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Care Manager Tracking (CMT) Software
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Care Manager Tracking (CMT) Software

Installing the Database

To install the database for a single user, download and save the CMT.mdb file to the desired folder on a local
drive/computer. For multiple users, install the database on a network drive. Users can be given access
rights/permissions to that drive, map the drive to their computer, and create a shortcut on their desktop to access
the live database.

Opening the Database
To open the database, double click the “Shortcut to CMT.mdb” icon on your desktop. The CMT Care
Management Menu will appear (Fig. 1)
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Figure 1

The CMT Care Management Menu
The Care Management Tracking Database Main Menu is composed of 6 sections: Record Entry and
Modification, General Reports, Mental Health Reports, Diabetes Reports, Queries, and Admin Time.
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Record Entry and Modification Section

This section includes buttons to access the main Patient Information screen, as well as table information for
Care Managers, Physicians, Diagnoses, etc., which appear as selections in the drop-down fields throughout
the database.

Entering Values on Main Menu for Care Managers, Diagnoses, Facilities, Insurance Providers,
Medications, and Physicians

e Click on the “Diagnosis Table Entry” button or other “Table Entry” button from the main menu. A
pop-up window (Fig. 2) will appear with all of the values for that category currently in the database
table/available in the drop-down menus. To add a new one, scroll down the window to the blank
line. Type in the new value and close the window. It will now automatically save to that table and
appear as an alphabetized choice in the drop-downs within the database.

Please note: If you are looking to add an entry for another category other than those listed on the
Main Menu, please contact your database administrator/programmer. These will need to be entered
“behind the scenes”.

& Diagnhosis Ent x|
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-

Figure 2




Page 5 of 26

Patient Information

The Patient Information button brings you to the main data entry screen (Fig. 3). Here you will locate/enter
new Patients, record new encounters, assessments, and diagnoses. The top portion of the screen displays
Patient demographics as well as information regarding the Patient’s status with the Care Manager. The
middle section of the screen consists of several “windowpanes” which summarize and provide at-a-glance
data entered via the navigation buttons on the bottom left of the screen. Also indicated within a thick black
box on the right side of the screen is the Patient Search section. The bottom of the screen houses the
navigation buttons for entering data for the selected patient, creating new patients, saving and deleting
patients, and generating clinical note summaries.

CMT _|o| x|
J Eile Edit Insert Records Window Help Adobe PDF
8 Patient Information : Form - O] x|
Patient Information I
1D Murmber: I 7 Last Mame: ITEST First Marne: |TEST DOB:| 8/16/1977  * | Sex IM - I
Phone:I(SDD) B00-B000 | Cell Phane: | Email: | PCP: [allen, Mitch | pPcp Phone:I(BDD) BEE-BEEE
Insurance:lMaiIhandIers ;l Faility: |.0.BC Clinic ;l FFPF: |2.C0nFused,l'Cha0tic ;l Patient Search
Date of Referral: I 3/30/2004 = | Care Mar: IJDhn - I Status: Inctive - I ID Mumber:
Diag. Date Diagnosis Skatus - Sched Date  Sched Time  Encounter Type Skatus j Last Mame: - I
Edit || 2fz&[2005 [CHF Jactive Edit || 4f30/2005 | [Telephone Cantact | [Pending First Mame: A
Edit || 3/30/2004 [aniety [active Edit |[ 1/30/2005 | 3:00 PM [Home Visit [Resalved Caretari | =1
Edit || 3/30/2004 [Depression Jpsctive Edit || 1j26/2005 | [Telephone Contact  [Resalved Search for Patients |
LI eq4r Iiniaiznng | Telerbione Contart [Resaleed LI Shaow All Patients I
HF FilJ Discharge  Following Reviewd Remnded  Active Activity Low Salt  Undrstnd  Limit Light-
Call Date Date Meds Carmp Meds Daily Tolernce  Weight Change Diek Diek Fluids Breathing  headed  Sweling
Edit Il 3,|'4,|'2DDS| 3312005 |‘r’es |\‘es |‘.’es es |Stab|e |Moderate 2ain |No |\‘es es |Stable |No |Stab|e
. . MH HF . Generate  p———ouv-—
Diagnosis | Encounter Meds Instruments | Follow-Up Function Ne:w Sa)v'e Delgte Clirical Mate ll —
Patient Patient Patient
by Date LI
Record: HI 4 ” 1k |DI |H|€| of 1

Figure 3
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ADDING A NEW PATIENT

Search for the Patient to see if he/she exists in the database:

Go to the Patient Search section on the right side of the Patient Information screen. Enter in an ID
Number, Last Name, First Name, or Care Manager/Diabetes Educator from the drop-down lists to
search (Typing the first letter of a name will bring you to the right place in the list quickly). Click the
“Search for Patients” button. You may search using a combination of fields, such as a first and last
name, to further narrow the search. Please note that once you have searched, you will be seeing a
subset of the records in the database. For example, you may search on “Brown” as a last name.
There may be several Browns in the database. Check the record indicator number at the bottom left
of the main Patient Information form to see which record you are on and how many records you are
viewing. You may see “Record 1 of 4” if 4 Browns have been found. If the current record displayed
isn’t the record you are looking for, you can use the “VCR-like” 21 back and *_| forward buttons to
move to the previous and next records, respectively, until you find the record you are looking for.

Please note: To get back to viewing ALL Patients, click on the “Show All Patients” button in the
Patient Search area. You are now viewing ALL records in the database instead of just the subset of
Browns.

If nothing comes up, the Patient has not yet been entered into the database, so click the “New
Patient button on the bottom of the screen to clear the screen fields and enter the Patient
information.

Required fields are in blue (Omitting these fields will generate a pop-up error message when you
save the form):

o0 Full Name (Last and First Names)

o0 ID Number — Number unique to a Patient in your organization

o Care Manager/Diabetes Educator

o Date of Referral

Click the “Save Patient” button on the bottom of the screen. You must save the record before any
other data can be entered on pop-up screens.

ADDING DIAGNOSES, ENCOUNTERS, MH INSTRUMENTS, ASSESSMENTS, ETC:

Click the “Diagnosis”, “Encounter”, or “MH Instruments”, etc. button at the bottom left of the
screen. This will pop up an entry screen. All records entered of that type for the Patient you are
currently viewing will be retrieved. Once this screen appears, you will see the latest (most recent
date) entry record of that type for the current patient. Be sure to click the “New” button to clear
the screen, or you will overwrite an existing record! If you wish to, you can navigate through these
records using the navigation arrows next to the Record number on the bottom of the pop-up screen if
necessary.
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Click the “Save” button and close the window to return to the main Patient Information screen. You
will notice that the record you just entered will now automatically appear in the corresponding
“windowpane” on the main Patient Information screen for that Patient (if your database has that
specific windowpane).

e Diagnosis: Clicking this button will bring up the following Patient Diagnosis screen (Fig. 4).
Enter the Diagnosis information. Status has a default value of “Active”.

To enter multiple Diagnoses, enter them separately (even though they may have the same date)
instead of combining using the Notes field. That way if one Diagnosis has a Status of “Resolved”
and another “Active”, they can be tracked separately.

Required fields are in blue (Omitting these fields will generate a pop-up error message when
you save the form):

o Diagnosis Date

o Diagnosis

Click the “Save Diag.” Button to save the record and close the window to return to the main
Patient Information screen.

& Patient Diagnosis x|
Patient Diagnosis

Diag. Dake: I_[LI
Diagnosis: | =
Specialist: I Bl
Skatus: Im

Motes:

Mew Diag, | Save Diag. | Delete Diag, |

Record: HI 4 Il 10k IH IHEI af 1 (Filte

Figure 4
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Encounter:

Clicking this button will bring up the following Patient Encounter screen (Fig. 5). Enter the
Encounter information. Please note that Scheduled Time must be entered in the format “HH:MM
AM” or “HH:MM PM”.

For a future Encounter to appear on the Encounter Tickler Report accessed from the database Main
Menu, you MUST enter the top half (above the line) of the Encounter pop-up entry screen. This
portion drives the report.

Required fields are in blue (Omitting these fields will generate a pop-up error message when you
save the form):
0 Scheduled Date

Click the “Save Encounter” Button to save the record and close the window to return to the main
Patient Information screen. You will notice that the windowpane for Encounters on the Patient
Information screen will display that Encounter as “Pending”.

Once the Encounter has been completed, go back to the Encounter screen for the Patient to fill in the
bottom portion (below the line) of the Encounter record. Filling in an Actual Date will cause the
windowpane on the Patient Information screen to display “Completed” and the Encounter to drop off
the Encounter Tickler “to-do” List.

& Patient Encounter X

Encounter Information

scheduled Date; I LI
scheduled Time: I

Encounter Type: | | Enc. Reason: | =

Actual Date: I * | Outcome: | =
Call Attemnpts ko Pts: I - I Resource Time: I {in minutes)

Tatal Call Time For Day:l {in minukes) Climic Wisit Time: I {in minukes)
Murmber of Phone Calls:l Horne Yisit Tirne: I {in minukes)

Mokes:

L

Mew Encounter | Save Encounter | Delete Encounter

Record: Hl 4 || 10k II‘I IP-:'EI of 1 (Filtered)

Figure 5
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e Meds:

Clicking this button will bring up the following Patient Medication screen (Fig. 6). Enter the
Medication information.

Required fields are in blue (Omitting these fields will generate a pop-up error message when you
save the form):
0 Medication

Click the “Save Med” Button to save the record and close the window to return to the main Patient
Information screen.

& Patient Medication X
Patient Medication

Medication Start Date; I * |
Medication End Date: I * |

Medication: I | reru
Dose: |
Mokes:

Few Med! | Save Med Delete Med

Record: HI 4 Il N IH IHEI af Z (Filkes

Figure 6
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MH Instruments:

Clicking this button will bring up the following Mental Health Instruments screen (Fig. 7). Enter the
Mental Health Instruments information. Scores entered on this screen originate from corresponding
instruments such as the PHQ-9 (Patient Health Questionnaire), which are available for download
with the CMT database.

Data entered on this screen will display on the Care Conference List Report from the Main Menu
(Mental Health version of the CMT database only).

Required fields are in blue (Omitting these fields will generate a pop-up error message when you
save the form):
o Date

Click the “Save Instrument Data” Button to save the record and close the window to return to the
main Patient Information screen.

8 MH Instruments X|
Mental Health Instruments

Date:l * I
Check Support: Check Adherence: Global Severity:
[ Isolated from available suppart ™ Following Recommendations I 1-T(4) [™ Care Conf
™ Unwiling to use available suppork [ Taking Medication [~ Referred To MH OFf-Site
™ Exhausted available support [" Seeing Therapist General Comments,/Plan:
[" Has available suppartyactively using " Self Management
Identified Goal: I

PHO-9 {Depression) Mood and Anziety / Sleep Pediatric Only

Symptarn Caunt; I hd I IMaood Screen: Parent Vanderhbilt:  (Only if ADHD)

i 1 I I {7313 I ¥IM | +h- I_ [6] I_ [6) I_ 4 I_ (3 I_ (31 I_'H'-

Severity Score: ; , , it p . 5 i o

Functional Difficulky: I - I 14 018 1926 2740 #1470 4555
Dyysthymia? [ Sympom Rating Scalss: Teacher Wanderbilt:  {Onky iF ADHDY)
PHO Suicide Q9: I 2 I 5x (400400 (300460 I_ I_ I_ I_ I_ I_
- : = Ip | )220 | (10120
s G =l Waod Y yanderbilt Comments: I
Suicide Fisk: - I

Clinician fweare? [ Mood Comments: Symptam Rating Scales:

Follow Up Required? [~ I % I: 40 I: 4100 YOO-Youth? [~
I 20 20
Suicide Comments: s Score: I
Anxiety Comments: Dew Dep
Developrmantal Pediatric
| [Intake COnly) Drepression

Develop, Comments:l
Sleep Assessment:

Difficulty? [~ Severity: I [0-10] Depress. Comments:l

fflew Tnstriment 7| Save Instrument
EI . - T Data

Record: 14| 4| 7 r | w1 ]r k] of 7 iFiered)

Delete Instrument
[Data

Figure 7
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e HF Follow-Up:

Clicking this button will bring up the following Heart Failure Follow-Up screen (Fig. 8). Enter the
Follow-Up information. Please note that you may also print a copy of this screen/form by clicking
the “Print Follow-Up” button on the bottom left of the screen.

Required fields are in blue (Omitting these fields will generate a pop-up error message when you
save the form):

o Call Date
o Discharge Date
0 Hospital

Click the “Save Follow-Up’ Button to save the record and close the window to return to the main
Patient Information screen.

& HF Follow-Up x|
Heart Failure Follow-Up

Call Date: I ll Discharge Date: I LI To I - I Hospikal: I h I

Talked To: |

Medication Review
Are vou Following your discharge medications?

Diet / Auid Restriction
Do vwou understand vour low salk dist?

Ju

IF mat, which anes areyou nat following? Are you Fallowing a low salk diet?

| Are you limiting fuids ko < 2 likersidaw?
W'ty are ywou net Fallowing vaur discharge medsy Symptoms

I How iz wour breathing?

Reviewed the importance aof compliance, nok

Are vou lightheaded?
running out § refilling meds? s

Al J

Swelling in the Feet, abd kles?
Reminded patient to take all medications ko Weling In the Teet, abdomen, or ankles

fallow-up appoinkment? Follow-Up

I Instructed to contact provider {non-urgent)

Activity
Are ywou krying ko skay active daily?

I Instructed to seek immediate treatment {urgent)

bl

How are wou tolerating activity since discharge? r Teaching seminars schedule offered

Weights ™ et phone call scheduled
Is there any change in weight? I - I I™ Hone
COther |
Motes:
e Follaw-Ln | Save Follow-Lp | Print Fallow-Lip | Delete Fallow-Lip |

recard: 14| 4 || 2 r | w1 |p] oF 2 (Fitersd:

Figure 8
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Clicking this button will bring up the following Function screen (Fig. 9). Enter the Function

information.

Required fields are in blue (Omitting these fields will generate a pop-up error message when you

save the form):
0 Assessment Date

Click the “Save Function Assess” Button to save the record and close the window to return to the

main Patient Information screen.

& Function

Function

Assessment Date:l 9j5iz006 _* |

Activities of Daily Living Score (ADL) Instrumental Activities Score (IADL)

#hble to do without help: Able ko do without belp:
1. Get out of bed or chair W % [ M 1. shop W ¥ [ M
2. Walk %[ N 2. Use a telephone ¥ N
3, Take abathor shower [ % [T N 3, Cook WY [ M
4, Get Dressed W ¥ N 4, Travel outside the home [~ ¥ [ M
5. Go to the toilet %[ N 5. Bills, Checkbook, Finances [~ ¥ [ M
6, Feed self a meal | 6, Housekeeping Y[ M

7. Take medications W ¥ [ M

A0L: I 4 IADL: I 3

Tokal ADL or IADL score is the number of Functions the individual is able to do independently:
& = full function; 4 = moderate impairment; 2 = severe impairment

ini Mental Status Exam Score (MYSE) Pain Score (0-10):

MMSE: | 15 Pain Scare: I g

Miokes:

Prink Funckion
hssess

Sawve Function
Assess

Mesw Function
hssess

recard: 14| ¢ || 1 | vl |wk] of 1 iFikered)

-
-]

Delete Function
hssess

Figure 9
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MODIFYING PATIENT INFO:
Search for the Patient first to see if he/she exists in the database. (See above instructions):

0 To change demographic and status information on the main Patient Information form, modify
fields and click the “Save Patient” button.

o0 On Diagnoses, Encounters, Mental Health Instruments, etc., click the ‘Edit’ button on the
corresponding “windowpane” to get a pop-up directly to that specific record, and click the
“Save” button before closing the pop-up window.

GENERATE CLINICAL NOTE BUTTON:

This tool will save you from copying and pasting back and forth between windows when you need to
go to another electronic charting method to enter a Note with results from Encounters, Mental Health
Instruments, Diagnoses, etc. just entered into the CMT database.

1. Choose a date: Enter a date in the white text box to the right of the button OR click the asterisk
button to the right of the date field to pop up a calendar for reference (In case you are looking for
"Last Friday", for example, and don't know the date off the top of your head).

2. Click the "Generate Clinical Note by Date" button and a Clinical Note Summary Screen window
(Fig. 10) will pop up which will summarize all events for the day you selected for that patient
(the record you are currently viewing).

Any Encounters matching that date, Any HF Follow-Ups recorded matching that date, and
ALL Diagnoses for that Patient (regardless of date) will appear. We included all Diagnoses
for an at-a-glance reference--you may not wish to copy and paste an earlier Diagnosis that
doesn't relate to the date with which you are concerned.



B Clinical Note Sumimary

Summary for: IS'ZE—"\."EHSJ Danigl

ID Number:; |?|

HF Discharge Follow-up:

3742005  Talked to Patient

Discharged: 3372005 from DEF Hospital ko Home

Following Meds: Yes Reviewed Compliance: Yes  Reminded Meds: Yes
Active Daily: Yes  Activity Tolerance: Stable  Weight: Moderate Gain
Following Diet: Mo IUnderstand Diet: Yes Limiting Fluid: Yes
Ereathing: Stable Lightheaded: Mo Swelling: Stable

Instructed bo Conkack Provider,

Diagnosis:
2/28/2005 CHF Spedialist: Benson, George  Status: Active

Diagnosis:
3120/2004 Depression Status: Ackive

Diagnosis:
3130/2004 Anxiety Status: Active

Record: 14 4 ] 1k e ] of 1

Figure 10

3. To copy the text (as much as you need to transfer to another program):
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Click inside the box where the summary appears. Highlight the text you want to copy. Right-
click and choose "Copy" from the menu. (Not highlighting first and just right-clicking will

highlight everything and save time if that's what you want to do.)

4. Paste the text into the other electronic charting location:

Open the program into which you wish to paste your Note. Once you choose your Patient in that
system, go to where you normally enter a Note to type in or copy in information and do a
Control-V sequence. (Hold down the "Cntrl" key in the bottom left of the keyboard and then
press the "V" letter key on the keyboard). This is a shortcut to the Paste command. Your
electronic charting system may not let you Right-click and choose "Paste” as we did with

"Copy".

Please Note: You may also print from this screen by clicking the printer icon on the top right of the

screen.
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General Reports

Patient List

Clicking on the “Patient List” button will bring up the following Patient List Parameters screen (Fig.
11). The Patient List report generated is a list of Patients assigned to the selected Care Manager/Diabetes
Educator. This report can be sorted by first name, last name, diagnosis, insurance, PCP (Primary Care
Physician), or status.

LTEY

JEiIe Edit Wiew Insert Format Records Tools Window Help |

2 CMT Care Management Menu x|

Care Management Tracking

Record Entry and Madification General Reports CQueries

Patient Information | | Patient List I View Queries |

Blood Glucose Meter Table Entryl il 55 Patient List il

Patient List Parameters

Admin Time

trative Time Information

Care Manager: [John ;I
Sort By: [Last Name = rninistrative Time List |

Care Manager Table Entry |

Diagnosis Table Entry |

Facility Table Entry | Run Patient List |
Insurance Provider Table Entry |
Medication Table Entry | ADA Repart

Physician Table Entry | Patient Goal Progress Repart: |

Patient Education Progress Report

Figure 11
Click “Run Patient List” to run the report (Fig. 12).

T =lolx|

| Efe Ednt view ook window Leip

Care Manager Patient List

Care Manager: John Johnson

10 Mush ber Lt Manhia Furd Nure Rlahst Fhix's Mumiber  Priciary Care Prcacisn  Disgfos &
11 e Anaon Audive B TTT-TT97  Carman, Julke [epramion

Srevens Drareel Ative 00 2000000 Aden, Mitch Aoty

SRevEng sl Adive RO A, Mitch Khepraaon

S pomrin EENSEESED  Alen, Mich CHF
444444 Durharm, Tary
Wington (B0 Tad-4444 A, Mitch

Tidal Palierds S

Figure 12
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Encounter Tickler

e Clicking on the “Encounter Tickler” button will bring up the following Tickler List Parameters
screen (Fig. 13). The Encounter Tickler report generated is a Tickler/To-do list for contact by date
range for Patients assigned to the selected Care Manager/Diabetes Educator.

=

JEiIe Edit wiew Insert Format Records Tools Window Help |

— -
&= CMT Care Management Menu o=
Care Management Tracking
Record Entry and Modification General Reports Queries
Patient: Information | Patient List | Yiew Queries |
| Encounter Tickler I
EBlood Glucose Meter Table Entry | Ot T
Care Manager Table Entry | | — & Encounter Ti ;IEIAI ative Time Information |
Tickler List Parameters
Diagnosis Table Entry | nistrative Time List |
Start Date: 4/1/2005 # |
Facility Table Entry | | End Date: | 4/30/2005 #* I
Care Manager! Johnl =
Insurance Provider Table Entry | _I
Run Encounter Tickler |
Medication Table Entry |
Physician Table Entry | Patignt Goal Progress Report |
Patient Education Progress Report
~|
K | Bl

Figure 13
Click “Run Encounter Tickler” to run the report (Fig. 14).

ECMT -lof x|
| Edie Edit Yww Took Window Hoelp

Encounter Tickler

Care Manager Encounter Tickler List

Care Manager: John Johnson

Sebed (4 and Tims  Ercourier Type  Rason I My First Mam i Lt Wams Phors Mumbsr  PCP Ceniminks
LU ool roourer-  Shatug ek 14 R=L WARZON AN MAA-A888  EREN, WL ohisc Ok Bl Syl wallhe. J 3
A0 MO Ocw Vil L} Hor ikl Tarufabin (B0 444484  Durhawn, Toery
A0 Tetspirons Cont  Shatus Check 7 Diaried e ) B0 2000 A, Wity

[Tl I | I 1 ]ﬂd.
Kips o
Figure 14
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Encounter Summary

e Clicking on the “Encounter Summary” button will bring up the following Encounter Summary List
Parameters screen (Fig. 15). The Encounter Summary report generated is a summary of Encounters
by date range for Patients assigned to the selected Care Manager/Diabetes Educator. This report can
be sorted by first name, last name, encounter date, encounter type, or encounter outcome.

FE__—_—_—— =l=)=|
| B B wiew [nsert Format Becords Took Window Hek

I . CMT Care Management Menll

Care Management Tracking
PRscord Enitry snd Moaificstion eresal Feports eries
Patiork Indgrrivstion | Pabiert List I Ve Qs I

o Ghucse Mabes Tabls [nery —Iamw dnn Tese
Corn Hesuger Tobo Enbry e ey | kit e Toves Tlcareats
[hagnasis Table Eniry I =] 1| I

Encounter Summary List
LIS Paramelers

:m-mho-unmnrl start Datas [ 1o = |
CETETT T |
_tesanboeny | | e

Pheysician Tabls Enbry Sort By [mmme =]
Foutfy ERecundssr Sty I
ﬂ ®
Figure 15

Click “Run Encounter Summary” to run the report (Fig. 16).

N o

| mibe B wew Took windew bel

Patlent Encounter Soummary

Care Manager Patient Encounter Summanry

Far Time eriod: 1204 a0 1702000

Care Manager: Ann Thomsen

1D Humber Lyl Mame First Name Fhore Mumte  Encounter Debe  Encounter Type Do

{1 Nlings Dk ORI 1N M Omca st o plele
15 Fillings Bata ENNERLINE 2O Trtrphuae Dindncd Compieled
15 Bilings Dot BONEERING AN S0 Telephons Conted: Let Meszage
& Harre Ty [ e e e A R T 17 Tmimpbiee Cixdmcl iy
] Haner, Sy EONIININD  NANE004 O Ofos st Compieled
| | i Ly P ERISE 1NN O Ofes Visd 2 pled el
] Harroer Saly EON I 1AM M s e Zompheled
1 Fednan Fiobest W00 HEGEE 1A Telephons Conted Completed
3 Fndaan Fistad SR AU TelepFone Canlnd Lt Mesings
1 Rednan Fiobest PO RGN BT Teleprons Conted: Let Mezzage
13 R i L] D MO Triepiiare Ol acl Lel Hreage
1 Fedman e 00 IGO0 1N Teleprone Conlsd M A

Tkl Pstiend E resunders 12

Figure 16
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Mental Health Reports

PHQO List

e Clicking on the “PHQO9 List” button will bring up the following PHQ9 List Parameters screen (Fig.
17). The PHQ9 List report generated is a list of PHQ9 scores for Patients assigned to the selected
Care Manager/Diabetes Educator. This report can be sorted by date, first name, last name, or suicide
risk. The report is especially helpful for viewing progress over time.
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Figure 17

Click “Run Patient PHQ9 List” to run the report (Fig. 18).
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Queries

View Queries

Clicking on the “View Queries” button will bring up the following Queries screen (Fig. 19).

e Generate queries by entering a date range (Start and End Date) and choosing the button

corresponding to the query you wish to run.

e These listed Queries are “canned” queries. Any queries not listed here are not available to the users

unless this screen is customized by a programmer.

CMT

JEiIe Edit “iew Insert Format Records Tools Window Help |

N [=1Ed

<

£ CMT Queries

o [w] At

CMT Queries

Start Date: I * |

End Dake: I LI

[ Tatal CM Completed
{Encounters Calls
M Tokal
Encounters by I Clinic Yisiks
Diagnasis
M Tokal
Encounters by M Home Yisits
D
M Takal I Tatal
Encounters by Encounters by
Enc. Type Insurance
M Tokal Mew M Tokal Mew
Patients Pts Referred
Referred by MD

M Resource
Tirne

Record: HI 4 ” 1k |H |HE| of 1
I

Figure 19
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CM Total Encounters:
Clicking on the “CMT Total Encounters” button will bring up the following query screen (Fig. 20). This
query displays the number of Care Manager-Patient Encounters falling within the entered date range.

=10/ x|

JEiIe Edit Wiew Insert Format Records Tools Window Help |

i&® CM Total Pat Encounters : Select Quersy
Care Mgr IDY| CM Last Name | CM First Name | Total Pat Encounters
1 Johnson John
2 Thomsen

Record: NI 4 Il 1k IDIID*IDF 2
« |

Figure 20

CM Completed Calls:

Clicking on the “CM Completed Calls” button will bring up the following query screen (Fig. 21). This
query displays the number of Care Manager Telephone Calls and Average Call Length for Care
Manager-Patient Encounters falling within the entered date range.

-1a/x|

JEiIe Edit “iew Insert Format Records Tools Window Help |

& CM Completed Calls : Select Query

1/Johnson Johr]
2 Thomsen Ann
Record: 14| 4 || U » | »n|rk]of 2 ~|
y iy
Figure 21

CM Total Encounters by Diagnosis:

Clicking on the “CM Total Encounters by Diagnosis” button will bring up the following query screen
(Fig. 22). This query displays the number of Care Manager-Patient Encounters falling within the entered
date range, sorted by Diagnosis. Please note: In the CMT database, encounters are not linked with
specific diagnoses. Therefore, it cannot be deduced that there were 6 encounters geared specifically for
Diabetes management in this time period (see Fig. 22). Rather it suggests that there were 6 encounters
within this time period with Patients who have Diabetes in the Problem List.

Dlagnesls Total Pat Enceuntars
Ariwinty
| Johnzon CHF
1/ Jehingon Depressson
& Thomsen Depressaon
2 Thoesan Dizhates
2 Thomsen Cikar

Figure 22
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CM Clinic Visits:

Clicking on the “CM Clinic Visits” button will bring up the following query screen (Fig. 23). This query
displays the number of Care Manager-Patient Encounters of type Clinic Visit falling within the entered
date range, and the Average Clinic Visit Time with those Patients.

=& CMT =0 x|
JEiIe Edit Wiew Insert Format Records Tools Window Help |

&' CM Clinic Visits : Select Query

& Thomsen

Record: I(I 4 || 10k |DI|>*I of 1
4

Figure 23

CM Total Encounters by MD:

Clicking on the “CM Total Encounters by MD” button will bring up the following query screen (Fig.

24). This query displays the number of Care Manager-Patient Encounters falling within the entered date
range, sorted by Primary Care Physician.

K cMT =
J File Edit “iew Insert Format Records Tools Window Help |
&° CM Total Pat Encounters by MD : Select Query ==
Care Mgr ID | CM Last Name | CM First Name PCP Total Pat Encounters ||

> i Johnson John Allen, Mitch 4

2 Thomsen Ann Benson, George 3

2 Thorsen Ann Carmen, Julie 1

2 Thomsen Ann Durham, Terry 3
Record: 14| 4 || U » e pk] of 4 =]
Kl a7

Figure 24

CM Home Visits:

Clicking on the “CM Home Visits” button will bring up the following query screen (Fig. 25). This query
displays the number of Care Manager-Patient Encounters of type Home Visit falling within the entered
date range, and the Average Clinic Visit Time with those Patients.

~lo|x|

JEiIe Edit Wiew Insert Format Records Tools Window Help |

& CM Home Visits : Select Query -10] x| -l
| Care Mgr 1D | CM Last Name | CM First Name | Total Home Visits | Average Home Visit Time {mins)
» 1/Johnson John 1 3008 |

Record: I1| 1 || 1k |>I |H€| of 1

Figure 25
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CM Total Encounters by Enc. Type:

Clicking on the “CM Total Encounters by Enc. Type” button will bring up the following query screen

(Fig. 26). This query displays the number of Care Manager-Patient Encounters falling within the entered
date range, sorted by Type of Encounter.

=1o| x|
| B Edit View [nsert Format Records ook Window Help

! Ch Total Pat Encounters by Enc Type | Select Query =] ﬂ;l
Care Mgr 1D ] CH Last Name | CH First Hame | Encounter Type | Total Fat Encountars
»

1 Jdohnson Jabin Harma Wil 1
1 Jdohnson Jabin Tl Corlacl 3
2 Tharnsen Ann Chiss 1
2 Thormsen A B O Wizl 1
2 Thormsen A Man-Encounler- Helaled 1
£ Thomsien Ann Telephone Conlacl 4

Recoed: W] 4 [ U k| M|r]of e
K|

Figure 26

CM Total Encounters by Insurance:

Clicking on the “CM Total Encounters by Insurance” button will bring up the following query screen
(Fig. 27). This query displays the number of Care Manager-Patient Encounters falling within the entered
date range, sorted by Insurance Provider and Patient Status.

& CMT

- O] x|
JEiIe Edit Wiew Insert Format Records Tools Window Help |
i&® CM Total Pat Encounters by Insurance : Select Query o ]| 1|;|

Care Mgr ID | CM Last Name | CM First Name Insurance Status | Total Pat Encounters
1 Johnsaon John IHZ Health Flans | Active
1 Johnszaon John tailhandlers Active
2 Thomsen Ann HC Access Active
2 Thomsen Ann Other 1% Only
2 Thomsen Private Pay Active

Record: I1| 4 || 1k |DI |>*| of &

Figure 27

CM Total New Patients Referred:

Clicking on the “CM Total New Patients Referred” button will bring up the following query screen (Fig.

28). This query displays the number of New Patients referred to the Care Manager with a Date of
Referral within the entered date range.

B CcMmT =] F3
JEiIe Edit Wiew I[nsert Format Becords Tools MWindow Help
& CM Total New Patients Referred : Select Query

2 Thaornsen

Record: I(I 4 || 1k I)I |HK| of 1
4

Figure 28
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CM Total New Patients Referred by MD:

Clicking on the “CM Total New Patients Referred by MD” button will bring up the following query
screen (Fig. 29). This query displays the number of New Patients referred to the Care Manager with a
Date of Referral within the entered date range, sorted by Patient’s Primary Care Physician.

E CMT

JEiIe Edit Wiew Insert Format Records Tools Window Help

=10l x|

L]

&' CM Total New Patients Referred by MD : Select Query
Care Manager First Name | Care Manager Last Name | Total New Patients Referred

Thomser] 1/ Durham, Terry
Thomsen 1 Carrnen, Julie
Record: I1|1|| 1k |>I|H€| of 2
<] >

NE m

Figure 29

CM Resource Time:
Clicking on the “CM Resource Time” button will bring up the following query screen (Fig. 30). This

query displays the Total Care Manager-Patient Encounter Resource Time within the entered date range,
and the Average Resource Time for those Encounters.

[ CMT =10 xj|
| Edie Edit Yirw eart Fogrmal Becords Took Window Hidp
' CM Resource Time @ Select Query
|| Cone Moo 1D | CM Last Hame | CM First Mame | Total Enc Resouice Time iming [ Sverage R
1 Jaknsan Jahn 1

2 Thomzen 75

i Time (mins) pes Enc

Figure 30
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Admin Time

Administrative Time Information

Module to enter Care Manager time not spent on Patient Encounters such as meeting times, education,
and vacation (Fig. 31). Enter the Administrative Time Information. The total time for the day will be
automatically calculated. Each day should be entered separately.

Click the “Save Day’s Time” Button to save the record and close the window to return to the CMT
Care Management Menu (Main Menu).

8 Administrative Time x|
Administrative Time Daily Entry

Date: i Care Manager: .
[ [ | =

Meetings Time {in minutes)
Medical Staff Mesting

Staff Clinic Meeting

Mental Health Integration
Diabetes Education

Case Management Meeting
Geriatric Education
Self-Development
Teaching

Crug Rep Meeting

Tear Building Meeting

TN TTT]

Paid Time OFf

Total Meet Time for Day: I mins

Save Day's
Time

Record: 14| 4 | 19 p | o1 |p] of 13 (Fikerad)
Figure 31




Administrative Time List
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e Clicking on the “Administrative Time List” button will bring up the following Admin Time List
Parameters screen (Fig. 32). The Administrative Time List generated is a summary report for all

Care Manager database users generated from the Administrative Time Information module.
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Figure 32

Click “Run Admin Time List” to run the report (Fig. 33).
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Tips for Entry / Data Integrity

e Using drop-downs—Always drop-down to select—NEVER type in an entry. If it needs to be added,
do so in Value List from the Main Menu or request a change from your database
administrator/programmer.

e Dates: If typing in a date, you must use the MM-DD-YYYY format (‘03” instead of ‘2003’ will
generate an error), or click on the “*” button for a pop-up calendar.

e Consult the Data Dictionary and/or Data Manager for your program when in doubt as to what to
enter into a field.

Technical/Programmer Use Only

Following are instructions for revealing and hiding the tables of the CMT software so that programmers may customize it.

1) Right-click on the title bar of the CMT Care Management Menu.

2) Choose Form Design.

3) Right-click again on the title bar of the CMT Care Management Menu.

4) Choose Properties.

5) Scroll down to the Form's "On Load" property and click on the words "Event Procedure”. Click the button with the 3 dots.
6) Change all the "False" booleans to "True".

7) Close out of the database (all the way).

8) Open it again 2 more times. The 3rd time you should see the database window.

After you make your changes,

Please go to "Tools" on the main Access toolbar. Choose Database Utilities and "Compact and Repair Database". It may take a few
moments, but then your windows will pop back up.

Repeat the earlier steps to get to the code window or in Design view of the Main Menu choose View and "Code" from the main
Access toolbar. In the SetStartUp Properties, change all of the "True"s back to “False”. Close out of the database and go back in 2
more times (3rd time's a charm!) to make sure the database window is no longer visible.



Care Manager Tracking Database Data Dictionary (Heart Failure)

Data Element Type/Control |Values Required |Definition

PATIENT INFORMATION

ID Number Textbox Numeric Yes Unique Number specific to a Patient in your

organization

Last Name Textbox Free Text Yes Patient's Last Name

First Name Textbox Free Text Yes Patient's First Name (& Middle Initial, if desired)

DOB Date field Date MM/DD/YYYY No Patient's Date of Birth

Sex Drop-down M (Male); F (Female) No Patient's Gender

Phone Textbox Numeric (000) 000-0000 No Patient's Contact Phone Number

Cell Phone Textbox Numeric (000) 000-0000 No Patient's Cell Phone Number

Email Textbox Free Text No Patient's Email Address

PCP Textbox From PCP Table/Values No Patient's Primary Care Physician

PCP Phone Textbox Numeric (000) 000-0000 No Patient's Primary Care Physician Phone Number

Insurance Drop-down From Insurance No Patient's Primary Insurance carrier. Defaults to
Table/Values "Unknown" if not entered

Facility Drop-down From Facility Table/Values No Care Manager's Facility

FPP Drop-down 1.Disconnected/Avoidance; No Patient's Family Pattern Profile: "An assessment
2.Confused/Chaotic; of the relationship pattern/style that is most like
3.Secured/Balanced the family of the patient."

Date of Referral Date field Date MM/DD/YYYY Yes Date Patient was Referred/Assigned to Care

Manager/Diabetes Educator

Care Mgr Drop-down From Care Manager Yes Care Manager assigned to Patient
Table/Values

Status Drop-down Active; Closed; 1X Only No Patient's status with Care Manager
Closed Deceased, Moved, eftc.

PATIENT DIAGNOSIS

Diag. Date Date field Date MM/DD/YYYY Yes Date Diagnosis Management began

Diagnosis Drop-down From Diagnosis Yes Patient's Active Problem from Problem List
Table/Values

Specialist Drop-down From Physician Table/Values No Physician managing the Diagnosis
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Care Manager Tracking Database Data Dictionary (Heart Failure)

Data Element Type/Control [Values Required |Definition
Status Drop-down Active; Resolved No Status of the Diagnosis
Notes Textbox Free Text No Notes relating to the Diagnosis
PATIENT ENCOUNTER
Scheduled Date Date field Date MM/DD/YYYY Yes Date for Patient's scheduled phone call/visit
Scheduled Time Time field Time HH:MM AM/PM No Time for Patient's scheduled phone call/visit
Encounter Type Drop-down CM Office Visit; Class; MD Yes Type of Care Manager-Patient Encounter
Office Visit; Home Visit;
Telephone Contact; Group
Visit; MHI Conference; Email;
Non-Encounter-Related;
Diab Initial; Diab Followup;
Diab Class 1; Diab Class 2;
Diab Class 3; Diab Class 4;
Diab Class 5; Diab Class 6;
Diab Additional Class; Diab
Inpatient; Diab Insulin Start
Class Patient Education
Non-Encounter-Related Filling out forms, admin, other charting, etc.
Enc. Reason Drop-down DEA Screen; PHQ-9 F/U; No Reason for the Care Manager-Patient Encounter

MHI F/U; DM F/U;
Depression F/U;
DM/Depression F/U; Med.
Assist.; Medication Mgmt
Agreement; Status Check;
Resource Management; New
Patient

Med. Assist. = Medication
Assistance

Assisting Patients in obtaining Medications
(Financial Assistance)

Medication Mgmt Agreement

Agreement between Physician and Patient re:
Narcotic use

Resource Management

Assisting Patient with Referrals, Procurement,
Research, etc. (ex: finding MDs or Nursing
Home, obtaining equipment)
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Care Manager Tracking Database Data Dictionary (Heart Failure)

Data Element Type/Control |Values Required |Definition
Actual Date Date field Date MM/DD/YYYY No Date Patient Encounter Actually took place
Outcome Drop-down Completed; No Show; No Outcome of Care Manager-Patient phone
Cancelled; Reschedule; call/visit
Wrong Number; No Answer;
Left Message; Letter Sent;
Disconnected; Deceased
No Answer Includes Busy Signal
Call Attempts to Pts Drop-down 1;2;3;4;5+ No Number of tries to reach Patient by Phone
Total Call Time for Day Textbox Numeric No Total Length of time on phone (in minutes) for the
day for the Encounter
Number of Phone Calls Textbox Numeric No Total Number of phone calls for the Encounter
Resource Time Textbox Numeric No Total Time spent on any preparatory work,
charting, travel, research, admin, etc. (in
minutes) for the Encounter
Clinic Visit Time Textbox Numeric No Time spent on Patient Visit in Clinic (in minutes) -
Face-to-face
Home Visit Time Textbox Numeric No Time spent on Patient Visit in Home (in minutes) -
Face-to-face
Notes Textbox Free Text No Notes relating to the Care Manager-Patient
Encounter
PATIENT MEDICATION
Medication Start Date Date Field Date MM/DD/YYYY No Date Medication Started
Medication End Date Date Field Date MM/DD/YYYY No Date Medication Ended
Medication Drop-down Medications from Yes Medication Name
Table/Values
PRN Checkbox Yes/No No Medication PRN?
Dose Textbox Free Text No Medication Dose
Notes Textbox Free Text No Notes relating to the Patient Medication
MH (MENTAL HEALTH) INSTRUMENTS
Date Date field Date MM/DD/YYYY Yes Date MH Instruments administered/recorded
Check Support CM Relational Isolation Assess
Isolated from available support Checkbox Yes/No No Patient isolated from available support?
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Care Manager Tracking Database Data Dictionary (Heart Failure)

Data Element Type/Control |Values Required |Definition

Unwilling to use available support Checkbox Yes/No No Patient unwilling to use available support?

Exhausted available support Checkbox Yes/No No Patient exhausted available support?

Has available support/actively using |Checkbox Yes/No No Patient has available support/actively using?

Check Adherence

Following recommendations Checkbox Yes/No No Patient following recommendations?

Taking medication Checkbox Yes/No No Patient taking medications?

Seeing therapist Checkbox Yes/No No Patient seeing therapist?

Self-Management Checkbox Yes/No No Patient practicing self management?

Identified Goal Textbox Free Text No Patient Identified Goal

Global Severity 1-7 (4) Textbox Numeric No Severity of Patient validated, standard measure
of impairment over time

Care Conf Checkbox Yes/No No Include Patient at next MH Care Conference?

Referred to MH Off-site Checkbox Yes/No No Was Patient referred to MH off-site?

General Comments/Plan Textbox Free Text No General MH Comments for Patient

PHQ-9 (Depression)

Symptom Count Drop-down 0;1;2;3;4;5;6;7;8;9 No Depression Symptoms Score based on the

personal health questionnaire nine symptom
checklist (PHQ-9) calculated by totaling the
values for each depression symptom question.

Severity Score Textbox Numeric No Severity Score based on the personal health
questionnaire nine symptom checklist (PHQ-9)
calculated by totaling the values for each severity

question
Functional Difficulty Drop-down Not at all; Somewhat; Very; No Level of difficulty or degree to which depression
Extreme impacts daily activities (ex: doing work, taking
care of things at home, or getting along with other
people)
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Care Manager Tracking Database Data Dictionary (Heart Failure)

Data Element Type/Control |Values Required |Definition
Dysthymia? Checkbox Yes/No No Does Patient have Dysthymia? Steadman's defn:
"A chronic mood disorder manifested as
depression for most of the day, more days than
not, accompanied by some of the following
symptoms: poor appetite or overeating, insomnia
or hypersomnia, low energy or fatigue, low self-
esteem, poor concentration, difficulty making
decisions, and feelings of hopelessness."
PHQ Suicide Q9 Drop-down 0;1;2;3 No Suicide Score based on the personal health
questionnaire nine symptom checklist (PHQ-9)
calculated by totaling the values for each suicide
question.
Suicide State Drop-down 1. Thoughts Only; 2. No The state of risk for Suicide for the Patient
Thoughts and Plans; 3.
Thoughts/Plans/Actions

Suicide Risk Drop-down No Risk; Low Risk; Medium No Potential Patient has in taking his/her own life
Risk; High Risk

Clinician Aware? Checkbox Yes/No No Is Clinician aware of Suicide risk?

Follow Up Required? Checkbox Yes/No No Follow-up needed for Suicide risk?

Suicide Comments Textbox Free Text No Comments relating to suicide

Mood and Anxiety / Sleep

Mood Screen 1 Textbox Numeric No Score (7)/13

Mood Screen 2 Textbox Free Text No Y/N

Mood Screen 3 Textbox Free Text No +\-

Symptom Rating Scales Sx-Mood Textbox Numeric No Score (40)/100

Symptom Rating Scales Sx-Anx Textbox Numeric No Score (30)/60

Symptom Rating Scales Imp-Mood Textbox Numeric No Score (10)/20

Symptom Rating Scales Imp-Anx Textbox Numeric No Score (10)/20

Mood Comments Textbox Free Text No Comments relating to Patient mood

Anxiety Comments Textbox Free Text No Comments relating to Patient anxiety

Sleep Assessment

(Sleep) Difficulty? Checkbox Yes/No No Patient having difficulty sleeping?

(Sleep) Severity Textbox Numeric No Severity of Sleep Difficulty (Scale of 0-10)

Pediatric Only
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Care Manager Tracking Database Data Dictionary (Heart Failure)

Data Element Type/Control |Values Required |Definition
Parent Vanderbilt (Only if ADHD)
Parent Vanderbilt 1-9 Textbox Numeric No Parent reported Vanderbilt Questions 1-9
Parent Vanderbilt 10-18 Textbox Numeric No Parent reported Vanderbilt Questions 10-18
Parent Vanderbilt 19-26 Textbox Numeric No Parent reported Vanderbilt Questions 19-26
Parent Vanderbilt 27-40 Textbox Numeric No Parent reported Vanderbilt Questions 27-40
Parent Vanderbilt 41-47 Textbox Numeric No Parent reported Vanderbilt Questions 41-47
Parent Vanderbilt 48-55 Textbox Numeric No Parent reported Vanderbilt Questions 48-55
Teacher Vanderbilt (Only if ADHD)
Teacher Vanderbilt 1-9 Textbox Numeric No Teacher reported Vanderbilt Questions 1-9
Teacher Vanderbilt 10-18 Textbox Numeric No Teacher reported Vanderbilt Questions 10-18
Teacher Vanderbilt 19-26 Textbox Numeric No Teacher reported Vanderbilt Questions 19-26
Teacher Vanderbilt 27-40 Textbox Numeric No Teacher reported Vanderbilt Questions 27-40
Teacher Vanderbilt 41-47 Textbox Numeric No Teacher reported Vanderbilt Questions 41-47
Teacher Vanderbilt 48-55 Textbox Numeric No Teacher reported Vanderbilt Questions 48-55
Vanderbilt Comments Textbox Free Text No Comments relating to Patient Vanderbilt Scores
Symptom Rating Scales Sx-Dev Textbox Numeric No Score /40 - Developmental (Intake Only)
Symptom Rating Scales Sx-Dep Textbox Numeric No Score /100 - Pediatric Depression
Symptom Rating Scales Imp-Dev Textbox Numeric No Score /20 - Developmental (Intake Only)
Symptom Rating Scales Imp-Dep Textbox Numeric No Score /20 - Pediatric Depression
YOQ-Youth? Checkbox Yes/No No YOQ-Youth administered?
YOQ-Youth Score Textbox Free Text No YOQ-Youth Score
Develop. Comments Textbox Free Text No Comments relating to Development
Depress. Comments Textbox Free Text No Comments relating to Depression
HF FOLLOW-UP (HEART FAILURE)
Call Date Date Field Date MM/DD/YYYY Yes Date of Discharge Follow-up Call
Discharge Date Date Field Date MM/DD/YYYY Yes Hospital Discharge Date this Call followed from
To Drop-down Home; Assisted Living; No Place Patient is at time of Call

Deceased; ECF/SNF/LTCF
Hospital Drop-down From Location Table/Values Yes Hospital Discharged From
Talked To Drop-down Patient; Spouse; Significant No Person Actually spoke with on Call

Other; Health Care Provider;

Other
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Care Manager Tracking Database Data Dictionary (Heart Failure)

Data Element Type/Control |Values Required |Definition

Medication Review

Are you following your discharge Drop-down Yes; No; Unknown No Is Patient following discharge medications?

medications?

If not, which ones are you not Textbox Free Text No If Patient not following discharge medications,

following? which ones is the Patient not following?

Why are you not following your Textbox Free Text No If Patient not following discharge medications,

discharge meds? why is Patient not following discharge
medications?

Reviewed the importance of Drop-down Yes; No; Unknown No Did Care Manager review with the Patient the

compliance, not running out / refilling importance of compliance, not running

meds? out/refilling meds?

Reminded patient to take all Drop-down Yes; No; Unknown No Did Care Manager remind the Patient to take all

medications to follow-up medications to the Patient's follow-up

appointment? appointment?

Activity

Are you trying to stay active daily? Drop-down Yes; No; Unknown No Is Patient trying to stay active daily?

How are you tolerating activity since |Drop-down Stable; Better; Worse; No How is the Patient tolerating activity since

discharge? Unknown discharge?

Weights

Is there any change in weight? Drop-down Unchanged (Stable); No Any change in Patient weight?

Moderate Gain (Up to 2 Ibs in
one day/up to 5 Ibs over
optimum); Significant Gain (>
5 Ibs in one day); Weight
Loss (Down > 5 Ibs since
discharge); Not Checked
(Weight has not been
tracked)

Diet/Fluid Restriction

Do you understand your low-salt diet? | Drop-down Yes; No; Unknown No Does Patient understand his/her low-salt diet?
Are you following a low-salt diet? Drop-down Yes; No; Unknown No Is Patient following a low-salt diet?
Are you limiting fluids to < 2 liters/day |Drop-down Yes; No; Unknown; N/A No Is Patient limiting fluids to less than 2 liters a

day?
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Care Manager Tracking Database Data Dictionary (Heart Failure)

Data Element Type/Control |Values Required |Definition

Symptoms

How is your breathing? Drop-down Better; Stable; Worse; No How is Patient's breathing?

Severe; Unknown

Are you lightheaded? Drop-down Yes; No; Unknown No Is Patient lightheaded?

Swelling in the feet, abdomen, or Drop-down Better; Stable; Worse; No Does Patient have swelling in the feet, abdomen,

ankles? Severe; Unknown or ankles?

Follow-up

Instructed to contact provider (non-  |Checkbox Yes/No No Did Care Manager instruct Patient to contact

urgent) his/her Provider (non-urgent) for follow-up?

Instructed to seek immediate Checkbox Yes/No No Did Care Manager instruct Patient to immediately

treatment (urgent) seek treatment (urgent) for follow-up?

Teaching seminars schedule offered [Checkbox Yes/No No Did Care Manager offer to Patient a schedule of
teaching seminars for follow-up?

Next phone call scheduled Checkbox Yes/No No Is the next Care Manager phone call scheduled?

None Checkbox Yes/No No Is no Follow-up with Patient necessary?

Other Textbox Free Text No Other follow-up for Patient: (Specify)

Notes Textbox Free Text No Comments relating to the Discharge Follow-up

FUNCTION

Assessment Date Date Field Date MM/DD/YYYY Yes Date of Function Assessment

Activities of Daily Living Question 1 Checkbox Yes/No No ADL Question: Is Patient able to "Get out of bed
or chair" without help?

Activities of Daily Living Question 2 |Checkbox Yes/No No ADL Question: Is Patient able to "Walk" without
help?

Activities of Daily Living Question 3 |Checkbox Yes/No No ADL Question: Is Patient able to "Take a Bath or
Shower" without help?

Activities of Daily Living Question 4  |Checkbox Yes/No No ADL Question: Is Patient able to "Get dressed"
without help?

Activities of Daily Living Question 5  |Checkbox Yes/No No ADL Question: Is Patient able to "Go to the toilet"
without help?

Activities of Daily Living Question 6  |Checkbox Yes/No No ADL Question: Is Patient able to "Feed self a
meal" without help?

ADL Textbox Numeric No Activities of Daily Living Score (Values 1 to 6)
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Care Manager Tracking Database Data Dictionary (Heart Failure)

Data Element TypelControl [Values Required [Definition

Instrumental Activities of Daily Living |Checkbox Yes/No No IADL Question: Is Patient able to "Shop" without

Question 1 help?

Instrumental Activities of Daily Living |Checkbox Yes/No No IADL Question: Is Patient able to "Use a

Question 2 telephone" without help?

Instrumental Activities of Daily Living |Checkbox Yes/No No IADL Question: Is Patient able to "Cook" without

Question 3 help?

Instrumental Activities of Daily Living |Checkbox Yes/No No IADL Question: Is Patient able to "Travel outside

Question 4 the home" without help?

Instrumental Activities of Daily Living |Checkbox Yes/No No IADL Question: Is Patient able to do "Bills,

Question 5 Checkbooks, Finances" without help?

Instrumental Activities of Daily Living |Checkbox Yes/No No IADL Question: Is Patient able to do

Question 6 "Housekeeping" without help?

Instrumental Activities of Daily Living |Checkbox Yes/No No IADL Question: Is Patient able to "Take

Question 7 Medications" without help?

IADL Textbox Numeric No Instrumental Activities of Daily Living Score
(Values 110 7)

MMSE Textbox Numeric No Mini Mental Status Examination Score

Pain Score Textbox Numeric No Pain Score (Scale 0-10)

Notes Textbox Free Text No Comments relating to Function
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