals

Refusals are entered in the Personal Health component, located on the Wellness tab (Figure 77).

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

=) |

Pabont Chat u_wwn il PG 4 _CHAInigeet | Mcenedes i Ebtal | .
Paticnd, Creae o GEMERAL 234y 2010 10:28 | || Primery Cans Team Unassgned | PO[ Ho E’
SO0031 MJu1568 [52]  F POWERS MEGAN | __Elpvﬁ'ﬁ” 2l | | e |

*Edumﬁnﬂ _I

(] -

| Type | Location
Iredeichanl  CNEMO INDLAN HOSFITAL

Wit Date  Ecucsbon Toge  Coeepeshension  Readiress To Lean | Sisbus  Obmetrres | Commert | Provider L
(222200 Tobacco Useut  GOOD RECEPTIVE POWERSMEGEN 10

@ Health Factors - | &&m

| % Skin Teu

||VimtDste Ewams |
|| A arzmo DIABETIC EYE EXaM HIZIRHAI_-'T-II
OEAZF200  ALCOHOL SCREEMING mnm;g

[CREEI l:-.nmsmﬁ'rm

—.L .0 '} Immunization Record J'il
T pondm -
[PHELUMOPS  EgpdBeegy 19:4ug-2010 |
| FLUHIGH Arsghylyer 1340g- 2010
[Pt Becord][ Oue Leter |[_protie ][ Gase0aa ] i
| M fanrinn | T Diotr | Ao | e i L el i e 1]
Hiaficahion: Covver Shaet Prob /PO l el F Flepoity _I DT S mem | Cgnquity ' Prireacy 1 WM l AR l Cacide ]
| POWERSMEGAN |i_ﬁmnmmmsw | DEMOINDIANHOSFITAL | 24ug 20101541 |
Figure 77: Personal Health component
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To enter a Refusal:

| — {
ﬂi Personal Health

Figure 78: Entering a Refusal

1. Select Refusal from the drop-down list.
2. Click Add. The Enter Refusal dialog (Figure 79) displays.

T!:I. Enter Refusal

X}
= =

[ Immunization | Radiology Examn
[]Lab ] Skin Test
[ Mammogram
v Measwement —
Measurement :| @
Date Refused |08/24/2010 ]
Cormrment

Figure 79: Selecting the Refusal Type
3. Select the Refusal Type and click the ellipses (...) button. The Lookup Measurement dialog (Figure 80) displays.
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3 Lookup Measurement

Searchalue H

Select one of the following records

Search

b easurement &

HEAD CIRCUMFERENCE
HEARIMG

Figure 80: Lookup Measurement dialog

4. Find the refusal item:

a. Type the first few letters of the item’s name in the Search Value field.

b. Click Search. A list of matching items displays in the lower portion of the dialog.
5. Click to highlight the item and click OK. The Enter Refusal dialog (Figure 81) displays.

B3 Enter Refusal

Fefuzal Type |[1EKG
["1E®am
[T Irmunization

[ Lab
[ M ammogram

[ Radiology Exam
[ Skin Test Cancel

[ Medization/Diug
[ PAP Smear

Measurement |HEIGHT

Date Refused |03/24/2010

Cornrnenk

Figure 81: Entering a comment

6. Type a Comment (if applicable) and click Add. The newly added Refusal should display in the Personal Health component (Figure 82).
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| Infant Feeding \i Ferzonal Health \L\ Reproductive Histary
L
T e Fiefusal ][ add || Edit || Dekete

Felusal| 082452000 HT [Measurements)

Figure 82: Example of a newly added Refusal
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