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User Manual

www.clicktate.com

Welcome to clicktate.com. With Clicktate, you will be able to quickly and
inexpensively generate office notes, manage a physician schedule, save notes into
patient folders, write electronic or paper prescriptions, develop user
customized templates, and create multiple accounts for one practice with sharing
of a common patient database within the group.

Since Clicktate does have a “learning curve” we encourage you to take a few
moments and familiarize yourself with the system by reviewing this Users
Manual. We also encourage you to take a few days (fourteen to be exact) during
your free trial and get to know the system. During your
FREE NO OBLIGATION trial you can create as many
notes as you like, maintain a schedule, and send

The Best Way to Learn

interoffice messages all at absolutely no expense Clicktate is to use

to yourself or your practice. Clicktate and to

practice. Start with a
We pride ourselves on being responsive to our few notes daily and
users. Don’t hesitate to contact us anytime if you increase as you learn
have questions or comments. the system.

We may be reached at info@clicktate.com or you may
call us at 1-888-8click8 (1-888-825-4258).



mailto:info@clicktate.com
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Section I: About LCD Solutions and Clicktate

Clicktate™ was released to the medical community in 2006 by LCD
Solutions, Inc., a group dedicated to developing an inexpensive,
intuitive and easily accessible system for medical documentation. Our
goals were to develop a system that:

e the average provider could master in a short amount of time
e would create complete and accurate medical notes

e would save money, cut cost and provide revenue generating
opportunities in the form of increased efficiency

e would improve the medical care received by patients

Since this time the user response to Clicktate™ has been
overwhelmingly positive. Over the past five years of development,
Clicktate™ has become more than just a “note writer” and now has
become the Electronic Health Record of choice for many practices in
nearly every state.

Our users will find that Clicktate is continually improving with many
new features, many of which are user requested. During our design
process, we take every effort to ensure that Clicktate™ remains user
friendly and has the features necessary to allow a medical practice to
function smoothly and efficiently. Before a new feature is put into
Clicktate™ we make sure that it will accomplish three goals:

e |Improve Practice Efficiency
e Improve Provider Productivity
e Improve Patient Care

In 2011, Clicktate™ made significant improvements including:
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v' Added additional modules including laboratory interfaces,
reporting and document imaging

v’ Partnered strategically to provide a fully integrated practice
management system including billing and coding

v’ Developed a Data exchange solution to allow true EMR to EMR
communication and CCD documentation

v Achieved ONC-HIT certification to allow customers to achieve the
full incentive available under the Medicare EHR Incentive Program

During your trial period, you will be contacted by a Clicktate™
representative in order to discuss further options and to schedule a
demonstration and/or training webinar at no cost to yourself.

This manual will serve as a guide for new Clicktate™ users. It will also
provide an oversight into new features found in Clicktate™ for our long
term customers.

We will continue to be responsive to our customers, so we welcome
feedback and suggestions. We may be contacted at 1-888-8click8 (1-
888-825-4258) or via email at info@clicktate.com.



mailto:info@clicktate.com

Our Mission Statement

Clicktate’s mission is to lead the market in developing Electronic Health Record
technologies that are easy to use, easy to learn, easy to implement and easy to
afford. We strive to be a leader in the development of medical record technology
that is complete, certified, and secure. We want to lead the market in innovation
and assist medical providers in their efforts to provide better care to their
patients. All the while, we will strive to keep our system so easy to use so that
providers can’t imagine using any other system.

Our Business Goals

Our goals are to add an additional 48 medical practices per year to our existing
customer base by continuing innovation and development and striving to
continue to be the easiest to use, implement, learn and afford EHR on the market.

Our Business Objectives

<\

Continue innovative development of Clicktate (Ongoing)

<\

Continue on-line advertising to continue to attract a strong customer base
(Ongoing)

Better follow-up of on-line trial sign-ups (Ongoing)

Improved customer experience for trial sign-ups (1 Month)

Continue our high level of customer satisfaction (Ongoing)

Convert 10-20% of on-line sign-ups to clients (Ongoing)

AN NN

Hire 2-4 dedicated sales staff with regional responsibility utilizing a base
salary + incentive payments for sales and ongoing usage (6 Months)

<\

Sales dinners/ demonstrations for providers in 4-6 large cities (1 Per
Quarter)

v Monthly ads in a major medical journal (Start in 3 Months)

v Phase 2 Meaningful Use Certification (2013)




Our Values

Clicktate is committed to providing excellent service in an ethical, honest and
customer based approach. If our customers aren’t happy, we aren’t happy and
will do what it takes to rectify the situation in an honest and fair manner. In
general, we will treat our customers the way that we want to be treated. Fairly.
Ethically. Honestly.

Our Vision

To continue to promote the use of the Clicktate Electronic Health Record for the
improvement of patient care and the provider experience in providing that
patient care.




Section lI: Configuring Your Browser

System Requirements

Clicktate is designed to work optimally with Internet Explorer versions 7, 8 and 9, Safari and Google
Chrome. In addition, for full functionality, you will need Microsoft® Word, Adobe® Acrobat and
Microsoft® Excel or comparable spreadsheet software on your computer.

Pop-Up Blockers

Clicktate relies on pop-ups to function properly, and they are an integral part of the ability to navigate
through Clicktate. It is important to allow your browser to accept pop-ups from Clicktate.

To configure the pop-up blocker to allow Clicktate to work, follow these steps:

Go to the TOOLS Dropdown menu at the top of the internet browser.

€  https://www.clicktate.com/se:
e, —

File Edit View Favorites Tools Help

W ke IQS i v | € clicktate : sessions

Open the TOOLS Menu.
Select Pop-up Blocker and choose one of the following options.

OPTION 1: Select Turn OFF Pop-up Blocker. This will completely disable the pop-up blocker and allow
all pop-ups.

OPTION 2 (Recommended): Select Pop-up Blocker Settings.

Under Address of Website to allow type: www.clicktate.com and then press ADD.



http://www.clicktate.com/

Pop-ups are cumenthy blocked. You can allow pop-ups from specific
é 'l websites by adding the site to the list below.

Address of website to allow:
Add

Press the close button.

Using Clicktate with Pop-Ups and Tabbed Browsing

With Clicktate, users have the option of formatting how the patient console window appears. The
browser can be set to allow the console to open in a new tab (window) OR as a pop-up.

To change this setting, go to the tools menu at the top of the internet browser.

£  https://www.clicktate.com/se:

File Edit View Favorites Tools Help

Y

W ke ‘88 ! - ‘ € clicktate : sessions

Select Internet Options from the Drop-down menu and Select Settings under the Tab Menu.

Tools>>Internet Options>>Settings (Tabs Menu)

Then choose how pop-ups should be handled based on your personal preference.
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AN * l—. |
I General | Security | Privacy I Content | Connections | Programs I Advanoedl

Home page
Y To create home page tabs, type each address on its own line,
L]
| l http:/fwww.insightbb,com/ -
Bl |
l Use current ] [ Use default ] [ Use blank ] II

Browsing history

.:F"I_ Delete temporary files, history, cookies, saved passwords,

ol

f._ . and web form information,

Delete... l [ Settings ] I

Search
p Change search defaults, l
Tabs W
| Change how webpages are displayed in ’.I
—1 tabs. 4
Anpearance |

Colors || Languawes || rons | | Accessibilty

[ o< [ canc [ ooy ||

Tabbed Browsing Settings .

Enable Tabbed Browsing (reguires restarting Internet Explorer)

Warn me when dosing multiple tabs

Always switch to new tabs when they are created

Enable Quick Tabs (requires restarting Internet Explorer)

[ open only the first home page when Internet Explorer starts
[ Open new tabs next to the current tab

[ open home page for new tabs instead of a blank page

When a pop-up is encountered:
i@ Let Internet Explorer dedide how pop-ups should open
() Always open pop-ups in a new window

i) Always open pop-ups in a new tab

Open links from other programs in:
71 & new window
@ A new tab in the current window

(71 The current tab or window

Restore defaults [ oK ] [ Cancel
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Section Ill: Getting Started

Logging On

To log on to clicktate.com, go to the home page: www.clicktate.com. You will see a link that will direct
you to the secure log-in page. There you will find the log-in box.

Home Take a Tour Pricing Free Trial Signup Secure Login for Clicktate Users »

Clicktate 4.0

UserID

Password

Login >

Fargot your login 1D or password?

Looking for legacy version?

Type in your User ID and your Password. If you forget your user ID or Password, select the link at the
bottom of the sign-in box. Both the User ID and Password are CASE Sensitive. For instance, the
Password “SamPle3” is NOT the same as “sample3”. Each Password must contain at least 6 characters,
at least one of which must be numeric.

After you input your User ID and Password, press the Login > button.
You will be directed to the Home Page.

Clicktate uses SSL security (https) from the login page forward.

/2 dicktate : logg dows Internet Explorer
' N\

@ '!' = |[] https://v asw.clicktate.com/sec/

—
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Section IV: Navigation through the System and Scheduling

The Home Page

The Home Page is the initial page when you access Clicktate. From the home page, you can navigate to
any other section of Clicktate. You can navigate by schedule, by individual patient, or you can create a

new patient. You can also change your personal profile or create or modify custom designed templates
from this page.

Logged in as ledadming | My Profile | ICD | Admin | Logout
Home | Patients | Documents | Sched | Track | Scan | Lab | Report | NQF Rx Pharm Rx Status 1 2 to review [=] Msg

Welcome, New LCD Admin!
LCD Solutions, LLC « Lexington, KY 40536

3 Patients :m Documents | 12 | Scheduling

Y | i Patient Notes
[ List all patients E3 Open today's schedule

search by Last Name & List unsigned notes for me

EJ Open this week's schedule

£ Go EJ List all notes
earchlbyilb) B co [EJ Start a new note for patient... &3 Open for date...
EJ Create a new patient... Custom Templates
EJ Manage my templates
> . EJ My info Ed Change my password
a/l My Profile & Practice info £ Manage support logins
Patient Data Entry: Entering New Patients into Clicktate™
| 12 | Scheduling
EE=E There are multiple methods to enter new patients into
Clicktate. Patients may be entered from the scheduling
&3 Open today's schedule module at the time of appointment scheduling.

=3 Open this week's schedul . . .
&2 Open this week's schedule To enter patients from the scheduling module, first select one

P s of the options from the scheduling menu on the home page.
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Any of the options may be selected including “Scheduling”, “Open today’s schedule”, “Open this week’s

schedule”, or “Open for date...”

Selecting any of these options will open a calendar box and, from any date, a patient may be entered

into the system.

\

n Home | Patients | Documents | Sched | Track | Scan | Lab | Report | NQF

Scheduling: [New LCD Admin [~ ]

Logged in as ledadmind | My Profile | ICD | Admin | Logout

Rx Pharm Rx Status 1 2 to review = Msg

% Customize S Print

O'lhursda\r, April 26 Fridav, April 27,2012 saturday, April 280
View entire week

00 00

15 15

9 30 1 30
45 45

0o 00

15 15

10 30 2 30
45 45

00 00

15 15

11 30 3 30
45 45

00 00

15 15

12 30 4 30
45 45

Selecting any time slot will allow a new patient to be entered into the system or you may search the

Clicktate™ database for an existing patient.

N

Search for a patient
Last Name First
| Patient ID
‘ O search | | dbcreate New patient...| | cance |
— =
092384 8] Rogers, Tim 15-Jun-1937
- | 345634 8] Logan, Arnold 05-lan-1946
SB7543 |_§|F'I|a. Chick 09-Mar-1995
| 2304892 8] Walker, Randy 02-lan-1991
98734598 8] cuppy, Ronald 20-Aug-1965
2343254 @Thun‘lb. Tom 08-5ep-1981
7 | 345345 @Melendez, Michele 13-lan-1982
035458 (8] Bower, Mandy 08-Nov-1979
1 | 50234020 |§| Green, Cowan 13-Jul-1949
CERRATRE2A [@11 ziuramera Thalm= AT l=n 1000
| Or, mark time as unavailable
Unavailable... | Cancel |

.,b? Customize

»

m
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In addition, new patients may also be entered from the Patients menu.

By selecting the “Create New Patient...” tab, a new patient may be entered into the system.

ﬁ. Patients
LA |

List all patients

Search by Last Mame
GO
Search by ID
Go

EJ Create a new patient...

After selecting the “Create a new patient...” link, the Initial Patient Editor window will appear. In this
window, the initial patient data such as ID, Name, Gender and Date of Birth will be entered.

Create a Patient

Patient ID |
Last Name

Gender | Female E Birth

First

=

H Create and Continue > | Cancel |

Middle
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Create a Patient

Patient 1D 8203430
Last Name Winter First Snowy Middle R
Gender |Female[=]| airth 16-Apr-1958 [

ﬂ/ S — —

After entering the initial patient data, select “Create and Continue>"

After creating the patient, the patient Facesheet will automatically open.

O

Logged in s ledadmind | My Profile | ICD | Admin | Logout
Home | Patients | Documents | Sched | Track | Scan | Lab | Report | NQF Rx Pharm Rx Status 1 471 to review [EMsg
Winter, Snowy R Download/Print ), Search for patient

ID: 8203490 DOB: 16-Apr-1958 Age/sSex: 54 female |_yOpen o

Address:
[l upload Phonefs): 7 Add Notes
Quick Links Active Allergies 7]
@ MNew Appointment... |I—_|| Record Today's Vitals... (None Known)

B Create New Document... MNew Message...

Selecting the “Open” icon in the Patient Data pane will open the option box for entering detailed patient
data. This includes emergency contact information, family information, insurance and legal information
and several custom fields.

Patient Information lz‘

f

Winter, Snowy R JEdit
Patient I 8203490 Gender Female| Birth 16-Apr-1958 Age |54

Race/Ethnicity Language

Primary Phys

Contact = Insurance = Legal = Family = Custom

Contact
Home o Edit
j Emergency Edit
Pharmacy < Edit
Insurance
Plan & Edit
Group/Policy #
Effective
Plan & Edit
Group/Policy #
Effective
Legal
Family Release &Edit
Preference ;I
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In the New Patient Entry window, required fields include the Patient ID, Last Name, First Name, Gender,
and Birthdate.

The birthdate and gender are important, as Clicktate will assign certain questions only in age and gender
appropriate situations. In addition, the notes generated from Clicktate templates will automatically
assign the correct gender identifiers. For instance, questions regarding sexual activity and smoking will

be deleted for children.

New patients may be entered from the home page, from the patient page or
from the calendar module.
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Entering an Appointment

To enter an appointment, first select one of the scheduling options from the Clicktate™ home page or
select “Sched” from the navigation bar which is found at the top of all pages in Clicktate™ You will then
be directed to the physician schedule. The schedule will default to the current date.

12 | Scheduling .

EJ Open today's schedule

AN
NS

Home | Patients | Docurr nts | Sched | Tre k| Scan | Lab | Report | NQF

Winter, Snowy R
EJ Open this week's schedule 2 wy

1D: DOB: -Apr- Age/Sex: emale
8203490 16-Apr-1958 ! 54 fi |
EJ Open for date... Address:

=1.. . . Phanel=l-

Select the date and time to begin the appointment entry process.

Select the correct provider from your group.

N
(\_/

Schedulinz: LCD Admin ~

O sunday, February 8

oo
8-
30

45
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i Patient Selector |Z|

Search for a patient & Customize

Last Name | First

B Patient ID

)3 Search | E[,':'Create New Patient... | Cancel |

8203450 @Winter, Snowy R 16-Apr-1958 |~
1 |o92384 |E| Rogers, Tim 15-Jun-1937
345634 |8l Logan, Arnold 05-lan-1946
- | 987543 E‘ Fila, Chick 089-Mar-1995 =
2304892 8] walker, Randy 02-lan-1991
| 98734598 |§| Cuppy, Renald 20-Aug-1963 =
2343254 @Thumh.TDm 08-5ep-1981
345345 [&] Melendez, Michele 13-lan-1982
| o03gass @ Bower, Mandy 08-Nov-1979
anI2ANIN [E] mraan Caam=n 12 1ul-1040 S

1 Or, mark time as unavailable

Unavailable... | Cancel |

From this window, a new patient may be created, or you may search for an established patient by
entering a Patient ID, Partial Patient ID, Name, or Partial Name. Selecting the “Cancel” button will

return you to the scheduling page.

|
Patient Selector lz‘

Search for a patient 2% Customize

Last Name M First
E Patient ID

}3 Search | El'}'Create New Patient... | Cancel |

09238 [8] Test, Darla 09-Mar-2009 -
1 123458 (8] Test, Paula 31-Dec-1369

09238023 (8] Test, Troy 02-Jun-1959
{ 84533 @ Tester, Tony 01-lan-2010

Or, mark time as unavailable

Unavailable... | Cancel |

Here, a search for a patient with the last name “test” has returned four patients. By selecting one of
these patients, an appointment for that patient may be added to the schedule.

19



New Appointment > Test, Darla IE

| Patient
1  Test, Darla o Edit
|D: 09238 DOE:09-Mar-2009
| | Address:
Phone:
| @Gotnpatient'sfaceshﬂet @Chous&annth&r...
Appointment
| Date 2012-0427 G4 Time 10-00 AM
Type |(Mo Type) ECustDmize
| Duration UhnursE and | minutes |E|
Status | (Mo Status) ECustDmize
Comments -
HSaveand{:Dntinuebl Cancell

T ) T

Now, entering an appointment is easily accomplished by selecting the appointment type and duration.

The appointment status may be changed to arrived, late, DNKA, rescheduled, or other options as
needed. There is also a field for comments if additional notes need to be included.

IM

The “Cancel” button is to cancel the entering of an appointment, not the actual appointment.
To cancel an already scheduled appointment, use the Status Dropdown menu.

Appointment type and status are user customizable fields, and may be changed according to individual
practice needs.
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Mew Appointment > Test, Darla IE

Patient
1 | Test, Darla & Edit

|D:09238 DOB:09-Mar-2009
Address:
Phone:

|§| Go to patient's facesheet |_§| Choose another...

Appointment
Date 2012-04-27 4l Time 10:00 AM
Type | Acute |E| Customize
Duration |0 hnursE and (20 minutesE
Status | (Mo Status) |Z| Customize
Comments Blood pressure check. Meeds urinalysis prior to appointment. -

[ save and Continue > | Cancel |

Here, an appointment for the selected patient is designated as a 20 minute Acute visit. The patient
needs a urinalysis before the appointment. Select the “Save and Continue>" link to schedule the
appointment.

The appointment will appear on the schedule and a menu box will open to allow the immediate
generation of a note if desired.

Patient
Home | Patients | Documents | S TESt' Darla <Tedit
1D:09238 DOBE:09-Mar-2009
Scheduﬁng: New LCD Admin | = Address:
Phone:
J Thursday, April 26
|_§| Go to patient's facesheet
00 Appointment
9 15 April 27 @ 10:00 AM (20 minutes) SEdit
30 Type: Acute
45 Status: (No Status)

Comments: Blood Pressure check. Needs urinalysis prior to appointment.

00 \L Created: Today, 12:55PM by New LCD Admin

10 ;2 History [CIshow notes [
Today, 10:00AM 35 Appt: Acute i
45 [No status selected]
00
15
11
45
00
15 -
12 _
= Bnewore | [ o
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Appointment > Test, Darla IE

Patient
Test, Darla o Edit

D 09238 DOB:09-Mar-2009
Address:
Phone:

|_§| Go to patient's facesheet

Appointment
April 27 @ 10:00 AM (20 minutes) o Edit

Type: Acute
Status: (No Status)
Comments: Blood Pressure check. Needs urinalysis prior to appointment.
Created: Today, 12:55PM by New LCD Admin

History [C] show notes
Today, 10:00AM (T3 Appt: Acute I
[No status selected]

|:|7 New Note... | 1ﬂ

A new note may be started by selecting “New Note...” or selecting “Exit” will close this menu.

A link also appears at the top of the box which will navigate directly to the patient’s Facesheet.

Appointments may be double booked (or more) by selecting the same time and again adding another
patient.

@ Thursday, April 26

oo
15
9 30
45
0o
15

|Te5t, D

1 30

45
[24]
15

11
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By selecting the patient name from the appointment calendar, the appointment window will open.

To cancel or indicate that a patient has arrived, select either the Edit link or the Status link.

Patient
Test, Darla & Edit

[D:09238 DOB:09-Mar-2009
Address:
Phone:

@ Go to patient's facesheet

Appointment
April 27 @ 10:00 AM (20 minutes) o Edit

Tyne: "7
status: (Mo Status)
Comineno. Zic o rressure check. Needs urinalysis prior to appointment.
Created: Today, 12:55PM by New LCD Admin

History [C] show notes

Today, 10:00AM (T3 Appt: Acute 0

[Mo status selected]

B MNew Note... | Exit |
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From within the “Edit” link, the appointment Status may be changed, or the appointment may be
deleted.

Patient
Test, Darla & Edit
[D:09238 DOE: 09-Mar-2009
Address:
Phone:
|_§|Gu:rtu:r patient's facesheet -
Appointment
Date 27-Apr-2012 HH Time 10:00 AM
Type |Acute |Z| Customize
Durati== ||uu|SE 2nd |2U Mimuiew
status | (Mo Status) B. ustomize K
Cormi... "= Rlood Pressure check. Meed= - Lysis priorto appointment. -
[zl save and EH';I &% Delete | - ancel | i

I L] e |

Scheduling for Multiple Providers within the Same Practice
Schedules may be created and maintained for multiple providers within the same practice.

The scheduling module can even be used to create nurse schedules, providing the nurse has a user ID.
To specify with whom a patient is to be scheduled use the Scheduling dropdown menu.

To Link providers within the practice, please contact Clicktate.

R

Home | Patients

Schedulii g: Dr.LCD ~
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User Customization Options within Scheduling and Patient Management

Multiple options may be customized to user or practice preferences within Clicktate.

To customize the calendar module, select the “Customize” button in the upper right corner above the

calendar.

O

n Home | Patients | Documents | Sched | Track | Scan | Lab | Report | NQF

Scheduling: |New LCD Admin[~]

O Thursday, April 26

Friday, April 27, 2012

Logged in as ledadmind | My Profile | ICD | Admin | Logout

Rx Pharm Rx &’ .- 1 ltor=. w EM=g

A Customize & rint

caturd= 280

View entire week

Calendar Display

Work Week
start | Monday

Time Slots

From (9:00 AM To 05:00 PM size |15 minute [ |

Appt Label

|E| Length |5 daysE

Last, F. (Phune}E

L—_J Save Changes | Reset to Default | Cancel |

Other

jﬁ’ Customize Appointment Types

ﬁ Customize Arrival Status

25

Here, the work week
may be specified and
time slot intervals may
be entered according to
provider preference.

By selecting
“Customize
Appointment Types” or
“Customize Arrival
Status” these may be
set to user preference
as well. To customize
appointment types,
enter the types of
appointments to be
scheduled for the
selected provider.



Customize Appointment Types IE

Active? Acute 0 hours 20 minutes
1 Active? Follow-up 0 hours 15 minutes
Active? New patient 1 hours ( minutes
Active? Exam 0 hours 30 minutes
Active? Physical 1 hours (I minutes
Active? Family Consultation 0 hours 30  minutes
Active? Medicine Check 0 hours 15§ minutes
Active? Well Child 0 hours 30 minutes
Active? Procedure- Simple 0 hours 30 minutes
Active? Procedure- Complex 1 hours minutes
Active? Pre-pperative Consultation 0 hours 44 minutes
| Active? Syuture Remaoval 0 hours 1 minutes
Active? Prenatal Consultation 0 hours 20 minutes
] Active? Gynecologic Examination 0 hours 20 minutes
H Save Changes | Reset to Default | Cancel |

T = T

Customize Schedule Status [x]

Active? Arrived

3
g
3

Active? test Set Color

ﬁl
g
9

[#] Active? Late arrival (minor): seen

[¥] Active? Late arrival (severe): seen

3
g
3

[¥] Active? Late arrival (severe): rescheduled Set Color

[¥] Active? Late arrival (severe): cancelled Set Color

DActiue?l
In the “Customize Arrival Status”, the patient

status may be set as well as the color of which
each status will appear on the schedule.

Active? DMNKA

[ Active? I

i 0

[#] Active? Patient cancelled (before cutoff)

Active? Patient cancelled (after cutoff)

3
g
3

o
g
2

[¥] Active? Patient rescheduled (before cutoff)

Active? Patient rescheduled (after cutoff)

(] Active?l
1 [¥]Active? Office rescheduled

[] Active? Office cancelled

i

[ Active? I

||,H Save Changes| | Reset to Deiault| |Cancel

I e |
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Blocking Time Periods

To block time periods when a provider is not available, choose a start time on the schedule and select it
as if you are scheduling an appointment.

For instance, to block the time period from Noon- 1 PM for lunch each day, first choose the start time of
the appropriate time period.

C
(\_/

Logged in as ledadmind | My Profile | ICD | Admin | Logout
n Home | Patients | Documents | Sched | Track | Scan | Lab | Report | NQF Rx Pharm Rx Status 1 1 to review ElMsg
Scheduling: [New LCD Admin[~] X Customize & Print
(D Thursday, April 26 Friday, April 27, 2012 saturday, April 28 ()
View entire week
00 (o]
15 15
9 30 1 30
45 45
00 ‘Test, D 00
15 15
10 30 2 30
45 45
00 (o]
15 15
11 30 3 30
45 | 45
T
o (1]
15

124 4
30 30

45 45

The Create Appointment menu will appear.

§ = = i
Patient Selector X
Search for a patient & Customize

Last Name First

1 Patient 1D B

2 Search | CEDCreate New Patient... | Cancel |

09238 @Test, Darla 09-Mar-2009 &

7 | Bas93 (§] Tester, Tony 01-lan-2010 i

4 09238023 |_§|Test, Troy 02-lun-1959

4 | 123456 @Test, Paula 31-Dec-1969 5 -
3203490 L@ Winter, Snowy R 16-Apr-1958

| 092384 Lﬂ Rogers, Tim 15-lun-1937 — L
345634 (8] Logan, Arnold 05-lan-1946
987543 |_§|F'||a. Chick 09-Mar-1995

1 | 2304892 [B] Walker, Randy 02-lan-1991 i
QR72AC0R [@] runme Bansld N Ann10R2 i

Or, mark time as unavailabl~

Unavailable...l C ncell
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Choose “Unavailable...” and the Edit Unavailability menu will appear where the title, time and repeat

status may be added.

Edit Unavailability [X]

Unavailability Event

Title |[WLETETELLE

Date 2012.04-27 4 Time 12:00 PM 2
Duration a'lhuurSE and |0 minutes |E| All day

Repeats ME

Comments -

HSEWE and Euitl *Deletel Cancel |

To block one-hour for lunch, change the menu settings as shown and set a daily repeat.

Unavailability Event

Title Lunch

Date 20120427 G4 Time 12:00 PM &
Duration |1 hour |E| and |0 minutes |Z| All day

Repeats |daily |E|
Every SiﬂglEE day

L1831 -Dec-20 12!

Comments -

HSaveand E}{itl %Deletel Cancell
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The calendar will reflect the change for the current and each additional date.

@

L

Logged in as ledadmind | My Profile | ICD | Admin | Logout
n Home | Patients | Documents | Sched | Track | Scan | Lab | Report | NQF Rx Pharm Rx Status 1 1 to review EMsg
Scheduling: |Mew LCD Admin [~] & Customize &) Print
OThursda\r, April 26 Fridav, April 27,2012 Saturday, April 280
View entire week
0o ao
15 15
9 30 1 30
45 45
00 |Test, D 00
15 15
10 30 2 30
45 45
oo (o]
15 15
11 30 3 30
45 45
0o (1]
15

12
30

45

430

45

It will still be possible to “overbook” even blocked time periods such as lunch by selecting the area on
the calendar in the desired time period beside the blocked time.
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Customization of the Patient Search Option

Depending on personal preference, the patient search option may be customized to reflect whether the
user desires to search by name or by medical record number. From the Patient Selection menu, select
the “Customize” link.

Patient Selector Ed
Search for a patient % Customize |
Last Name First
Patient ID
/':" Search | C,':',:"Create Mew Patient... | Cancel |
09238 @Test. Carla 09-Mar-2009 |
84593 |_§| Tester, Tony 01-lan-2010
09238023 8] Test, Troy 02-lun-1959
123456 |&] Test, Paula 31-Dec-1969 3
8203490 |_§| Winter, Snowy R 16-Apr-1958
092384 |_§| Rogers, Tim 15-Jun-1937 e
345634 8] Logan, Arncid 05-lan-1946
987543 |g] Fila, Chick 09-Mar-1995
23048392 8] walker, Randy 02-lan-1991
QRTF2ACOR [&] rimeae Damsld FA-Ar A0 i

The user will have the option of searching by either name or medical record number, and the search box
will default to place the cursor in the appropriate text field upon opening the customization tool. Users
may also specify other parameters to include in the search. This includes address, phone number, e-
mail and items located in the custom fields.

Customize Patient Search IE

Primary Search ) By ID
@ By Name

Include in Search [] Address

] Phone
] [ Email
D Custom

H Save Changes | Reset to Default | Cancel |
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Section V: Working with Patient Documents and Notes

Working with Patient Documents
Patient documentation may be started at multiple entry points throughout the system:
e From the Scheduling Page
e From the Documents Section of the home page

e From a Patient Facesheet

Starting Notes from the Scheduling Module

To begin a patient note from the scheduling module, start by selecting a patient from the schedule or
placing a new patient on the schedule as previously shown. Select the patient for whom a note is to be

created.

View entire week
00 00
15 15
9 30 1 30
45 M 45
00 || Test, Darla < 00
15 N 15
10 30 2 30
45 45
% %
11 30 3 30
45 45
Lunch 00
% 15
30 | 4 30
45 45
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Clicking on Darla Test will produce the appointment status pop-up. Selecting the “New Note...” button
will begin a new note on the patient console.

Patient
Test, Darla

|D:09238 DOB:09-Mar-2009
Address:
Phone:

& Edit

|_§| Go to patient's facesheet

Appointment

April 27 @ 10:00 AM (20 minutes) o+ Edit
Ty = Acute
5 3tus: (No Status)
Con ments: Blood Pr _ssure check. Meeds urinalysis prior to appointment.
Created: Today, 12:55FM by New LCD Admin

History [C] show notes

Today, 10:00AM 5 Appt: Acute it
[Mo status selected]

|;|) New Note... | Exit |

The patient appointment status can also be changed from this page to Arrived, Cancelled, etc. by clicking
the Edit button OR by selecting the “(No Status)” field in the above example. This feature is useful if
the front office or nursing staff want to track a patient’s progress through the appointment or to let the

physician easily track the patient’s appointment status. In the example below, the appointment status
has been changed to “Arrived”.

After changing the Appointment Status, select “Save and Exit”.
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Appointment > Test, Darla IE

Patient
J | Test, Darla & Edit
[D: 09238 DOEB:09-Mar-2009
Address:
Phone:
7 @ Go to patient's facesheet i
Appointment
Date 27-Apr-2012 Gl Time 10-00 AM 2
Type |Acute |E| Customize

Duratio=  J wours |= | and |20 minutes | = |
I status | TG R ~ | cus omize '

i Commenw. T'ond Pressure check, Meeds nrie=" 5 prior to appointment. -

HSavE and Euitl *Deletel Cancell

The appointment status change will be reflect by a color change on the schedule.

Test, Darla

10

& 8|n 8|6 &|h 8
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Starting Notes from and Navigation from the Documents Module

Patient Notes

List unsigned notes for me

List all notes

Start a new note for patient..é

Custom Templates

Manage my templates

Document Manager

Showing: All notes for | [Everyone]

Document

| Medical Note

| Medical Note

| Psychiatric Note
Psychiatric Note (Signed)

| Medical Note

| Medical Note

| Psychiatric Note
Psychiatric Note (Signed)
Psychiatric Mote (Signed)

| Psychiatric Note

| Psychiatric Note

| Psychiatric Note

| Psychiatric Note

! Dewrhiatrie Mata

DOs

Today
04/26
04/26
04/24
04/24
04/24
04/24
04/24
04/24
04/23
04/23
04/23
04/23

na M2

Documents

Patient Selector

Notes may also be created from the

Documents section of the Home page.

To start a note from this section, select “Start

a new note for patient...”.

This will open the

Document Manager page with the Patient

Selector pop-up to allow the selection of a

patient.

From the Patient Selector, choose the patient

for whom you wish to create a note.

Search for a patient K Customize
pdated =
Last Name First . 10:20AM
Patient ID , 9:35PM
- , 9:56AM
)3 Search | E,':',:'Create New Patient... | Cancel | :
, 8:10PM
09238 [8] Test, Darla 09-Mar-2009 - | |, B:0SPM
84593 @Tester, Tony 01-]an-2010 , 4:27PM
09238023 |§|Te5t. Troy 02-Jun-1959 | 4:23PM
123456 Test, Paul 31-Dec-1969 3
(Bl Test, Paula £ , 3:43PM
8203490 @ Winter, Snowy R 16-Apr-1958 :
092384 |&] Rogers, Tim 15-Jun-1937 I 1:490M
345634 [8] Logan, Arnold 05-lan-1946 » 2:47PM
8937543 |§| Fila, Chick 09-Mar-19585 , 2:42PM
2304892 |§| wWalker, Randy 02-lan-1991 | 2:41PM
QR72AcOR [@1lrunme Danald I Ao 082 i R
, 2:41PM

@l Brar kandu

nAJMI2 7.2RDRA
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From this pop-up either select a patient name from the list of recent patients or input a patient name,
partial name, or close the Patient Selector Box to select a note from the Notes List.

From the notes list, you may select from all notes, all unsigned noted, or notes for a specific provider
from within a practice group.

Document Manager
Showing: All notes for |[Everyone] |Z| S~ Show unsigned notes only

Patient Lists in Clicktate are defaulted to show the patients that have been reviewed recently. This list
appears with the most recently viewed patient chart listed first.

Choosing a Note Type, Date of Service and Note Recipient

When you start a patient note, you will need to specify a note type. For most providers, the note type
will default to Medical Note, which is the standard medical note found in Clicktate. In addition, from
this page, notes may be sent to another provider or support person (nurse, lab technician, front office
staff) from within the same office. Notes may also be started from a user defined custom template that
has been saved by the specific user. To change the default value for the “Send To” or “Template” field,
choose the “Set as default” link beside the appropriate field.
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Create New Document IE

Test, Darla

Date of Service 27-Apr-2012 x|

send To |E| Set as default
Document Type |Medical Note || set as default
™
Start Blank/New Note >D Blank Medical Mote
%

Replicate a Prior Note

=5 Replicate from Patient History
Medical Note DOS: 07-1ul-2009

=] Apply Custom Template:

Start User Template Nolt;> cad patient (Medical Mote) |E|

Cancel |

TETAIII T T ITSLLIT o g e

To start a note using one of the standard Clicktate templates, first specify a note type from the
“Template” menu and then choose “Blank Medical Note”.

To replicate (or reuse) a prior note, select the middle box, “Replicate from Patient History”. This
function is not available for notes created prior to June 2009.

To start a note using a user defined custom template, from the bottom note creation box, first select the
name of the custom template from the drop down list. Here a template that the user has specified as
dm-htn has been chosen. Then select “Apply Custom Template:”

To specify a user from within the practice group who will receive the note for review, select the desired

user from the “Send To” menu.

The Date of Service can be changed by selecting the appropriate date from the “Date of Service” menu.
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Section VI: The Patient Console: Generating Notes and Letters

The Patient Console

The patient console is the Documentation component of Clicktate™. From the console, notes of various
types may be generated and custom templates may be designed.

/& hitp:/ftest.clicktate.com,?sid=3708&0.05689933645170703 - Test, Darla - Medical Note - Friday, - Windows Internet Explorer

File Edit Help Admin

= New ‘=Open | [ Save As (5)SignfLock | [3=|Orders T Download [{fjClipboard | [ Clear | ) X o Freetext | Exit Conscle
Template Map % Customize < || Test, Darla - Medical Note - Friday, 27-Apr-2012
DOs N o Send To: [None]
visim [
Wee History of Present lliness
a | H FY
HPI N Mamn —
A | 97 Acute Bronchitis
DATA g | .
l 4] Acute Gastroenteritis 1
A ||LE] 4 Benign Prostatic
ROS | D | Hypertrophy
MEDS % 4] Coronary Artery Disease
ALLER —— 4] Diabetes Mellitus Type 2
|G Follow-up
FAMHX || H 4 Fever
1
SOCHX 7 4] GERD Follow-up (Adult)
PE T 4] Hyperlipidemia Follow-up
1oL L | T Hypertension Follow-up
RAD M | 4] Hypothyroidism Follow-up
M Inpatient Note
IMPR 1 il p R R
| O | 47 otitis Media
GEAN | P | 47 otitis Media Follow-up
prOC (| Q] 4] Quick Note
R
RTO B 47 Skin Lesions
TIME E3 4] Tobacco Abuse Disorder
cc I 4] Upper Respiratory Infection
|V | 4] Urinary Tract Infection
| W | 9] Viral Syndrome
| Y| complete list

4] Abdominal and/or Pelvic
Pain Female

4] Abdominal and Pelvic Pain
Follow-up

4] Abdominal and Pelvic Pain
Male

4] Abdominal Aortic Aneurysm
Follow-up

4] Abnormal Labs-Hematuria
4] Abnormal Pap Follow-up
4] Abrasion

4] Abscess

4] Acidosis

4] Acne

4 Acne Follow-up

4] Acne Necnatorum

4 Actinic Keratosis Bd
In Note ﬂ
-]

Created: 27-Apr-2012, 3:26PM by New LCD Admin
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The Template Map

The Template Map is the section of the console where various notes and templates may be selected for

O35
VISIT
WCC
HPI1
DATA
FMHX
ROS
MEDS
ALLER
FAPHX
SOCHX
PE

1oL

IMPR
FLAM
PROC
RTO
TIME
CE

Template Map & Customize

Lo

2|

History of Present lllness

<[zl<[<]-lel=lo]=]o]=|z]-|x[-]-[=[o[x]~][o]~[=]=] -]

Main
q[ Acute Bronchitis
4] Acute Gastroenteritis

4[] Benign Prostatic
Hypertrophy

q[ Coronary Artery Disease

4] Diabetes Mellitus Type 2
Follow-up

4] Fever
4] GERD Follow-up (Adult)
4] Hyperlipidemia Follow-up
q[ Hypertension Follow-up
q[ Hypothyroidism Follow-up
4] Inpatient Note
q[ oOtitis Media
q[ oOtitis Media Follow-up
1 Quick Note
o7 Skin Lesions
4] Tobacco Abuse Disorder
4] Upper Respiratory Infection
q[ Urinary Tract Infection
4] viral Syndrome
Complete list

4] Abdominal and/or Pelvic
Pain Female

4] Abdominal and Pelvic Pain
Follow-up

4] Abdominal and Pelvic Pain
Male

4] Abdominal Acrtic Aneurysm
Follow-up

4] Abnormal Labs-Hematuria
4] abnormal Pap Follow-up
q[ Abrasion

4] Abscess

4] Acidosis

q[ Acne

q[ Acne Follow-up

4] Acne Necnatorum

q[ Actinic Keratosis

-

k1

insertion into the note being created.

This is the template map for the med note. The med
note is divided into sections including:
e DOS- the Date of Service

e VISIT- Visit Data

e WCC- Well Child Checks

e HPI- History of Present lliness
e DATA- Data Elements

e PMHX- Past Medical History
e ROS- Review of Systems

e MEDS- Medications

e ALLER- Allergies

e  FAMHX- Family History

e  SOCHX- Social History

e PE- Physical Examination

e |OL- In Office Labs

e RAD- Radiology

e |IMPR-Impression

e PLAN

e PROC- Procedures

e RTO- Return to Office

e TIME- Documentation of Time

e CC- Carbon Copy

In this example, HPI is selected, and various HPI elements are visible in the scrollable list, starting with

the MAIN (commonly selected items) section and then an alphabetical list of all HPI templates available.
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Customizing the Template Map

The template map may be customized to reflect those items that a provider encounters more
frequently. To customize the template map, select “Customize” which is found in the title bar of the
template map.

Template Map & Customize «
DOs
Search... L
VISIT
wee History of Present lllness
1 rs
[HPI A Main J
A | 9] Acute Bronchitis
DATA
B | 4] Acute Gastroenteritis _
FMHX C | 4T Benien Prostatic

By utilizing the “Customize” function, users may select those items which should appear in the Main
section of the template map and unselect those that should not. The section which appears when the
console appears may also be preset. Another feature is the ability to auto-include a section in each note.
This will automatically insert any “Auto-include” paragraph into each note created.

Customize Template Map E

1 Section History of Presentlliness = [¥]5tart up with this section |

| Paragraph =l
Acne Follow-up Main? | [ Auto-include? | —
Acute Bronchitis Main? | [C] Auto-Include?
Acute Gastroenteritis Main? | [C] Aute-Include?

|_ B12 Deficiency Anemia Wain? | [ Auto-Include?

Benign Prostatic Hypertrophy Main? |:| Auto-Include?
Coronary Artery Disease Main? | [[] Auto-Include?

| Diabetes Mellitus Type 2 Follow-up Main? | [[] Auto-Include?

4 Fewver Main? | [C] Auto-Include?

{ |eeRo Follow-up (Adult) Main? | [C] Aute-Include? [
Health Maintenance Visit Main? | [C] Aute-Include?

E Hyperlipidemia Follow-up Main? | [[] Auto-Include? !
Hypertension Fallow-up Main? | [[] Auto-Include? g
Hypothyroidism Follow-up Main? | [[] Auto-Include? i

)| | otitis Media Main? | [C] Aute-Include?

Otitis Media Follow-up Wain? | ] Auto-include?

i Tobacco Abuse Disorder Main? | [[] Auto-Include? |

E Upper Respiratory Infection Main? I:‘ Auto-lnclude? ¢

i Urinary Tract Infection Main? | [C] Auto-Include?

Viral Syndrome Main? | [[] Auto-include?
i Abdominal and Pelvic Pain Follow-up [ main? | [] Auto-Include? j r
il
||ﬂ SaveChanges| | Reset to Deiault| | Cancel |

! i Main? Check the paragraphs you want at the top "Main” section

E \v) of the Template Map.

I Auto-include? Check any paragraphs you want automatically inserted

into future documents for this template.
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Searching the Template Database

To search the database for a desired template, enter the desired search term in the search box which is
found above the template map.

Template Map % Customize <« || | Template Map < Customize 4
DOs IS

Search... _ palymyalgia rheumatica o
VISIT /
wee History of Present lliness wee History of Present lliness

. M H Fe

HE1 i Main ﬂ HPI i ain J

A Acute B iti A Acute Bronchitis
DATA 1] Acute Bronchitis — 1 B

B | 4T Acute Gastroenteritis _ B | 4] Acute Gastroenteritis _
Ulo c 4T Benien Prostatic L c 4] Benign Prostatic

This will search the entire template database for all mentions of the search term.

Template Explorer Iz‘

\_pulyrnyalgia rheumatica ﬂ HPI: Polymyalgia Rheumatica
[JHistory of Present lliness -] As relates to the polymyalgia rheumatica, the patient reports no body pain, =
[Polymyalgia Rheumatica | stiffness, tender points, fatigue, headaches, numbness, irritable bowel
Fibromyalgia Follow-up symptoms, bone pain or muscle pain. His pain is most prominent in the (select
Neuropathy Follow-up location). His numbness is diffuse. The patient's bowel habits are
Paresthesias Initial characterized by (select bowel symptoms). The symptoms have been present
[ Jimpression for 1 month. He states that the symptoms are are stable. He is currently not
Paresthesias using any type of treatment or medication for his symptoms.
P Diagnoses .
Polymyalgia Rheumatica Impression
Fibromyalgia

Polymyalgia Rheumatica

k# Insert into Du:H:umentl Can =1 |

The Template Explorer displays each instance that the search term is used in the Clicktate™ system and
allows the paragraph to be placed into a template if desired.
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The Menu Bar

The Menu Bar is the control panel for the Clicktate console.

File Edit Help Admin

=] Mew xopen | |5 5ave As (£} Signflock | 3= Orders ZDownload [ Clipboard (i Clear | ) Undo 3 Delete |ofFrestext | Exit Console

The functions found on the Menu Bar Include:

o New- Opens the New document creation pop-up which allows users to select template type,
specific note type, and date of service.

Create New Document |z|

Test, Darla (&l Choose another

Date of Service 27-Apr-2012 fﬁ
Send To |E| Set as default
Template | Medical Mote |E| 5et as default

[ Blank Medical Note

=3 Replicate from Patient History
Medical Note DOS: 27-Apr-2012

=] Apply Custom Template:
cad patient (Medical MNote) |E|

Cancel |
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Open- Opens a list of previously created documents for the patient allowing the user to review
previous notes.

Patient History [X]

Test, Darla [&] Choose another

11-May-2012 Medical Mote ﬂ
Updated: Today, 12:42PM

27-Apr-2012 Medical Mote

Updated: 27-Apr-2012, 3:26PM

11-Aug-2009 Discharge Letter
Updated: 11-Aug-2009, 5:30PM

11-Aug-2009 Discharge Letter
Updated: 11-Aug-2009, 5:28PM

11-Aue-2009 Discharee | etter ﬂ

Cancel |

Save As- Saves a note in a format that allows the note to be re-opened, reviewed and changed

later and also allows the user to assign a name to a note. This function allows users to specify
that this note is to be the standard template note for a patient and therefore sets the note as
the default “to replicate” note.

Test, Darla

Label Medical Mote
Date of Service 11-May-2012
[] use as patient's standard Medical Note

[ save Note | Cancel |
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e Sign/ Lock- Signs and locks a document in a permanent form, preventing further changes.

Confirmation Reguired

You are about to digitally sign this document and lock it from
further edits. Are you sure?

%9 Yes Mo Cancel I

File Edit Help Admin
= vew ‘“3open | [ save as (5 Sian/Lock | [i=| Orders % Download [jClipboard | [ clear | #)undo 3 Delete o Frestext|| Exit Console

Template Map 4 Customize <« || Test, Darla - Medical Note - Friday, 11-May-2012
DOS Send To: [N
— ] e e
VISIT
wee History of Present lliness
mp | Main 4| History of Present lliness
oara | A T Acute Bronchitis )
| B | 47 Acute Gastroenteritis " || As relates to hypothyroidism, the patient reports a good energy level ' She reports no hair loss, heat intolerance, cold intolerance, diarrhea, cons
GTETES LC] 4] Constipation
ROS % 4] Constipation Follow-up o
meDs (= 4 cough Medications
ALER |[g| 17 Cough Follow-up Reviewed. ¢ €EUpdate/Prescribe
FAMHX |[H | T Fever
u .
ooy ||| 1T Fveethyroidism Fallow-up
| L] 97 otitis Media Allergies
FE LK | 47 otitis Media Follow-up
ek [ L | 4 Quick Note Reviewed per Nurses Note
RAD % o7 Skin Lesions " | @ Update/Prescribe.
IMPR || 4 Tobaceo Abuse Disarder
PLAN T 4] Upper Respiratory Infection Phvsical Examinati
— i i ysical Examination
proc |[@] T Urinary Tract infection
- R | 97 viral Syndrome 7
5| completelist FREETEXTOPTION DELETEVITALS Vitals: D Reviewed per Nurses Notegel il BB E T B4} 0257
TME T | and/or Pelvic : 2 v bout to digitally sign this d tand lock it fi
ce U Pain Female SPECIALIST EXAM  DELETE HEENTExAM HEENT: Head- Normocephalic At \ & ) Sl caboutnidis IV spthi=tacu messan rom | fexture and sh
— further edits. Are you sure?
[ V| 97 abdominal and Pelvic Pain Masal Septum- is normal . " Lids- Normal bilaterally. Conjunctiva- bt with no lesior
W | Follow-up
R ﬂﬂbﬂlumiﬂﬁl and Pelvic Pain DELETE NECKEXAM  MNeck: Thyroid- non enlarged, symmetric and has n rigidity . |7 &
Male
“‘:bl"lc"“i”al Sopiselrysmy DELETE PULMONARY EXaM  Lungs: Auscultation- Clear to auscultation bilaterally. There are no retractions, clubbing or cyanosis . = The Expiratory te
ollow-up
9] Abnormal Labs-Hematuria . - &
DELETE CARDIAC EXAM  Cardiovascular: Heart- Normal Rate with Regular rhythm and no murmurs.
4] Abnormal Pap Follow-up
4] Abrasion
9] Abscess Impressicn and Assessment
97 Acidosis
] Acne Hypothyroidism . (244.9) =
47 Acne Follow-up

Selecting “Yes” results in a signed and locked document.

Once a Document is Signed and Locked, the functions on the menu bar which allow document
changes are no longer active. The document can still be downloaded and copied to the clipboard.

Confirmation Required

E This note has open or unanswered questions.

Do you still wish to proceed?

T

| Q?Sign and lock note anywayl ‘Cancel |
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e Orders- Sends patient orders to the Computerized Order Entry (CPOE) and Tracking System
thereby allowing users to save and track orders as they are entered into a note. This is
explained in detail in the Order Entry and Tracking section of this manual.

e Download- Downloads a note to Adobe Acrobat Reader. Click the open button to open the
document. If you desire to print out a document, you may do so from Adobe Acrobat by
pressing the DOWNLOAD button at the top of the console. When the Download button is
activated, a dialogue box will appear to ask if you would like to Save or Open the Document.

To Open the Document to Acrobat, Press the Open button. The appropriate Header and Footer
will appear on your document automatically. This includes the patient’s birthday, page number,
physician name and date of service.

Both notes that either open or signed/locked may be opened from the menu bar in Adobe
Acrobat.

If a user desires to open a note in Microsoft Word, this may be accomplished from the File Menu
which is found in the upper left corner of the Console. Open the file menu and select
“Download as Word” from the Menu.

ONLY UNSIGNED AND NON-LOCKED DOCUMENTS MAY BE OPENED IN MICROSOFT WORD.

File | Edit Help Admin

=] Mew Maote... Sign/Lock | =] Orders % Download [ Clir
53 NewReplicate <« || Test, Darla - Mec
{4 Open Note... p‘ send To: [None]
sl Save Note As...
1855
(&) Signand Lock J
-
+ ]
i=|  (Generate Orders... eritis
- one =
— [low-up
|.Eﬂ Download as Word
L‘@ Copy to Cipboard b
Q
% Delete Note
Follow-up
Apply Custom Template...
Manage Custom Templates » |low-up
Exit Console
T RET
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1 L =

Do you want to open or save this file?

@_,j Mame: Cuppy,_Ronald.doc

Type: Microsoft Office Word 97 - 2003 Document

From: test.clicktate.com

Open ] [ Save ] [ Cancel

J

harm your computer.  you do not trust the source, do not open or

|@ While files fram the Intemet can be useful, some files can potentialhy
save this file. What 's the rslk ¥

Do you want to open or save this file?

@_,j Mame: Simon,_Sara.doc

Type: Microsoft Office Word 97 - 2003 Document
From: www.clicktate.com

Cpen ][ Save ] [ Cancel ]

I--’ While files from the Intemet can be useful, some files can potentialhy
harm your computer. f you do not trust the source, do not open or
save this file. What 's the rslk?

e Clipboard- Copies a note onto the computer clipboard where it can be pasted into any system
that accepts pasted documents.

Documents that are on the clipboard may be pasted into another program by using CTRL V or
the Paste function in the computers top menu bar.

e (Clear- Clears the document and allows the user to “start over”.
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o Undo- Reverses the last action taken. To reverse further actions, continuing to press the undo
button will reverse actions sequentially starting from the most recent.

e Delete- Deletes text that is selected from a document. To delete a section of text, select and
highlight the section to delete and then press the “Delete” button.

£ pownload [jC > 7 Delete | . |Freetext|| Exit Console

Test, Darla - Medical Note - Friday, | £May-2012
Send To: [None]

History of Present lliness

As relates to hypothyroidism, the p- went reports a good energy level . = She reports no hair i s, heat intolerance, cold intolerance, diarrhea,
constipation, sweats or palpitation. . '** She Is taking her medication as prescribed.
Medications

e Freetext- Allows the insertion of free text into a document.

History of Present [llness

The patient is on Prevacid for his gastroesophageal refluz. [# The medication is taken on a regularbas ;. [#] He -equires no other treatments for
his GERD. [# He reports no heartburn, chest pain, abdominal pain, burning, belching, dysphagia, unexpl. ~ad+ _ight loss, rectal bleeding, nausea,
vomiting, diarrhea, odynophagia or early satiety. [ E The GERD has no known aggravating factors. [# E There is no family history of
Barrett's esophagus or esophageal cancer. E The patient has never had an EGD. @ &

e Exit Console- Exits the console and returns to the last page opened prior to entering the note
generation console.

e Addendum- This toggle only appears for notes that are Signed and Locked. It allows the
addition of a Dated and Time Stamped addendum to a signed and locked note.

File Edit Help Admin

j Mew “—3Cpen H E;j.ﬁ.ddendum = T;Download |5 Clipboard M ) >( E' Exit Console
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File Menu Dropdown

Functions include many of the same functions found on the menu bar including New Note, Open
Note, Save Note, Sign and Lock, New Addendum, Generate Orders, Download as PDF, Download
to Word, Copy to Clipboard, Apply Custom Template, Manage Custom Templates and Exit
Console.

File | Edit Help Admin

] MNew Mote... |l

=5 Mew Replicate

Open Mote. ..

l;a Mew Addendum...

Download as PDF

l.’]ﬁ Copy to Clipboard

Apply Custom Template...

Manage Custom Templates »

Exit Console

New Note- Allows a new note to be started from the console.
New Replicate- Allows the note on the screen to be replicated as a New Note.

Open Note- Opens the patient note menu so that previously created notes may be reviewed.

Patient History [X]

Test, Darla [&] Choose another

11-May-2012 Medical Note (Signed) ﬂ
Signed: Today, S:00PM

11-May-2012 Medical Mote
Updated: Today, 12:47PM

27-Apr-2012 Medical Note
Updated: 27-Apr-2012, 3:26PM

11-Aug-2009 Discharge Letter
Updated: 11-Aug-2009, 6:30PM

11-Aue-2009 Disrharee | gtter j

Cancel |
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Save Note As- Allows a note to be saved with an alternate name or date of service.
Sign and Lock- Allows a note to be signed and locked and prevents further changes.

New Addendum- Allows an addendum to be added to a note that has been signed and locked.

Test, Darla - Medical Note - New Addendum [X]

B

L—_]Save Addendum | Cancel |

Generate Orders- Sends patient orders to the Computerized Order Entry (CPOE) and Tracking
System thereby allowing users to save and track orders as they are entered into a note. This is
explained in detail in the Order Entry and Tracking section of this manual.

Download as PDF- Copies a note to Adobe Acrobat so that it may be printed.

Download as Word- Copies a note to Microsoft® Word so that it may be printed. This function
is only available for notes that are NOT signed and locked.

Copy to Clipboard- Copies a note to the computer clipboard where it may be pasted into
another document.

Delete Note- Allows the user to delete an unsigned note. A warning prompt will appear prior to
this action being taken. THIS ACTION RESULTS IN PERMANENT NOTE REMOVAL AND IS NOTE
REVERSIBLE.
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e Apply Custom Template- Allows user defined templates to be brought into open (unsigned)
notes on the console.

Apply Custom Template IE

Name | Based On | Last Updated -
Plant stercl Cholestercl Flan Medical Mote  11-May-2012, 2:30PM
Brief HTN Note Medical Note  131-May-2012, 2:08PM i
My Translator Medical Note  11-May-2012, 10:314aM
Translation Name Medical Note  11-May-2012, 9:254M
With Translator Medical Note  11-May-2012, 9:224M
hyperlipid lab set Medical Note  26-Dec-2011, 5:42PM |
dm test temp Medical Mote  07-Aug-2010, 1:41PM j

Cancel |

e Manage Custom Templates- Discussed in detail in the Custom Template Section of the manual.
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Generating a Note

To generate a medical note, select the appropriate disease or symptom. A good starting point is usually
the HPI section, but this is not always the case. To start a note, let’s generate a note for a diabetes
follow-up visit.

First, from the patient console Template Map, under the HPI Section, and the MAIN tab:

Template Map - Customize <

DOs . £
wee History of Present lllness

[E Main 4

DATA
PMHX
ROS

MEDS

[

E 4] Acute Bronchitis

E 4] Acute Gastroenteritis
[c]
(D]
[E |

4] Benign Prostatic
Hypertrophy

4] Coronary Artery Disease

4] Benign Prostatic Hypertrophy

F o

B
:
., woronary Artery Disea_ =

"4 1] Diabetes Mellitus Type 2
q Follow-up

\I‘I :‘-1 rar

Select Diabetes Mellitus Type 2 Follow-up:

The Diabetes Note template will appear.

Template Map < Customize <« || Jones, Frank - Medical Note - Wednesday, 30-5ep-2009
Send Ta: Michael McKinney, M.D:
| History of Present lliness. .
[«] Main ﬂ
DOoS Al
LA | 9] Acne Follow-up History of Present Illness
WCC | LB | 9] Acute Bronchitis
HPI LE | 4] Acute Gastroenteritis The patient presents for a follow-up of diabetes and reports that he checks his blood sugars at home. His sugars are checked daily. The average sugars
PMHX LD 47 812 Deficiency Anemia areinthe 100-150 range. [fJ He denies hypoglycemic symptoms. [f] The patient denies polyuria, polydypsia or polyphagia. [f] The lasteye exam
E B .
ROS [E] N a;:fr:r:';fam ‘was within the past year. He usually sees an ophthalmologist for his eye inati The eye inations have been normal. E He reports no
E 4] Coronary Artery Disease symptoms of neuropathy. The patient takes his medication as prescribed. He is not taking insulin. The patient does check his feet daily at home. E
MEDS [H | 17 Diabetes Mellitus Type 2 He denies chest pain, shortness of breath, orthopnea, paroxysmal nocturnal dyspnea, dyspnea on exertion, edema, palpitations or syncope.
ALLER [, | Follow-up
1 1 Fever
FAMHX | L4 | -
M| 7 GERD Follow-up (Adutt) Medications —
SOCHX | == 47 Health Maintenance Visit .
= et Reviewed.
PE [m] 4 Hyperlipidemia Follow-up
oL ] T H\rperten;l-nr-\ Follow-up
o 4T Hypothyroidism Follow-up Allergies
RAD 1] otitis Media
wmer | [a] 4 otitis Media Follow-up Reviewed per Nurses Note.
MR | 4 Tobacco Abuse Disorder
PLAN = Ty N
S pper Respiratory
PROC |1 Infection
= 4 Urinary Tract Infection Physical Examination
RTO T 4] viral Syndrome |
T™E |5l et n Vitals: Revieuwed per Nurses Notes.
n Note
cc LY ] [F)iIEIbEtES Mellitus Type 2 SPECIALIST EXAM HEENT: Facies- Within normal limits. Pinnas- Normal texture and shape bilaterally. Canals- Normal bilaterally.
ollow-u|
? TMs- Normal bilaterally. Nares- Patent bilaterally. Nasal Septum- is normal. There is no tenderness to palpation over the frontal or maxillary sinuses.
|| Lids- Normal bilaterally. Conjunctiva- Clear bilaterally. Sclera- Anicteric bilaterally. Oropharynx- Moist with no lesions. Tonsils- No enlargement,
ervthema or exudate =]
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The selected paragraph indicators will change color to indicate which paragraph has been chosen. In
addition, paragraphs found in a note will appear in the “In Note” section found at the bottom of the
template map.

—— 7| ACUTE BrONCAITIS — Histe
WcCC L 9] Acute Gastroenteritis
HPI % 4] Benign Prostatic Hypertrophy The
4] Coronary Artery Disease denie
E 1] Diabetes Mellitus Type 2 usual
Follow-up
E | 9 Fever Thep
G | 9] GERD Follow-up (Adult) short
H | 4] Hyperlipidemia Fellow-up
| | 4] Hypertension Follow-up -

E 1| Viral Syndrome B
Y
In Note —
Diabetes Mellitus Type 2
Follow-up
hd

Selecting an additional diagnosis or problem will add additional information to the note. Clicktate is
designed to minimize repetition within notes. Therefore, if chest pain appears in one paragraph, it will
not appear in a subsequent paragraph. In this example, we will add Coronary Artery Disease to the
note by selecting it.

—— 7| ACUTE BroncnIts — Histc

WCC El 4] Acute Gastroenteritis

HPI EI 4] Benign Prostatic Hypertrophy The E

PMVHX % 9] Coronary Artery Disease denie

4] Diabetes Mellitus Type 2 usual

rRos |LE]  Follow-up

VIEDS El 9 Fever Ther
EI 4 GERD Follow-up (Adult) short

ALLER EI 4] Hyperlipidemia Follow-up

FAMHY II 4] Hypertension Follow-up - s

Any option in the template map that is included in the note will appear in purple in the template map.
Re-clicking an included (purple) option will remove it from the note.

NOTE: Some paragraphs are denoted by a

L 1‘|’ - double paragraph symbol.
|D| Quick Note

Epj 1 S in Lesions
|_,:1 | ‘1 1obacco Abuse Disorder

These paragraphs are repeatable and may be
inserted into a note multiple times. To remove
these paragraphs from a note, deselect them
from the In Note section at the bottom of the

template map.
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The note will now contain paragraphs related to the patient’s Diabetes and Coronary Artery Disease.

Jones, Frank - Medical Note - Wednesday, 30-Sep-2009
Send To: Michael McKinney, M.D.

History of Present Iliness

The patient presents for a follow-up of diabetes and reports that he checks his blood sugars at home. His sugars are checked daily. The average sugars
are inthe 100-150 range. E He denies hypoglycemic symptoms. E The patient denies polyuria, polydypsia or polyphagia. E The last eye exam
was within the past year. He usually sees an ophthalmologist for his eye examinations. The eye examinations have been normal. E He reports no
symptoms of neuropathy . The patient takes his medication as prescribed. He isnot taking insulin. The patient does check his feet daily at home. E
He denies chest pain, shortness of breath, orthopnea, paroxysmal nocturnal dyspnea, dyspnea on exertion, edema, palpitations or syncope.

Asrelates to the patient’s Coronary Artery Disease, he denies diaphoresis. E The patient reports that he is diabetic but he is not a smoker, hypertensive
or hyperlipidemic. BRI EENENIELGE He takes an aspirin daily .

Medications

Reviewed.

Since chest pain is mentioned in the Diabetes paragraph it will not be repeated in the Coronary Artery
Disease paragraph. Also note that the system recognizes that the patient is diabetic and automatically
includes diabetes as a risk factor in the Coronary Artery Disease paragraph.

From within a note, any of the BLUE highlighted phrases may be Clicktated to select other options; this
will also make other changes in the note. For instance, if you select the phrase “no murmurs” under the
cardiac exam, a pop-up containing other options will appear.

W Lungs: AUSUUILELIDLN- GIEED LU AUSCUILELLON DUALBTELY . 1HEre dre [0 FELFACLIOLNE, CluDoug or o Y- 10E DEPICELWOnY u

Inspiratory ratio is equal.

SISV EDLIIIRIVIN] Cardiovascular: There are no carotid bruits. Heart- Normal Rate with Regular rhythi 1and no murmurs. The eareno

gallops. There are no rubs. In the lower extremities there is no edema. The upper extremities do not have ¢ 'ema.

SIS ESNSEN) Abdomen: Soft, benign, non-tender with no masses, hernias, organomegaly or scars.

Feet: The feet are symmetric with normal boney landmarks. There is no tenderness t on bilaterally. The

Al RSN Neck: Thyroid- non enlarged, symmetric and has no nodules or bruits. ROM- Normal Range of Motion with no rigi

PRI VAN ISR Lungs: Auscultation- Clear to auscultation bilaterally. 'I'h " "

Inspiratory ratio is equal.

I AT Cardiovascular: Heart- Normal Rate with Regular rhythm ar

SHOW PULSES OR ADD PULSE TABLE

PEIF RGNS Abdomen: Soft, benign, non-tender with no masses, hernias,
SHOW ABDOMINAL BRUIT

IR RIS Feet: The feet are symmetric with normal boney la at

have normal posterior tibial and dorsalis pedis pulses and normal capillary refill bi ha

other

The arches are normal bilaterally. There are no skin/nail lesions present. There 3§
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R Cortoveaor e ]

1/6 systolic f6 systolic

6 systolic

3/4 diastolic 4/4 diastolic

other

Insert Free Te .

By selecting one of these options, the note will be appropriately changed. You will also notice that
Heart Murmur now appears in the Impression and Plan.

systolic murmur heard loudest over the entire precordium with no radiation. There are no gallops. There are no rubs. In the lower extremities
there isno edema. The upper extremities do not have edema.

plAlFEhLINEESENE Abdomen: Soft, benign, non-tender with no masses, hernias, organomegaly or scars.

il gl R e RN ALl  Feet: The feet are symmetric with normal boney landmarks. There is no tenderness to palpation bilaterally . The

feet have normal posterior tibial and dorsalis pedis pulses and normal capillary refill bilaterally. The monofilament examination is normal
bilaterally .

The arches are normal bilaterally. There are no skin/nail lesions present. There are no ingrown nails. There are no bunions noted.

Impression and Assessment

DM-2 controlled.

Coronary Artery Disease.

Systolic Heart Murmur
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Other options may be added as appropriate, including other diagnoses or symptoms, labs, X-rays,
impressions and even multiple plans for different diseases. In the above example, to add a Urinalysis
and Accucheck, select IOL from the Template Map Menu.

Template Map
History of |
Main
bos Zl 1 acuti
WCC EI 1T_||'_'|||:uh
HPI EI 1] Benij
PMHX El 1l Coro
El 1] Diab
ROS E Follc
MEDS LF] o Fever
E 9] GERL
AUER (] o7 rype
FAMHX % 11 Hype
] H
SOCHX [ ] T Hype

™
m
E%

<’ In Office Labs

=
o
/

IMPR EI AT Urini

PLAN % 1T viral

PROC |[ | Comple
5

1] Abdc

RTO % Follc

TIME El 1l Abdc

Male

cc E 1l Abdc

II Femsz

1l abdc
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Then select Urinalysis and Accucheck from the Paragraph Menu.

Template Map %@
In Office Labs
Main | ﬂ
Dos B 1 Accucheck 2. Next Select Accucheck
WCC El € EKG \
HPI E 41 Hematocrit
El 1] Influenza A
PMHX El 1l Influenza B
ROS El 1] KOH Prep
MEDS % 4] KOH Prep - Non Gynecologic
I 9 Limited Urinalysis |
L E 1] Mono Spot
FAMHX Il 9] 02 5aturation
SOCHX % 4] Oxygen Saturation Repeated
= 97 RSV Swab

o |
PN 1. First Select IOL |

Ha
/A

Urinalysis 3. Then Select Urinalysis

RAD Il 1 uUrine Fregnanc\rTeN
IMPR % 1] Wet Mount
PLAN - Complete List
PROC 1] Accucheck
RTC 4] Albumin Creatinine Ratio
TIME [ AST/ ALT
cc 1 BMP
1 cBC
4 cMP
1 EKG |

Accucheck and Urinalysis will now appear in your document.

The arches are normal bilaterally. There are no skin/nail lesions present. There are no ingrown nails. There are no bunions noted.

!.." s LUy — ~t3
Accucheck: 100
Urinalysis: Color- yel' sw. SpGr- 1.010. pH- 5.0. Leukocyte Esterase- negative. Nitrite- negative. Protein- negative. Glucose- negative.

Ketones- negative. ’ robilinogen- 0.2. Bilirubin- negative. Blood- negative.

Impression and Assessment
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To change the Accucheck value, click on the 100 (in blue). A number box will appear.

Laboratory Data

Accucheclk: 100

789
a]s|cf c
EEIER

Plan
o | |
DIAE]
OK Cancel
CADP

Input the correct value and click OK. It will appear in your document. In this case let’s change the value
to 243.

Laboratory Data

Accucheck: 243

Urinalysis: Color- yellow. SpGr- 1.010.
Ketones- negative. Urobilinogen- 0.2. Bi

You will see that the value has changed to 243 in your document.

The Plan section of the note will list a plan for each separate disease process. Click on the blue options
i.e. (diabetes options), (heart murmur options) to input your plan.
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Plan
DIABETES PLAI : (diabetes options).
CAD PLAN: (cad o, “ons]).

HEART MURMUR PLAN: [heart murmur options]).

COMMON @ CHEMISTRIES |8 HEME TESTS [ ONCOLOGY | ENDOCRINE TESTS | RHEUMATOLOGY TESTS
CARDIOLOGY TESTS @ GI TESTS @ REMAL TESTS | URINE TESTS @ ULTRASOUND
REFERRALS @l TREATMENT

Add: EEEREES
Discontinue: [aliE<s il I=0 L=

Refilled: EEIIRYES

INFECTIOUS DISEASE TESTS

MRI SCANS @ MISCELLANEOUS TESTS

By selecting the blue (diabetes options) choice a pop-up box will appear with disease process specific

items.

Continue Med Added

Current

Further Plans

After Tests Next Visit

[[] Alcohol Decrease

[[] Alcohol Discontinue
[ Bariatric Follow-up
[ Bariatric Referral

[ Calcium 1000 mg Daily
[] Calcium 1200 mg Daily
[7] Calcium 1500 mg Daily
[7] Calcium 2000 mg Daily
[7] Calcium 400 mg Daily
[] Calcium 600 mg Daily
[] Calcium 80O mg Daily
[T] Dairy Decrease

[7] Dairy Discontinue

[T] DevPeds Follow-up
[T] DevPeds Referral

[[] Diabetic Education
[] Diabetic Insulin Teaching
[[] Diet AHA

[] Diet Low Fat

[[] Diet Low Salt

|:| Diet- 1000 cal ADA

[T other
®

Further Flans

Med Change

Hospital

Endocrinology and Metabolism Plan:

|:| Diet- 1200 cal ADA

|:| Diet- 1500 cal ADA

|:| Diet- 1800 cal ADA

|:| Diet- 2000 cal ADA

[] Dietician Follow-up
[7] Dietician Referral

[7] Endocrine Follow-up
[7] Endocrine Referral
[T] ENT Follow-up

[T] ENT Referral

[] Exercise

[7] Exercise Aerobic Daily
[7] Exercise Wt Bearing
[7] Exercise Wt Lift 3x week
[] Fluid Restrict 1000 mL
[] Fluid Restrict 1500 mL
[] Fluid Restrict 2000 mL
[[] GI Fellow-up

[[] Gl Referral

[[] Genetics Referral- Fam
[] Genetics Referral- Pt

[[] Gym Membership Recom
[[] Home Glucose ACHS
[[] Home Glucose BID

[[] Home Glucose Daily

[[] Home Glucose TID

[[] Hospital Admit

[] Increase Fiber

[] Increase Fluids

[[] Metabolism Follow-up
[[] Metabolism Referral
[] Maonitor Closely

|:| Nephrology Follow-up
[] Nephrology Referral

[] Nutrition Follow-up

[] Nutrition Referral

[[] 9ncology Follow-up

[[] @ncology Referral

|:| Ophthalmology Fallow-up
[[] @phthalmology Referral
[] Personal Trainer

[[] Piastics Follow-up

[] Piastics Referral

[ Probiotics

[ Surgery Follow-up

[] Surgery Referral

[[] Urology Follow-up

[ Urology Referral

[] Vitamin D 1000 U Daily
[] Vitamin D 1200 U Daily
[] vitamin D 1500 U Daily
[] vitamin D 2000 U Daily
[] vitamin D 400 U Daily
[] vitamin D 800 U Daily
[C] Wt Loss Recommended
[] Wt Loss Clinic Follow-up
[] Wt Loss Clinic Referral
[[] wtWatchers Recommend
[] Continue Meds

[[] Adjust Meds

[[] Add Med
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The green boxes at the top are SINGLE SELECTION BOXES, checking these boxes will close the window
and input the selection with no further action. The smaller check boxes at the bottom are MULTI
SELECTION BOXES where multiple selections may be chosen. Click the “apply checkmarked” button
when you have made the appropriate selections. The “other” box at the bottom may be used to input
items not found in the other multi or single choice options.
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The Free Text Box

Because we realize that it is not possible to anticipate every scenario that a patient may report, we have

included a free text option. To turn on the Free Text Option, select the Free Text button from the menu
bar or the File menu dropdown.

File _dlt Help
J M. 3 open | gl save (5} Signand Lock @Download =3 Copy #) Undo [ Clear [# Freetext

Exit Console

In the current example, if the patient is taking insulin but it makes him very nervous, the anxiety will
need to be documented. In the first paragraph of our note, let’s input that she is taking insulin.

History of Present lllness

The patient reports that he checks his blood sugars at home. His sugars are checked daily. The average sugars are in the 100-150 range. E He
denies hypoglycemic symptoms. E The patient denies polyuria, po dypsta or polyphagia. E The last eye exam was within the past year. He
usually sees an ophthalmologist for his eye examinations. The &

The patient takes his medication as prescribed. He is not taly

E He reports no symptoms of neuropathy .
his feet daily at home. E He denies chest pain,
itations or syncope.

Click on “is not”

shortness of breath, orthopnea, paroxysmal nocturnal dyspnea,

As relates to the patient’s Coronary Artery Disease, he denies diaphoresis. E The patient reports that he is diabetic but he is not a smoker,
hypertensive or hyperlipidemic. ERQUESERETEIRIENENEEYE He takes an aspirin daily .

History of Present lllness

The patient reports that he checks his blood sugars at home. His sugars are checked daily. The average sugars are in the 100-150 range. E He
denies hypoglycemic symptoms. E The patient denies polyuria, polydypsia or polyphagia. E The last eye exam was within the past year. He
usually sees an ophthalmologist for his eye exar .aatio.. The eye examinations have been normal. E He reports no symptoms of neuropathy .
The patient takes his medication as prescribed Heistaki ginsulin. His injection sites are rotated appropriately. The patient

does check his feet daily at home. E He denic chestr .n, shortness of breath, orthopnea, paroxysmal nocturnal dyspnea, dyspnea on exertion,
edema, palpitations or syncope.

Based on this change, additional information will appear in the note. To add additional free text, click
on the Free Text button in the menu bar.

A series of Free Text toggles appear. Free text can be inserted by clicking on any of these boxes at the
appropriate point. Let’s click the FT box that is after the “He is taking insulin” sentence.

History of Present Iliness

The patient reports that he checks his blood sugars at home. [# His sugars are checked daily. [# The average sugars are in the 100-150 range. #
E He denies hypoglycemic symptoms. [ E The patient denies polyuria, polydypsia or polyphagia. B E The last eye exam was within the
pastyear. [# He usually sees an ophthalmologist for his eye examinations. [# The eye examinat’ .ns have heennormal. [# E He reports no
symptoms of neuropathy . [#] The patient takes his medication as prescribed. [# He is taking in: lin. [# F His injection sites
are rotated appropriately. [# The patient does check his feet daily athome. [# E He denies che *n=i- shortness of breath, orthopnea,
paroxysmal nocturnal dyspnea, dyspnea on exertion, edema, palpitations or syncope. [# [

Asrelates to the patient’s Coronary Artery Disease, he denies diaphoresis. [# E The patient reports that he is diabetic but he is not a smoker,
hypertensive or hyperlipidemic. [# ERIGE Il T

He takes an aspirin daily. [#

A Text Insertion Box will appear.
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Text Insertion Box

OK Cancel

Free text can now be inserted.

L4%)

The patient reports anxiety after taking his insulin | -]

Ea

0K Cancel

Click OK and the Free Text will be inserted into the document.

i s A e T et o
The last eye exam was within the past year. [# He usually sees an ophthalmologist for his eye examinations. [# The eye examinations have been
normal. [# E He reports no symptoms of neuropathy . [ The patient takes his medication as prescribed. [# He is taking insulin. The patient reports
anxiety after taking his insulin. His injection sites are rotated appropriately. [# The patient does check his feet daily at home. [#
E He denies chest pain, shortness of breath, orthopnea, paroxysmal nocturnal dyspnea, dyspnea on exertion, edema, palpitations or syncope. [# [#

The Free Text will be highlighted in yellow, making it easier to recognize. You may change, add to, or
delete the free text by clicking on the highlighted area.

To turn off or hide free text toggles, click the free text button on the menu bar. When the toggles are
turned off, any free text that you have added to your document will be retained and remain visible.
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Options for Deleting Text from Clicktate
There are several options for deleting unwanted or unneeded text from Clicktate notes.
e Delete Toggles
e Paragraph Removal
e Highlight and Delete
e Double Clicking Options from within Multi-option Pop-ups

e Removing Physical Exam Options by Selecting the Section Title

Delete Toggles

Clicktate documents also contain delete toggles to remove unwanted text from a document. The delete
toggles are denoted by a small blue D or by a more descriptive blue delete box.

History of Present lllness

The patient reports that he checks his blood sugars at home. [# His sugars are checked daily. [ The- erage suy, vsarein the 100-150 range. [#
E He denies hypoglycemlc symptoms. [# E The patient denies polyuria, polydypsia or polyphag a. [# E Thy last eye exam was within the
pastyear 7~ - sees an ophthalmologist for his eye examinations. [# The eye examinations ave beenno nal. [ E He reports no

syr otoms of neuropathy. (= The patient takes his medication as prescribed. [# Heis taking insulin. Tr.. _-* . reports anxiety after taking his

i ulin. H injection sites are rotated appropriately. [# The patient does check his feet daily at home. [ E He denies
che. ~ain, shortness of bre- _, orthopnea, paroxysmal nocturnal dyspnea, dyspnea on exertion, edema, palpitations or syncope. [# [#

As relates to the patient’s Coronary Artery Disease, he denies diaphoresis. [ E The patient reports that he is diabetic but he is not a smoker,
hypertensive or hyperlipidemic. [# EIIOE e tLe He takes an aspirin daily. [

The delete toggles remove the sentence immediately following the toggle. Clicking on the highlighted
D above will remove the eye exam sentence.

History of Present Illness

The patient reports that he checks his blood sugars at home. His sugars are checked d-".y. The average sugars . ~in the 100-150 range. E He
denies hypoglycemic symptoms. [B] The patient denies polyuria, polydypsia or poly Vhagla. E] Iereports no symptoms of
neurcopathy. The patient takes his medication as prescribed. He is taking insulin. The p.. “~nt reports anxietv - "_er taking his insulin.

DI RNEVNIRF:NY His injection sites are rotated appropriately. The patient does check his feet daily at home. E He denies chest pain,

shortness of breath, orthopnea, paroxysmal nocturnal dyspnea, dyspnea on exertion, edema, palpitations or syncope.

A new toggle will appear allowing reinsertion of the eye exam if it is needed.

The more descriptive delete toggles will remove items from the document that do not immediately
follow the toggle. The DELETE INSULIN TABLE toggle above will delete the insulin table which is found
in the medication section of the document.
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Paragraph Removal

Paragraphs that were inserted and need to be removed may be removed by re-clicking on the paragraph
name in the template map.

|| Template Map < Customize < || Cuppy, Bobbi - Medical Note - Saturday, 30-Jan-2010
Send To: Mark Winters, MD

| History of Present lliness

[ ] ™ain ﬂ
DOs .

[a] ¥ Acute Bronchitis History of Present lliness
WeCEC E 4] Acute Gastroenteritis

E 47 Benign Prostatic The patient presents for follow-up of hyperlipidemia. She is following a low fat diet. She reports that she is not exercising. She is not taking medication
HPI L P |2 p of hyperlip! g P g g
PMHX % T pertrepny for hyperlipidemia. She denies chest pain, shortness of breath, orthopnea, paroxysmal nocturnal dyspnea, dyspnea on exertion, edema, palpitations or

E Coronary Artery Disease
ROS [F | 91 Diabetes Mellitus Type 2 Symcope.
Follow-un
MEDS ’E v As relates to hypertension, the patient reports that she has had no headaches or blurred vision. She states that she is
e

ALLER \j 4] GERD Follow-up (Adutt) taking her medication as prescribed. E She is not having medication side effects. E She does not check her blood pressures at home.
caml ‘ [7| 1 Hyperlipicemia Follaw-up H

’T_ 4 Hypertension Follow-up Medications
SOCHX Lo, AT Hypothyroidism Follow-'-
PE [m] L[S Reviewed.

N 9] Otitis Media Follow-up

o | B G e

Once a paragraph is selected for insertion, it will change to purple in the template map. The paragraph
may be removed by reselecting the title of the paragraph. Paragraphs that were inserted automatically
based on entries into other paragraphs cannot be removed in this manner.

Double Clicking Options from Multi-choice Boxes

e Double clicking an item in a Multi Choice Box will remove the item from a document.

ALELY ALLEL LArily 1ls IS UL el guiiel i gasagy 110 LH]ELUIULL SILES A1 LULALEW APPLURLLALELY . 1] LUE PAlienll Woes CHECK UL el ddny dul

He denies chest pain, shortness of breath, orthopnea, paroxysmal nocturnal dyspnea, dyspnea on exertion, edema, palpitations or syncope.

Associated Symptoms IE

Associated Symptoms:

[] hair loss

[] heatintolerance
[[] cold intolerance
diarrhas

.- : :

~|japalp'|tat'||:|n5
] other

[ Apply Checkmarked
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In this example Orthopnea, PND and DOE were double clicked. This results in the following
sentence in the document.

B o 1 ’

He denies chest pain, shortness of breath, edema, palpitations or syncope.

Removal of Physical Exam Option

Physical Examination

EERCSLRIEY aimup Vitals: Reviewed per Nurses Notes. EiEURGAEGN EENLEEL SHOW 02 SAT [ll SHOW BMI

m HEENT: Faci s- Within normal limits. Pinnas- Normal texture and shape bilaterally. Canals- Normal bilaterally. TMs- Normal
bilaterally. Nar. - Patent bil»* .ally. Nasal Septum- is normal. There is no tenderness to palpation over the frontal or maxillary sinuses. Lids-

Normal bilaterally. Conjunctiva- Clear bilaterally. Sclera- Anicteric bilaterally. Oropharynx- Moist with no lesions. Tonsils- No enlargement,
erythema or exudate.

By clicking on HEENT a pop-up box will appear where the desired elements of the HEENT exam may be
selected.

x]

HEENT DEFER HEENT INSERT HEENT SELECT

other

Insert Free Text |

Selecting HEENT DEFER will cause the exam to read HEENT: Deferred.
Selecting HEENT INSERT will insert the entire HEENT examination.

Selecting HEENT SELECT will result in a pop-up allowing selection of the elements of the exam for
display.

DELETE HEENT EXAM HEEMNT: SELECT ITEMS TO SHOW

Then choose SELECT ITEMS TO SHOW.
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Select Items to Show:
[] Facies [] Eyelids
[] Pinna [] Conjunctiva
[] canal [] Sclera
] TMs [] Oral Membranes
[] Nares [[] Tensils
[] Nasal Septum [[] Head
[] Sinuses

Select ltems to Show:

[[] Facies [] Eyelids
[7] [Pinna | [7] Cenjunctiva
[¥] |Canal | [7] Sclera
] [TMs | [[] Oral Membranes
[[] Tonsils
[[] Masal Septum [[] Head
[] Sinuses
Apply Checkmarked

Click on “apply checkmarked” and the exam will now appear as follows:

HEENT: SHOWING: iR e R
Normal bilaterally.

Pinnas- Normal texture and shape bilaterally. Canals- Normal bilaterally. TMs-

Neck: Thyroid- non enlarged, symmetric and has no nodules or bruits. ROM- Normal Range of Motion with no rigidity .

Other examination sections of Clicktate have similar functionality. Please explore each examination
section to see the specific features inherent to each section.
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Drag and Delete Function

Any text (except for the medication list, allergy list and medication manager sections) may be selected
and deleted by using the drag and delete function.

History of Present Illness

The patient presents for follow-up of hyperlipidemia. She is following a low fat diet. She reports that she is not exercising. She is not taking medication

for hyperlipidemia. She denies chest pain, shortness of breath, orthopnea, paroxysmal nocturnal dyspnea, dyspnea on exertion, edema, palpitations or
syncope.

As relates to hypertension, the patient reports that she has had no headaches or blurred vision. USRS She states that she is
taking her medication as prescribed. E She is not having medication side effects. E She does not check her blood pressures at home.

After the text is selected, clicking the Delete button will delete that section of text.

ZDuwnluad |5 Clipboard [cClear | Func % E sreetext|| Exit Console

Test, Darla - Medical Note - Friday, 11-May-. 2~
Send Ta: [MNone]

History of Present lliness

As relates to hypothyroidism, the patient reports a good energy level . ¢ She reports no hair los

constipation, sweats or palpitations . « She is taking her medication as prescribed. ElE

Resulting in:

X Download [§ijClipboard | [ Clear | ¥) Undo X o+ Freetext|| Exit Console

Test, Darla - Medical Note - Friday, 11-May-2012
Send To: [None]

History of Present lliness

As relates to hypothyroidism, the patient reports a good energy level . She reports no hair los
constipation, sweats or palpitations . & ¢
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REMEMBER: ANY WORDS IN CLICKTATE THAT ARE BLUE OR PURPLE
MAY BE CHANGED. EXPLORE THE SYSTEM AND NOTES TO LEARN
THE FUNCTIONALITY AND PURPOSE OF EACH SMART PROMPT.
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Section VII: Custom Template Desigh and Creation

One of the advances seen in Clicktate is the ability to work with custom templates. Custom templates
are templates that are based on existing Clicktate system templates but they are user defined or
modified and saved for use with the same patient or different patients at a later time. The custom
templates have a user defined name.

Working with Custom Templates

There are two main entry points for designing, building and working with custom templates:

e  From the Home Page

o
I I Home | Patients | Documents | Scheduling | Admin  Logged in as ledadming | My Profile
Logout

Welcome, LCD Admin!
LCD Solutions, LLC : Lexington, KY

j Patients [D Documents 12 | Scheduling

Patient Notes

L Pl =iz Open today's schedule
List unsigned notes for me
Search by Last Name Open this week's schedule
Go List all notes
Search by ID Start a new note for patient... Open for date...
Go

Custom Templates

Create a new patient...
EJ Manage my templates

. i My info Change my password
’/! My Profile
Practice info Manage support logins

From the home page, select “Manage my templates”.
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e From the Patient Console

File | Edit Help Admin

5] New Note... SignfLock | (3= Orders ZDW
7 =5 MNew Replicate « || Test
g
5] Open Mote... Send 1
»# note
[al SaveNote As...
ness
(&) Signand Lock J
e
] Impi
iﬂ Mew Addendurm, .. ne impi
i=| Generate Orders... o- Initial Hyp
= Download as POF
t rombosis Diak
IEIJ Download as Word
':El Copy to Clipboard
Plan
% Delete Note L | —

apply Custom Template... || L

|
Manage Custom Templat = » J Mew Template

Exit Conscle 3 Open Template...

N | 4] Developm ntal| [ Save As Template...
IMPR = )

From the patient console, select either New Template or Open Template from within the File Menu. A
note that has been created for a particular patient may be saved as a template using the “Save As
Template...” function. This note could then be used for other patients in the future.
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Starting a New Template

To start a new template from scratch, select New Template from the File Menu as noted above or select

Start a New Template from the Home page by selecting “Manage my templates” and then “Create New

Custom Template”.

Document Manager
Showing: Customized templates

Manage notes

Records 1to 8
Custom Template Based On Created Last Updated +
[# John Template Medical Note 20039-10-16 11:29:42 (MM) 2009-10-16 11:25:42
[# HLHTN HOTHY Medical Note 20039-09-03 23:35:27 (MM) 2003-05-03 23:35:27
[# Hyperlipidemia on Lipitor Medical Note 20039-09-03 23:12:30 (MM) 2005-09-03 23:12:30
[# tiffany note hyperlipidemia Medical Note 2009-07-31 11:52:21 (MM) 2003-07-31 12:07:30 (MM)

[# test template hl hin dm 072409  Medical Note

2003-07-24 11:11:25 (MM)

2005-07-24 11:11:25

# a

Medical Note

20093-03-31 14:19:12 (CM)

2003-03-31 14:19:12

[# Smoker with Bronchitis

Medical Note

[# smoking Problem

Medice' ".oe

20039-03-30 19:26:10 (CM)

2005-03-30 19:26:10

2003-03-30 1=.” 47 (CM)

2005-03-30 19:24:47

| “ Create New Custom Template |

After starting a new template, you will be prompted to select the note type on which the template will
be based.

Records 1to 8

Custom Template Based On Created Last Updated -
[# John Template Medical Note 2005-10-16 11:23:42 (MM) 2003-10-16 11:29:42
[# HLHTN HOTHY Medical Note 2009-09-03 23:35:27 (MM 2009-09-03 23:35:27

[# Hyperlipidemia on Lipitor
[# tiffany note hyperlipidemia

[# test template hl htn dm 072409

# a

[# Smoker with Bronchitis

[# Smoking Problem

Mew Custom Template

Baszed On  Medical Mote -

| Ei Start Custom Template > | ‘ Cancel ‘

Medical Note
Medical Note

2009-03-30 19:26:10 [CM)
2009-03-30 19:24:47 (CM)

2003-09-03 23:12:30
2009-07-31 12:07:30 (MM)
20039-07-24 11:11:25
2009-03-31 14:1%:12
2009-03-30 19:26:10
2009-03-30 19:24:47

You will then be directed to the patient console, where a blank document with the selected Template
Map will be presented. This note is NOT patient connected; this is denoted by the banner at the top of

the console which doesn’t have a patient name. It instead, will state “[New File]- Custom Template-
Medical Note”.
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File Edit Help
[E1vew S30pen | [Hlsave @ sionandlock | 7 B3 L] [ clear | [# Freetext | Ex.. ‘sole n
Template Map <« || [New File] - Custom Template - Medical Note
History of Present lliness "
Main 2
Dos = .~
L2 4] Acute Bronchitis J
wcc LA o] Acute Gastroenteritis
Hel L8| 4T Benign Prostatic Hypert aphy
- % 4 Coronary Artery Diseas
= 4] Diabetes Mellitus Typs 2
rROs ||E]  Follow-up
F
MEDS | = 4] Fever
| G| 47 GERD Follow-up (Adu
ALLER || H | 4] Hyperlipidemia Follc v-up
FAMHX ||| T Hypertension Follov up
El Hypothyroidism F -
soci || Trpstreidism fol wue
LK | 4 otitis Media
PE L L | 9 otitis Media Follo -up
1oL M| 4T Quick Note
LN | 4 Tobacco Abuse D' order
RAD |[5] : :
LO | 4T Upper Respirator Infection
IMPR (| P | 4T Urinary TractInf ction
Q .
PLAN ? 4T viral Syndrome
PROC | [5] Complete List
[7] 9T Abdeminal an Pelvic Pain
IO =5 Follow-up
TIME f 4T Abdominal ar | Pelvic Pain
— Male
cc w
— 9 Abdominal 2 d/or Pelvic Pain
Y] Female
4] Abdominal ortic Aneurysm
Follow-up
4 Abnormal | sbs-Hematuria % 5

1 ==l = L] =i [ESRRE=~{T-F Y% (]

ﬂ | [Mew File] - Custom Template - Medical Note
- |

1

From this screen, create a note as you normally would. Here a note is created for Diabetes and
Hypertension.

History of Present [liness

The patient reports that she checks her blood sugars at home. Her sugars are checked daily. The average sugars are in the 100-150 range. E She
denies hypoglycemic symptoms. E The patient denies polyuria, polydypsia or polyphagia. E The last eye exam was within the past year. She
usually sees an ophthalmologist for her eye examinations. The eye examinations have been normal. E She reports no symptoms of neuropathy .
The patient takes her medication as prescribed. She isnot taking insulin. The patient does check her feet daily at home. E She denies chest
pain, shortness of breath, orthopnea, paroxysmal nocturnal dyspnea, dyspnea on exertion, edema, palpitations or syncope.

As relates to hypertension, the patient reports that she has had no headaches or blurred vision. EReUBIIETAY She states that she is taking her
medication as prescribed. She is not having medication side effects including rash, headache, vivid dreams, fatigue, dyspnea, wheezing, sexual
dysfunction, edema, cough or abdominal pain. E She does not check her blood pressures at home.

Madiratinne

Any needed changes may be made and the Save As Button is selected to save the template.

File Edit Help
[ElNew 3 0pen | [ Save As Sion and Lock | @Duwnluad ﬁﬁclipbuard | ¥ undo [ Clear | [# Frestext | Exit Console

Template Map . Customiz- #“ | [New File] - Custom Template - Medical Note
— _ |
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A template pop-up will prompt the template to be named.

T TE T TTTT LT TS TTTT TTTTTTTTTTTTTTT T IS TTTTTT T

s plurred
i ) i 2
e Name of new customized template?

| s. B

0K Cancel

B \ ? ) Mame of new customized template?

DM-HTN|

0K Cancel

D e B e B e T R

3 Clicktate

L
W1 ) Custom template "DM-HTN" saved.

0K
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The template name “DM-HTN” is now available for use with other patients and in other
documents. It can be accessed for any New Note under the Custom Templates dropdown tab.

|
Create New Document E

f

i

JDHES, Frank @Chuuse ancther

Date of Service 28-Oct-2009 [

Ln
T

Send To  Michael McKinney, M.O. = Set as default
Template Medical Mote * Set as default

T

i (1 Blank Medical Note

=3 Replicate from Patient History
Medical Note e m=m = -==-

e ===

=] Apply Custom Template:
DM-HTM (Medical Mote) -

Selecting DM-HTN and then “Apply Custom Template:” will start a new patient note with this
template. From the file menu on the note console, templates may also be applied to an active
note by selecting “Apply Custom Template...”.

Creating a New Template from a Patient Note

Once a PATIENT note has been created, it can also be saved as a custom template. The first
step in this process is to create a patient note.

Patient: Cuppy, Ronald - Medical Mote - Friday, 06-Mar-2009
Created: 06-Mar-2000, 11:18PM by LCD Admin

History of Present Illness

Asrelates to his COPD, rescue inhaler usage is reported to be two to three times weekly . The patient reports that he has no known triggers. Since
the last office visit, the patient has not sought emergency care. He currently reports no wheezing, cough, sputum production or dyspnea. The

patient is using an inhaled steroid. He doesrinse his mouth after using his steroid inhaler. He doesn’t report thrush symptoms or a sore mouth.
He denies hemoptysis. He is smoking.

The patient smokes. He smokes 1 pack perday. E He has smoked for 15-20 years. [[EL0sE g5
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In this example a note has been created for a COPD patient who continues to smoke. To save
this note as a custom template, under the FILE menu, select Custom Templates and then Save

As Template.

File | Edit Help

5] Mew Mote...
i 53 Mew Replicate

a Open Mote...

ESign and Lock | @annlnad [jﬁclipbuard | @M undo [ Clear | [# Freetext | ExitCol

«

H Save Note As...
(5] Signand Lock

1855

Apply Custom Template. ..

wndrome

Download to \Waord

h-up

r Disease

Ll
[}'ﬁ Copy to Clipboard
x

Delete Mote

Follow-up

b Follow- ﬂ

lones, Frank - Medical Note - Wednesday, 28-Oct-2009
Send To: Michael McKinney, M.D.

History of Present [llness

Asrelates to his COPD, rescue inhaler usage is reported to be t
last office visit, the patient has not sought emergency care. Hi

using an inhaled steroid. He does rinse his mouth after usingt

hemoptysis. He is smoking.

Exit Console

Next assign a name:

IEEErs
SOCHX | = T Cholecystitis

| Manage Custom Templates » | =] New Template
a Onen Tamnlate |

&l save As Template...

nt smokes. He smokes 1 pack per day. E Hehass

.ons

? } Mame of new customized template?

OK

Cancel

Then Click OK

? ) Mame of new customized template?
COPD Still Smoking|

0K Cancel

And the template will be available
under the custom templates list.
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-

L
9 | ) Custom template "COPD Still Smoking” saved.

OK
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Working with Existing User Defined Templates

Existing templates may be selected for modification from the Home page or from the Patient Console.
To select a template from the home page, choose the Manage My Templates option from the Document
menu.

Documents

Patient Notes

List unsigned notes for me
List all notes
Start a new note for patient...

~ wawom Templates

EJ) manage my templates

This will bring up a list of available user defined templates. Choose the template which you would like
to modify.

Document Manager

Showing: Customized templates Manage notes
Records 1to 10

Custom Template Based On Created Last Updated «

[# copD still Smoking Medical Note 2009-10-28 20:03:56 (MM) 2009-10-28 20:03:56

[# DM-HTN Medical Note 2009-10-28 19:59:01 (MM) 2009-10-28 19:59:01

[# John Template Medical Mote 2003-10-16 11:29:42 (MM) 2009-10-16 11:29:42

[# HL HTN HOTHY Medical Note 2009-09-03 23:35:27 (MM) 2009-09-03 23:35:27

[# Hyperlipidemia on Lipitor Medical Note 2003-09-03 23:12:30 (MM) 2005-09-03 23:12:30

[# tiffany note hyperlipidemia Medical Note 2003-07-31 11:52:21 (MM) 2009-07-31 12:07:30 (MM)
[# test template hl htn dm 072409  Medical Note 2009-07-24 11:11:25 (MM) 2009-07-24 11:11:25

#a Medical Note 2003-03-31 14:19:12 (CM) 2009-03-31 14:159:12

[# smoker with Bronchitis Medical Note 2003-03-30 19:26:10 (CM) 2009-03-30 19:26:10

[# Smoking Problem Medical Note 2009-03-30 15:24:47 (CM) 2009-03-30 19:24:47

* Create New Custom Template |

To revise the template “COPD Still Smoking” that was just created, select it from the list of available
templates.

75



When the note opens in the console, it will not be “attached” to a particular patient, and no

patient name will appear on the console.

File

Edit
[E1vew 30pen | [dsaveAs () Sionand Lock | Boownioad @clipboard | ¥ Undo [ Clear | [#] Freetext | Exit Console

Help.

Template Map % Customize

1

History of Present lllness

Main o]
]
47 Acne Follow-up

47 Acute Bronchitis

4] Acute Gastroenteritis

47 B12 Deficiency Anemia

47 Benign Prostatic
Hypertrophy

[a]
[a]
LB |

4] Coronary Artery Disease

4] Diabetes Mellitus Type 2
Follow-up

4T Fever

9] GERD Follow-up {Adult)
9] Health Maintenance Visit
9] Hyperlipidemia Follow-up

HERRRBEE

1] Hypertension Follow-up
47 Hypothyroidism Follow-up
47 Otitis Media

47 Otitis Media Follow-up

4] Tobacco Abuse Disorder

9 Upper Respiratory
Infection

9T Urinary Tract Infection
4T viral Syndrome

In Note

Chronic Obstructive

Pulmonary Disease

=]

COPD Still Smoking - Custom Template - Medical Note

History of Present Iliness

As relates to her COPD, rescue inhaler usage is reported to be two to three times weekly. The patient reports that she has no known triggers. Since the
last office visit, the patient has not sought emergency care. She currently reports no wheezing, cough, sputum production or dyspnea. The patient is
using an inhaled steroid. She does rinse her mouth after using her steroid inhaler. She doesn't report thrush symptoms or a sore mouth. She denies

hemoptysis. She is smoking.

The patient smokes. She smokes 1 pack per day. E She has smoked for 15-20 years.

Medications

Reviewed.

Allergies

Reviewed per Nurses Note.

Physical Examination

FREE TEXT OPTION [ DELETE viTALS [RETE U TSNS Dol NOETER WSSl sHOW WEIGHT Jll SHOW HEIGHT SHOW BMI

HEENT: Facies- Within normal limits. Pinnas- Normal texture and shape bilaterally. Canals- Normal bilaterally.
TMs- Normal bilaterally. Nares- Patent bilaterally. Nasal Septum- is normal. There is no tenderness to palpation over the frontal or maxillary sinuses.

SPECIALIST EXAM [l DELETE HEENT EXAM

Lids- Normal bilaterally. Conjunctiva- Clear bilaterally. Sclera- Anicteric bilaterally. Oropharynx- Moist with no lesions. Tonsils- No enlargement,

]

Created: 28-Oct-2009, B:03PM by Michael McKinney, M.D.

Any desired changes can be made and the template can be:

Saved under the same name by selecting Save Template from the File menu.

File | Edit Help

Mew Mote. ..
Mew Replicate

Open Mote...

Save Template

Sign and Lock,

mMFET .

=]

Apply Custom Template...

T

Downlaad ko word

Copy ko Cliphoard

B om

X & (B

Delete Template

Manage Custom Templates »

| =

Exit Console

[ 1 9T cFen Fallow-un |
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e Saved under a different name by selecting “Save As” from the menu bar

File | Edit Help

EjNew Z30p n | [ Save As 5 ¢ anand Lock | Du:uwnlu:uad [’jﬁclipboard | ¥} undo [ Clear | [# Freetext | ExitConsole

Template Map & Customize % || COPD 5till Smoking - Custom Template - Medical Note

or by selecting Save As Template from the File menu.

Fie | Edit Help
=| Mew Mote... E Sign and Lock. | Ciovenload
RE) i Rraplisgis « || coPD still Sn
ﬁ QOpen Mote...
1855
[al save Template
]
@ Sign and LI:ll:k ................................ J
History of
Apply Custom Template... E
_ feritis Asrelatest
W] Download ba Word )
_ Anemia last office 1
ﬁﬁ Copy bo Clipboard i . .
i using an inl
Delete Template :
X Disesse hemoptysi:
Manage Custom Templates » |_§j Mew Template -
Exit Consale a Open Temolate.. .
“ 4] GERD Follc _ul lal Save As Template... |n
— —11 ]
SOCHX | 7 11 Health Maintenance Visit 1]

By selecting “Save As Template...” the template will be saved under the new name and will be retained
under the previous name as well.

doee 0

\ ? J Mame of new customized template?
COPD Smoking 2|

0K Cancel

L
L1 ) Custom templat - "COPD Smoking 2" saved. )

o
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Document Manager

Showing: Customized templates Manage notes
Records 1to 11
Coer— — " Based On Created Last Updated
[# COPD Smoking 2 Medical Note 2003-10-28 20:14:43 (MM) 2003-10-28 20:14:43
[# copp still Smoking Medical Note 2009-10-28 20:03:56 (MM) 2009-10-28 20:03:56
|y =TT Medical Note 2009-10-28 19:59:01 (MM) 2009-10-28 19:59:01
[# lohn Template Medical Note 2005-10-16 11:25:42 (MM) 2005-10-16 11:25:42

Patient Specific Templates

After creating a note on the patient console, it may be saved as a patient’s Template note. This is the

note that will be preferentially replicated from the note generation initial menu.

First create a note for a patient as normal on the patient console.

Here a note has been created based on the Clicktate Hyperlipidemia template. This note has changes

that are specific to the patient.

Thomas, Tony - Medical Note - Wednesday, 28-0ct-2009
Send To: Michael McKinney, M.DC.

History of Present Illness

abdominal pain, headaches or weakness. He denies chest pain, shortness of breath, edema, palpitations or syncope.

Medications

Reviewed.

Allergies

Reviewed per Nurses Note.

To save the note as the template for this patient, select Save As from the menu bar.

The patient presents for follow-up of hyperlipidemia. He is following a low fat diet. He reports that he is exercising. He is taking Lipitor and over the

counter omega 3 fish oils. The patient is taking his medication as prescribed. He reports no medication side effects, including muscle cramps,

File Edit Help

=l New ‘HOpen | [ Save As (5)Signand Lock | M Download [ Clipboard | ) Unde [3 Clear | [# Freetext

Exit Console

Template Map & Customize 4 ‘ Thomas, Tony - Medical Note - Wednesday, 28-0ct-2009

T | Comd Tew ekl BAelimem o KA M
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Thomas, Tony

El S MM edical Mote
Date of Service 28-Oct-2009  E
Use as patient's standard Medical Note

H Sawve Note | | Cancel

Next, give the template a name and check the “Use as patient’s standard Medical Note” box.

Thomas, Tony

Label Hyperlipidemia Follow-up
Date of Service 28-Oct-2009  EH
Use as patient's standard Medical Mote

Q Save Note | | Cancel

Select “Save Note” and the note will become the standard note for the patient. Upon opening a new
note for the patient in the future, this note will appear in the menu box as an option to use as a

template for the new note.

I
Create New Document Iz‘

: :
Thoma s, Tony [&] Choose another

Date of Service 28-0ct-2009 i
Send To  Michael McKinney, M.D. - Set as default

Template Medical Mote * Setas default

[ Blank Mediral Rirs-

=3 Replicate from Patient History
Hyperlipidemia Follow-up DOS: 28-0ct-2009

=] Apply Custom Template:
a (Medical Mote) -

: |
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Deleting User Created Templates
To delete a template:
e Open the template as already outlined.

e From the File menu, select Delete Template.

File | Edit Help
J Mew Mote... I;
 2g —
'a Open Mote... —
n
[=l Save Template -
Apply Custom Template... 3
£
]
b
b -
( | X Delete Template !
Manage Custom Templates »
Exit Console
T AT GRRD Fallow-un |

This will permanently delete the template.

Free Text in User Created Templates

When free text is inserted into a document that is saved as a template, it will appear in documents
which are based on the template. It is important to note that the free text will appear EXACTLY as it
was typed, including gender specific terms. While other gender specific terms in user created

templates will change to reflect the correct gender of the patient, free text gender terms will not

change. The same applies to the age of the patient. For this reason, it is best to avoid gender specific
terms and ages in free text boxes that are part of documents that you intend to save as templates.

Document Synchronization with User Created Templates

User created templates will stay “in sync” with the remainder of the document, just as other templates
do. This means that if you select a chest pain option from a check box, the system will remember the
response and other paragraphs that may be inserted will stay synchronized with this paragraph.

The exception to this rule involves Free Text. The system will not synchronize Free Text throughout
the document. Therefore, it is important to carefully read each document to assure that all options are
appropriately checked.
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Section VIll: Other Features

Page Layout Expansion

The available document reading area may be expanded by closing the Template Map. To close the
template map, click the Page Layout Expansion button.

Template Map « || patie :Henthorpe, Millie - Medical Note - Friday, 06-Mar-2009
Crea’ . 06-Mar-2009, 11:38PM by LCD Admin
History of Present lliness "N
Main
Dos [<]
= 1l Acute Bronchitis J History of Present Illness
wcc [ 4] Acute Gastroenteritis
HPI % 4] Benign Prostatic Hypertrophy ‘The patient presents with a 1 day history of constant tactile fevers. The patient does not have a dry cough, a wet cough, wheezing, nasal
BMHX ? 1T Corenary Artery Disease discharge, facial pain, a headache, eye drainage, ear pain, ear drainage, a sore throat, night sweats, abdominal pain, neck stiffness, dysuria, a rash,
R0S = Al E;TE:?E:"E“““STWE a hone pain, joint pain, chills, myalgias, nausea, vomiting, diarrhea, decreased appetite or congestion. The patient has not used anything to treat this
wiEDS i o Fever illness.
LS | 47 GERD Follow-up (Adult)
ALLER || H | 4T Hyperlipidemia Follow-up Medications
FAMHX ||| 9T Hypertension Follow-up
[ 1 | 9T Hypothyroidism Follow-up Reviewed.
SOCHX |
LE | 9T otitis Media =
PE LL| 9 otitis Media Follow-up
1oL | M| 4] Quick Hote Allergies
IN | 9T Tobacco Abuse Disorder Reviewed per N Not
RAD [O] o upper Respiratary Infection eviewed per Nurses Note.
IMPR | [P | 9] Urinary Tract Infection
BLAN % 4] viral Syndrome
PROC T Complete List Physical Examination
[T T Abdominal and Pelvic Pain . . -
rro  |[T] Tassomoa Vital: Reviewed per Nurses Notes.
]
TIME | T Abdeminal and Pelvic Pain . s o . 5 5
LV [piEiq Rl gt V) HEENT: Facies- Within normal limits. Pinnas- Normal texture and shape bilaterally. Canals- Normal bilaterally. TMs- Normal
ES W ¢ Abdominal and/or Pelvic Pain bilaterally. Nares- Patent bilaterally. Nasal Septum- is normal. There is no tenderness to palpation over the frontal or maxillary sinuses. Lids-
S Eesale) Normal bilaterally. Conjunctiva- Clear bilaterally. Sclera- Anicteric bilaterally. Oropharynx- Moist with no lesions. Tonsils- No enlargement,
4 Abdominal Aortic Aneurysm h dat
Follow-up. erythema or exudate.
4] Abnormal Labs-Hematuria =] p— . N N N N PR
PEIIANEWS Y] Neck: Thyroid- non enlarged, symmetric and has no nodules or bruits. ROM- Normal Range of Motion with no rigidity. ~|

Y SignandLe~- | ... '~=d 53 Copy L
=]

Patient Henthorp
T.cated: 06-Mlar-200

— |
1t lliness ‘

After the Template Map is closed the readable area of the screen will increase.

File | Edit | Help

_] Mew ‘3 Open lﬂ Save (%) Sign and Lodk IE_] Download =3 Copy ) Undo  [] Clear E Freetext Exit Console

# || Patient: Henthorpe, Millie - Medical Note - Friday, 06-Mar-2009
Created: 06-Mar-2009, 11:53PM by LCD Admin

History of Present lllness

The patient presents with a 1 day history of constant tactile fevers. The patient does not have a dry coug

pain, ear drainage, a sore throat, night sweats, abdominal pain, neck stiffness, dysuria, a rash, bone pain, joi

Clicking the Page Layout Expansion button a second time will cause the Template Map to reappear.
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The Med Pop-up and Writing Prescriptions

To select medications, a medication Pop-up Icon is present in most templates.

Add: EREREES
Discontinue:
Refilled: EEfINEES:

The Med Pop-up Icon will state ADD MED, DISCONTINUE MED, or REFILL MED. By selecting this icon,
the Med Pop-up box will appear.

- — R — — R [

W Name [ Strength

| fr———
Amount Freq

As needed With meals
Route Length Disp

Name Search Results

QK Cancel

To Search for a medication, type a medication name or partial medication name in the Name Box. Let’s
search for Augmentin.




Mame f Strength

augm| | Search... |
Amount Freq

As needed With meals
Route Length Disp

MName Search Results

Tvpe in a partial name and hit ENTER for resulfs.

OK Cancel
Click the SEARCH button.
Mame f Strength
augm| Search...
Amount Freq
As needed With meals
Route Length Disp

Available options for the medication will appear.
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1 o —

Chickiate - Med Selectoe [X]

1 MName f Strength

a augm

Amount Freq
DAS needed DWith meals
Route Length Disp

=

Mame Search Results

Searching for: AUGM

16y

AUGMENTIN '125' (125MG/SML; EQ 31.25MG BASE/SML)

AUGMENTIN 125" (125MG; BEQ 31.25MG BASE)

AUGMENTIN '200" {200MG/5ML; EQ 28.5MG BASE/SML)

AUGMENTIN 2500 (2

AUGMENTIN *250¢ (250MG; EQ -

a1

AUGMENTIN 4000 (400MG; EQ 57MG BASE)
AUGMENTIN '500° (500MG; EQ 125MG BASE)

AUGMENTIN "875' (B75MG; EQ 125MG BASE)

0K Cancel

Next select the desired formulation of Augmentin from the list. Here, we’ll select Augmentin 875mg.
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Mame / Strength

AUGMENTIN '875' (875MG: EQ 125MG BASE)  Search...
Amount Freq

| As needed With meals
Route Length Disp

Amount Options

0K Cancel

You may now select the AMOUNT, FREQUENCY, ROUTE, and LENGTH.

Adding of Length to a medication will result in the medication expiring and being moved to the inactive

medication list.

Long term medications should NOT have a length specified.
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If the desired selection isn’t present in the selection box, just type in what you would like to have appear
in your document. You can do this in any field of the Med Pop-up. For instance, if you prescribe a
special formula for an infant, this could be placed into the Med Pop-up.

Mame / Strength

Similac Advance Formula Search...

Amount Freq
as lib| As needed With meals
Route Length Disp

Amount Options

0K Cancel

Here Similac with Iron was typed in manually, as was the amount.

Another feature of the Med Pop-up is that if you don’t type anything in to the Add Med/ Discontinue
Med/ Refill Med selector in the PLAN section of most templates, this section will not appear in the final

document.
Add: If nothing is added here, this
Discontinue: section will not appear in the final
Refilled: document

86



Printing Prescriptions

Once a medication has been entered, a prescription may be printed. (e-prescribing is a future feature
which is currently in development.)

Mame f Strength

TOPROL-XL (EQ 25MG TARTRATE) Search...
Amount Freq
1 daily’ As needed With meals
Route Length Disp

30

Mame Search Results
TOPROL-¥L (ECQ 100MG TARTRATE)
TOPROL-XL {EQ 200MG TARTRATE)

TOPROL-¥L (EC: 25MG TARTRATE)

TOPROL-¥L (EC 50MG TARTRATE)

L‘;_-‘Sawethanges 7 Delete | |Cancel

By entering a medication Amount, Frequency and Length, Clicktate will calculate the Dispense amount
for the prescription. After the medication is entered into the document, a PRINT RX button will appear.

Add:

-TOPROL-XL (EQ 25MG TARTRATE) 1 daily (T sp: 30) |Print RX
Add Med

Discontinue: |Discontinue Med

Refilled: |Refill Med

Select to “Print RX” button to generate a prescription.
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A prescription pop-up will appear.

Clicktate - Print Medications [x]

Mark Winters, MD
Complete Care Medical Group
100 Caring Way Suite 200 Sunnyville, KY 40356
B888-825-4258

Lic: 00000 (KY) DEA: BMOOOOOCO NPI: DO0000000

Disp Refills DNS DAW
Medication 5i MNone ~ Bl |
TOPROL-XL [Eﬂ, 25MG TARTRATE] Take 1 daily 30 Mone = [ [
Print checked as: ‘EE RX (4 per page) H O RX (1 per page]) Exit

Final edits to the prescription, such as number of refills and substitution status may be selected.
Selecting OK will generate a prescription for printing. In addition, prescriptions may be printed as one

per page or four per page.

Mark Winters, MD

Complete Care Medical Group
100 Caring Way Suite 200 Sunnyville, K 40355
883-825-4253
Lic: 00000 (KY'y DEA: BMOOOOOOOD MPL 000000000

Diate: 173072010

Mame: Cuppy, Bobbi
DoB: 03M0M970

TOPROL-XL (EQ 25MG TARTRATE)

Sig: Take 1 daily

Disp: 30
Refills: 0
Signature
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The prescription may then be printed. Once this page is displayed, the prescription information will
appear in the note, EVEN IF THE PRESCRIPTION IS NOT PRINTED.

Add:
- TOPROL-XL (EQ 25MG TARTRATE) 1 daily (Disp: 30) (RX 1/30,/2010 Disp: 30, Refills: 0)

Discontinue: | Discontinue Med |

Refilled: il ee

To add additional medications, again select the Add Med button.

To discontinue a medication, select the Discontinue Med button.

Add:
- TOPROL-XL (EQ 25MG TARTRATE) 1 daily (Disp: 30) (RX 1/30/2010 Disp: 30, Refills: 0)

Discontin 1e: |Discontinue Med
Befilled: |Ren.. **=-
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Mame f Strength
| [ Search... |
Amount Freq
As needed With meals
Route Length Disp

Mame Search Results

Active Long-Term

PREVACID [30MG)

L'E‘ Save Changes Cancel

Then select the desired medication from the list in the medication pop-up. The medication will be listed
on discontinued and the Facesheet medication list will be updated after the note is signed and locked.
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Section IX: The Facesheet

The Facesheet allows:
e The ability to input, retain and work with medication lists
e The ability to input, retain and work with allergy lists
e The input, retention, tracking and graphing of vital signs
e Patient demographic recording
e Health Maintenance and recurring tests tracking, maintenance and reminders
e Quick Viewing of Prior Patient Data

e Quick input and review of past medical history, past surgical history, family medical history and
psychosocial history

e Immunization records
e Growth charts
e  Workflow tracking

e Review and reconciliation of patient history, medications and allergies chronologically and as
they relate to medical notes

Each section of the Facesheet has an expand toggle. This toggle, when activated, expands the section
allowing the user to input and update data. Data from the allergy, vital signs, and medication sections
and certain data from the Health Maintenance section will automatically populate notes. Also, data
from signed notes will automatically update the Facesheet.

After selecting a patient from either the patient menu or the calendar, the patient Facesheet will
appear.

91



[] Home | Patients | Documents | Sched | Track | Scan | Lab | Report | NQF

Logan, Arnold

1D- 345634 DOB: 05-Jan-1946 Age/sex: 66 male

Address: 654 Broadhead Place = Lexington, KY 40515

(8] upload Fhone(s): 888-825-4258 (Primary)

Quick Links

O New Appointment... |ih| Record Today's Vitals...

|:)| Medical Note
[07-Feb-2012)

B Medical Note

(27-Apr-2012)

|:)| Medical Note
(28-May-2012)

B Create New Document... =] New Message..

Diagnoses
CORONARY ARTERY DISEASE (414.01)
HYPERTENSION (997.91)

\l Lookup ICD...

Medical / Surgical History

Immunizations
Pneumococcal

Clinical Decision Support
Item Freguency
&4 BMP WITH DIURETIC USAGE
&4 COLONOSCOPY
&4 PROSTATE EXAMINATION

Every 1 year(s)
Every 10 year{s)
Every 1 year(s)

&4 PSA Every 1 year(s)
&4 TETANUS BOOSTER Every 10 year(s)
AAA SCREENING N/A
ASPIRIN USAGE RECOMMENDED N/A

Clinical Data and Documentation

08-lun-2012 Proc/Result “|Lipid Profile
04-Jun-2012 Document |_|Medical Note (Signed)
01-Jun-2012 Document |_|Medical Note (Signed)

Proc/Result 7 Urinalysis
31-May-2012 Document |_|Medical Note (Signed)

Proc/Result -~ HgAlc

Proc/Result | Hematocrit
28-May-2012 Document |_|Medical Note
27-Apr-2012 Order 3= TSH

Arrar ==.rop

The Demographics Section

Logan, Arnold

ID: 345634 DoB: 05-Jan-1946 Age/Sex: 66 male

Address: 654 Broadhead Place » Lexington, KY 40515

& upload Phone(s): 888-825.4258 (Primary)

Medications

Ly  Family History

Order Entry & Tracking
CRP ® TSH

Last Recorded

{None)
{None)
[{None)
(None)
{None)
{None)
{None)

Al

Rx Pharm Rx Status 1 Review [ Msg

| Download/Print ), Search for patient

|_yOpen &

& Add Notes

Active Allergies

*. PENICILLINS Severe: Anaphylaxis

*, SULFA [SULFONAMIDES) Moderate: Rash

DYAZIDE 37.5 MG-25 MG CAP 1 capsule DAILY by mouth
LIPITOR 10 MG TAB 1 tablet QHS by mouth

| Prescribe...

Psycho-Social History

Tobacco

Vital Signs

04-Jun-2012
Pulse: B0 » Resp: 12 « BP: 120/70 RUE » Temp: 88.6

11-May-2012 02:34PM
Pulse: 58 » Resp: 12 » BP: 124/58 LUE = Temp: 98.6

¥/ Download/Print () Search for patient

| ,Open =

& Add Notes

Expanding the demographics section will allow the user to input additional demographic data including
family members, emergency contacts, and insurance information.
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Patient Information IE

Logan, Arnold o TEdit
Patient I 345634 Gender Male Birth 05-Jan-1946 Age 66
Race/Ethnicity Language

Primary Phys

Contact » Insurance = Legal = Family = Custom

Contact el
Hame 654 Broadhead Place o Edit
Lexington, KY 40515
288-825-4258 (Primary)
Emergency & Edit
Pharmacy & Edit —_—
Insurance
Plan o Edit
Group/Policy #
Effective
Flan o Edit
Group/Policy #
Effective
Legal |

Exit

In addition, under the demographics section is an area to include spouse and parents’ names and
information. Living Wills and Powers of Attorney may also be recorded in this section. These items, if
recorded, will be reflected on the face sheet under the demographics section.
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The Patient Notepad Section

Immediately to the right of the Demographic information is a Free Text box. This box can be used to
record any data that isn’t found elsewhere or data that the user wants to notice each time a patient
comes to the office.

& Add Notes

Selecting the “Add Notes” link will open a text box.

Clicktate - Patient Notepad [X]

| -

HSEWE Changes | >( Clear Mote | Cancel |
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The Workflow Section
In the workflow section, “Quick Links” are provided for rapid access to:

e The patient’s most recent appointment as found on the scheduling calendar
e Record the current vital signs

e The three most recent unsigned notes

e Alink to quickly start a new note

e Alink to start a new patient message

Quick Links

O Mew Appointment... |ih| Record Today's Vitals...

|3 Medical Mote Ef Medical Note |:’I Medical Mote

[28-May-2012) [27-Apr-2012) [07-Feb-2012)

|3 Create New Document... =] New Message...
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The Allergies Section

The allergies section will allow the quick entry and review of patient allergies and adverse reactions. To
add new allergies, select either the expand option or the “(None Known)” designation.

Active Allergies

% PENICILLINS Severe: Anaphylaxis

/%, SULFA [SULFONAMIDES) Moderate: Rash

To add a new allergy, select the “Add an Allergy...” button.

Clicktate - Test, Patient - Allergies [X]

Current Allergies (J Current = Allergy History
o
|
-
i
With checked: >( Remaove from List * Add an Allergy... | Exit | d

Select the medication or type in a new medication in the free text (“other”) box.




i Allergies lz‘

Penicillin A ( Augmentin Cephalosporins

Bactrim Cipro Erythromycin NSAIDs Statins

Codeine Hydrocodone Morphine atex Contrast Dye

other

| Select Free Text

And then select the reaction and save changes.

: g
Allergies IE

Reactions for Cipro: () Back
[/]|Rash | [] Constipation [] Breast Pain
I [ Itching [] Shortness of Breath [] Breast Swelling I
[ Hives [] Cough [] Urinary Frequency
[ Anaphylaxis [] Headache [] Urinary Retention
[[] Generalized Swelling [7] Dizziness [T] Dry Mouth
[7] swollen Mouth [7] chest Pain [] vaginal Dryness
[] swollen Tongue [7] Syncope [] Excessive Sedation
[] Abdominal Pain [] Bleeding [] Myalgias
[] Abdominal Upset [] Bruising [] Fatigue
[] Mausea [] Epistaxis [] Liver Dysfunction
[] womiting [] sore Throat [] Renal Failure
[] Diarrhea [] Dysphagia
[ ather
|g Save Changes | | Cancel
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Clicktate - Test, Patient - Allergies IE

Current Allergies () Current = Allergy History
[T] CIPRO Rash :I
=l

With checked: >( Remove from List “ Add an Allergy... | Exit | o

The allergy will appear in a highlighted section on the Facesheet and will also automatically be inserted
into notes.

Active Allergies (

To review the allergy history, select the Allergy History tab on the Allergy Pop-up.
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Clicktate - Test, Patient - Allergies ™

..
Current Allergies (I rent = Allergy History
[T] CIPRO Rash —l
-
-
=l
With checked: >( Remove from List “ Add an Allergy... | Exit | o

The Allergy History section will render a chronologic list of all allergy information in the chart. It will also
give a quick link to notes related to the addition or deletion of any allergy data.
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The Diagnoses Section

The diagnoses will automatically populate the Facesheet from notes that are created in Clicktate. This
applies only to notes that are signed and locked after the release of the Facesheet. In addition,
diagnoses may be added or changed by using the ICD function found in the diagnosis section.

Diagnoses
CORONARY ARTERY DISEASE (414.01)
HYPERTENSION (297.91)

\.‘\ Lookup ICD...

To add new diagnoses, select either the expand option, the “(None Recorded)” designation or any
diagnosis listed in this section.

Diagnoses List () Diagnoses * Documented
Show | Active Only |E|
Diagnosis Status Effective J
CORONARY ARTERY DISEASE (414.01) Active 04-Jlun-2012

| myeERTENSION (997.91) Active 14-1an-2012

@ Download | EﬂDAdd a Diagnosis... " lone Active" | Exit |

Selecting the “Add a Diagnosis...” button will open the ICD Pop-up.
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Clicktate - Logan, Arnold - Diagnosis Entry

Date 15-Jun-2012 [ status Active ||

Description | S Lookup...

ICD 7 Lookup...

[ save Changes | Cancel |

Diagnoses may be searched for either by the ICD code or by a description. Type a diagnosis description
and then press the “Lookup” icon. You may also add diagnoses in free text (non-ICD form) to the chart
by simply typing them into the box and immediately selecting “Save Changes”, bypassing the ICD
Lookup.

Clicktate - Logan, Arnold - Diagnosis Entry IE

Date 15-Jun2012 [ status Active ||

Description hypothyroid S Lookup...

ICD )7 Lookup...

H Save Changes | Cancel |

Selecting the appropriate diagnosis from the ICD pop-up will place the diagnosis onto the Facesheet.
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Clicktate - ICD Codes [X]

Search For

hypothyroid
---------------------------------- : =l

244 Acquired hypothyroidism
2440 Postsurgical hypothyroid
244,27 lodine hypothyroidism
244.3 latrogen hypothyroid MEC
2448 Acquired hypothyroid NEC
244.9 Hypothyroidism NOS

[show all 244.x]

243 Congenital hypothyroidsm

|
Selected Code < Prev | Next >
244 Acquired hypothyroidism [
Notes
[

Q? 0K |ﬁ Clear | Cancel

Let’s select 244.9 Hypothyroidism NOS and Click OK.
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Clicktate - ICD Codes

Search For

hypothyroid

244 Acquired hypothyroidism
244.0 Postsurgical hypothyroid
244.2 lodine hypothyroidism
244.3 latrogen hypothyroid NEC
244.8 Acquired hypothyroid NEC

 244.9 Hypothyroidism NOS
[show all 244.x]

243 Congenital hypothyroidsm

Selected Code < Prev | Next »
244.9 Hypothyroidism NOS [

Notes Unspecified acquired hypothyroidism

Q? OK | % Clear Cancel

Clicktate - Logan, Arnold - Diagnosis Entry

Date 16-Jun-2012 |  status Active [+

Description Hypothyroidism NOS S Lookup...
Ico 244.9 S Lockup...

H Save Changes | Cancel |

Saving changes will place the diagnosis in the patient chart. The wording of the diagnosis may be
changed if desired. The diagnosis may also be designated as inactive, resolved or rule-out by using the
Status menu. The date of diagnosis may also be placed into the record.

103



Clicktate - Logan, Arnold - Diagnoses |z|

Diagnoses List () Diagnoses = Documented
Show | Active Only [+]

Diagnosis Status Effective ;I
HYPOTHYROIDISM NOS (244.9) Active 15-Jun-2012
CORONARY ARTERY DISEASE (414.01) Active 04-Jun-2012
HYPERTENSION (997.91) Active 14-Jan-2012

@ Download | E,'}'Add a Diagnosis... "MNone Active" | Exit |

Diagnoses
HYPOTHYROIDISM NOS (244.9)
CORONARY ARTERY DISEASE (414.01)
HYPERTENSION (997.91)

l'\.l Lookup ICD...

From within the expanded diagnosis pane, other functions are available to see diagnoses linked to office
notes, download a diagnosis list or select “None Active”.

To download a Public Health Surveillance file, select the download button from the expanded Diagnoses
List pane. This file may be downloaded as an encrypted or unencrypted file.

File Download IE

Filename Logan_345634_ADT.hI7

SHA-1 Hash 195b5f62dbe335f8dc221204894218ef99e5586¢C

@ Download | Qﬁ Encrypt... | Cancel |
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By selecting the “Documented” option from the expanded Diagnoses List pane, users may view and
open notes where diagnoses were documented.

Clicktate - Logan, Arnold - Diagnoses Iz‘

Documented Diagnoses Diagneses » () Documented

Show | (Any) IZ'

Date Document Diagnosis ;I
04-Jun-2012 I_| Medical Note (Signed) Coronary Artery Disease

14-Jan-2012 [ Medical Note (Signed) Hypertension

Exit

As already stated, diagnoses will also automatically populate the Facesheet from notes generated in
Clicktate after the notes are signed and locked by the user.
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The Medication Section
From the medication section, it is possible to:

Add or inactivate medications

e Print a patient medication list

e Write prescriptions

e Review the refill history of a medication

e See the last actions taken for a medication
e Review the notes related to a medication

To work with medications, select the “Expand” link on the medication section of the Facesheet. Any
changes made to medications on the Facesheet will be reflected in notes. Any changes to the
medications in a signed and locked note will be reflected on the Facesheet.

Medications
DYAZIDE 37.5 MG-25 MG CAP 1 capsule DAILY by mouth

LIPITOR 10 MG TAB 1 tablet OQHS by mouth

2] Prescribe...

When the medication list is expanded, the medication list pop-up will appear.
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Clicktate - Logan, Arnold - Medications @

Current Medications (J Current = History

Show | Active Only |E|

Medication
R DYAZIDE 37.5 MG-25 MG CAP 1 capsule DAILY by mouth
LIPITOR 10 MG TAB 1 tablet QHS by mouth

Status ;I

Active
Active

=

=4l Print... | EEE? Update/Prescribe .. | El Review/Reconcile. . | Exit |

To print a medication list for the patient, select the “Print...” button. The Print Medications pop-up will
appear.

Clicktate - Print Medications [X]
New LCD Admin|E|
LCD Solutions, LLC
LCD Headquarters

1-888-825-4258
Lic: 16273 (KY) DEA: DE1627384 NPI: 1627384950

Medication Sig -
Dyazide 37.5 mg-25 mg Cap 1 capsule DAILY by mouth
Lipitor 10 mg Tab 1 tablet QHS by mouth
[
Print checked as: | |=] Med List for Patient Exit
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From here a patient medication list may be printed. The patient medication list is printed in a patient
understandable manner without abbreviations or jargon that might confuse or not be understood by
patients.

LCD Solutions, LLC

MNew LCD Admin
LCD Headguarters
1-8383-825-4253

Medication List for Logan, Armold
Printed 15-Jun-2012, 6:47PM

MEDICATION DIRECTIONS

Dyazide 37.5 mg-25 mg 1 capsule daily by mouth
Cap

Lipitor 10 mg Tab 1 tablet at bedtime by mouth

To see a medication history of a given medication, select the medication name from the history on the
left.

Clicktate - Logan, Arnold - Medications lzl

Medication History Current = () History
Date Action: Medication RX Source J
14-Jan-2012 Added: Dyazide 37.5 mg-25 mg Cap [ Disp: 30, Refills: 2 NewCrop
Added: Lipitor 10 mg Tab NewCrop
Exit
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The “Review/Reconcile...” feature allows a side-by-side comparison of the current medication list in
Clicktate with another medication list from another note, a hospital summary or another provider.

Current Medication(s) [ check All Clear

i
-

[C] DYAZIDE 37.5 MG-25 MG CAP
1 capsule DAILY by mouth

Last Reviewed: Today, 9:06AM by New LCD
] Admin

J [ UIPITOR 10 MG TAB

1 tablet QHS by mouth

Last Reviewed: Today, 9:06AM by New LCD
Admin

Select document...

4 [

E%’ Update List... | @Re:ord as Reviewed/Reconciled | Cancel |

A document that has been scanned or created in Clicktate may be selected for a side-by-side
comparison. Once all medications are in agreement, select “Record as Reviewed/Reconciled” and the
system will record the date and time that the reconciliation occurred.
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The Clinical Decision Support Section

The clinical decision support section of Clicktate is design to allow the tracking of “routine” tests for
health maintenance and screening, as well as patient specific tests related to a patient’s disease
conditions.

Clinical Decision Support

Item Frequency Last Recorded

&4 BMP WITH DIURETIC USAGE Every 1 yearis) (None)

L4 COLONOSCOPY Every 10 year(s) {None)

L& PROSTATE EXAMINATION Every 1 year(s) (Mone)

L& PSA Every 1 year(s) [None)

&4 TETANUS BOOSTER Ewery 10 year(s) [None)
AAA SCREENING N/A {None)
ASPIRIN USAGE RECOMMENDED N/A [Nene)

Expanding this section allows data to be input regarding a test, filtering of tests, and the addition of
more tests to the list. A comprehensive set of Clinical Decision Support rules are included in Clicktate.
These rules are disease and demographic specific and are automatically applied to the appropriate
patient population.

Current Clinical Decision Support rules may be accessed from the Report menu found at the top of most
pages in Clicktate.

Home | Patients | Documents | Sched | Track | Scan | ‘ab | Report | NO

Logan, Arnold

10 345634 DoB: 05-Jan-1946 Age/Sex: 66 male
Addrezs: 654 Broadhead Place = Lexington, KY 40515

Reporting
Type | Clinical Decision Support Iz‘
MName Description -
AAA Sl:reenirlg Ultrasound Abd Aorta: A one-time screening for abdominal aortic aneurysm (AAA) by ultrasonography in
men aged 65 to 75 years who have ever smoked is recommended
“ ACE Inhihitors in Patients with Congestive Heart Failure ACE inhibitors are recommended for routine administration to symptomatic and asymptomatic patients
with left ventricular ejection fraction (LVEF) =40%.
~ ACE Inhibitors or ARBs in Diabetic Patients ACE or ARB in DM: Use of ACE Inhibitor or Angiotensin Receptor Blocker is recommended for Diabetic L
Patients 3
" Advanced Directives Advanced Directives: Record Advanced Directives for patients aged 65 and older
" Aspirin Usage Recommended Aspirin Use Recom Men: Aspirin usage is recommended in men age 45-79 years when the potential

benefit due to a reduction in myecardial infarctions outweighs the potential harm due to an increase in
gastrointestinal hemorrhage.

Aspirin Usage Recommended Aspirin Use Recom Women: Aspirin usage is recommended in women age 55-79 years when the potential
benefit of a reduction in ischemic strokes outweighs the potential harm of an increase in
gastrointestinal hemorrhage.

Beta Blocker Therapy in Patients with Cnnges’live Heart Failure Beta-blockers shown to be effective in clinical trials of patients with HF are recommended for patients
with an LVEF 240%. The combination of a beta blocker and an ACE inhibitor is recommended as routine
therapy for asymptomatic patients with a LVEF <40%. Beta blocker therapy is recommended for patients
with a recent decompensation of HF after optimization of velume status and successful discontinuation
of intravenous diuretics and vasoactive agents, including inotropic support. Whenever possible, beta
blocker therapy should be initiated in the hospital setting at a low dose prior to discharge in stable
patients. Beta blocker therapy is recommended in the great majority of patients with HF and reduced
LVEF, even if there is concomitant diabetes, chronic obstructive lung disease, or peripheral vascular

disease

" BMP with Diuretic Usage BMP: P_atlents on diuretics should be cons_ld_ered for a metabolic panel to include BUN, Creatinine and
Potassium yearly or more frequently as clinically warranted

, Chlamydia Screening Chlamydia Vaginal: It is recommended to screen for chlamydial infection for all sexually act'\_ve non-
pregnant young women aged 24 and younger and for older non-pregnant women who are at increased
risk

d‘}'l‘\lew Report...
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Reporting

Type | Clinical Decision Support
CIUIESIEr g 1O Ny PErpIaEna

r Cnlnnnscnpy Colonoscopy: Colonoscopy Suggested Every 10 years for Patients over 50 years old. (May be suggested
maore frequently for patients with certain diagnoses or a family history of colon polyps or colon
malignancy.)

Diabetic Eye Examination Examination Ophthalmology: Patients with diabetes should receive a dilated eye examination on a yearly
basis

" Diabetic Nephrnpathy Screening DM_Nephro_path_v Screening: P_erform an annual t_:estto assess_ur'm? albu_m'm excret}on in t\{pe 1 d'\_abetic
patients with diabetes duration of 5 years and in all type 2 diabetic patients, starting at diagnosis

" Diabetic Serum Creatinine Measurement Creatinine: Measure serum creatinine at least annually in all adults with diabetes regardless of the
degree of urine albumin excretion. The serum creatinine should be used to estimate glomerular
filtration rate (GFR) and stage the level of chronic kidney disease (CKD), if present.

" INR Due to Coumadin Usage PT INR: Patients on chronic coumadin or warfarin therapy should have an INR at a minimum of every four
weeks and possibly more frequently depending on clinical circumstances.

, Mammogram Mammogram-Screen: Biennial mammography is recommended for women between the ages of 50-74. A
discussion should be undertaken with younger women regarding mammography between the ages of 40-
50. Physicians should discuss with each weman the potential benefits and harms of breast cancer
screening tests and develop a plan for early detection of breast cancer that minimizes potential harms.
These discussions should include the evidence regarding each screening test, the risk of breast cancer,
and individual patient preferences.

m

, Pap Smear It is recommended that @ Pap smear be completed at least every 3 years to screen for cenvical cancer for
women who have ever had sex and have a cervix. (NOTE: This report is set with a default of EVERY 3 YEAR
PAP SMEARS. To change the default for individual patients update the report on the patient's Facesheet
in the Clinical Decision Support Section.)

" Pneumococcal Vaccination Pneumococcal Vaccine: Patients over age 65 should have a pneumococcal vaccination.

" Prostate Examination Examination Prostate: The current evidence is insufficient 1o assess the balance of benefits and harms of
prostate cancer screening in men younger than age 75 years. The current evidence recommends against
screening for prostate cancer in men age 75 years or older. THIS CLINICAL DECISION SUPPORT ITEM ADDS A
DIGITAL PROSTATE EXAMINATION YEARLY. TO DEACTIVATE SELECT FROM THE CDS MENU AND DESELECT. -

Additional tests and procedures may be added to this list and are PRACTICE SPECIFIC.
Adding a Clinical Decision Support Rule

To add a Clinical Decision Support Rule for a practice, first select Report from the top menu. Then select
“New Report...”

Reporting
Type | (Any) [=]
Name Description -
- A1C with Zip
Cholesterol for Hyperlipidemia Cholesterol Check every year for those with hyperlipidemia
HG
HIV Disease Patients diagnoses with HIV or AIDS
Lipitor
MU: Active Medication Allergy List More than B0% of all unique patients seen by the EP have at least one entry or an indication that the
patient has no known medication allergies recorded as structured data
MU: Active Medication List More than 80% of all unigue patients seen by the EP have at least one entry or an indication that the
patient is not currently prescribed any medication recorded as structured data
MU: Advanced Directives Recorded More than 50% of all unique patients 65 years old or older admitted to the eligible hospital have an
indication of an advance directive status recerded
MU: Clinical Lab Test Results More than 40% of all clinical lab tests results ordered by the EP or by an authorized provider during the
EHR reporting period whose results are either in a positive/negative or numerical format are
incorporated in certified EHR technology as structured data.
MU: Clinical Summary Provided Clinical Summaries provided to patients for more than 50% of all office visits within 3 business days
MU: CPOE for Medication Orders More than 30% of unique patients with at least one medication in their medication list seen by the EP

have at least one medication order entered using CPOE. Based on ALL patient records: Any EP who writes
fewer than 100 prescriptions during the EHR reporting period would be excluded from this requirement.
Exclusion from this requirement does not prevent an EP from achieving meaningful use. Prescriber
details and a printable list of all prescriptions written may be found in the administration section of the
electronic prescribing module

MU: Electronic Copy of Health Information Wore than 50% of all patients of the EP who request an electronic copy of their health information are
provided it within 3 business days

MU: Generate Permissible Prescriptions Electronically More than 40% of all permissible prescriptions written by the EP are transmitted electronically using
cenified EHR technology

MU: Patient Specific Education Resources Wore than 10% of a1l unique patients seen by the EP during the EHR reporting period are provided patient

-specific education resources

MU: Preventive Care Reminder Sent More than 20% of all unique patients 65 years or older or 5 years old or younger were sent an appropriate
reminder during the EHR reporting period

MU: Provide Timely Electronic Access More than 10% of a1l unique patients seen by the EP are provided timely (available to the patient within
four business days of being updated in the certified EHR technology) electronic access to their health
information subject to the EP's discretion to withhold certain information

MU: Record and Chart Changes in Vital Signs More than 50% of all unique patients age 2 and over seen by the EP have height, weight and blood
pressure recorded as structured data

MU: Record Demographics - ~inue patients seen by the EP have demographics recorded as structured data -

5 New Repo
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Select “Clinical Decision Support”.

- Patient Reports |

7 Audit Logs |

- Clinical Decision Support |

Cancel |

Reporting
- Clinical Decision Support o Select Procedure...

ﬁ?atients Any
&3 add...

ﬁ Generate Report | L—jsave Changes | Exit |

Select “+Select Procedure...” and the Procedure selector appears.

Test/Procedure Selector lz‘

| »

Test/Procedure Description Category ﬂ

[ a/6 ratio A/G Ratio Labs

ElAAA Repair Endovascular Endovascular AAA Repair Surgical

E|AAA Repair Endovascular Endovascular AAA Repair Procedures

EAAA Repair Surgical Surgical AAA Repair Surgical

Eﬂbdominoplast\.- Abdominoplasty Surgical

E|Abd Wall Hernia Repair Abdominal Wall Hernia Repair Surgical

ElAccucheck Accucheck Blood Glucose Labs

IleCE Antibodies ACE Antibodies Labs ;I
E[,E'Add Custom... | Cancel |

The items denoted by a green icon are generic to the system. The items denoted by a red icon are
practice specific icons. From this menu, select the item for which a Clinical Decision Support rule is
desired. Searching for Albumin gives the following result:

Test/Procedure Selector lz‘

albumin

Test/Procedure Description Category ﬂ

[/ Atbumin Albumin Labs

ElUrinerumin Urine Albumin Labs

E|Ur'|ne Microalbumin Urine Microalbumin Labs

[ a/G Ratio A/G Ratio Labs

E|AAA Repair Endovascular Endovascular AAA Repair Surgical

Elm Repair Endovascular Endovascular A&4 Repair Procedures

E|AAA Repair Surgical Surgical AAA Repair Surgical

Ehbdominoplasw Abdominoplasty Surgical LI
l:E:'Add Custom... | Cancel |
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Choosing “Albumin” from the list will allow Albumin to be tied to a Clinical Decision Support and any
number of conditions, demographics, medications or other criteria.

Reporting
- Clinical Decision Support &2 Albumin
E]Patients Any [ interval every dayis) |Z|
&2 add...

:3 Generate Repun:l Hsave Chaﬂgesl Exit |

In addition, a time interval for applying the rule may also be implemented. To implement a rule to apply
Albumin every three months, simply check the interval box and input the interval.

Reporting
~|Clinical Decision Support &2 Albumin
[ Patients Any Interval every 3 mumh(s]E
&2 add...

::] Generate REpDrtl HSEVE Changesl Exit

The Clinical Decision Support Rule may be renamed by selecting “Clinical Decision Support”. In addition,
a description may be entered.

Report Entry lz‘
NEL Bl Clinical Decision Support]

Description B

|- Save Changes | | Cancel |

MName Albumin in Diabetic Pts

Description This is a rule to remind providers to check an albumin in diabetic -
patients as part of an ongoing clinical trial throughout our
organization |

H Save Changes | Cancel |

To see a list of every patient who is due for a Clinical Decision Support item, choose the item from the
Clinical Decision Support list or select Generate List from within the specific Clinical Decision Support
window.
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Creating Clinical Decision Support Rules is tied to the Reports section of Clicktate. An in-depth
discussion of creating reports is found in the Reporting Chapter of this manual.
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The Clinical Data and Documentation Section

In the Clinical Data and Documentation section, users will find a chronologic “running” list of all data in
the patients chart. The list may be filtered and sorted.

Clinical Data and Documentation

08-Jun-2012 Froc/Hesult T Lipid Profile -
04-Jun-2012 Document | Medical Note (Signed) =]
01-lun-2012 Document | Medical Note (Signed)
Proc/Result A" Urinalysis
31-May-2012 Document | Medical Note (Signed)
Proc/Result ~"|HgAlc o
Proc/Result " Hematocrit
28-May-2012 Document || Medical Note
27-Apr-2012 Order = TSH
Order a=| CRP -

Expanding the section will allow the user to filter notes based on multiple criteria.

Type | (Any) lz‘ Proc/Result | (Any) lz‘
Date Type Item Details =
22-jul-2012 Document | Medical Note
Document || Medical Note
Document | Medical Note
21-jul-2012 Proc/Result | M-CHAT Tests
Proc/Result - PEDS-DM Tests
09-Jul-2012 Document || Medical Note (Signed)
Proc/Result -7 Tympanogram Tests
26-Jun-2012 Document | Medical Note
18-lun-2012 Message [ Acute lliness New LCD Admin
01-Jun-2012 Document | Medical Note (Signed) Bacterial Vaginosis Lo
Document | Medical Note
Document || Medical Note
Document || Medical Note
Proc/Result -7 KOH prep Labs
29-May-2012 Document | Medical Note [Signed) Bacterial Vaginosis
Proc/Result ~"|KOH prep Labs
21-May-2012 Document | Medical Note
Document || Medical Note (Signed)
Document | Medical Note [Signed)
Document || Medical Note (Signed)
Document | Medical Note (Signed)
Document || Medical Note j
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The Vital Signs Section

This is the section where vital signs may be entered, saved and reviewed.

Vital Signs

04-Jun-2012 =
Pulse: B0 = Resp: 12 = BP: 120/70 RUE = Temp: 9B.6

11-May-2012 02:34PM
Pulse: 58 » Resp: 12 = BP: 124/58 LUE = Temp: 38.6

[~

This section may be expanded to the Vitals pop-up.

Clicktate - Logan, Arnold - Vital Signs |z|
Date Pulse  Resp  BP Temp wt Ht BMI  wc HC oz -
04-Jun-2012 80 12 120/70 RUE 98.6 Oral
11-May-2012 02:34PM 58 12 124/58 LUE 98.6 Oral

i
] El
= Print.. | ] create Charts... | obAdd Vitals... | Exit |

To add vital signs from a visit, select the “+Add Vitals...” button.

Clicktate - Logan, Arnold - Vitals Entry

Date 056-Jun-2012 [ 07:53PM

Pulse Resp Blood Pressure Temp
Weight Height BMI

Waist Head
02 Sat %% on

[zl 5ave changes | Cancel |
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Vital signs that are added will automatically populate into the note. The BMI (Body Mass Index) will
automatically calculate if the Height and Weight are added. Any changes to the vital signs that are made
in a note will reflect on the vitals table once the note is signed and locked.

To add multiple or repeated vitals on the same day, enter a new set of vitals and use the “Time”
stamp to input the time that the vital signs were recorded. MULTIPLE SETS OF VITAL SIGNS FROM THE
SAME DAY SHOULD BE ENTERED ON THE FACE SHEET.

To view Growth Charts or Graphs of other Vital Signs, select the “Create Charts...” link on the vital sign
pop-up. WHO and CDC growth charts may be plotted.
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The Immunization Record

Immunizations may be recorded and tracked from the Facesheet Immunization section.

Immunizations

Pneumaococcal

Selecting Immunizations will open the immunization record. From here, immunizations may be entered,
immunization charts may be created, and the CDC immunization schedules may be accessed.

Clicktate - Logan, Arnold - Immunizations |Z|

Immunization Schedules Information Statements
Date Given Vaccine Manufac/Lot DosefRoute J
01-Jun-2012 0B:37PM Pneumococcal Merck
i
EﬂCreateChart | E' Download | CEDAdd Immunization... | Exit |

Choosing “Add Immunization...” will open the immunization entry field where new immunization
information may be entered.

Clicktate - Logan, Arnold - Immunization Entry lz‘
Date Given 15-Jun-2012 [ 07:56PM

Immunization|

Administered By | New LCD Admin
Lot Number
Expiration Date

Manufacturer | Unknown

Dose mL
Route
Site
VIS Given #1 Select CDC VIS
Date
VIS Given #2 Select CDC VIS
Date
VIS Given #3 Select CDC VIS

Date

H Save Changes | Cancel |

CDC Vaccine Information Sheets (VIS) may be accessed and printed from this page as well.
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Section X: Electronic Prescribing

Users who elect Electronic Prescribing (e-prescribing) will be able to receive prescription refill requests
directly from pharmacies, transmit refill requests directly to pharmacies, check drug-drug interactions,
check drug-allergy interactions, check drug-disease interactions, provide medication information to
patients and check formulary status of prescribed medications.

Clicktate™ has partnered with NewCrop, LLC to provide an easy to use, fully integrated state of the art e-
prescribing system. NewCrop is a Surescripts™ Gold Solution certified electronic prescribing provider.
Gold Solution Provider status recognizes physician technology vendors that are advancing electronic
prescribing and healthcare interoperability with customers in the United States. This certification is
designed to recognize physician technology vendors' products that leverage the complete resources and
capabilities of Surescripts and its network to improve the safety, efficiency and quality of the prescribing
process.

Electronic prescribing will require certification and verification of licensure and DEA status. Please
contact us directly for details regarding activation of e-prescribing.

In addition, electronic prescribing will require a free 1-2 hour training session which is accomplished via
webinar. The average set-up and training time for electronic prescribing is 4-6 hours.

The cost and set-up for e-prescribing is included in the price structure of Clicktate. Additional or
advanced set-up options may be billed an excess hourly service fee of $70 per hour.
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Legacy Medications

Historical (Legacy) medications and allergies currently in Clicktate™ will need to be transferred to the
NewCrop system.

When you enter the Facesheet of a patient who has Legacy medications and/or allergies, a banner will
appear at the top of the screen alerting you to this fact. In addition, the Legacy medications and
allergies will appear in Italicized Red Type.

Logged in as ledadming | Logout

Home | Patients | Documents | Scheduling | Tracking | My Profile | ICD Lockup | Admin =] Meszages (0)
Rx Pharm: 1 Fax: 0 Pend: O

This patient has legacy medications/allergies that may need to be transferred to our partner ePrescribing system. X
Click here to do this now

Facesheet for John, Jimmy & Print 2 Search for patient
D: 239480 [DOB: 14-5ep-1954 Age: 56 & Expand i
Address: 45678 Sesame Seed Lane
McDonaldLand, CA 90210 # Add Notes
888-825-4258(primary)
Workflow Active Allergies =

@ MNew Appointment...

1
:
ili| Record Today's Vitals... 2
L]
]

[&] Medical Note [&] Medical Note [&7 Medical Note

(22-Dec-2009) (20-Dec-2009) [18-Dec-2009) =

|3 Create New Document... =] New Message...

Diagnoses i  Current Medications =
HYPERLIPIDEMIA PREVACID (30MG) 1 daily

TOPROL-XL (EQ 25MG TARTRATE) 1 daily

By selecting a legacy medication, a legacy allergy or the alert banner, the e-prescribing module will be
accessed and the medications and allergies will transfer to this area.

The patients name, address and pharmacy information must be present in Clicktate™ in order to
access the e-prescribing system.

The Med Entry page of the NewCrop system will include the Legacy Medications and Allergies.
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Return to Clicktate

LED Solutions, LLC

Pharm: 1_Fax: 0 _Pend: 0
Compose Rx Med Entry P Dotails P1. Notes
Med Entry

Clickiate
Diagnoses Admin

Designates Orfrescrier New LCD Admin

Selt-Pay/No Insurance Selected

Imported Rx: Drugs are not in Interaction/Allergy/Condition/Formulary checking.
Sig__|Dispense [Refills [DAW |Reported Dr
1 daiy N
NG TARTRATE) 1 daity 30 N

Memo Delete

[Enter optional Outside Doctor andlor Original Start Date before selecting drug
Replace cument doctor Enter Original Stant Date
Month + Day = Year +
[ Drug Search Doctors List

Include obsolets drugs

No Allergies have been entered.

(Current Madications for Jimmy John

Discantinued / Preious ] Cancellad Mid-Process [ Pharmacy Cammunication

Tinted Rx are extemal: entered via MedEntry or imponed, source shown.

Imported Rx: Drugs are not in Interaction/Allergy/Condition/Formulary checking.

_M

12/24/09 |[PREVACID (30MG) 1 daily
12/24/09 (TOPROL-XL (EQ 25MG TARTRATE) 1 daily |30 M

Enter optional Outside Doctor and/or Original Start Date before selecting drug.

Replace current doctor Enter Original Start Date
Month = Day - Year -
| Drug Search Doctor's List

3 letter min. 5 recommended Include obsolete drugs

| Allergy / Intolerance Search

No Allergies have been entered.

Imported Allergies: not included in Drug Review

Click to include

Cipro Swollen Mouth - Abdominal Pain

Current Medications for Jimmy John

Discontinued / Previous || Cancelled Mid-Process || Pharmacy Communication

Tinted Rx are external: entered via MedEntry or imported, source shown.
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To transfer a medication to the NewCrop system, select the medication from the Imported Rx list.

Selecting a medication from the Imported Rx list will open the Drug Search Results window.

Imported Rx: Drugs are not in Interaction/Allergy/Condition/Formulary checking.

_E-M

12/24/03 |PREVACID (30MG) 1 daily

12/24/03 |TOPROL-XL (EQ 25MG TARTRATE) 1 daily |30 M

Enter optional Outside Doctor and/or Original Start Date before selecting drug.

Replace current doctor Enter Original Start Date
Month = Day - Year =

| Drug Search Doctor's List

3 letter min. 5 recommended Include obsolete drugs

Drug Search Results

Prevacid

Monograph Leaflet Peptic Ulcer - Proton Pump Inhibitors

(Lansoprazole)

Prevacid 15 mg Cap (Generic Available)

Prevacid 30 mg Cap ({Generic Available)
Prevacid 24Hr

(Lansoprazole)

Prevacid 24Hr 15 mg Cap OTC(Generic Available)

Monograph Leaflet Peptic Ulcer - Proton Pump Inhibitors

Monograph Leaflet Peptic Ulcer - Proton Pump Inhibitors

reuacid W 3(] mg Solution
Prevacid SoluTab
(Lansoprazole)
Prevacid SoluTab 15 mg Rapid Dissolve
Prevacid SoluTab 30 mg Rapid Dissolve

Monograph Leaflet Peptic Ulcer - Proton Pump Inhibitors

Click here if drug not found.

Select the appropriate medication for the Drug Search Results list.

The selected medication will appear in the Current Meds edit list.
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Imported Rx: Drugs are not in Interaction/Allergy/Condition/Formulary checking.

_E-M

12/24/09 |PREVACID (30MG) 1 daily

12/24/08 TOPROL-XL (EQ 25MG TARTRATE) 1 daily |30 M

Enter optional Qutside Doctor and/or Original Start Date before selecting drug.

Replace current doctor Enter Original Start Date

Month = Day = Year =

Select to Move to Current Meds or leave for further pro Open Edit for Dosing

BT
Stage Source
01/29M11 Prevacid 30 mg Cap Admin EDIT 3
InProc
Drug Search Doctor's List
3 letter min. 5 recommended Include obsolete drugs

No Allergies have been entered.

Imported Allergies: not included in Drug Review

Click to include
Name Severity Notes _________________Delete]

Cipro Swollen Mouth - Abdominal Pain

Current Medications for Jimmy John W Takes No Meds

Discontinued / Previous || Cancelled Mid-Process Pharmacy Communication

Tinted Rx are external: entered via MedEntry or imported, source shown.

Selecting the “Edit” tab beside the medication will open the medication edit page.
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Imported Rx: Drugs are not in Interaction/Allergy/Condition/Formulary checking.

_MM

12/24/09  PREVACID (30MG) 1 daily
12/24/09 |\ TOPROL-XL (EQ 25MG TARTRATE) 1 daily |30 |

Enter optional Outside Doctor and/or Original Start Date before selecting drug.

Replace current doctor Enter Original Start Date

Maonth = Day = Year =

| Select to Move to Current Meds or leave for further proc ( Adjust Disp# only after completing Sig.
Prevacid 30 mg Cap Dosing
capsule +* by mouth - & Capsule - 0
1 %ﬁx Select kaging for ph ist Refils

1_2 as dirECtEd a' £IeCl pACKAgINg Tor pNarmacis

13 PRN DAW / DNS DALY 14 day "

2-3 BID 21day | Available packaging -+ 2
0_5/half One Time TID 30 day |80 each BLIST PACK[E 3

1.5 QD 90day |7 each BOTTLE

2 Q4h 10 each BOTTLE p

25 Save this sig and add to Doctor's List | Q6h Days 14 each BOTTLE - 6

3 Q8h Supply 7

4 i Q12h 0 8

5 r WIGHTLY g

6 BEDTIME 2nd rx 10

7 in AM. 90 Da 11

B Q2h WA Y 12

9 EVERY OTHER DAY

10 3 TIMES WEEKLY Save Rx Cancel

gkl Qiwk

12 Q2wks

15 Q3wks

20 Once a month

30 - Addl Sig

Additional Sig: (will appear on rx label)

Pharmacist Message: (will NOT appear on rx label - no =ig allowed)

Select Diagnosis -

Enter the appropriate medication information and select “Save Rx".

ect to Move to Current Meds Open Edit for Dosing
I T TR ==
Stage Source
01/29/11 Prevacid 30 mg Cap 1 daily Admin EDIT &
InProc

Next select “Select to Move to Current Meds” . The medication now appears on the current medication
list.
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Imported Rx: Drugs are not in Interaction/Allergy/Condition/Formulary checking.
_M
12/24/09 |PREVACID (30MG) 1 daily
12/24/09 |[TOPROL-XL (EQ 25MG TARTRATE) 1 daily (30

Replace current doctor Enter Original Start Date
Manth + Day = Year -
Drug Search

Doctor's List
3 letter min. 5 recommended Include obsolete drugs

| Allergy ! Intolerance Search

Imported Allergies: not included in Drug Review
Click to include

Name Severity Notes ________________Delete]

Cipro Swollen Mouth - Abdominal Pain
Current Medications for Jimmy John Drug Review

Enter optional Outside Doctor and/or Original Start Date before selecting drug.

No Allergies have been entered.

Prevacid 30 mg Cap

e
Stage Source
01/29/11 ¥

1 daily Admin

Discontinued / Previous || Cancelled Mid-Process Pharmacy Communication

Tinted Rx are external: entered via MedEntry or imported, source shown

The same approach may be taken with other medications on the Imported Rx list. If a medication isn’t
listed after the search of the database, a help screen will appear
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Imported Rx: Drugs are not in Interaction/Allergy/Condition/Formulary checking.

_M

12/24/09 |PREVACID {30MG) 1 daily

12/24/09 [TOPROL-XL (EQ 25MG TARTEATE) 1 daily 30 M

Enter optional Outside Doctor and/or Original Start Date before selecting drug.

Replace current doctor Enter Original Start Date

Maonth = Day + Year -

| Drug Search Doctor's List

3 letter min. 5 recommended Include obsolete drugs

Drug Search Results

Your requested drug has not been found:

+ Miss-spelled?....try fewer letters. Search is performed on the full entry for an exact match only. A
spelling error at the 5™ letter will result in a null search. Try fewer letters. 3-4 are usually enough.

+ Too many results?...."Hydrocortisone” comes in tablets, tubes, OTC: hundreds of ways. Add more
information. ie. hydrocortisone 10 to find a 10mg tablet.

s Too much information?.... leave off the chemical suffix. The drug list uses chemical suffixes only
when there are multiple forms of a drug: i.e. when clinically relevant.  For instance, enythromycin will
show estolate and ethyl succinate, and each appears. In contract, “hydrocodone tartrate™ will not be
found because farfrate is not clinically relevant. Search as “hydrocodone™

o Obsolete Drug?.... use the check box. The drug list shows only currently available drugs. Recently
pulled drugs will not show on routine search, but will show if the “Search Obsolete Drugs™ box is
checked. Mote, these drugs are retained for a few months only and then drop of the obsolete list also.

s Missing Brand?..... try an ingredient search. Older drugs may still be available generically when the
brand is no longer marketed. |.e. Elavil will not show, but amitriptyline will_

s Missing OTC/Herbal?....... The brand names on these are variable and too numerous to track.  With
few exceptions, however, searching the ingredient will find the product. Read the labell!

o Really missing? This is possible only if you have the RxMorm drug index. (Most accounts have First
Data Bank.) Check the bottom of the Review Page to see if you have RxMNorm and report the missing
drug: customersupport@newcropre.com.  We will correct the data base. In the meantime, record the
r using the Orders link, upper left hand side of the page.

+ Experimental or foreign? Only US FDA-approved drugs appear for selection. (Mon-US users will see
their respective list. } To add unlisted drugs to the patient record, use the Orders link on the upper left of
the page.

« Canada formulations..... RxMorm users may see a formulation not marketed in the US. Let us know,
and we will label it as such: customersupport@newcroprx.com

Click here if drug not found.

Select the “Click here if drug not found” link OR try typing in an alternative spelling in the Drug Search
box.

Tnpr|:||| Drug Search Doctor's List

3 letter min. 5 recommended Include obsolete drugs
Drug Search Results
Your requested drug has not been found:

s Miss-spelled?....try fewer letters. Search is performed on the full entry for an exact match only. A

SRR VWS S S NS 1 [ S | N S | N (oSO TN [ | S
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Imported Rx: Drugs are not in Interaction/Allergy/Condition/Formulary checking.

_MM

12/24/09 |PREVACID (30MG) 1 daily

12/24/08 | TOPROL-XL (EQ 25MG TARTRATE) 1 daily |30 N

Enter optional Qutside Doctor and/or Original Start Date before selecting drug.

Replace current doctor Enter Original Start Date

Month = Day - Year -

Topral Drug Search Doctor's List

3 letter min. 5 recommended Include obsolete drugs

Drug Search Results

R Monograph Leaflet Beta Blockers Cardiac Selective

(Metoprolol Succinate)
Toprol XL 100 mg 24 hr Tab (Generic Available)

Toprol XL 200 mg 24 hr Tab (Generic Available)
Toprol XL 25 mg 24 hr Tab  (Generic Available)
Toprol XL 50 mg 24 hr Tab  (Generic Available)

Click here if drug not found.

Select the appropriate medication and enter the dosing as before. Once all Legacy medications are
transferred to the NewCrop system, you may check the delete box and delete the medications from the
Imported Rx list. Alternatively the medications may be retained on this list for reference.

Imported Rx: Drugs are not in Interaction/Allergy/Condition/Formulary checking.

_E-M

12/24/08 |PREVACID (30MG) 1 daily
12/24/08 TOPROL-XL (EQ 25MG TARTRATE) 1 daily |30 M

To transfer Legacy allergy information to the NewCrop system, select the Allergy from the imported
allergy list.
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Enter optional Outside Doctor and/or Original Start Date before selecting drug.
Replace current doctor Enter Original Start Date

Month ~ Day = Year -

Drug Search Doctor's List

3 letter min. 5 recommended Include obsolete drugs

No Allergies have been entered.

memo

Imported Allergies: not included in Drug Review

Click to include
Name Severity Notes _______________[Delete]

Cipro Swaollen Mouth - Abdominal Pain

Allergy / Intolerance Search

Enter at least 3 letters of drug or non-drug allergy to search:
Cipro Search For Allergy

Click on drug/intolerance to select.
Cipro

Cipro HC

Cipro IV.

Cipro in D&W

Cipro XR

CIPRODEX

Ciprofloxacin

Click here to add a non-drug allergy if not found.
Current Medications for Jimmy John Drug Review
P T T
tage Source
01/29/11 Toprol XL 50 mg 24 hr Tab 1 daily 30 5 Admin ¥,
01/29/11 Prevacid 30 mq Cap 1daily 30 & Admin EDIT g,

From the Allergy/ Intolerance Search box, make the appropriate selection.

Allergy Detail

Adjust severity or enter additional information then save.
Cipro Select Severity +

Previous note may appear. Delete as needed and enter an additional note.
Swollen Mouth - Abdominal Pain

Savel/Add Additional Allergy Save Allergy

Select a severity level. Reactions will transfer from Clicktate™ into the Note section. Once the severity
has been entered from the dropdown list, select “Save Allergy” or “Save/Add Additional Allergy”.

128



Enter optional Outside Doctor and/or Original Start Date before selecting drug.

Replace current doctor Enter Original Start Date

Month = Day + Year -

Drug Search Doctor's List

3 letter min. 5 recommended Include obsolete drugs

Allergy Severity mema

Cipro Moderate
Current Medications for Jimmy Joehn Drug Review -
e e B
tage Source
01/29/11 Toprol X1 50 mg 24 hr Tab 1 daily Admin '.
01/29/11 Prevacid 30 mg Cap 1daily 30 & Admin EDIT] g,

Discontinued / Previous || Cancelled Mid-Process || Pharmacy Communication

Tinted Rx are external: entered via MedEntry or imported, source shown.

Selecting the Magnifying glass icon beside a medication will give historical and refill information.

Current Medications for Jimmy John Drug Review ‘_
Pl TR AN |
Stage Source

01/29/11 Toprol XL 50 mg 24 hr Tab 1 daily Admin
01/29/11 Prevacid 30 mg Cap 1daily 30 5 A Eg_£| 3
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Close / Return to previous page

Original Rx (Return to edit view to modify)
Finalized Date: Original Entry Date: 01/29/2011
Rx Source: MedEntry
Drug: Prevacid 30 mg Cap Monograph Leaflet

Dispense: 30 Refills: &
PRN: Mo
Doctor: Entered by: Mew LCD Admin
Dispense as Written: N Dx:
Patient's Preferred Language: Mo Category: Peptic Ulcer - Proton Pump Inhibitors
Hide Diagnosis: Pharmacy Sig: 1 capsule by mouth daily
Add'l Sig: Pharm Message:

SureScripts Formulary Benefit confirmed: Mo

Drug Review Override

Select drug review override reason * MNotes: Save

-

Save Mote

Print/ Transmission Log

Sig History

Action Date Status Sig Doctor Location User PRN Leaflet
1/29/2011 22:53 Current Med 1 DAILY LCD Saolutions, LLC MNew LCD Admin

Patient Education Use Control key to multiselect, add text as needed

A

Save Mote

Mot recommended when breast feeding -
Call MD or RPh re: timing of taking with other meds C
Tell doctor your complete medical history 3
Review all drugs you are taking with your doctor
Take before meal(s) at same time(s) each day.

1

To add additional or non-legacy medication, use the Drug Search feature and follow the same steps.

To return to the Clicktate™ system, select “Return to Clicktate” in the upper right hand corner of the
window.

Return to Clicktate

Clicktate

Diagnoses Admin

Designated Dr/Prescriber: New LCD Admin

3le - select healthplan manually. RXHUB: Formularies not automaticalty available - select healthplan
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Upon returning to Clicktate™, the medication list will now contain both Legacy and NewCrop entered
medications. After a final reconciliation to assure that all medications are correct, the Legacy
medications may be removed.

Clicktate - John, Jimmy - Medications

Current Medications () Current = Medication History

| | [LEGACY] PREVACID (30MG) 1 DAILY |
PREVACID (30 MG) 1 DAILY BY MOUTH

[LEGACY] TOPROL-XL (EQ 25MG TARTRATE) 1 DAILY

TOPROL XL {50 MG) 1 DAILY BY MOUTH

L

f =
7 Remove [Legacy] Hﬂm Update,.l’Prescribe...l Exit |
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The following pages (131-191) are provided by NewCrop, LLC.

How to Write a Prescription

Powered by NewCrop

Welcome.

These pages provide an overview of your new e-rx system. Although our pages are designed
to be easy to use, electronic prescribing is inherently different than the rx-on-paper. We
strongly suggest that, at the very least, these 5 pages be completely reviewed prior to
prescribing, or watch the video on the Admin Page. (Button names are denoted with <....>)
Most of you will enter e-rx from your EMR. (Direct user’s information will be italicized. )

Doctors: for best results, we suggest that initial use of e-rx be by your office staff. This will

build drug, rx, pharmacy and healthplan lists as refills are processed. Bonus: direct staff to
view the Renewal Processing videos on the Admin Page. The Accept/Send feature allows
staff to predetermine where an rx goes with your one-click approval. Transform office
workflow!!!!

If you are not used to accessing software over the Internet:

e Save all entries!! A page must be activated to record your information.
Typing or selecting on a page will not be recorded in the patient record
unless <Save> or the appropriate activating button is clicked.

e Don’t use the browser Back button. This will cause you to loose any
unsaved information and may show a stored page that is no longer
accurate. Use buttons or links on the page to change tasks.

e Maximize work space: F11 will do this on most browsers
e Funny looking page? Check your browser settings for text size, etc.

e Button not working? Check the open window display at the bottom of the
screen. A window can open behind another and be hidden.

Training and Help
Videos and illustrated pages are posted on the Admin Page. For more detail, each page has
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a Help link at the bottom. (The Help pages are compiled in the Reference Manual, posted
on the Admin Page. Use the customersupport@.... address at the bottom of the page for
any remaining questions.

Look for user tips to the right of the title bars:

Patient Education Use Control key to multiselect and add text as needed

The Navigaton Bar

The NavBar at the top of each page provides a quick way to change tasks/pages. Note, your
name, the current user on the left and the current Designated Doctor/Prescriber, whose
name will go at the top of the prescription, to the right. (Make a change on Select Staff (or
Select Patient) Page or, for nurses, with the drop-down on the Compose Rx page.) To the
left, the RxHub/RxHistory may appear: click to view an all-doctor Rx history from the

patient’s healthplan. Pt. Dx displays the patient’s diagnosis list. Admin has reports and
other supporting functions. IMPORTANT: Pt Details is where the patient’s preferred
pharmacy can be set to automatically receive all approved rx....(1 click for you. Many steps
for the rx.)

The Location/Resources Page

This page is accessed by clicking the link to the left of the Nav Bar. Use for a drug reference
and to change locations as needed. NOTE: for multiple Location/Workgroups, you will see
all prescriptions written by all doctors within your practice from all locations. Be sure and
follow your office policy as to when to process an Rx from another location or doctor. If

locations are missing, contact your Account Manager.

The Status Page
The Status link, above the NavBar, goes to the Status page, listing all prescriptions needing

further processing. Pharmcom = electronic pharmacy renewal requests. Faxes Needing
Attention = those that did not transmit correctly. Failed Electronic Rx will also be listed and
require reprocessing. Pending = Rx that have not been completely processed. Pending Rx
can be in one of 3 stages. DR has been assigned by staff for a doctor to review. NS has been
reviewed and approved by a doctor but still needs staff to send to a pharmacy. InProc,
incompletely processed, has been left unfinished by the displayed user. Any prescriptions

left on the Status Page at the end of the day represent “unfinished business.
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Access to a Patient: Only the current patient, the selected patient from the EMR, is
available for processing on the Status page. (Direct users can process all.) Exceptions are re-
faxing and NS, both of which are already part of Current Meds.

Compose Rx Page
Displaying the patient’s Current Medications and any Pending Prescriptions, this page is the

center of the prescribing process. Mid-page, note Allergies.

Start the prescribing process by looking up a drug. Type 3 or more letters and click <Drug
Search/List> Upon selection, the drug will appear as an InProc incomplete Pending Rx at
the top of the page. Drug or formulary links allow further choices at this point. Use the
<Doctor’s List> for multiple selections from your previously prescribed drugs. Delete
seldom used drugs to keep the list manageable.

To complete an Rx, click Edit. Select number, sig, and adjust the directions or pre-
calculated 30-day supply as needed. Check PRN or DAW (dispense as written). Check “90
days” to generate an additional 3 month Rx. Enter any additional sig such as insulin dosing
for the Rx label. For dose-packs, tubes, insulin etc, select from displayed Packaging for the
pharmacist. (Data standards allow only digits in the Disp# field.) Add any additional
directions for the pharmacist. <Save> your changes. Change your mind by clicking Cancel.
Note Save this Sig check box. This adds the complete rx to search results and the Doctor’s
List for reuse. The Dosing feature is accessed by clicking below the drug name on the left.

One-Time denotes a med not for chronic use.

Current Medications can also be selected for renewal by checking the boxes to the left and
clicking <Select>, or select a single rx by clicking.

Pending Prescriptions are part-way through the process but have not yet been added to the
patient’s Current Medication list. To reiterate, these come in several Stages: 1) Newly
selected or left unfinished at any point= InProc. 2) Rx left by Clinical Staff for doctor review
=DR. An Rx that has been approved by the doctor and left for staff processing = NS.

To continue, choose <Proceed to Review> to access the The Review Page with multiple
processing options. To instantly send the rx, click <Approve/Send>. It will auto-process

as predetermined by patient and staff preferences. These are set in Pt. Details and RxDetail.
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<Approve/Send) will automatically send an rx to any pharmacy, email a patient, send your
denial to office staff or any combination thereof. All routing information is pre-entered
from the Pt. Detail and RxDetail pages, then activated with a single click. .

The Instant Renewal button below the Current Medications will send multiple rx directly to
the patient’s pharmacy, bypassing the ability to print leaflets and other optional steps.

Current Medications can have multiple Sources. (1) prescriptions written by all doctors
within your account are displayed with the Location. (Your current Location is bolded.) (2)
medications entered by staff from the Med Entry page (3) additional prescription records
that may have been loaded from outside sources such as RxHub, RHIO, or IPA. Click Edit to
the right of a Current Med to record a sig change. To discontinue a drug or eliminate
duplicate records, use the check boxes and <D/C>. At the bottom of the page are links
accessing Discontinued Medications, Cancelled Prescriptions , and a log of the patient’s
Pharmcom activity, including denied renewals.

Imported Rx may also appear above Pending when information for full
processing is not available. These are not used for drug review!!
Convert to a Current Med by clicking and selecting from the search
results.

Experimental Drug entry is done via the Orders link at the top left of the page.

When entering a new patients current medication or those prescribed outside your
practice, use the Medentry Page via the Navigation Bar. Additionally, non-clinical staff can
enter and leave an rx for further processing by doctor or clinical staff.

The Review Page

Interactions and allergies comparing the Pending Prescriptions to the patient’s Current
Medications and each other are displayed. If this is an RxHub patient, drug interactions are
automatically checked against a 90 day all-doctor history as well. The Drug/Condition
check is activated when ICD or V codes (i.e pregnancy) are passed from your EMR (or
entered on the Pt Dx page.) Delete an offending drug and/or select a next step at the
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bottom. <Approve/Leave for Staff> allows doctors to “sign off,” leaving the batch to the
staff list on the Status Page as an NS for further processing. (Nurses may select <Leave for
Doctor Review>), placing it on the Doctor’s review list on the Status Page.

The Batch Concept
Note the check boxes to the left of the meds being processed. On this and subsequent

pages, un-checking a box splits the batch for separate processing. Forinstance, Schedule 2
drug must be printed, while the rest of the batch can be transmitted to the pharmacy.

Routing Page and Printing Prescriptions
A batch of prescriptions ready for printing or transmission is displayed. Note, only the rxs

for the Current Location are pre-selected. Check or uncheck boxes in accordance with office
policy prior to choosing <Print> The printed Rx will match your state format. If not, contact
customersupport@newcropRx.com. (Note: a fake signature is not affixed as this is illegal in

many states.) Specify the number of printed chart copies if desired. (Transmitted
prescriptions always have a single printable “receipt.”) Change the desired Language for
patient education Leaflets. Some accounts will also print Rx Support (a one-page handout
designed to encourage Rx filling.) Click < Transmit>, sending selected Rx to the next page
where a pharmacy can be selected and leaflets and copies printed. (A displayed pharmacy
can be pre-selected here and will appear on the Transmit Page.) . Upon arriving on the

print page or upon transmission, the rx will have been added to the patient record, at the

top of the Current Meds List. If an error has occurred, go to the Compose Rx page and

move the rx to Previous Meds and rewrite. An explanatory note can be recorded in the Rx
Detail.

Note: a set of insurance ID’s appear to the left on the prescription. This is a drug discount
program, YourRx , provided at no cost for your patients. You need do nothing: it works
automatically.

Transmit Page and Transmit Confirmation Page
Choosing the <Transmit Rx> option on the Route page, takes you here with the checked

prescriptions. The patient’s previously selected pharmacies are at the top of the list,
followed by an alphabetized location pharmacy list. (Pharmacies can also be assigned to a
patient from Pt. Detail.) The patient’s insurance mail-order pharmacy may appear with a
blue dot. Click the Mail-order/Home Delivery link if desired. Use the <Add>button to find a
new pharmacy. Report incorrect or missing pharmacies. After transmitting, use your
network printer for the receipt and Patient Leaflet. Note: There can be a few minutes

before arrival when faxing, so please make patients aware of this, especially if the pharmacy
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is within 5-10 minutes of your clinic. The Pharmacy ID # on the Rx may be used by a

pharmacist to confirm the source of the rx.

Rx Detail, back on the Compose Page, Accessed via ; adjacent to each rx, this page
displays additional information. Rx Processing Notes allows attaching a message to the Rx
and/or assigning it for review on the Status Page. Patient Education adds instructions that
appear here and on the Face Sheet. After the rx s final and on the Current Med list, the Rx
Detail page changes: An rx batch can be RePrinted/Transmitted, recording a duplicate

transaction in the Print/Transmit Log. Sig changes are tracked and displayed.

Note the Report Missing Rx section above the pharmacy transmission log. If electronic

“Success” is displayed, yet the pharmacy states they did not receive the Rx, please send us
this information ASAP: it will be fully investigated. For a “missing” successfully faxed rx,
contact the pharmacy directly and suggest they check their fax machine before they request
renewals

Pharmacy Communication Pages: PharmCom
The PharmCom pages process renewal requests submitted electronically by pharmacies.

The pharmacy request cannot be modified. Only # of refills can be changed. Some or all
of the following steps may not occur, depending on the amount of information sent by the
pharmacy.

From the PharmCom Patient Select Page EMR users must return to select the displayed
patient before proceeding. Select the patient before denying or the Rx will not appear in the
patient’s record. (Direct users: if needed, correct name or spelling and re-search. If needed,
click here to add a patient ) If the requested sig, tablet size or dispense # now differ from
what the patient is taking, use <Deny and ReWrite> to generate a replacement Rx. (All

PharmCom transactions, including denials, are displayed in the Pharmacy Communications
Log on the Admin Page as well as the patient’s Current Meds or, if denied, in the Cancelled
/Denied Log at the bottom of the Compose Rx page.

On the PharmCom Drug Selection Page, match the exact selected drug from the displayed
choices. Deny or Accept and specify refills on the PharmCom Review Page

Admin Functions , accessed via the NavBar or directly by Admin/Clerical
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Staff provides a variety of work-flow and processing tools.

Account Healthplan List: Build your list of insurance/formularies here. The list becomes a
“pick-list” for each patient on the Pt. Detail page.

Maintain Pharmacies shows each location’s list of selected pharmacies. It can be built from
here or allowed to accumulate as selected for each patient. Rarely used pharmacies can be
deleted. Pre-assign on Pt. Detail.

Support Materials: Review or print out as desired. (You just did!!) Don’t forget the audio
Tour if you want a quick overview: start on the Resource Page. (Direct Users start on the
Log-in Page.) Use Help at the bottom of each page for more detail or use the support link.

The Medication Entry and Refill Page, also accessed by a link on the Compose Page, is used
for 1) quickly recording medications for new patients or those prescribed by doctors outside
your account. 2) entering and leaving as a Pending Rx for further processing by doctor or
clinical staff.

Prescriber Report provides a log of all Rx authorized by a doctor. Pharmacy
Communication Log provides a record of all electronic communications with
pharmacies. (Note that an Rx denied without a patient appears only here).

(Direct Users: Add Patient is present if your account includes this function. A search to avoid
duplicate entry occurs before adding a new patient.)

Welcome again...Be sure and send us your suggestions for improvements. That’s where
we get some of our best ideas!!

Location and Resources Page
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It’s time to begin Electronic Prescribing!

By using this eRx system, you are taking the first step in enhancing your office’s
prescription handling. You will find this process to be both intuitive and easy to use.
However, we strongly recommend a full orientation period prior to beginning. At a
minimum you should review the “How to Write A Prescription” summary available on
the Administrative Page or use the Tour link at the bottom of each page for an audio
orientation. In order to help you navigate the system, each screen is described in
great deal on the following pages. You will also find definitions for specific terms and
fields that appear on the screens. We suggest that you review these pages prior to
your eRx implementation. Each help page has a summary and detail section. If
you need just a quick overview of the page, the summary section might be all you
require. If you desire a more detailed explanation, continue on to the detail section.

Do these instructions apply to you?

This eRx software has several different features available. If your system does not
have all available features installed, you will read about features that might not
pertain to you. In most cases, links to these optional features will not appear on your
screen. For example, our Partner users, who access this eRx system via one of our
Partners, (EMR, PMS, etc.) may not need to login to the system and thus will not
access a Login Page. Alternatively, our Direct users must log in directly to the eRx
system and require a Login Page.

There are other instances where users will have different functionality. All of our eRx
users have the basic features of our Basic version which allows electronic
prescribing along with RxHub™ medication history, eligibility and formulary. Some
users will have the Comprehensive option which includes patient-specific formulary
information, drug/drug, allergy/drug and OTC/drug review along with patient leaflets.
If you are using the Basic version only, the Comprehensive described in this
document will not apply.

o Examplel: Most of our Partner Users add new patients directly into their EMR
or PM software. Therefore they will not see the Add New Patient
function in their eRx.

e Example2: A Direct user chooses to use the Basic version and thus does not
have drug-interaction information. Their screens will not display
the link <Proceed to Review> for drug-interaction review.
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If at any time if you wish to upgrade to another version, please contact your Account
Manager.

Now it is time to provide you with some overall information:

General Tips That Might Help You

Connectivity. Our eRx system is Internet based. Therefore, in order to use
our product you must be connected to the Internet. A high-speed connection
(cable, DLS, etc) is necessary for efficient use. (Dial-up will work, but it is
slow for regular use.) You will also need an Internet Web Browser installed
on your computer. We recommend Internet Explorer version 6.0 or higher.

Maximize your work space. Be sure to click on the single square on the
upper right corner of your browser screen. The larger the screen, the easier it
will be to read. Another tip you might try is to push the F11 key. This will
remove some of your browser tool bars and will allow you more space on
your screen. Pushing the F11 key again will restore your tool bars.

If you have a choice of screen orientation, use the longer “portrait” view. If
you are purchasing a flat panel display, look for one that rotates. You might
also want to consider purchasing a tablet pc which allows you to travel
around the office and still be connected to the Internet.

Saving information. Any information that you enter on the screen will not be
updated or recorded until you save the information by clicking the appropriate
button. The name of the button will vary from <Proceed> or <Save> efc,
depending on the application. Clicking the appropriate button will then save
your information. Alternatively, you may also use the tab key to move the
cursor to any highlighted button and use the space bar to activate it.

Using the “back” button. Unlike “surfing” the Internet, the <Back> button
will not take you to the previous screen. This is a safety measure: the
“previous screen” may not show current patient information. Instead, if you
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wish to revert back to a previous screen, use the navigation bar at the top of
the screen or the buttons that say <Return to Prior Page>, <Cancel> etc.

Turn off Autocomplete. This browser feature displays previously entered
information while you are typing. New Crop’s search features work well with
only the first 3 or 4 letters of a word, so Autocomplete is unnecessary and
could be confusing. We suggest that you deactivate this feature by going to
Internet Explorer and clicking Tools at the top. Then click < Internet
Options>, <Content>, <Personal Information>, <Autocomplete>.
Uncheck the box for “Forms.”

Turn off the Google Auto-Fill Function. While this function allows
automatic entry of your own name and address on web sites, it can cause
text fields on your ERx pages to appear yellow. In order to avoid any
confusion, we suggest that you disable this Google feature while using ERX.
To disable this function, click on the button on the Google taskbar which says
“### Blocked”. You may restore the function after exiting ERx by clicking on
the button which now states “pop-ups okay”.

Help. ERXxis designed to be simple and intuitive. In the event that you need
it, there is a link to the Help Page at the bottom of each screen. You have
two types of help screens to choose from. The Popup Help link displays the
help screen in a separate screen for your review. Alternatively, you may
choose the Help link which will add the help information to the bottom of the
screen you are working on. After reviewing the help information, you may
close the screen by clicking on <Hide Help>. We want to be sure you have all
of the information you need, so if the help screen did not provide you with
enough information, then click the adjacent Comments/Questions to send an
email to Customer Support. We’ll email you back.

Also, look for user tips to the right of the title bars. An example of the Patient
Education title bar is below. Notice the italicized user tip located to the right.

Patient Education

A complete listing of the Help pages is compiled in the Reference Manual,
posted on the Admin Page. Orientation videos are also posted on the Admin
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Page along with several screen shots. Use the support@.... link at the
bottom of the page for any remaining questions.

If you prefer an audio tour to reading, try the Tour starting on the
Resource/Location Page before continuing on with this summary.

Read Me First Pages. A good way to begin is to review the “read me first”
pages (How to Write a Prescription). These pages are “screen shots” and will
show you the major components of each screen and how they are used. You
can access the “read me first” pages by clicking on <Administrative
Functions> on the navigation bar and looking under the section titled
“Support”.

Practicing. Be sure to take the time to practice entering prescriptions before
you “go live”. The easiest way to do that is to use the demonstration accounts
that were preloaded on your system. The last names of the demonstration
accounts all start with “zzz”. Take the time to enter information into these
accounts to learn how each screen works. If you need further directions,
remember to click the <Help> link at the bottom of each page.

ERx Basic and Comprehensive. Two versions of ERx are available which offer
different features. The Basic version is our base version which has the drug list,
indexed healthplans, indexed pharmacies, RxHub and SureScripts. The
Comprehensive version adds automated allergy, drug and disease/condition review,
herbals, and patient leaflets as well as managed care information which will identify
which drugs reside on the patient’s insurance formulary.

Summary

The Location and Resources Page

This page is seen at the start of each day after logging in, or by clicking the
Resources link on the top left side of the page below the Navigation Bar. Location /
Workgroups reflects the workflow needed for prescription management within your
practice. NOTE: for multiple Location/Workgroups, you will see all prescriptions
written by all doctors within your practice from all locations. Be sure and follow your
office policy as to when to process an Rx from another location or doctor. If locations
are missing, contact your Account Manager.
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Now that you are ready to e-prescribe you will begin on the Location and Resources
Page. This page has several functions. You may use this page as a “quick” resource
to find drug or formulary information. This page also displays Bulletin Board text.
Additionally, this page allows the user to select the location where they will be
working. Select your location or workgroup by clicking on it. If you do not see an

approp

riate group or location, contact your account manager.

At all times, you will see prescriptions written by all doctors within your practice,
regardless of location/workgroup.

Drug and Formulary Look-Up: The Drug function allows you quick access to drug
information. Type at least the first 3 letters of the drug name, then click <Look up a
drug> or use your Enter button. You will be directed to a screen which displays all
drug names that fit your 3 letter criteria. The more letters you type in, the more
specific your search results will be. Scroll down to find the appropriate drug. You will
find the different dosage information following the drug name.

If you are using the Comprehensive option, clicking on Monograph displays the
complete information on side effects, dosing, etc. in a popup window. Likewise,
clicking on Leaflet displays patient educational materials for printing. Select the
appropriate language. If the drug information is not available in the specified
language, the default language will be English. To return to the Location and
Resources Page, click <Cancel/Close>.

If you have the Comprehensive option, you are able to check the Formulary for a
specific insurance plan. First select the desired insurance plan from the dropdown
box. Next enter at least the first 3 letters of the drug name and click on the <Look up
a drug> button. The popup screen will then indicate if this drug is “approved”, “non
formulary”, “preferred”, “prior authorization required”, etc. for this insurance plan. To
obtain further formulary information click on the coverage information link. (Example:
If a drug displays a Non Formulary link, click on that link to find a drug which is
covered. This functionality is used as a general reference only. All patient-specific
formulary information will be obtained from the Compose Rx Page. Click
<Cancel/Close> to return to the Location and Resource Page.
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Account Manager’s News displays any information that the account manager
wishes to post and can function as a daily “blog.” The information listed here can be
only entered or deleted by the Account Manager.

Rx News and Announcements displays any information that ERx wants to share or
convey to its users. New features and important updates are examples of the type of
information you would find in this section.

Location / Workgroups divide an Account into smaller units. Your Account Manager
has setup your Location/Workgroups to match the actual flow of prescriptions within
your practice. A Location/Workgroup need not have a different address- you may
have multiple workgroups or locations within a single office location.

e Examplel: If you have several satellite offices, each satellite office might be
considered a separate Location/Workgroup. Example:
Crestview OB/GYN has two satellite offices. Crestview West
Side Clinic is one Location/Workgroup and Crestview East Side
Clinic is the second Location/Workgroup.

e Example2: Similarly, you may have more than one workgroup within a single
location. If Crestview OB/GYN has one large office, they might
have two separate areas where physicians see patients. Each
handles their own prescriptions. In this case, Crestview Area 1
would be one Location/Workgroup and the other would be
Crestview Area 2.

Although a nurse and a doctor might be assigned to different Location/Workgroups
within the practice, they will see the other’s work at all times. A prescription written by
any user, regardless of Location/Workgroup, will always be displayed in the patient
record. It is important to follow your specific office policy as to whether you are
authorized to process prescriptions written by users in your or other
Location/Workgroups.

On this Location/Workgroup page, click on the name of the Location/Workgroup
where you are working. Some users will have only one Location/Workgroup listed,
while others may have several. If your list is incomplete or inaccurate, contact your
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Account Manager. To return to this page at any time, you may click on your
Location/Workgroup name in the upper left corner of your screen.

Your last login date and time can be found at the bottom of this screen. When you
reach this page, you should verify that the date/time stamp is correct. If it is not, it
may indicate unauthorized use of the system. Contact your Account Manager about
any discrepancies.

The Logout link is located in the upper left corner of the screen. Click on this link
when you are away from your computer for an extended period of time, or when you
are done with your e-prescribing session. Logging out will deny unauthorized users
access to the system.

</SPAN

The Select Patient/Staff Page|

Navigation Bar

Summary

The NavBar at the top of each page provides a quick way to change tasks/pages.
Note, your name, the current user on the left and the current Designated
Doctor/Prescriber, whose name will go at the top of the prescription, to the right.
(Make a change on the Select Staff (or Select Patient) Page. (A drop-down list for
changing doctors also appears on the Compose Rx page.) Pt Detail displays the
selected patient’s address, insurance, etc and allows updating in some
configurations. An insurance plan must be entered for formulary coverage
information to appear with drug selections. Note Medicare Part D should go in the
first slot. To the left, the RxHub/RxHistory may appear: click to view an all- doctor Rx
history from the healthplan. Pt Notes enters information in the patient record. Pt. Dx
displays the patient’s and doctor’s diagnosis list. Admin has reports and other
supporting functions. (Direct users only: Select Staff is on the Select Patient page.
Log out by clicking your name.) Compose Rx displays the patient record and is
where a new Rx is written.

Before explaining the main sections of this page, it is important to describe the
Navigation Bar that appears at the top of the page. The Navigation Bar is made up
of a series of labeled buttons or “tabs” used to move from page to page within the
website. The Navigation Bar is common to most pages. Some users, having different
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responsibilities than others, might have different tabs on their Navigation Bar. In all
cases, clicking on a tab will take you to the designated page. Use these tabs to
navigate between pages. DO NOT use the <Back> or <Forward> keys.

The first tab, <Select Patient>, appears for Direct Users only. This tab allows the
user to search for and select the correct patient. Before Direct Users can enter
patient information or compose a prescription, they must first select a patient.
(See Below for how to select a patient) Partner Users will see a tab which says
<Select Staff> and allows the user to choose Staff.

The next tab, <Compose Rx> appears for any user whose category or role allows
them to e-prescribe. (See the Status Page section below for further discussion of
categories and roles.)

The <Pt. Details> tab is accessible to all users. Use this screen to add or edit patient
demographics, insurance, contact information, etc.

The <Pt. Notes> section allows free-form notes for the patient to be entered. You
may use this section to document course of treatment instructions, patient special
requests etc. Previous or “Existing Note” will be displayed here.

The <Diagnoses> page allows the patient’s diagnoses to be searched and stored.

Finally, the <Administrative Functions> tab takes the user to a screen which allows
reports and manuals to be printed, pharmacy information to be added, DOQ-IT
information to be listed, etc. For more information on these pages, see the help
screen for that particular page.

In addition to the tabs on the Navigation Bar there are links that navigate the user
from screen to screen. These links, like the Navigation Bar, are available throughout
the pages. In some cases, a doctor and/or patient must be selected before
navigating to another page. In those instances, you will be prompted to enter the
doctor and/or patient first.

<SPAN
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style="FONT-FAMILY: Arial">

The following is an overview of these links:

Directly above the Navigation Bar, in the center of the page, is the Status Bar. The
Status Bar is a link which reads Pharm: Fax: Pend: and indicates the
number of Assigned Rx/Messages for this account requiring review. The numeral
indicates the quantity of pharmacy requests, faxes needing attention and
prescriptions pending review. This information helps the user keep current with the
Account’s workflow. By clicking on this link, the user is directed to the Status Page
where these prescriptions may be reviewed and then redirected or acted upon.

Directly below the tabs on the Navigation Bar to the left of the screen is Your
Location/Workgroup Name. In some instances, the name may be abbreviated.
Clicking on this link takes you back to the Select Location page where you may
change your Location/Workgroup, logout, reset your password, review the bulletin
boards, or use the quick drug reference tool.

Your Login Name followed by the word (logout) appears as a link to the right of your
Location/Workgroup link. Click on this link to logout and complete your session,
returning you to the Login page. Itis a good habit to click on this link when you are
going to be away from your computer for an extended period of time or when you are
done with your e-prescribing session. Logging out will prevent unauthorized users
from accessing the system. If you have two different logins you may use this link to
toggle between the two (For example: You have one Login as Account Manager and
a separate Login as Doctor/Prescriber) .

To the far right of the Login Name is the Designated Doctor/Prescriber (person
whose name will be listed at the top of the prescription). The name listed here will
appear at the top of any prescription written. The Designated Doctor/Prescriber can
be changed on the Compose Rx page or Med Entry page by selecting the name from
the Drop Down box on the each of those screens. Alternatively you may change the
Designated Doctor/Prescriber from the Select Staff Page. (Select Patient Page for
Direct Users) See information pertaining to the Select Patient/Staff below.

At times some or all of the following links will appear below the Navigation Bar
depending upon the page you are viewing:
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The <Progress Note> Link

This link appears on the Compose Rx page and provides a progress note to print
and place in the patient’s chart. This note lists the patient’'s known allergies as well
as all current medications with the dosages and dates dispensed. Additionally, it
affords the practitioner the ability to enter information such as height, weight, or chief
complaint for this visit.

The < Face Sheet > allows you to display and optionally print a Face Sheet for the
examining physician’s reference. This Face Sheet displays the medications that the
patient is currently taking as well as allergies, patient demographics and diagnoses
in a printable format.

The <Pt. Face Sheet> is intended to be given to the patient. It is identical to the
Face Sheet however all medical terminology is replaced with terminology that a
patient will more easily understand. Medical terms such as “bid, tid, and sig” have
been removed and replaced with common terms such as “twice a day” etc.

To print the Progress Note, Face Sheet and/or Patient Face Sheet, click your
browsers Print button to send this form to the network printer.

The <Med Entry > Link

This link appears on the right side of the screen above the dropdown box containing
the patient’s insurance. Click on this link to go to the MedEntry/Refill page where
you can enter previously prescribed medications into a patient’s record without
writing a prescription. You may also enter medications prescribed for the patient by
another physician. A complete sig and dispense number are not required. Any
prescription information entered here will appear in the patient’s list of Current
Medications. Additionally, prescriptions entered here can be entered into the queue
for review and renewal.

="FONT-FAMILY: Arial">

Similarly, for any med school students, the MedEntry page goes to the Review page
and back. The med student can enter a patient’'s meds and can "try out" an Rx by
looking for interactions etc, but the student is unable to send the Rx. A doctor then
logs in and sends the Rx as appropriate. To set up med students, enter them in the
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system as clerks just like you would enter any clerk user.

e Example1: A receptionist may enter medications into the patient’s record that a
doctor outside of this practice has previously prescribed.

o Example2: A receptionist takes a phone call from a patient asking that the
Doctor/Prescriber renew a prescription. That information is entered into the queue
from this screen and is available for review and processing by an authorized
prescriber.

The Patient’s Name and DOB (Date of Birth) are displayed on the left side of the
page below the Navigation Bar. On some pages, the patient’s insurance plan will be
displayed on the right side of the screen. If the patient has more than one plan, the
drop down box will permit you to scroll through the list of this patient’s plans. You
may use the drop down box to select the particular plan which applies to a
prescription. (Comprehensive users only)

RxHub™ is an on-line managed care information source. If the patient is a
designated RxHub™ patient, current eligibility will be displayed directly below the
patient’s name along with an RxHistory/RxHub link. Click the check box to view the
patient’s eligibility. Click the Rx History/RxHub link to view this patient’s all-doctor
prescription history as provided by the patient’s healthplan. Confirmation of
physician status and selection of a time span is needed first. If the patient is not an
RxHub™ patient, these links will not appear.

Doctor / Mid-Level / Staff Selection

All users must ensure that a Designated Doctor/Prescriber's name is selected from
the drop down box as a Designated Doctor/Prescriber must always be selected
before any prescription can be written. Both are always selected on this page.
Click on the dropdown box to make your selection if the displayed name is incorrect.
The nurse or doctor you select will stay in place until changed by you. The
doctor/prescriber can also be changed on the Compose Rx or Med Entry / Refill
Pages. Physicians who log in will be unable to change the doctor’'s name. Similarly,
staff members are unable to change the staff name. Return to this page to make a
different selection as needed. Only doctors for this location are listed. Contact your
account manager for missing names or incorrect information.
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If you want more information, Doctor/Prescriber, Midlevel and Staff are further
explained below:

The Doctor/Prescriber is authorized to submit prescriptions to a pharmacy under
his/her own name. (Example: DDS, DO, MD, PA). They are the only individuals
whose hame may appear at the top of a prescription. This could be the name of a
physician, but it could also be the name of a PA or NP, if allowed under your State
statutes. When a user transmits a prescription, they must choose a Designhated
Doctor/Prescriber from this list.

The Mid-Level Practitioner (NP, APRN, PharmD, etc) is authorized to sign a
prescription and submit prescriptions to a pharmacy under the supervision of a
Doctor/Prescriber. The Mid-Level Practitioner user can write or renew prescriptions,
although the Mid-Level Practitioner user cannot have their name listed at the top of a
prescription.

The Staff Category is split into 3 roles.

e The Clinical Staff role, typically a nurse or medical assistant, may access
the same pages and func

tions as Doctor/Prescribers and can call a prescription into the pharmacy
however Clinical Staff cannot sign a prescription.

o Examplel: An office nurse receives a request from a patient to
renew a prescription. The office nurse, in accordance with office
policy, may then transmit the prescription with the Designated
Doctor/Prescriber listed as authorizing physician.

o Example2: A doctor asks his Medical Assistant to call an Rx in for
a patient. The MA then enters the prescription into the system,
listing the requesting physician as the Designated
Doctor/Prescriber.

e Clerical/Admin Staff are not authorized to call a prescription to the
pharmacy. However, within ERX, Clerical/Admin staff may enter renewal
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requests into the queue for Doctor/Prescribers, Mid-Level users or Clinical
Staff to review and/or authorize. Clerical/Admin Staff can also enter and
edit patient’s information as well as print Face Sheets.

o Example: A receptionist receives a phone call from a patient
requesting a prescription renewal. In accordance with office policy,
the receptionist may enter the renewal request into the queue for a
Doctor/Prescriber, Mid-Level Practitioner or Clinical Staff to
address via the Med Entry/Refill page.

e Full Access Staff are granted the same capabilities as the Account
Manager. This allows more than one user to share password
maintenance and other chores.

Patient Selection Only Direct users will have the

ability to select a patient on this page. Partner users select their
patients prior to entering the eRx program and thus will not see this section on their
page.

It is important to avoid duplicate patients. For that reason you must first verify that
the patient is not a current patient by using the Search function. On this page you
will select a patient using one of several criteria:

To search by name, enter at least three letters of the last name. Entering a first name
only will cause an error message to be displayed. Add a few letters of the first name
in addition to the last name for common names (i.e. if searching Smith or Garcia,
gives too many results.)

To search by number, enter at least 2 characters of the Medical Record Number
(MRN), 3 digits of the Social Security Number (SSN with or without dashes), or 3
digits of the phone number (with or without dashes). Note: only the MRN requires
exact entry of any dashes, spaces, etc. In the event that the patient you are seeking
does not appeatr, try searching with a different identifier.
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Once you have entered your search criteria, click <Search> to display the results. All
matching names will be displayed as links. In many instances your search may result
in more than one patient with the same name. You may verify your selection by
noting the DOB (Date of Birth), SSN (Social Security number) and phone number
that are displayed. If the desired patient is displayed, click on his/her name. In the
event that the patient you are seeking does not appear, try searching with a different
identifier such as SSN or MRN

If you are sure the patient is not already in the database and no patient is found
matching the selection criteria, use the Click here to add a patient link that appears
below the search results or go to the Admin Page and click on Add/Maintain Patient.

You may also want to check with your account manager. Clicking the patient search
button without entering any information will open the search box with the last 20
patients selected for this location.

When you have located the desired patient, click on the patient’'s name. You will then
be taken to the Compose Rx Page. If this does not happen automatically, click
<Compose Rx> on the Navigation Bar.

Patient Search Results: Displays the last twenty (20) patients selected for your
location. If you do not see the patient you are looking for on this list, use the Patient
Search to locate the patient.

Office Bulletin Board: The bulletin board may be used to informally display
messages to all staff throughout the day. Type any message that you wish to send
and click the <Save> button. To erase a message, highlight the text and choose the
delete key on your keyboard. Click <Save>.

</SPAN

The Status Page

Summary

The Status link, above the NavBar, takes you to the Status Pag where all the
prescriptions needing further processing are listed. Click the status link to go to the
Status Page. Pharmcom = electronic pharmacy renewal requests. Faxes Needing
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Attention = those that did not transmit correctly. Failed Electronic Rx will also be
listed and require processing. Pending = Rx that have not been completely
processed. Pending Rx can be one of 3 stages. DR has been assigned by staff for
a doctor to review. NS, has been reviewed and approved by a doctor but still needs
staff to send to a pharmacy. InProc, incompletely processed, has been assigned
un-reviewed or left unfinished or forgotten by the displayed user.

Any prescriptions left on the Status Page at the end of the day represent “unfinished
business”.

Note to Partner regarding access to a Patient: For some accounts, only the
selected patient from the EMR [active patient on your side] is available for
processing on the Status page. Users are unable to change patients on the Status
page. The user must return to the Partner’s application to select another patient and
then return to the Status page to continue processing. Exceptions to this are re-
faxing and NS status prescriptions; both of which are already part of Current Meds.
(Direct users are able to access and process all).

The Status Bar appears at the top of all pages. The link displays 3 items. The first is
Pharm or pharmacy. The number listed here is the number of pharmacy
communications requiring attention for the entire Account. These are either refill
requests or messages from SureScripts pharmacies. Clicking on <Pharm> will take
you to the Status page where you can view the transactions.

The next link is Fax. The number after the word Fax is the humber of faxes which
were not successfully transmitted. Possible causes for their being on this list include
wrong fax numbers or a malfunction at the pharmacy. Clicking on <Fax> takes you to
the Status page where you can view the transactions. Once the fax has been
successfully transmitted, it will be removed from this list.

The Pending link displays the number of incomplete or pending prescriptions for
your Account. Clicking on <Pending> takes you to the Status page where you have
the ability to view all transactions requiring your attention.

Although all transactions for your Account are listed on the Status Page, those which
need attention from your Location/Workgroup are bolded. Any transaction listed
here, however, can be accessed for pr
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ocessing. Be sure to follow your office policy on handling prescriptions written in a
different Location/Workgroup.

The Status Page is split into five sections:

(1) The Pharmacy Renewal Requests section lists all messages and refill requests
received from the SureScripts pharmacies. The request lists the patient name, date
of birth, date received, drug name, Doctor/Prescriber, Location/Workgroup and
pharmacy. Clicking on the Patient Name takes you to the PharmCom page which
displays the message in detail. From this screen you may deny the refill, or continue
on to approve or respond to the pharmacy message.

(2) The Failed Electronic New Prescription: Needs Reprocessing section lists
electronic prescriptions which were not successfully transmitted. The Patient Name,
date the Rx was created, drug, Doctor/Prescriber and user are listed. You may click
on the patient name to take you to the RxDetail screen where you will see the
prescription details and can retransmit the prescription. This particular section title
bar will not appear on the Status Page unless there are electronic prescriptions that
have failed.

(3) The Failed Fax Transmission: Needs Reprocessing section lists any fax
which was not successfully transmitted. Faxes listed in this section have not been
transmitted. The Patient Name, date of fax, drug, Doctor/Prescriber and
Location/Workgroup are listed. You may click on the patient name to take you to the
RxDetail screen where you will see the prescription details as well as the
transmission information. From the RxDetail screen you may reprint or retransmit the
entire batch of prescriptions (if applicable) or just an individual Rx. If you are
forwarding this prescription for another user’s review, you may add an explanatory
note at this time. Additionally, you may add patient education notes to the
prescription which display on the Patient Face Sheet. To return to the Status Page,
click on the Close/Return to previous page link.

(4) The Staff Processing List indicates prescriptions which are pending further
review. Those prescriptions that are listed in bold type represent items that were
entered at this Location/Workgroup. If a transaction is not listed in bold type (thus
originating from another Location/Workgroup), it can still be processed if permitted
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under your specific office policy.

Pending prescriptions can be of three types: NS, InProc or DR. NS (Needs Staffing
attention) have been approved by the Doctor/Prescriber and are waiting further
processing from Staff. If, for example, a Doctor/Prescriber approves a prescription
and elects to wait and have his staff transmit it, it would be listed as NS. Selection of
this patient listing will take the user to the Route Page for printing or transmitting to a
pharmacy. InProc (in process) prescriptions are those which are left unfinished at
any point in the Rx process. Selection of this transaction takes the user to the
Compose Page for completion or deletions. DR (awaiting Doctor/Prescriber
Review) indicates that a user has determined the prescription requires a
Doctor/Prescriber’s review.

(5) The Doctor Review List shows prescriptions that have been set aside by the
Mid-Level, Staff or other Doctor/Prescribers for this Doctor/Prescriber’s review as
well as incomplete rx (InProc.) The prescriptions are designated DR. Prescriptions
left incomplete after review by this Doctor/Prescriber will be returned to the patient’s
pending list and designated InProc. Selecting that Rx will take the user to the
Compose Rx Page.

Note to Partner regarding access to a Patient: For some accounts, only the
selected patient from the EMR [active patient on your side] is available for
processing on the Status page. Users are unable to change patients on the Status
page. The user must return to the Partner’s application to select another patient and
then return to the Status page to continue processing. Exceptions to this are re-
faxing and NS status prescriptions; both of which are already part of Current Meds.
(Direct users are able to access and process all).<

o:p>
</SPAN

The Compose Rx Page
Summary

Displaying the patient’s Current Medications and any Pending Prescriptions, this
page is the center of the prescribing process. Mid-page, note Allergies to drugs,
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foods, etc. There is a Memos section as well as a drop-down that allows you to
change the Designated Doctor/Prescriber which is handy for nurses processing
multiple doctor’s refills.

Start the prescribing process by looking up a drug. Type 3 or more letters and
click <Drug Search/List> or use the Enter key. Select the desired formulation that
then appears above as Pending where the sig can be added. To add the sig, click
Edit. Note the check box at the bottom of the Edit box. Checking this box adds the
entire Rx to the Doctor’s Drug/Rx List for future reuse. However, drugs are
automatically added to the Doctor’s List as they are selected. To view the Doctor’s
Drug list, leave the Search box blank and click <Drug Search/List>. Drugs can also
be added or subtracted from lists by using the check boxes which appear to the right
of each drug search result. Multiple Current Medications can also be selected for
renewal by checking the boxes to the left of each current med that is listed. All
newly selected drugs will appear at the top of the page as Pending Prescriptions.
The Instant Renewal button in the Current Medications section of the page allows
sending a batch of renewals directly to the patient’s pharmacy.

Pending Prescriptions are part-way through the process but have not yet been
added to the patient’s Current Medication list. Any incomplete Rx are highlighted (for
example, an incomplete or missing sig). In addition to those newly selected, you will
also see 1) Rx left at any point in the process, Stage = InProc. 2) Rx left by Clinical
Staff for doctor review = DR. An Rx that has been approved by the doctor, left for
staff processing, but has not yet been printed or sent to a pharmacy is staged NS
and is highlighted. You can click on the drug to change the strength or click on the
formulary status to view the drug alternatives.

Rx may also appear in a box above the Pending section when information for full
processing is not available. The drugs listed in his section are not used for drug
review! Convert these to a Current Med by clicking and selecting from the search
results.

To complete an Rx, click Edit if the Sig box is not already open. Select number,
sig, and adjust the directions or pre-calculated 30-day supply as needed. Check
PRN or DAW (dispense as written). Check “90 days” to generate a 3 month Rx in
addition to the original Rx you are writing. Enter any additional sig such as insulin
dosing for the Rx label. (Pharmacy data standards allow only digits in the Disp#
field. Therefore, for dose-packs, tubes, insulin etc, click Packaging and select for
the pharmacist. Place the number of packages in the Dispense # field as the last
step..) Add any additional directions for the pharmacist. Open the Diagnosis list
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and select for this Rx if desired. Save your changes by clicking <Save>. Change
your mind for the sig by clicking Undo. Use the X to delete the entire Rx. Finally,
click <Proceed to Review>. All Rx must be complete before proceeding.

The Dosing feature is accessed via the Edit option on the Compose Page. Once in
edit view, you can access the dosing by clicking on the dosing link which displays
below the drug name. Several indications will display. Select the desired indication
and you will be presented with the dosing calculations based on the patient’s age
and weight. The dosing calculates for pediatrics so make sure to enter or adjust the
weight as needed.

Current Medications can have multiple Sources. (1) prescriptions written by all
doctors within your account are displayed with the Location. (Your current Location is
bolded.) (2) medications entered by staff from the Med Entry page or (3) additional
prescription records that may have been loaded from outside sources such as
RxHub, RHIO, or IPA. Click Edit within the Current Meds to record a sig change.
To discontinue a drug or eliminate duplicate records, use the check boxes and
<D/C>. At the bottom of the page are links accessing additional lists: previously
Discontinued Medications, Prescriptions Cancelled after leaving the Compose
Page, and a log of the patient’s Pharmcom activity, including denied renewals.
The tan shading / tinting behind meds on the Current Meds list indicates that these
medications are from an external source. Examples of external sources include
meds imported from RxHub and meds entered on the MedEntry page that were
prescribed by doctors outside of your account.

Additional features on the Compose Rx Page: Use the MedEntry link to (a) add a
drug to Current Medications for a new patient or when prescribed by a doctor outside
your practice (an External source), with any doctor’'s name/ start date or (b) leave an
Rx for Clinical Staff or Doctors for later review and processing. To the left, the
Progress Note and Face Sheet links each generate a Current Meds list in a printable
format. Patient Version substitutes “

twice a day” for “bid” and displays Patient Education materials. (See Rx Detail,
below) These features can also be accessed by clerical staff from the Admin Page.

The Compose Rx Page is the center of the eRx prescribing system, as each new
prescription begins here.
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Pending Prescriptions

Beginning at the top of the page, you will note all pending prescriptions for this patient.
These prescriptions have not yet been added to the patient's Current Meds list and as
indicated on the Status Page, each is coded with an NS, DR, or InProc (denoting Needs
Staffing, Doctor Review, or In Process, respectively). These Rxs are not yet part of the
permanent record but are included in drug interaction checking on the Review page.

If your Account has the Comprehensive functionality, you will see the Formulary status. You
can click on the formulary status to display the drug alternatives. This is especially useful if
the drug is non-formulary and you want to select a drug that is on formulary. You can also
click on the drug name to change the strength if you need to do that. You will also see an
Edit link associated with each pending prescription. Clicking on this link expands the fields to
allow you to make changes to the prescription. A click on the magnifying glass icon takes
you to the Rx Detail page which provides complete information on the prescription, including
any additional directions, prescription batch and previous pharmacy transmission information.
You also are able to add notes for both the patient and for other users to reference.

To delete a pending prescription, click on the “X” to the right of the prescription you
want removed.

The Dosing feature is also accessed via the Edit link of Pending prescriptions.
Once in edit view, you can access “dosing” by clicking on the dosing link which
displays below the drug name. Several Diagnoses / indications will display. Select
the desired indication and you will be presented with the dosing calculations based
on the patient’s age and weight.

o The dosing calculates for pediatrics so make sure to enter or adjust the
weight as needed and click the <Update weight in Kilograms> button.
o If you want to calculate the dosing based upon a different frequency (ie, BID
in instead of Daily) select a different frequency from the drop down box.
o Similarly, if you decide you want a different strength (i.e., 500mg instead of
250 mg) than what you originally selected you can select the new strength
from the box of that displays the various strengths.
Scrolling down will allow you to view the prescription that you are editing. You can
make any changes as necessary and then click <Save> and you will be taken back
to the Compose Rx page.

Drug Review

If your Account provides the functionality, you will notice a <Proceed to Review>
button. This Drug Review process will notify you of any possible drug-drug, drug-
allergy, or drug-OTC interactions. All new prescriptions will be added to the Pending
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Rx section as InProc and will remain there until reviewed for interactions (if your
account has that functionality) or printed/transmitted.

Adding a New Prescription

The area below Pending Rx labeled Drug Search/List is where you start to add a
new prescription.

A new prescription can be generated several ways when it comes to finding and
selecting the drug:

(1)

(2)

If the prescription is one that is commonly used by the Doctor/Prescriber,
leave the search field empty and click on <Drug Search/List> first. This
action brings up the Doctor/Prescriber’s drug list which is automatically built
by storing the names of the drugs the physician has prescribed. From here
you may select the appropriate drug if it is displayed. To select a single drug,
click on the drug name which appears in blue underlined font. To choose
more than one drug, click the check box(es) to the left of the drug name.

Drugs are automatically added to the Doctor/Prescriber’s favorites list when
they are prescribed. To remove drugs from the Doctor/Prescriber’s favorites
list, click on the <Drug Search/List> icon to display the doctor’s favorites list
and then proceed to check the appropriate box(es) [to the right of the
prescription line] of those drugs you would like removed from the doctor’s
favorites list and click <Remove>.

If a new prescription is not already on the Doctor/Prescribers Favorite List,
type at least the first 3 characters of a brand or generic name into the search
text box (You may also expand your search by clicking the Include Obsolete
Drugs check box to add any withdrawn drugs to the list) and click <Drug
Search/ List>. This action brings up the list of drugs that match your search
query. The more letters you enter, the closer the search will be. With the
drug’s name you will find a description of the drug along with Monograph and
Leaflet links. The Monograph link, when clicked, displays the drug
Monograph on a separate page. Similarly, the Leaflet link displays the drug
information in a format for patients. You are able to print a leaflet for the
patient when you print/transmit the prescription.
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(3) Another way to start a prescription is to select a prescription from the patient’s
Current or Previous medications list. You can do this by clicking on the
check box to the left of a Current or Previous prescription, and then click
the <Select> button. This moves all checked drugs to the Pending Rx area
along with the appropriate sig, dispense number and directions.

If your Account has Formulary functionality you will note that the patient’s health plan
formulary information is listed in the search results to the left of the drug name and
dosage. NOTE: for formulary to work correctly, the patient’s insurance must be
displayed in the upper right corner of the screen below the Navigation Bar. If you
have Formulary coverage and the appropriate health plan does not appear, either
click the insurance dropdown list on this page to see if the patient has other
insurances listed or go to the Pt Details Page and select the patient’s
insurance/formulary from the drop-down list. (Contact your account manager if your
desired health plan is not listed). If there is no insurance displayed at all, you will
need to go to the Pt Details Page to select it.

If the Formulary states Not in Formulary then the patient’s insurer has not placed
this drug on its Formulary. At this point, you may click the Not in Formulary link to
bring up a new window which lists the equivalent drugs that are approved and should
be considered instead. At your discretion, a drug that is listed as Not in Formulary
may still be selected.

If an Rx is covered on the Formulary the Covered link will appear. Clicking this link
provides the Preferred/Approved status. If Generic Available appears, click the
ingredient name (displayed in parentheses to the left of the Monograph link) to
display all formulations. If searched by ingredient and no generic is available, the
brand name appears in parentheses.

When all drugs and proper dosages have been selected, regardless of which of the
methods above you used to find the drug(s), click on the <Select> button to add the
prescription to the pending Rx section.

From the Pending Rx section, enter the Sig and Dosage information from the drop
down boxes. Click PRN (as needed) and DAW(Dispense as written) where
applicable. The Disp# (number dispensed) will calculate and display a 30 day
supply. You may overwrite that number at this time if you choose. Use the Select
Packaging dropdown to display information on sizes of tubes, liquids, tablets
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per bottle, etc.

NOTE: The pharmacy data standards allow only digits in the Disp# field;
therefore, for dose packs, tubes, insulin, etc., click packaging and select for the
pharmacist, then place the number of packages in the Dispense # field as the last
step.

For purposes of CCHIT compliance, the ability to denote an Rx as Short Term or
‘One Time’ has been added as a check box within the EDIT view of the Pending
Medications and Current Medications. Checking this box causes "one time" to be
displayed in the SIG display.

Selecting the 90 Day box generates a 3 month Rx. Any additional information that
you wish the patient to have on the label should be entered in the Additional Sig
box. Any pertinent information for the Pharmacist should be entered in the
Pharmacist Message box. You may also select a diagnosis from the patient’s
record in the Select Diagnosis box. Clicking Add to Doctor’s Drug/Rx List
incorporates this drug and dosage on the Doctor/Prescriber’s Favorite list. When
completed, click <Save> or click <Undo> to return and not save changes.

Note on Medical Rx Terminology
gd = daily

bid = twice a day

tid = three times a day

gid = four times a day

g4h, 6h, etc = ever 4 hours, 6 hours, etc.
HS = bedtime

g a.m., p.m = daily in the morning, evening
god = every other day

prn = as needed

DAW = dispense as written (do not substitute)
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Imported Rx

If Rx are imported from another system they will be listed in their own imported Rx
category. If they are imported without adequate information for full processing, they
will be labeled: .Note, these Rx are not included in drug review. To replace with an
Rx on the Current Meds List, click the drug name and proceed. Delete the Imported
Rx as desired. Some Imported Rx may have enough information to be included in
drug interaction review and thus will not have the warning label. Any Rxs imported
into Current Meds are considered to be from an External Source and will have a tan
background. Examples of External Sources include meds imported from RxHub and
meds entered on the MedEntry page that were written by doctors outside of the
account.

Change Designated Doctor /Prescriber

To the right of the Drug / Search List is the Change Designated Doctor /
Prescriber area which displays the selection box for the Doctor/Prescriber
authorizing the Rx. Click to change if necessary.

Patient Allergies / Intolerances / Notes

Below the Drug Search / List box the allergy and the memo boxes are displayed. To
add or delete allergies for this patient, click the <Allergy / Intolerance Search>
button. The allergy / intolerance Search box will display with a blue border along with
a list of common allergies / intolerances. At this time you can either search for new
allergies to enter, delete previously entered information or search and click on No
known allergy when appropriate.

Search for an allergy by entering all or part of a brand, ingredient, drug category or
non drug item in the box and click <Search for Allergy>. The results display below
the <Search for Allergy> button. Select the appropriate allergy by clicking on it.
Use the “click here to add a non-drug allergy if not found” feature to add non-drug
items. This feature allows you to type in the non drug allergy. After doing so, click
the <Add Non-Drug Allergy> button.

Whether you added the allergy by sea

rching and selecting it or by typing it in as text, the next step is to indicate a severity
or type in comments specific to this allergy. Use the Select Severity drop down box
to assign a severity to the allergy. Severity is not a required step. If you do not know
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the severity of the allergic reaction you are still able to enter comments into the text
box that displays and then click <Save Allergy> or <Save / Add Additional
Allergy> to add the allergy to the patient’s list. Or, you can use the <Close> button
to close out of the Allergy / Intolerance Search box.

The magnifying glass on the right hand side of the Allergy / Intolerance Search title
bar allows you to view the Allergy Maintenance Log. This log displays the user,
what they did (add, view, etc) with each allergy, the date the allergy was viewed,
added or modified, the severity and any notes that were entered. To close out of the
Maintenance Log, simply click the <Close> button located on the right hand side of
the Allergy Maintenance Log title bar.

To delete an allergy that was previously entered, click on a specific allergy. This will
open the Allergy Detail box which allows you to modify or delete the allergy. To
delete it, simply click the <Delete this Allergy> button. Use the <Save Allergy>
button after making changes or modifications to the severity and/or additional info.
The deletions and modifications will appear in the Maintenance Log for future
reference.

The allergy field is not required and can be updated at any time by returning to the
Compose Rx page and entering the allergy information.

Current Medications

Current Medications prescribed or modified for this patient by all physicians on your
account are listed below the Patient Allergies / Notes area at the bottom of the page.
Each medication is listed along with the date, drug name, SIG, number dispensed
(#), number of refills (Ref), Doctor/Prescriber’'s name and Location/Workgroup. (An
asterisk (*) after the word SIG indicates there has been a change in the Sig).

Also available to the right of each prescription is an Edit link and a magnifying glass
icon. Both of these features were described above in the Pending Rx section. The
Edit button allows you to alter the Sig and Directions after a prescription has been
added to the Current Medication list, if a patient has been instructed to take a
medication differently than originally prescribed. After you have made the changes
reflecting the new prescription instructions, click the <Save> button to save the Sig
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modifications. Changes are recorded on the Detail RX along with the authorizing
doctor and user. Remember, an altered sig displays an asterisk (*).

The <D/C> button is used to discontinue current medications. Discontinuing a
current medication moves it to the Previous Medications list. To discontinue a
current medication, select the check box to the right of the magnifying glass icon and
then click the <D/C> button.

To renew one or more of the current medications click on the check box(es) to the
left of each medication you want to renew. Then click the <Select> button. This
moves all the selected prescriptions to the Pending Rx section for further processing
/ transmission.

The Drug Review link, when clicked, performs a drug review of all the patient’s
current medications.

The <Instant Renewal> button allows you to simply select all the drugs you wish to
renew, select the appropriate pharmacy and click <Instant Renewal>. This process
will send the selected prescriptions to the chosen pharmacy and move the original
prescription to Previous Medications. (If no pharmacy is selected, or a prescription is
incomplete, it will move to Pending Rx instead.) The selected prescriptions will then
be listed at the top of the Current Medication list.

<0:

p>

Finally, at the bottom of this page are selection boxes to view additional rx flow
detail. With all of the selection boxes, checking the box will display the items.

(1) “Discontinued/ Previous Medications” When selected, all previously dispensed
medications are displayed under the Current Medications list. By using the Previous
Medications list the physician has the ability to review the patient’s total
prescription history.

The <Move to Current Medications> button which appears within the
Previous Medications area allows you to move a medication to the Current
Medication list by selecting the box to the right of the medication and clicking
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the <Move to Current Medications> button.

(2) “Cancelled Mid-Process” shows any medication that has been deleted with the X
icon prior to being added to Current Meds.

(3) “Pharmacy Communications” show all PharmCom / Surescripts transactions. Denials
will only appear here and on the Pharmcom report on the Admin Page.

(4) “Order Log” shows these manually written items that are not put on the
Current Meds list. le. “wheelchair” When writing an “order,” the user can
choose to put the item in either location.

(5) “Denied” shows these items only when an advanced feature, “Accept/Send” is
in use. This feature allows, ie., a nurse to assign an rx to a doctor. This rx
cannot be cancelled or deleted. It can only be denied.

</SPAN

RxNorm is a drug index, an alternative to First Data Bank. If you are reading this via the link
on the prescribing pages, your system is utilizing RxNorm. If you are reading it as part of the
Reference Manual, it may not apply as many accounts do not utilize RxNorm. (To see which
you have, look at the bottom of the Review Page.)

RxNorm was created by the National Library of Medicine. The goal was to supply a drug list
meant for electronic prescribing that was available free-of-charge. Several high-quality drug
lists already exist: First Data Bank, Multum, Gold Standard, etc. However, the licensing cost
from each supplier was seen as an impediment to large-scale implementation of erx.
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A second goal was to supply a cross-walk between all proprietary indexes: a
“metathesaurus.” This would allow a patient’s drug history to be easily converted to
alternate drug indexes, important for interoperability.

RxNorm does deliver these goals to varying degrees, however, it remains a work-in-progress
as recognized flaws continue to be addressed. The primary problem is that the mapping
from one index to another is not fully quality-controlled by RxNorm. Each provider of
proprietary indexes supplies QA to varying extents. You are using a First Data Bank version,
quality-controlled by NewCrop.

RxNorm is a drug index only. It does not have clinical content such as drug interactions and
allergies. Within NewCrop, this content is supplied by First Data Bank. If you have a
Comprehensive version of our software, you are seeing this.

A deficiency of RxNorm is that some drugs cannot be mapped to First Data Bank. These are
labeled “Unreviewed RxNorm. ” Since they cannot be reviewed for drug interactions or
allergy, they appear in a so-labeled box on the Review page.

Drugs are unreviewable for several reasons. 1) They may be Canadian, and, thus, not part of
First Data Bank. Only current FDA approved drugs are listed by FDB. For instance, Crestor
is marketed in a 2.5 mg tablet in Canada only. 2) Compound drugs are not completely
indexed. Thus, for instance, some oral contraceptives will be shown as Unindexed. 3) Over-
the-Counter drugs are not always included in FDB, although most are. These, too, may
appear as “unreviewed.”

As stated, RxNorm is a work in progress. We anticipate ongoing improvement and changes.
Look for a category of “Canada Only” in the near future. Please send along your
suggestions: customersupport@newcroprx.com

For more information, http://www.nlm.nih.gov/research/umls/rxnorm/
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The Review Page

Summary

Interactions and allergies comparing the Pending Prescriptions to the patients
Current Medications and each other, are displayed. If this is an RxHub patient, drug
interactions are automatically checked against a 120 day all doctor history as well as
Pending and Current Medications, if your account has this feature. The
Drug/Condition check is activated when the Dx or pregnancy indicator is passed
from the EMR or PM system. (Direct users: enter a Pt Dx via the Nav Bar) Choose
the next step from the buttons at the bottom to determine the fate of the selected
Rx(s). Uncheck a box to split the batch as needed.

<Approve/Leave for Staff> allows doctors to add the batch to the staff list on the
Status Page as an NS. Nurses may select <Leave for Doctor Review>, changing
the selected Rx to DR, placing it on the Designated Doctor’s review list on the Status
Page.

If your Account has the functionality, the top of the Review Page displays drug-
drug, drug-allergy and drug/condition interactions and additional alerts. The rxis
checked against Current and Pending meds. If the patient is an RxHub patient, drug
interactions are automatically checked against a 120 day all-doctor history as well
as Pending and Current Medications.Contraindicated appears in [l and indicates
a predictably severe consequence of concurrent use of two drugs. Severe appears
in yellow and indicates action may be required to reduce the risk of adverse
reaction. Moderate appears in yellow and generally indicates a need to adjust
medications. Herbal interactions are not characterized as to severity due to lack of
standardized content and dosage. Use the More Info link to see complete
information on any potential interaction listed.

Allergy compares the rx to the patient allergies as entered on the Compose page are
passed from an EMR. Detall is not available as it relates to the individual patient
response.
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The Drug/Condition check is activated when the Diagnosis (ICD) or pregnancy (V
code) is passed from the EMR or PM system. (Direct users: you can enter the Pt Dx
via the Diagnosis tab on the Nav Bar). Detail is not available as it relates to the
individual patient response.

Pending Prescriptions from all workgroups in your account are displayed. You
may deselect a prescription to transmit it individually. All selected prescriptions will
be transmitted as a batch.

Clicking <Proceed to Print/Transmit> takes the current batch to the Routing Page where it
will then be transmitted.

If neither printing nor transm

itting is needed, (such as for a Schedule 2 drug) click <Finish/Add to Current
Meds>.This adds the Rx to the patient’s Current Medications but does not allow any
further transmission of the Rx.

Doctors who choose to have their staff finish transmissions may click the <Approve/Leave
for Staff> button. This transfers the Rx to the doctor’s assigned nurse, marks the
prescription with an NS status, and places it in the Staff Processing List on the Status Page
for further processing.

If the user logged in is not a doctor and proceeds to the Review Page, the above described
<Approve / Leave for Staff> button will be replaced with a <Leave for Doctor Review>
button. This transfers the prescription to a Doctor/Prescriber, marks it with a status of DR
and places it in the Doctor Review List on the Status Page for further processing.

Clicking <Return/Additional Rx> returns you to the Compose Rx Page where you
may add another prescription.

You may delete a prescription at this point in the process by clicking on the “X”.

Note the select check boxes to the left of each pending Rx on the Review Page. If left
unchecked, no action will be taken on this Rx at this time.

Below the Rx on the page are <Print/Add to Current Meds> and <Transmit> buttons. If
you desire to skip the Route page you can use these buttons to add the prescriptions to
Current Meds and print them locally or go directly to the Transmit page by clicking the
<Transmit> button.

The Batch Concept

Note the check boxes to the left of the meds being processed. On this and
subsequent pages, un-checking a box splits the batch for separate processing. For
instance, a Schedule 2 drug must be printed, while the rest of the batch can be

168



transmitted to the pharmacy.

</SPAN

The Routing Page

Summary

A batch of prescriptions ready for printing or transmission is displayed. Note, only
the Rxs for the Current Location are pre-selected. Check or uncheck boxes in
accordance with office policy prior to choosing <Print> or <Transmit>. Specify the
number of printed chart copies if desired. (Transmitted prescriptions always have
a single printable “receipt.”) Check the box(s) for a printable patient leaflet as
needed. (Select or change the patient language first.) If you would like each Rx
printed on a separate page, check the Print Singles box. Click < Transmit> to
send all selected Rx to the next page where a pharmacy can be selected and leaflets
and copies printed. (A displayed pharmacy can be pre-selected here and will appear
on the Transmit Page.) The printed Rx should match your state format. If not,
contact customersupport@newcroprx.com.

The RX Support feature (not always present) provides printable information
designed to encourage the patient to fill the Rx as written. This information will print
out with the Rx or Transmit receipt unless you uncheck the Rx Support box.

Upon arriving on the print page or upon transmission, the Rx will have been added
to the patient record, at the top of the Current Meds List. If an error has occurred,
go to the Compose Rx page and move the Rx to Previous Meds or Edit to modify an
incorrect sig. An explanatory note can be recorded in the Rx Detail.

You will find yourself on the Route page after having clicked <Proceed to
Print/Transmit> on the Review page. All prescriptions will be displayed on the
Route Page but only the Rx for the Current Location are pre-selected. You may
make changes by unchecking a box. For example, if you want to print 2
prescriptions and transmit the other 3 you would uncheck/select the two you want to
print.
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The first option on this page allows you to choose the number of chart copies of
this prescription that you wish printed on paper. By clicking on the Number of
copies drop down box, you may choose from 0 to 3 copies to print. The default
setting is zero printed copies. If the prescription was transmitted electronically, you
will have the option of reviewing a printable proof of transmission when you reach the
Transmit Page. The copies on this page are in addition to the one printable from the
Transmit Page.

If you want a Patient Leaflet to print, select a patient language. If the patient’s
language was entered on the Patient Details page that will be the default language
that appears here. If not, select the appropriate language and check the box(s)

for a printable patient leaflet as heeded. These boxes appear to the right of each
prescription, allowing you to select which leaflets to print if you do not want a leaflet
printed for each prescription (This is a Comprehensive account option only). A record
of the leaflet selection is added to the Rx Detail. If the requested language is not
available, the leaflet will print in English.

Prescriptions will print up to 4 to a page or as required by your state. The Print as
Singles option allows you to print each prescription on a separate page if you have
multiple prescriptions being transmitted and you want each printed on a separate
sheet of paper.

RxSupport

This feature (although not always present) provides printable information designed to
encourage the patient to fill the rx as written. These will print out with the Rx or
Transmit receipt unless the box is unchecked. If the Rx Support information is
available for the medication being prescribed, the Rx Support box will be checked. If
the box is not checked, then there is no Rx Support information available.

Schedule 2’s

Note the Drug Schedule (Sch*) column to the right of the prescription selection
boxes. Schedule 2’s, such as Percodan, must be individually signed by the
physician on state-mandated paper forms and cannot be transmitted. ERx can
support specialized printer set-up if needed. Contact
customersupport@newcroprx.com to set up your state’s format.
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How can you add Schedule 2 drugs to the patient record? You can use the
<Finish/Add to Current Medications> option on the previous page (Review Page).
Alternatively you can add them to the record from this Route Page, by clicking
<Print/Rx/Add to Current Meds>. By not clicking on the Print Prescription link on
the next (Print Rx ) page, you will not print the Rx on paper. You can then handwrite
the Schedule 2’s.

Pharmacy

If an Rx is a refill and was previously sent to a pharmacy, the pharmacy name,
address & phone number will be displayed to the left of the prescription. If the Rx
has no pharmacy name in this box, you will choose a pharmacy on the Transmit
Page.

Coming Soon: A <Send> next to each pharmacy that will transmit the prescription
immediately, bypassing the Transmit Page. No leaflet or receipt will be generated

Routing Prescriptions

You have two options on this page for routing prescriptions. (1) For those
prescriptions you do not wish to transmit electronically or via fax to the pharmacy,
use the <PrintRx/Add to Current Meds> button. Doing so automatically adds the
selected prescriptions to the patient record and takes you to a print page where each
prescription will be displayed along with any requested leaflets and additional copies.
NOTE: In the event an error has occurred, the RX cannot simply be deleted at this
point. You need to go to the Compose Rx page and move the incorrect Rx to
Previous Meds -- OR -- use the Modify Sig feature (Edit) where you can record an
explanatory note in the Detail Rx if desired.

If you want to print the prescriptions, leaflets and copies, click on the Print
Prescription link that appears above the prescriptions to access your network printer.

If there are any remaining prescriptions for the patient, you will see a Return to
Routing link adjacent to the Print Prescription that will display the number of
prescriptions remaining on the Route Page. Clicking this link takes you back to the
Route Page where you can continue processing the other prescriptions.

(2) Your second option for routing prescriptions is to use the <Transmit RX> button. Clicking
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this button will send all selected prescriptions to the next page where a pharmacy can be
selected and leaflets and copies printed.

</SPAN

The Transmit Page and Transmit Confirmation Page

Summary

Choosing the <Transmit RX> option on the Route page, takes you here with the
selected prescriptions.

You can send prescriptions as mail order by clicking on the mail order / home
delivery link, verifying the shipping address and selecting the pharmacy.

The patient’s previously selected pharmacies are at the top of the list, followed by an
alphabetized location pharmacy list. The patient’s available mail order pharmacies
are denoted with a blue dot. Add to the displayed pharmacy list from the link at the
bottom of the page. Report incorrect or missing pharmacies so we can correct the
selection list. After transmitting, use your network printer for the receipt and Patient
Leaflet. Note: There is a slight delay with transmitting, so please make patients
aware of this, especially if the pharmacy they are going to is within 5-10 minutes of
your clinic.

The Pharmacy ID# located next to the DEA on a prescription is a unique identifier
that may be requested by a pharmacist to confirm the source of the Rx.

The Transmit page is the last page in the prescribing process. You reached this
page by selecting <Transmit RX> from the Route Page for electronic (or fax)
processing. On the top of the page, the prescription(s) you have selected is listed.

Each faxed prescription is accompanied by a message to the pharmacist, explaining
the nature of the electronic Rx system along with the office contact information.
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If a pharmacy name was pre-selected on the Routing Page, the pharmacy name and
fax number will already appear. If no pharmacy was pre-selected you must now
choose one from the list. The patient’s previously selected pharmacy is denoted at
the top of the list with a black dot to the left of the pharmacy name. Those
pharmacies without the black dot are also used by this patient but not as recently.

Mail Order
If you desire to send the prescriptions as mail order, there is a mail order/home
delivery link on the transmit page directly beneath the prescriptions. Clicking on

this link will open up the shipping/mailing address of the patient. Verify the address
by checking the box. If the patient’s mailing address is not populated, fill in the
information. It will be saved in the patient detail for future mail order requests.
NOTE: all prescriptions listed on the transmit page will be submitted as mail order
prescriptions when the mail order /home delivery link is clicked.

After verifying the patient’s mailing address, select the pharmacy as you normally
would and click the <Transmit RX> button.

Selecting a Pharmacy

A in the eRx column indicates that this patient utilizes an electronic mail
order pharmacy. In this case, the Mailing address is displayed and is required for all
mail order pharmacies.

A under the eRx column indicates that this pharmacy is a participant in
our electronic pharmacy network. In other words, pharmacies listed with the green
dot can accept prescriptions electronically. If there is not a green dot in the eRx
column then the prescription will be automatically faxed to the pharmacy. All
pharmacies listed can accept prescriptions by fax provided the fax number is listed or
you input the fax number prior to transmission.

However, there are a few instances when a participating pharmacy cannot accept a
prescription electronically.

1) If there is a Schedule 2 or other non-compliant drug in the batch, or
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2) A doctor has not yet been approved by the network, or

3) A connection to the electronic network is not possible.

In either of these cases the pharmacy will require a fax. You must be sure that a fax
number is provided. Verify that the correct fax number is listed for the chosen
pharmacy.

If the fax number is incorrect or is not listed, enter the fax number in the field labeled
Via Fax: Corrected numbers are stored and displayed for future use.

If your pharmacy is not on the list, there is an Add a pharmacy to the list above link
located at the bottom of the page that opens a Pharmacy Search box where you can
search for the desired pharmacy by entering 1 or more fields. Zip codes alone
generally work well. Once you have entered your search criteria, click <Search>.
The search results will display below. Select the pharmacy by clicking on the
pharmacy name. This results in the selected pharmacy being added to the patient’s
list of pharmacies as well as your Location/Workgroup’s list of pharmacies.

If the pharmacy you are searching for is missing from the list, or if any displayed
information is incorrect, please click on the missing/incorrect pharmacies: inform
Support Services email link at the bottom of the page to inform us so that we may
correct the database.

Finally, when you have the correct pharmacy selected, click the <Transmit Rx/Add
to Record> button, sending the Rx and adding the new information to the patient’s
record. Once the prescription has been transmitted, these prescriptions can no
longer be cancelled or modified. If an error has occurred, go to the Compose Rx
page and move the incorrect Rx to Previous Meds -- OR -- use the Modify Sig
feature (Edit) where you can record an explanatory note in the Detail Rx if desired.

Clicking the <Transmit Rx/Add to Record> button takes you to the Transmit
Confirmation Page. You will see a printable
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220;receipt’ of the completed transaction along with any additional selected copies
or leaflets. Use the Print link to access your network printer. Note the adjacent
Return to Routing link that displays any remaining prescriptions for this patient on the
Routing Page.

Note: the Pharmacy ID # listed to the right of the DEA number is a unique identifier
that may be requested by a pharmacist to confirm the source of the Rx.

If there are no prescriptions left on the Route page, use the tabs on the Navigation
Bar to select your next task.

Note: There is a sight delay with transmitting, so please make patients aware of
this, especially if the pharmacy they are going to is within 5-10 minutes of your clinic.

</SPAN

Pharmacy Communication Processing

Summary

The PharmCom pages process renewal requests submitted electronically by
pharmacies, using a Federally-mandated sequence: the pharmacy request
cannot be modified. Only # of refills can be changed. If the pharmacy is not
correct, you must deny the prescription. Some or all of the following steps may
not occur, depending on the amount of information sent by the pharmacy.

On the PharmCom Patient Select Page, select from the displayed search results. If
the patient is not seen, correct the name or spelling and re-search if needed. Select
the patient before denying or the Rx will not appear in the patient’s record. Direct
Users can add a new patient by clicking the click here to add a patient link. Again,
the Rx cannot be modified, so, if the sig, tablet size or dispense # has changed,
use <Deny and ReWrite> to generate a replacement Rx. (All PharmCom
transactions, including denials, are displayed in the Pharmacy Communications
Log on the Admin Page as well as the patient’s Current Meds or, if denied, in the
Cancelled Denied Log at the bottom of the Compose Rx page. Scheduled drugs
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cannot be sent via Pharmcom so they will follow a different outgoing path.
They cannot be sent electronically, but, in many states, can be faxed. Thus,
when responding to the renewal, you will see the Route Page where you ca make
your choice. The sending pharmacy is displayed on the Transmit page.

On the PharmCom Drug Selection Page, match the exact selected drug from the
displayed choices. Make your final decision on the PharmCom Review Page.
The sig, as sent by the pharmacy cannot be changed.

You may use this page to process renewal requests and other messages submitted
by pharmacies via the SureScripts and other electronic networks. The number of
pending pharmacy communications is displayed on the Status Bar at the top of all
pages. Click the bar to view the Status Page and the patient list. Depending upon
the amount of detail the pharmacy sends with the renewal request, there may be
certain steps that can be omitted from this process such as the PharmCom Patient
Select page and the PharmCom Drug Selection page.

Begin by selecting a patient under the Pharmacy Renewal Requests heading
located on the Status Page. The Status Page can be reached by choosing the
<Pharm:x Fax: x Pend: x> link at the top of each page. Once you have selected a
patient from the list you will be taken to the PharmCom Patient Select Page. Select
the correct patient from the displayed search results.

le="FONT-FAMILY: Arial">

If the patient is not found, be sure the pharmacy has not misspelled or used a
different name from what your account uses (i.e. Larry vs. Lawrence). Use date of
birth to confirm identity. Perform another search using fewer letters or last name
only. If, after trying all alternatives, you believe that the patient is truly not there

Direct Users: , add the patient to your account by clicking the click here to
add a patient link. Once you have completed entering the necessary
information to add the patient, return to process the pharmacy message.

EMR users: return to add the patient there.

You may deny a prescription at this point. Use the drop down box to select a reason
for the denial. If none of the reasons are applicable, you may type in your reason for
denial in the box provided. Click <Deny>. A notification of denial will be transmitted
to the appropriate pharmacy, and you will be shown a confirmation to that effect. If a
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message is left in mid-sequence, it will be returned to the Status Page list for
processing at a later time. Scheduled drugs cannot be sent via Pharmcom so
they will follow a different outgoing path. They cannot be sent electronically,
but, in many states, can be faxed. Thus, when responding to the renewal, you will
see the Route Page where you ca make your choice. The sending pharmacy is
displayed on the Transmit If a patient is not selected before denial, the record will
appear only on the Pharmcom Log on the Admin Page.

SureScripts and the patrticipating pharmacies have required specific data standards
that limit doctor choices: the medication, dispense number, and sig cannot be
modified. If any of the above are incorrect, the prescription must be Denied and, a
new prescription must then be sent. A message to that effect is one of the choices in
the Deny drop-down reason’s list (denied, new prescription to follow).

All PharmCom transactions are recorded and displayed in the Pharmacy
Communications Log which can be accessed from the Admin Page. PharmCom
transactions can also be viewed from the Compose Rx page by checking the Show
Patient PharmCom Log box to view the accepted PharmCom transactions or by
checking the Show Cancelled Medications box to view denied PharmCom
transactions. If desired, these can be highlighted and printed.

</SPAN

PharmCom Drug Selection Page

Upon patient selection, you will be on the PharmCom Drug Selection Page. The
drug that is being requested by the pharmacy is highlighted in green. A list of
matching drugs is displayed below that area. From the Search Results. match the
exact drug by clicking on the requested drug, formulation or tablet size (i.e., Prozac

10 mg Cap).

The sig as sent by the pharmacy is “text” that cannot be entered for dose checking or
easy refills. Therefore, it is recommended that you Edit the Rx to enter the sig as
written by the pharmacy and delete the unneeded pharmacy text sig before
accepting the prescription. For example, the pharmacy request sig reads “take one
capsule twice a day”. You would edit the sig and (a) enter “1”, (b) confirm the type is
“capsule”, (c) enter “BID, (d) delete the “take one capsule twice a day” text that is in
the “additional sig” box, and (e) click <Save>.
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Remember: The sig and dispense number from the pharmacy have already been
entered and cannot be changed. If you need to modify the medication, dispense
number or sig, the prescription must be denied. Thus, a message to that effect is
listed as one of the choices in the Deny drop-down reason list (Denied, new
prescription to follow). . Scheduled drugs cannot be sent via Pharmcom so
they will follow a different outgoing path. They cannot be sent electronically,
but, in many states, can be faxed. Thus, when responding to the renewal, you will
see the Route Page where you ca make your choice. The sending pharmacy is
displayed on the Transmit page.

Once you have selected the correct “match” you will be taken to the PharmCom
Review Page where you will make your final decision.

PharmCom Review Page

After you have selected the appropriate drug and formulation, you are taken to the
PharmCom Review Page. Here you will see the patient’s pending prescriptions
along with any allergies and drug interactions if your account has Comprehensive
features. The patient’s list of current medications is also displayed. If there is a
prescription pending that is a duplicate of the Pharmacy request you received, you
can click on the “X” that is located to the far right of that pending prescription to
remove it from the pending list and add it to the patient’s cancelled/denied list. This
helps avoid generating duplicate prescriptions.

Scheduled drugs will follow a different outgoing path. They cannot be sent
electronically, but, in many states, can be faxed. Thus, when responding to the
renewal, you will see the Route page where you can make your choice to transmit
(via fax) or print. If proceeding to transmit, the sending pharmacy is displayed on the
Transmit page.
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After doing so, confirm that the requested drug and the drug you selected match. If
not, use the <Return to Correct Errors> button to start over. Otherwise, if
applicable, enter the number of authorized refills and click <Accept>. The
medication has been added to the patient’s current medication list and a record of
the request has been recorded in the Pharmacy Communications Log which is
accessible from the Admin page or from the Compose Rx page by checking the
Show Patient PharmCom box.

You will also note that the PharmCom Review page, like the PharmCom Compose
page, provides you with the <Deny and Rewrite> option as well as the <Deny>
option in the event you find yourself on this page and realize you are unable to
accept the request as submitted by the pharmacy for this patient.

Once you have replied to the request you will view a PharmCom Confirmation
page. From here, use the tabs on the Navigation Bar to take you to your next
activity/task.

End of REFErnc MANULA

The Rx Detail Page

Summary

Accessed via the magnifier icon adjacent to each Rx, this page displays additional
information regarding the Rx. (Coming soon: as the Rx is being processed, Pre-
Select Pharmacy allows instant sending of the Rx upon doctor approval or for later
use by the nurse). The Email function will send a copy of the Rx as appropriate. Rx
Processing Notes allows attaching a message to the Rx and/or assigning it for
review on the Status Page. Patient Education adds instructions that appear here
and on the Patient Face Sheet. After the Rx is final and on the Current Med list,
the Rx Detail page changes: An Rx batch can be RePrinted/Transmitted, recording
a duplicate transaction in the Print/Transmit Log. Sig changes are tracked and
displayed. Pt. Notes about the Rx, such as side effects can be recorded.

Note the Report Missing Rx section above the pharmacy transmission log. If
electronic “Success” is displayed, yet the pharmacy states they did not receive the
Rx, please send us this information ASAP: it will be fully investigated. For “missing”
successfully faxed Rxs, contact the pharmacy directly and suggest they check their
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fax machine before requesting renewals.

Rx Detail displays the complete information about the Rx for your review. This page
displays different information before the prescription is transmitted (Pending Rx) and
after transmission (Current Med). In each case, you reach this page by clicking the
magnifying glass icon on the prescription line. To obtain specific information
concerning the medication, click the Monograph or Leaflet links located on the Rx
Detail page.

Viewing Detail Prior to Transmission (Pending Rx)

At the top of the Rx Detail page, the Sig information is presented. The Sig
information is meant for review only. To change any Sig information listed on this
page, return to the previous page and click on the Edit link. To obtain specific
information concerning the medication, click on Monograph. To review the
information that will print on the patient’s leaflet regarding this medication, click on
Leaflet.

Select Pharmacy for Auto-send with Approval (coming soon) As the Rx is being
processed, the user can pre-select the pharmacy for instant sending of the Rx upon doctor
approval or for later use by the nurse. Entering a pharmacy here allows the
Doctor/Prescriber (or other authorized prescriber) to bypass having to select a pharmacy at
authorization time thereby saving him/her some processing time. The pharmacy selected
here automatically receives this prescription once it is authorized and transmitted.

Viewing Detail of a Current Medication

Once the prescription has been reviewed and transmitted, it becomes part of the patient’s
permanent file and is listed as a Current Medication on the Compose Rx page. If you click the
magnifying glass

icon on a Current Medication, you will see different features have been added to this screen.
Below the Original Rx section the prescription is listed along with any other prescriptions that
were transmitted or printed at the same time.

Emailed Copy of Rx allows notification to be emailed to the patient or any other
authorized party, that this particular prescription has been transmitted to their
selected pharmacy.

Rx Processing Notes records information about the prescription. This information is
not transmitted to the pharmacy, but is used for internal messaging/documentation
only.
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Any text written in the Patient Education box or chosen from the drop down box
below will display on the Detail Page as well as the Patient Face Sheet.

At any time during the review of this page, clicking on <Close/Return to Prior
Page> takes you back to your page of origin. Any changes will be saved only if the
<Save/Send> button is clicked.

The Print Transmission Log is also displayed on the Detail Rx page. If the prescription
was transmitted electronically you will see the details of that transmission. A successful
transmission will display the word “Success”. Occasionally a pharmacy will report that they
did not receive an electronically transmitted prescription even though the log states
“success”. If this occurs, please click the <Report Missing Rx> button immediately upon
hearing from the pharmacy or patient. This will allow us to verify that the transmission was
indeed complete. This feature is only to be used for prescriptions sent electronically. For
“missing” successfully faxed Rxs, contact the pharmacy directly and suggest they check their
fax machine before requesting renewals.

Clicking on the <Reprint/Transmit> button provides you the ability to retransmit or reprint the
prescription. If the prescription was part of a batch you have the option of retransmitting or
reprinting the entire batch or an individual prescription. Any retransmissions or reprinting will
be documented in the Print/Transmit Log. You may use this feature when you need to
resubmit a prescription or an entire batch of prescriptions.

Sig History displays a log of all sig changes made to this prescription.

The authorizing doctor and user are both displayed. The sig changes will be listed on
the patient record.

Patient Note Entry allows you to document any notes regarding the prescription
such as side effects. Remember to click the <Save Note> button after you have
typed in your patient note.

Patient Education adds instructions that appear here and on the Patient Face
Sheet. As with the Patient Note Entry, remember to click the <Save Note> button to
retain any information you typed in this area.

At any time while viewing this Detail Rx page, you can click on Close/ Return to previous
page to go back to your page of origin. Remember, changes will be saved only if the <Save
Note > button is clicked prior to exiting the page.
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Administrative Page Functions

The Admin Page lists a variety of functions designed to make your office run more
efficiently that don’t necessarily fit directly into writing a prescription. Come here to
print reports or forms, build lists, add patients, and review our supporting materials.

Clinical staff can enter the Admin Page by selecting the <Admin> tab on the far right
of the Navigation Bar. Clerical/Admin staff come directly here.

Select a task on the Admin Page and click on the Help link at the bottom of each
page to learn more. This entire reference manual can be viewed and printed from
the Reference Manual link on the Admin Page.

Add Patient is present if your account includes this function. Note that a search for
duplicates is required prior to adding a new patient

Coming soon...

(1) Medicare PartD-O-Lizer displays choices available to the patient and a
summary of drug coverage.

click on the click here to add a new patient link. Fill in, at a minimum, the
required fields marked with an asterisk (*).

Don’t forget Gender and Zip code. These are needed to access RXHUB: formulary,
eligibility and patient Rx history.

The following data formats are used. The medical record number should
always be entered exactly in your format, including any dashes or other
characters.

type &
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nbsp; Valid format

Dates Month/Day/Year or MMDDYYYY Example: 3/20/2004, 0320
Phone Number (NNN) NNN-NNNN or NNN-NNN-NNNN or NNNNNNNNNN
Zip Code Five numbers

Zip4 Four numbers

SSN Nine numbers or NNN-NN-NNNN

To change information for a current patient, click the <Pt Details> tab on the
Navigation Bar. Make the desired changes and click <Save>.

Note the check box labeled Current at the top of the page. If unchecked, the
patient will not appear for prescription writing. Uncheck the box for those
patients that have moved away, etc. They can be made Current again at any
time by coming back to the Pt. Details page and checking the box.

Pharmacy Communication Log

Summary

The Pharmacy Communication Log provides a record of all electronic
communications with pharmacies via the Surescripts network. Use your mouse to
highlight and print reports if so desired. (Note that an Rx denied without a patient
appears only here).

This Log provides you a way to view a record of prescriptions that have been
received from pharmacies electronically and then processed back through to
pharmacies. If a prescription is denied, particularly for an incorrect patient, a record
of the transaction will only appear here. (Approved prescriptions are added to the
patient Current Medication List.)

Click the Pharmacy Communications Log link from the Administrative Functions
page to see the log of transactions. To print: 1) Use the mouse to select the desired
content. 2) Click <File> on the browser navigation bar and select <Print>. 3) Select
a printer and click the “Selection” option in the Page Range Box. 4) Click the
<Print> button.
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Prescriber Repor

Summary

Prescriber Report provides a printable log of all Rx authorized by a doctor.

This report generates a summary of all prescriptions authorized by a doctor:

1) Select the desired doctor from the drop-down list for this location.

2) Select a date range for the report by clicking on the calendar days. For a one-day
report, click the same day on both calendars.

3) For sequential reports, note the date of last report. Use this date to generate a
new report using the ending date of the previous report as a start date.

4) Click the Printer Friendly link and use browser buttons to print

Patient Details Page

Summary

The Patient Details page displays the selected patient’s general information,
address, mailing address, contact information, insurance information, etc and allows
updating in some configurations. An insurance plan must be entered for formulary
coverage information to appear with drug selections. Note the dropdown specifically
for Medicare Part D. On the left-hand side of the page below the patient’s name, the
RxHub/RxHistory link may appear. Click to view an all- doctor Rx history from the
healthplan.

All users will access the Patient Details page from the Navigation Bar to enter any
needed information. You can come back to this page at any time to modify a
patient’s information.

184



Note for Partner users: You will see much of the information already filled in and
“read-only.” Some items such as patient language or
pharmacy choice will still be changeable.

After a patient has been selected or added, you may enter patient-specific
information here. Those users who have Formulary access may choose the patient’s
Health plan from the drop down box located under the General Patient Information
heading. Listed in this drop down box are all health plans which have been
previously selected for your Account. If the patient’s health plan is not listed you
may proceed to the Admin Page and select the Account Healthplan List link. Any
health plan added to this list will be available for all users to access.

The Pharmacy section indicates the patient’s pharmacies. The Patient Information
section stores the patient demographics. Please note that all fields indicated with
an asterisk (*) are required fields.

Insurance/Formulary information is not required for each patient. However, if you
wish to utilize the NewCrop Formulary feature, the health plan information must be
entered on this screen. Choose from the drop-down list for your account.
Formularies are more specific than the insurance coverage. Therefore, you may see
multiple choices for each health plan. For instance, Blue Cross may provide more
than one formulary (i.e. PPO vs. HMO). In addition, coverage may differ by
employer. You must closely inspect the list of alternative formularies to find the one
matching your patient’s coverage as listed on their card or benefit information. If you
can’t find a match, speak with your Account Manager.

This patient’s previously selected pharmacies and entered allergies are also
displayed at the top of the page.

If you make any changes or additions to this page, be sure to click the <Save>
button to record the updates.

DJeJOR I by request

DoctorR

17;s Office Quality-Information Technology is a new quality improvement program
sponsored by Medicare. It may evolve into “pay-for-performance.” Go-live is
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scheduled for Fall of 2005. In the meantime, the account can monitor practice quality
measures such as percent of coronary artery patients receiving aspirin.

Participation is optional for NewCrop accounts. Your account manager can activate
this feature.

</SPAN

Medicare PartD-O-Lize

Summary

The Medicare PartD-O-Lizer displays choices available to the patient and a
summary of drug coverage.

Medication Entry and Refill Page

Summary

The Medication Entry and Refill Page is used to 1) quickly record medications for
new patients or those prescribed by doctors outside your account. These
medications are added to the patient record and can be selected for modification and
re-use on the Compose Rx page. 2) add an Rx request to Pending Rx for further
processing by doctor or clinical staff.

The Medication Entry and Refill Page may be accessed by clinical users via the
link on the Compose Rx Page or the link on the Admin Functions page. This page
allows staff not authorized to finalize prescriptions to still enter medication
information into the patient record for reference or future processing.

For new patients, use this page to enter medications initially. You search for a drug
the same as you would on the Compose Rx page however you will notice that, once
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selected, the checkbox to the left of the drug name is highlighted in blue and a
complete sig is not required. Drug review does not occur when adding an Rx on this
page, however the Drug Review can be used to perform this function after entry.
Any doctor’'s name can be entered as the prescriber and any start date can be
entered. Be sure to enter that information prior to searching for and selecting the
drug. The medications entered on this screen can later be selected on the Compose
Rx Page for a refill or to change a sig and are included in drug interaction review.
Note: Be sure and select the drug first. Not doing so will cause the other information
to be re-entered.

You are able to place an entered medication on the patient’s current medication list
for viewing by the doctor. To do this, select the checkbox to the left of the entered
medication and click <Add to Current Medications> (Note, it will not have a
ReWrite box because it cannot be renewed.) Detail will not show either print or
transmit information since neither has occurred.

If you do not add the medication to the patient’ current medication list, it will appear
on the Compose Rx page as a pending medication. You can enter the Detail Rx
Page by clicking on the magnifying glass icon to add a message if needed, or to
assign a DR or NS for the next step in processing of refills. A compete sig is not
required at this point. Click <Save> and the Rx will display on the Pending list of the
Compose Rx page.

In addition to adding medications, you may also enter Allergies from this page.

Patient Face Shee

Summary

The Patient Version uses a non-medical sig and displays additional educational
materials (from Rx Detail.)

The Patient Face Sheet feature provides a summary of the patient’s medications,
allergies, diagnoses and demographics in a printable format. You may access this
screen from the <Pt. Face Sheet> on the Compose Rx page. The patient’s

187



medication list is also listed. This list replaces terms such as “tid” with “three times a
day,” etc. for easier patient understanding.

To print this page choose <File>, <Print> and then select your desired ctions on the
use of the work-flow and reporting functions of NewCrop Electronic Prescribing follow. This
information also appears at the bottom of each page via the Help Screens. A summary is
included in “How to Write a Prescription.”

Maintain Pharmacy List

Summary

Maintain Pharmacies shows each location’s list of selected pharmacies. It can be
built from here or allowed to accumulate as selected for each patient. Rarely used
pharmacies can be deleted.

Use this page to add pharmacies to the Location list, edit incorrect fax numbers, and
delete seldom used pharmacies. You may reach this page by clicking on the link <to
add a pharmacy click here> from the Transmit Page, or you may access this page
from the Administrative Functions page.

The Location pharmacy list is automatically generated as pharmacies are selected
for patients on the Transmit Page. You may also choose to add pharmacies from the
Admin Page at set-up, to provide a starting selection list.

Search by for a new pharmacy by zip code, city, phone, name, or state. (Add a state
for common names such as Riverside.) Note that a pharmacy hame must be
entered exactly. If you are not sure of spelling, use part of the name and add a
street, if known.

To edit or add a fax number, click on the desired pharmacy, change the number and
then click <Save>. To remove pharmacies, check the boxes on the left and click
<Delete>.
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Account Healthplan/Formulary List Page

Summary

Use the Account Healthplan List link to build and maintain your list of insurance and
formularies. The list becomes a “pick-list” for each patient.

This page allows selection of the insurance plan formulary used by your account’s
patients. If the account has the Medi-Media Formulary feature, coverage status for
each drug will be displayed, specific to the patient’s insurance coverage. To
accomplish this, healthplans must be listed for the account and then assigned to
each patient.

(If NewCrop is electronically linked with another application in the office such as
practice management or patient record, healthplans may be selected there as part of
the patient set-up process.)

Once selected, the account’s healthplans and associated formularies are displayed
as a drop-down list for each patient on the Patient Detail pages.

Formularies

Formularies are more specific than the insurance coverage. For instance, Blue
Cross may provide a different formulary with each plan (i.e. PPO vrs. HMO.) In
addition, coverage may differ by employer. Therefore, you must closely inspect the
list of alternative formularies to find the one matching your patient’s coverage as
listed on their card or benefit information. One bit of good news: preferred drugs will
generally be the same across formularies for a given healthplan. (Unfortunately,
there is no formulary index system. The group number may be of some help. Be
sure and enter this as part of patient demographics.) Contact employer benefit
managers for additional information.

Medicare formularies are now included: Part D. Handle these as you would an
insurance plan formulary.
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Building Your Account’s Healthplan/Formulary List

To build your account list, start by clicking the add additional healthplans link. You
will see all healthplans / formularies that include your state name. Use the “Add”
check boxes to the left of the healthplan / formulary name to select the ones you
want and then click the <Add to List> button to start building your account list.

Next, use the Search box to find additional choices. Large employers may be listed
nationally and do not appear by state: search the employer name. There are also
national healthplans and Medicare formularies that do not appear by state: search
the plan’s name.

Unable to Find a Healthplan?

If you cannot find the desired plan, try a different or shorter version of the name.
Contact customersupport@newcroprx.com_with the missing plan. Medimedia
currently provides information for 3400 plans nationally and will endeavor to add any
missing ones.

Patient Notes Page

The Patient Notes page provides a means of entering and storing patient
information. To reach this page, select a patient on the Patient Select page and click
<Pt Notes> on the Navigation Bar.

To write a note, type in any information you choose. There is no set format. Your
name and date/time of entry are automatically added to the note.

Each note is added to the Patient Notes list with the most recent appearing first. No
changes are possible once a note is <Saved>. Correct any error by writing a second
note.
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Patient Diagnosis Page|

The Patient Diagnosis page displays diagnoses and past medical history. To add a
diagnosis to the patient’s Current Diagnosis List either select a diagnosis from the
list displayed by clicking on the ICD9 code or enter at least the first three characters
of the diagnosis and click <Search>. If you know the ICD9 code, you may enter it
into the search box.

The search results will display below the search box. Click on the appropriate ICD9
code to select it. Doing so returns you to the Patient Diagnosis page with the
selected ICD9 code and description entered in the appropriate boxes. You may then
move down to the Date of Onset field. This field is pre-populated with the current
date. You click on the box and overwrite today’s date. If the exact date is not known
or necessary, click on the Check box if exact date not known box.

In the Treating Physician box, the current doctor's name can be overwritten by
clicking in the box and overwriting it with the appropriate physician’s name.

NOTE: If the code you are searching for is not displayed, then you should change
your search criteria and click <Search> again.

Once you have filled in the fields, click the <Save> button. This will add the
diagnosis to the patient’s list of current diagnoses. If you have finished searching for
the diagnoses, you can click the <Close List> button which will display the patient’s
current diagnoses list and Previous Diagnosis List.

To move a current diagnosis to a prior diagnosis check the Move box associated with
the chosen diagnosis and then click the <Move to Prior Dx> button. You may
choose to move more than one at a time by selecting more than one checkbox.

Similarly, to move a previous diagnosis to the current diagnosis list, check the Move
box associated with the chosen diagnosis and then click the <Move to Current Dx>.
You may choose to move more than one at a time by selecting more than one
checkbox.
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In addition, you may type any Medical History for this patient in the Past Medical
History text box by clicking in the white box and typing any desired information.
Then click <Save Notes> to record the information. Any information entered and
saved here will be displayed on the Face Sheet or Patient’s Face Sheet which can
be printed from the <Admin> page or from the Compose Rx page.

To print from the Admin page, click on the <Admin> tab. Under the Patients section,
click on the Face Sheet / Patient Face Sheet link which takes you to the Patient
Face Sheet page. Your patient’s name will already be displayed. From here you can
select the Face Sheet or Patient Face Sheet checkbox depending upon which format
you want to print. Clicking the Printer Friendly link displays the Face Sheet in a new
window. Choose <Print> from the Windows File menu to send the sheet to your
network printer. Click on the <X> in the upper right hand corner of the new window
to close the window and return to the Print Patient Face Sheet.

To return to the Patient Diagnosis page click <Patient Diaghosis> on the Navigation
bar. If you are done, click on any tab of the Navigation bar to go to another function
or start another task.
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Section XI: Messaging

Clicktate offers a robust messaging system which allows messages to be sent within the office as well as
to patients via the patient portal. The messaging system is accessed from:

e A specific patient Facesheet in the Quick Links Section

e The Navigation menu found at the top of most pages in Clicktate followed by the “Compose
New Message...” button

Logged in as ledadmind | My Profile | ICD | Admir ~ __guu
Home | Fatients | Documents | Sched | Track | Scan | Lab | Report | NQF

Rx Pharm Rx Status 1 7R view [Msg

Patient Database ey Print O, Search fo,,

Logged in as ledadming | My Profile | ICD | Admin | Logout

n Home | Patients | Documents | Sched | Track | Scan | Lab | Report | NQF Rx Pharm Rx Status 1 Review [ Msg

Message Center

My Inbox - Show sent messages
[ElHello: Last post:
Cuppy, Ronald 14-Oct-2011, 2:39PM by Cuppy, Ronald to New LCD Admin
=l Prescription Refill: Last post:
Emerson, Waldo 09-lan-2011, 11:03PM by New LCD Admin #~*' =7 *dmin

|41 compose New Message...

Quick Links

@ New Appointment...  |ih| Record Today's Vitals...

[ Medical Note [ Medical mos- = wanica Note
[01-Jun-2012) 1-iun-2012) || [01-Jun-2012
[ create Documer. . [=] Message.. =] Portal Message...

After a new message is created, the Message center will appear and will allow the message to be
created.

The Messaging system works in a manner similar to most email messaging systems. Messages may be
sent to one or multiple recipients, may be marked routine or stat and may have attachments included.

Logged in as ledadmind | My Profile | ICD | Admin | Logout

n Home | Patients | Documents | Sched | Track | Scan | Lab | Report | NQF Rx Pharm Rx Status 1 Review [JMsg

Message Center @ Back to Inbox
= New Message

Subject | priority [Normal [+ ]

[E]Test, Darla 2]
1D: 09238
DOB: 09-Mar-2009 (3)
Choase a Template: [ Initial Message [ Response [ Message Completion Contact
Free Text Area

[None on file]

Emergency
[Mone on file]

Allergies
& Attach... (None)

Current Medications

N
To Office E [8] select Recipient(s) {None)

Pharmacy

(3 save and Mark CDmpIEtEl [None on file]
, Vitals
i send Nowl

[EJ Patient Facesheet
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One or more templates may be chosen or the message may be entered via free text.

o If atemplate is utilized, the subject heading will be auto completed.
e Any document in the patient’s chart may be attached to the message.
e Messages will be date and time stamped and will remain in the patient’s chart.

Once a message is completed and is ready to be recorded in the patient chart, choose the “Save and
Mark Complete” button. The message will be closed and recorded in the patient chart.

A quick note may also be recorded using the Message system and immediately choosing the “Save and
Mark Complete” button without sending the message to a recipient.

When messages need to be reviewed, the “Msg” tab at the top right of the screen will turn red and
indicate the number of messages to review.

Ex FPharm Rx Status 1 Review [11 unread

Selecting the Message option will open the message center.

Message Center

My Inbox 2 Show sent messages
=] Acute IlIness: Last post:
Test, Darla Today, 12:14AM by New LCD Admin to Mew LCD Admin
[=lHello: Last post:
Cuppy, Ronald 14-Oct-2011, 2:39PM by Cuppy, Ronald to New LCD Admin
=] Prescription Refill: Last post:
Emerson, Waldo 059-lan-2011, 11:03PM by New LCD Admin to New LCD Admin

|;|) Compose New Message..

Unread messages will appear in green. Messages that are read but not completed/ acted on will appear
in grey. To view a history of all sent messages, select “Show sent messages”.
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Section Xll: Scanning

The scanning center allows the input of scanned documents into the patient chart. It allows employs a
“closed loop” ordering function that easily allows scanned documents to be reconciled with orders.

The scanning center is accessed from the top navigation menu.

Home | Patients | Documents | Sched | Trar« | Scan | Le ¥ | Report | NQF

Selecting “Scan” opens the scanning center.

Logged in as ledadming | My Profile | ICD | Admin | Logout
Home | Patients | Documents | Sched | Track | Scan | Lab | Report | NQF Rx Pharm Rx Status 1 4’Review [1 unread
Scanning Center

Unindexed Files Indexed Folders

Create New...
| BN.jpg

ps_fgd gif

llaa) Upload Files... | ? Upload Scanned PDF Batch... |

The scanning center has unindexed files on the left side of the screen and files which have been indexed
to a patients chart on the right side of the screen.

Any scanner may be used with the scanning system.
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To upload files into Clicktate:

Upload the files to your computer using your scanner.

After the files are uploaded to the computer, they may be selected from the desktop.

e Use the “Upload Files...” option to upload a file for a single patient
e Use the “Upload Scanned PDF Batch...” to upload a file containing documents related to multiple
patients

Upload Scanned Files IE

g
&
4]

2 |z |3

g
&
4]

H Upload Mow | Cancel |

Upload Scanned Files IE

IE:‘ltUsers‘ganer‘Desktop‘Eolonusmpv Report.pdf

ﬁ\i
z |3

g
=

g
z

g
%

H Upload Mow | Cancel |

Selecting “Upload Now” will move the selected file into the unindexed files area of the scanning center.
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Scanning Center

Unindexed Files Indexed Folders
;. 0 colonoscopy Report.pdf Create New...
) ocole oscopy_Report.pd

Upload Scanned Files |z|

" Your file|s) were uploaded successfully.
\:!‘) You may now select more files to upload, or click Cancel to begin indexing.

g
-
o

\iﬁ
213

g
]
2l

g
]
2l

H Upload Now | Cancel |

Selecting a file from the unindexed files will move the file to the indexed folder and open the indexing
box.

Indexed Folders

&l (Select Patient) To |New LCD Admin || [C] Reviewed
Date ﬁ Reconcile To [3=| (Select Order)
Type B
Provider A at P

Area [ (Select)

EZ: 0_Colonoscopy_Report.pdf & v & {;

From this area, the file may be indexed to the patient, date, type, provider and area. Marking the
“Reviewed” boy indicates that the document has already been reviewed by a provider and the
document will therefore NOT go to the document review section for that provider. Leaving the
“Reviewed” button unchecked will send the document to be reviewed.
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A provider index may be built by selecting the magnifying glass beside the Provider section. This may be
built as documents are entered. Practices will find that their individual provider directory builds quickly
as they enter documents.

Any document that is entered as a Test/Procedure will require that the procedure type be entered.

Date E Reconcile To 3z (Select Order)
Type | Test/Procedure Result |E| for 4~ Quick Result...
Provider - at p

Typing the procedure type will open a menu containing possible procedures. A quick result and notes
may also be added by using the “Quick Result...” link.

Selecting “Reconcile To”, will open all outstanding orders currently pending for a patient, allowing the
result to be reconciled to an order. The order will subsequently be automatically marked complete and
closed. The “Reconcile To” option is only available for patients who have outstanding orders.

Documents for multiple patients may also be scanned and input into the system in bulk by using the
upload scanned PDF batch option. The system will divide the document into individual pages for
indexing. To index a batch file, select all pages that are part of a document and enter them into the
appropriate chart.

Logged in as ledadmind | My Profile | ICD | Admin | Logout
Home | Patients | Documents | Sched | Track | Scan | Lab | Report | NQF Rx Pharm Rx Status 1 #Review [£11 unread

Scanning Center
Unindexed Files Indexed Folders

=~ | BN_jpg Create New...

& Upload Files | % Upload Scanned PDF Batch
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Section Xlll: Reporting

Clicktate has a robust and easy to utilize reporting system. Reports may be generated across multiple
parameters, across varied date ranges and for one or multiple providers.

To access the reporting system select the “Report” tab in the top menu bar.

Home | Patients | Documents | Sched | Track | Scin | Report | ('QF

From the reporting page, a report type may be selected.

Reporting

Type
L (Aaln)
Audit Logs

Clinical Decision
Support

Meaningful Use
Patient Reports

e Audit Logs are Audits of System Use within Clicktate.

e C(linical Decision Support reports are reports that are based on Clinical Decision support rules
and appear on appropriate patients’ facesheets as clinical reminders. Clicktate includes a
preconfigured set of Clinical Decision Support rules. The preconfigured reports cannot be
altered at the user level. Users may also create their own practice specific Clinical Decision
Support Rules.

e Meaningful Use reports are reports that generate meaningful use data.

e Patient reports are reports that can be used to quickly gather data regarding your patient
population

To generate a report, select the report from the list and it will automatically run and generate the report
based on the report characteristics.
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Reporting “EMedicare and Medicaid EHR Incentive Program
New LCD Admin - LCD Solutions, LLC - LCD Headquarters Lexington, KY 40536
NQF 0013 /< Configure this report  (3) Return to list

Hypertension: Blood Pressure Measurment: Percentage of patient visits for patients aged 18 years and older with a diagnosis of hypertension who have been seen for at least 2 office visits, with
blood pressure recorded.

Patients (AGE at least "18")

= having at least one of Diagnoses (ICD CODE contains "401" and ACTIVE is "Yes", ICD CODE Patients [AGE at least "18")
contains "997.1" and ACTIVE is "Yes", ICD CODE contains "405" and ACTIVE is "Yes") = having at least one of Diagnoses (ICD CODE contains "401", ICD CODE contains "997.1", ICD
= having Vitals (SYSTOLIC has a value and DIASTOLIC has a value) CODE contains "405")
= having at least 1 Sessions (TEMPLATE is "Medical Note") = having at least 1 Sessions (TEMPLATE is "Medical Note")
Patients Diagnoses Vitals Sessions =
|_§| Biltmore, Troy Essential 01/11/11: Pulse: 64, Medical Note
hypertension: Resp: 20, BP: 140/52
Unspecified (401.9) RUE, Temp: 97.8, Wt:
155, Height: 69, BMI: 23
(8] cuppy, Ronald Essential 12/26/09: Pulse: 82, Medical Note
hypertension: Benign  Resp: 12, BP: 128/82
(401.1) LUE, Temp: 89, Wt: 132, Show Denominator (6 records)
Height: 66, 02: 94
Room Air, BMI: 21

|_§| Rogers, Tim (405) 12/24/09: Pulse: 80, Medical Note
Resp: 12, BP: 134/74
RUE, Temp: 98.9, Wt
156, Height: 72, BMI: 21 j

Mumerator record(s) returned: 4 | & Download

Total: 66.67%

The report parameters are displayed on the report. If a “Configure this report” link is present on the top
of the page, the report may be altered by the user.

Creating a New Report

To create a new report, select “New Report...” located at the bottom of the Reporting page.

Reporting

Type Name Description

& (an) 7~ A1C with Zip
Audit Logs
Clinical Decision  Cholesterol for Hyperlipidemia i) (= Sy s (T e
Support :
Meaningful Use " HG
Patient Reports " HIV Disease Patients diagnoses with HIV or AIDS

" Lipitor

" NQF 0013 Hypertension: Blood Pressure Measu
older with a diagnosis of hypertensi
pressure recorded.

" NQF 0024 Weight Assessment and Counseling
age who had an outpatient visit with
percentile documentation, counselir
measurement year,

" NQF 0027 Tobacco Use Cessation: The percent
smoakers or tobacco users, who were
received advice to quit smoking or tc
smoking or tobacco use cessation m

" NQF 0028 Preventive Care and Screening Meas)

who have been seen for at least 2 of
within 24 months.

57 New Report... |
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Next, select the report type.

-7 Patient Reports

-7 Audit Logs

-7 Clinical Decision Support

Cancel |

Creating a Patient Report

To create a patient report, select “Patient Reports” from the New Report pop-up. A blank patient report
page will appear.

Reporting F Medicare and Medicaid EHR Incentive Program

- Patient Reports 123 Add Denominator...
E Patients any
&2 add...

ﬁ Generate Report | H Save Changes | Exit |

All new reports have the default name “Patient Reports”. The change the report name, select “Patient
Reports” and enter and save the name of the new report. A description may also be entered.

Mame Hyperlipidemia Patients [ Application level?

Description Patients who are over age 18 who have a diagnosis of hyperlipidmia =+

Count By |[REMEINRERE |z|

H Save Changes | Cancel |
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Reporting T Medicare and Medicaid EHR Incentive Program

- Hyperlipidemia Fatients 123 Add Denominator...
[FPatients any
&3 add...

E Generate Report | H Save Changes | * Delete Report | Exit |

Do define the patient criteria, select and modify “Any” beside the patient link.

Patients Criteria X]

patientio|[  [=]
Last Name I—E
First Name I—E
Sex I—E

-
Birth Date I—E
Deceased I—E
Race I_E
Ethnicity I_E
Language I_E
Living Will I_E
POA I_E

User Prompted

Q? oK Cancel |

The report may be narrowed to any patient criteria found in the pop-up fields.

Patients Criteria X &

Patient ID I_B

Last Name I_B I
First Name I_E
Sex I—B

v sge [at least -] 18
Birth Date I_E
(V) Deceased m
Race I_E
Ethnicity I—B
Language I—E
Living Will I—B
POA I_E

Q? oK Cancel |

User Prompted

To add additional criteria to the report, select the “add...” option.
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Reporting EMedicare and Medicaid EHR Incentive Program

[ Hum -ttt damia Patients 52 Add Denominator...
Patients Au. * least "18" and DECEASED is empty
=2 add...

‘:] Generate Report | [.—_] Save Changes | R Delete Report | Exit |

The Add Criteria Group pop-up will appear. Additional criteria may be added for Address, Diagnoses,
Medications, Medication History, Allergies, Procedures, Results, Tobacco Usage, Immunization Status,
Vital Sign Parameters, Documents, and Encounters (Office Visits).

Diagnoses Medications

Med History Allergies Procedures

Social: Tobacco | | Immunizations Documents

Encounter

To add a diagnosis, select the “Diagnoses” option. The selected criteria will be added to the report.

Reporting

~"|Hyperlipidemia Patients
FH Patients AGE at least "18" and DECEASED is empty
&3 having

1| Diagnoses Any
Another...

&a add...

Selecting “Any” from the diagnosis category will allow further drilling down to more specific criteria.

code]|  [z]
Description I—E
Date I—E

Date Closed :
Active I—E
Status I—E

User Prompted

Q? OK | xDeletel Cam:ell
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Each category will have multiple criteria from which specific data may be chosen. Not all fields are
necessary. Add data only to those fields which are appropriate for the desired report. Under
“Diagnoses” the Description category allows searching for a verbal diagnosis, whereas ICD code searches
for an ICD coded diagnosis. Multiple criteria may be added to the same report.

To add Hyperlipidemia, Hypertriglyceridemia and the ICD code 272.4, first add Hyperlipidemia under
Description. We recommend using the “Contains” option as it allows broader searches.

Diagnoses Criteria @
1
CD Code :
(J  Description |E:Dr1tair18 |z| [hy perlipidemia)
Date :
Date Closed :
Active j
Status :

User Prompted

% oK | RD‘ElEtEl Cam:ell

Reporting

- Hyperlipidemia Patients
) Patients AGE at least "18" and DECEASED is empty
& having
@Diagnns&s DESCRIPTION contains "hyperlipidemia"”
Another...

&2 add...
EGEI

Next choose “Another...” to add additional criteria.

Reporting

~"|Hyperlipidemia Patients
T Patients AGE at least "18" and DECEASED is empty
&= having all of

i|Diagnoses DESCRIFTION contains "hyperlipidemia”

Diagnoses Any
Another...

&3 add...
EEEGEH

Choose “Any” again to add additional criteria. Add the additional criteria as already stated.
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Reporting

/|Hyperlipidemia Patients
Patients AGE at least "18" and DECEASED is empty
&2 having all of

| Diagnoses DESCRIPTION contains "hyperlipidemia”

| Diagnoses DESCRIPTION contains "hypertriglyceridemia”

Diagnoses ICD CODE contains "272 4"
Another...

& add...

enerate

Once all criteria are entered, choose the Join Criteria, here defaulted to “having all of” to change the
options and indicate the join parameters.

Criteria Group Type

having at least having all of not having any
one of of

not having all
of

s‘ Delete |

In this example, we’ll change the Criteria Group Join Parameter to “having at least one of”.

Reporting Tmedicare and Medicaid EHR Incentive Program

Hyperlipidemia Patients =2 Add Denominator...
Patients AGE at least "18" and DECEASED is empty

&2 having at least one of
Z|Diagnoses DESCRIPTION contains "hyperlipidemia”

iagnoses DESCRIPTION contains "hypertriglyceridemia”

= |Diagnoses ICD CODE contains "272.4"
Another...

& add...

= Generate Report | [ Save Changes | ¢ Delete Report | Exit

At this point, the report may be saved or generated to view the data. Selecting “Generate Report” will
render the report. Itis recommended that the report be saved prior to running a report.

Reporting “FMedicare and Medicaid EHR Incentive Program
Hyperlipidemia Patients 23 Add Denominator...

Patients AGE at least "18" and DECEASED is empty

= having at least one of

Diagnoses DESCRIPTION contains "hyperlipidemia”

agnoses DESCRIPTION contains "hypertriglyceridemia”
agnoses |CD CODE contains "272.4"

Another
& add...
Generate Renml i save cnangesl 3¢ pelete Rep\)rtl Exit
Patients Diagnoses B
(8] Barnaby, Jonas Hyperlipidemia (272.4)
|8 Besr, Pooh Hyperlipidemia (272.2)
(8] Biltmore, Troy Disorders of lipoid metabolism: Other and unspecified
hyperiipidemia (272.4)
(8] Bower, Mandy Hyperlipidemia
Hyperlipidemia (272.2)
hyperlipidemial object Text] hyperiipidobject Text][object Text][object
Text] (272.2) -
Hyperlipidemia (272.2)
(8] cuppy, Ronald Disorders d metabolism: Mixed hyperlipidemis (272.2)
Hyperlipidemia
(8] pemo, knani Hyperlipidemia

[@]Emerson, waldo  Hyperlipidemia

(8] Fie, Barney Hyperlipidemia
Hyperlipidemia ICD

(8] Frances, Frank Hyperlipidemia (272.2)

(B Henthorpe, Millie
Bt imemnies mm
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To add a denominator and generate a percent calculation, select “Add Denominator...” and enter the
criteria as above. The criteria from the Numerator will be copied into the denominator fields.

Creating a Clinical Decision Support Report

Clinical decision support reports are reports that will generate clinical reminders on the patient
facesheet. Examples might include:

o All patients over a certain age who are due for a certain test
e All patients with a specific diagnosis who need to be on a certain medication
e All patients who meet specified clinical criteria who are due for a certain immunization

To generate a Clinical Decision Support report, select Clinical Decision Support from the “New Report...”
option.

| Patient Reports |

" Audit Logs |

" Clinical Decision Support |

Cancel |

Reporting F Medicare and Medicaid EHR Incentive Program

" Clinical Decision Support g Select Procedure...
ﬂPa‘tiems Any
& add...

_:l Generate Repurcl |l Save Changes | Exit |

Add the PATIENT CRITERIA on the left criteria area of the report builder. 1T IS NOT NECESSARY TO THE
ADD THE TEST THAT IS DUE OF THE INTERVAL. THESE ARE ADDED UNDER THE “Select Procedure...”
AREA OF THE REPORT. A report to generate reminders for all male patients who are over age 50 who
have a diagnosis of tobacco abuse who haven’t add counseling for smoking cessation is shown below.

Reporting T Medicare and Medicaid EHR Incentive Program

| Clinical Decision Support &2 Counsel Smoking Cessation
] Patients SEX is "Male"” and AGE at least "S0" and DECEASED is empty Interval every 1 year(s) E

=2 having at least one of
fSocial: Tobacco RECODE equals "1"
i Social: Tobacco RECODE equals “2"
#H Social: Tobacco RECODE equals 5"

Another

=2 add...

:| Generate Repon:l HSave Changes | Exit

The report may be named as desired by selecting the “Clinical Decision Support” option.
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Section XIV: The Visit Summary

A visit summary may be generated to provide the patient at the completion of each visit. The visit
summary is generated from data entered into the clinical encounter note. The visit summary includes:

e Diagnoses from the current visit

e Vital Signs from the current visit

e laboratory and Radiology study results (if available and documented into the note)
e Patient instructions in patient friendly language

e Qutstanding orders

e Documented Medication Allergies

e Medication Changes

e The current medication list

The visit summary may be generated from the patient console or from the patient facesheet. Itis
recommended that the visit summary be generated after the lab orders are generated. The visit
summary may be generated either before the note is signed or at the conclusion of the visit, after the
note is signed and locked. The visit summary is saved under the Clinical Data and Documentation
section of the chart.

To generate a visit summary, after the note is completed, select Visit Summary from the top menu bar.

File Edit Help Admin
|l save As (S SignjLock | 5= Orders 1! Visit Summary EDon'nload [§iClipboard [ Clear | 4 Undo 3% ' Freetext|| Exit Console

Template Map % Customize 4 || Runner, Road - Medical Note - Sunday, 26-Aug-2012
Send To: [None]
Dos Search jol
WE In Office Labs Laboratory Data
Wwcec a7  Main 4 — .
AR LA | 9T Accucheck Lipid Profile
pata  ||B| qTexa N DATE Chol | HDL | LDL Trig
T % 4] Hematocrit 08/26/2012 | 200 50 | 100 | 150
ros  |[g] TTinfluenza A Norms | <200 |55 | <100 | <150
VS I 9 Influenza B
1| 9T KOH Prep Urinalysis 08/26/2012 : Color- yellow . ¢ SpGr- 1.010 . ¢ pH- 5.0 . ¢ Leukocyte Este
ALLER  ||— .
| K | T KOH Prep - Non Gynecologic Urobilinogen- normal . &7 Bilirubin- negative . «7 Blood- negative . |«
FAMHX L | 9 Limited Urinalysis
SOCHX || M | 4] Lipid Profile
oE | O | 47 Mono Spot Impression and Assessment
P 4] Reviewed Data
oL | i .
IR o] RSV Swab Hypertension . (997.91)
RAD S :
g| 7/ spirometry Hyperlipidemia . (272.2) |«
[MER m 4] Strep Swab
PLAN | | 9 Urinalysis Upper Respiratory Infection . (465.9) «
FROC | 4 Urine Pregnancy Test
Wet Mount
RTO T Plan
TIME Complete list
CC [ Accucheck Hypertension Plan: He was instructed to eat a low fat diet. Instructions were given to eat a Ic
47 Albumin Creatinine Ratio SHOW EDUCATION RESOURCES &
A AST/ ALT
Hyperlipidemia Plan: The current plan was continued. DELETE ORDERS The following tests w
1 BMP
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The patient instruction pop-up will appear. This is generated from data entered into the patient note.
Additional patient instructions may be added, or instructions may be deselected.

bl Print Visit Summary lz‘

Patient Instructions

- Please follow a low fat diet.

Please decrease your sodium intake by eating a low salt (sodium) diet.
It would be in your best interest to lose weight.

You may use over the counter Acetaminophen (Tylenol} for fever or pain.
A cool mist humidifier should be used.

Please be sure to drink plenty of fluids.

)y You should make sure to get plenty of rest.

You should rest your voice as much as possible.

g O

ﬂ Printl Cancel |

LA

Select “Print” to generate the visit summary.
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Runner, Road

Wisit Summary

Sunday. August 26, 20712

LCD Solutions, LLC

Date Produced: 28-Aug-2012 08:25PM

Vital Signs
# Fulse: 56 Beats Per Minute
* Respiratory Rate: 10 Breaths Per Minuis
# Blocod Pressure: 124 (Systolic) f 62 (Diastolic)
« Temperaturs: 37.0F
Today's Diagnoses
* Hyperiension
* Hyperlipidemia
# Lipper Respiratory Infection
Allergies
# MNo Known Drug Allergies

Today's Results

# Laboratory Data

08/26/2012

Urinalysis 08/268/2012: Color- yellow. SpGr- 1.010. pH- 5.0. Leukocyte Esterase- negative. Mifrite- negative.
Protgin- negafive. Glucose- normal. Ketoneg- negative. Urcbilinegen- normal. Bilirukin- negative. Blood-
negative.

Your Plan

# Plzasze follow a low fat diet.

# Pleaze decrease your sodium intake by eating a low salt (sodium) dist.

& [t would be in your best interest to lass weight.

* You may use over the counter Acetaminophen (Tylenol) for fever or pain.
* A cool mist humidifier should be used.

# Pleaze be sure to drink plenty of fluids.

& You ghould make sure to get plenty of rest.

# You should rest your voice as much as possible.

Ordered Today

* BMF
» CK-MB

Fage faf 2
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Runner, Raad

Wisit Summary

Sunday. August 28, 2012

LCD Solutions, LLC

Datz Produced: 28-Aug-2012 08:258FM

# Culture Throat

Medication Changes

& Add: Zithromax 500 mg Tab (2 tablets on day 1 and 1 tablet on days 2-5)

Current Medication List

Depotest 200 mg/mL IM il {1 mL svery two weeks inframuscular inject)
Ligiter 10 mg Tak (1 tablet at bediime by mouth)

lisinopril 10 mg Tak (1 tablet daily by mouth)

Synthroid 100 meg Tab (1 tablet daily by mouth)

Toprol XL 30 mg Tabk (1 tablet daily by mouth)

Zithremax 500 mg Tak (2 fabletz on day 1 and 1 tablet on days 2-5)

Fage 2of 2
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