[bookmark: _GoBack]Adult Nurse/MA – Sick Visit Workflow
Part 1 –Prior to Provider Seeing Patient
1. Appointment Status- Waiting for Nursing 
2. FOUR POINT CHECK - PATIENT, LOCATION, PROVIDER, DATE
3. Access Intake OV template
4. Template set: Internal Medicine or Family Practice; Visit Type: Office Visit
5. [image: ]Review and/or Update Allergies
6. Tracking – status With Nursing 
7. Reason for visit (main reason only)
8. HPI (top blue area only) 
9. Vital Signs (BMI must be calculated at every visit):
a. If patient’s height has been taken within 1yr of the current visit, the carry forward option can be used. Otherwise, current height must be taken and recorded.
10. Medication Reconciliation – click on Reconcile link
a. Check the box next to Verify Mode; select each medication that the patient is currently taking.
b. Locate the Medication Reconcile grid; highlight the medication
c. Click in the Comments field; choose a comment from the picklist
d. Click Save 
Repeat steps a-d for all necessary medications.
e. After all medications have been reconciled, check the following boxes:
i. Completed for transition of care – if the patient is new to the clinic, was recently in the hospital, seen by a specialist and new medications were given or current medications were changed (i.e., dose, SIG, etc.) or there was a lapse in care.
ii. Reconciliation Completed – always; including if the patient was transitioned for care
f. Click Save and Close 
11. Screening Summary
a. Depression Screening (for patients with a diagnosis of Diabetes, Hypertension or Asthma)
i. Click on Open PHQ2 Screening link
ii. Fill out patient response; if any of the answers are yes, click on the link for the PHQ9 → Save and Close → OK
b. Fall Risk Screening (must be collected for ALL Patients 65 years and older)
i. Right click in the grid, select add new 
ii. Identify if the patient is a fall risk or not.
iii. Click Save → Close
c. Patient Education
i. Locate the link for Counseling/Educational Factors; click on it
ii. Enter Type of Counseling, Method of Counseling, and Evaluation of Counseling 
iii. Click Save and Close
d. Domestic Violence (for all female patients 18 years and older at every visit)
i. Ask the four questions referring to domestic violence
ii. If patient replies yes to any of the questions, ask if they would like to speak to the Patient Advocate. If yes, call Sandra Anguiano at Health & Wellness/Domestic Violence Program at ext. 1329.
iii. If patient does not want to speak with the Patient Advocate at this time, write a referral to Health & Wellness/Domestic Violence (use assessment that has been assigned for that visit). Please indicate in the referral if patient would:
· Like to be contacted by patient advocate
· Does not want services at this time
· Is receiving services by another provider
iv. If patient is in distress, ask if they would like to speak to the Patient Advocate. If so, call Sandra Anguiano with Health & Wellness/Domestic Violence Program at ext. 1329.  If Noemi Elizalde is unavailable please contact Frank Bejarano, LPC.
Note: If for any reason you cannot address the domestic violence questionnaire with the patient, document that information in the Intake Comments. 
12. Histories Tab
a. Tobacco Use (must be collected for all patients age 12 and older)
i. [image: ]Locate the Tobacco section
ii. Click on the blue Tobacco Usage button
iii. Choose all necessary options under the Tobacco Use section
iv. Choose all necessary options under the Smoker Status (Meaningful Use) section
v. Click Add
vi. Click Save and Close
b. Tobacco Cessation (must be collected for all patients age 12 and older)
i. If patient is interested in quitting:
· Send referral to Health & Wellness (Alicia Villa)
· Reason for referral: Health and Wellness use assessment v15.82
· Access the Er_CheckOut template, print referral and give a copy to the patient
ii. If patient is not interested in quitting:
· Click on the Tobacco Cessation button (located next to the Tobacco section on the Histories template)
· Locate the Medication screening questions section, select the radio button next to Other, type in the text field Pt not interested in quitting at this time
· [image: ]Scroll down to the bottom of the page, click on the Tobacco Cessation button (this will generate a document)  
13. HowTo: Placing Referral Orders
a. Access the Referrals template (left-hand Navigation)
b. Select the radio button next to Specialty/Specialist Name/Site
c. Select the box under Specialty, choose a specialty from the picklist
d. Click in the first assessment box, choose the appropriate diagnosis. If you need to add an assessment, click on the Add or Update Assess link.
e. Select Services Requested
f. Input the information for Clinical Indications/Reason for Referral
g. Select a Time Limit/Timeframe
h. Add Clinical Information/Comments if necessary
i. Click Add 
14. Standing Orders (Office Services) – ordered using the Office Services link (left-hand navigation) 
Note: For every order you need to have an assessment, be sure to ask the Provider or any of the license staff to identify which assessment should be used.
15. Add nursing comments if necessary – use the Intake Comments link
16. Tracking – status Ready for Provider 
17. Generate the  Master Document (click Preview located in the left-hand navigation)
18. File → Close Patient



Part 2 – Patient Ready for Check out
1. Appointment Status – Ready for Check Out 
2. FOUR POINT CHECK - PATIENT, PROVIDER, LOCATION, DATE
3. Access Er_CheckOut template –  use template chooser (Tic-Tac-Toe) 
4. Labs – highlight order and generate requisition, print a copy out and give to patient. For same day labs have patient go to lab lobby, task lab using the Tasking button.
a. Locate the Given to patient/verified section at the bottom of the template. Check the box Yes for lab orders.
5. X-ray – highlight order and generate requisition, print a copy out and give to patient, task x-ray using the Tasking button. Escort patient to x-ray department.
a. Locate the Given to patient/verified section at the bottom of the template. Check the box Yes for Diagnostic tests.
6. Medications – medications prescribed at today’s visit will display. 
a. Locate the Given to patient/verified section at the bottom of the template. Check the box Yes for Medication(s).  If education was provided, in the comments field type: med education provided.
7. Referrals – highlight order and generate requisition, print a copy out and give to patient, task referrals using the Tasking button. If necessary, escort patient to referrals office. 
a. Locate the Given to patient/verified section at the bottom of the template. Check the box Yes for Referrals.
8. Check the box for the Patient Plan → click on the Patient Plan button; this will generate the patient plan document. Print it and give it to the patient.
[image: ]
NOTE: Review the Patient Plan document, if you see in the document the “Services Billed This Visit” delete that section from the document → save changes. Print it and give it to the patient. Don’t let patient leave without the patient plan document.
9. Tracking - status Checked Out 
10. File → Close Patient

* If patient not present, mail a copy of the referral order to the patient and ask them to contact the referrals department.  Referral orders must be tasked to the referral department for processing. For procedures, inform patient that referrals staff will contact them to schedule procedures.  Referrals staff schedule all procedures. STAT orders should be called into referrals staff. MA’s need to assist patients in scheduling STAT consults.  
** Read x-ray requisition to ensure order is complete (type of x-ray, side to be x-rayed, correct patient).









Adult Nurse/MA – Preventive Medicine Visit Workflow
Part 1 – Prior to Provider Seeing Patient
1. Appointment Status- Waiting for Nursing
2. FOUR POINT CHECK – PATIENT, LOCATION, PROVIDER, DATE
3. Access Intake OV template
4. [image: ]Template set: Internal Medicine or Family Practice; Visit Type: Preventive Medicine
5. Review and/or Update Allergies
6. Tracking – status With Nursing  
7. Reason for visit – Physical Exam 
NOTE: If the patient has additional complaints, type them in the Intake Comments. The provider will determine if the patient will be seen for those additional complaints.
8. Vital Signs (BMI must be calculated at every visit)
a. If patient’s height has been taken within 1yr of the current visit, the carry forward option can be used.  Otherwise, current height must be taken and recorded.
9. Medication Reconciliation – click on Reconcile link
a. Check the box next to Verify Mode; select each medication that the patient is currently taking
b. Locate the Medication Reconcile grid; highlight the medication
c. Click in the comments field; choose a comment from the picklist
d. Click Save
Repeat steps a-d for all necessary medications.
e. After all medications have been reconciled, check the following boxes:
i. Completed for transition of care – if the patient is new to the clinic, was recently in the hospital, seen by a specialist and new medications were given or current medications were changed (i.e., dose, SIG, etc.) or there was a lapse in care.
ii. Reconciliation Completed – always; including if the patient was transitioned for care
f. Click Save and Close
10. Review Chronic Conditions
11. Screening Summary
a. Fall Risk Screening (must be collected for ALL patients 65 years and older)
i. Right click in the grid, select add new
ii. Identify if the patient is a fall risk or not
iii. Click Save → Close
b. Patient Education
i. Locate the link for Counseling/Educational Factors; click on it
ii. Enter Type of Counseling, Method of Counseling, and Evaluation of Counseling
iii. Click Save and Close
c. Domestic Violence (for all female patients 18 years and older at every visit)
v. Ask the four questions referring to domestic violence
vi. If patient replies yes to any of the questions, ask if they would like to speak to the Patient Advocate. If yes, call Sandra Anguiano at Health & Wellness/Domestic Violence Program at ext. 1329.
vii. If patient does not want to speak with the Patient Advocate at this time, write a referral to Health & Wellness/Domestic Violence (use assessment that has been assigned for that visit). Please indicate in the referral if patient would:
· Like to be contacted by patient advocate
· Does not want services at this time
· Is receiving services by another provider
viii. If patient is in distress, ask if they would like to speak to the Patient Advocate. If so, call Sandra Anguiano with Health & Wellness/Domestic Violence Program at ext. 1329.  If Sandra Anguiano is unavailable please contact Frank Bejarano, LPC.
Note: If for any reason you cannot address the domestic violence questionnaire with the patient, document that information in the Intake Comments. 
12.  Histories Tab
a. Tobacco Use (must be collected for all patients age 12 and older)
vii. [image: ]Locate the Tobacco section
viii. Click on the blue Tobacco Usage button
ix. Choose all necessary options under the Tobacco Use section
x. Choose all necessary options under the Smoker Status (Meaningful Use) section
xi. Click Add
xii. Click Save and Close
b. Tobacco Cessation (must be collected for all patients age 12 and older)
iii. If patient is interested in quitting:
· Send referral to Health & Wellness (Alicia Villa)
· Reason for referral: Health and Wellness use assessment v15.82
· Access the Er_CheckOut template, print referral and give a copy to the patient
iv. If patient is not interested in quitting:
· Click on the Tobacco Cessation button (located next to the Tobacco section on the Histories template)
· Locate the Medication screening questions section, select the radio button next to Other, type in the text field Pt not interested in quitting at this time
· [image: ]Scroll down to the bottom of the page, click on the Tobacco Cessation button (this will generate a document)  

13. HowTo: Placing Referral Orders
a. Access the Referrals template (lefthand Navigation)
b. Select the radio button next to Specialty/Specialist Name/Site
c. Select the box under Specialty, choose a specialty from the picklist
d. Click in the first assessment box, choose the appropriate diagnosis. If you need to add an assessment, click on the Add or Update Assess link.
e. Select Services Requested
f. Input the information for Clinical Indications/Reason for Referral
g. Select a Time Limit/Timeframe
h. Add Clinical Information/Comments if necessary
i. Click Add 
14. Standing Orders (Office Services) – ordered using the Office Services link (left-hand navigation)
Note: For every order you need to have an assessment, be sure to ask the Provider or any of the license staff to identify which assessment should be used.
15. Add nursing comments if necessary – use the Intake Comments link  
16. Tracking – status Ready for Provider 
17. Generate the  Master Document (click Preview located in the left-hand navigation)
18. File → Close Patient



Part 2 – Patient Ready for Check out
1. Appointment Status – Ready for Check Out 
2. FOUR POINT CHECK - PATIENT, PROVIDER, LOCATION, DATE
3. Access Er_CheckOut template –  use template chooser (Tic-Tac-Toe) 
4. Labs – highlight order and generate requisition, print a copy out and give to patient. For same day labs have patient go to lab lobby, task lab using the Tasking button.
a. Locate the Given to patient/verified section at the bottom of the template. Check the box Yes for lab orders.
5. X-ray – highlight order and generate requisition, print a copy out and give to patient, task x-ray using the Tasking button. Escort patient to x-ray department.
a. Locate the Given to patient/verified section at the bottom of the template. Check the box Yes for Diagnostic tests.
6. Medications – medications prescribed at today’s visit will display. 
a. Locate the Given to patient/verified section at the bottom of the template. Check the box Yes for Medication(s).  If education was provided, in the comments field type: med education provided.
7. Referrals – highlight order and generate requisition, print a copy out and give to patient, task referrals using the Tasking button. If necessary, escort patient to referrals office. 
a. Locate the Given to patient/verified section at the bottom of the template. Check the box Yes for Referrals.
8. Check the box for the Patient Plan → click on the Patient Plan button; this will generate the patient plan document. Print it and give it to the patient.
[image: ]
NOTE: Review the Patient Plan document, if you see in the document the “Services Billed This Visit” delete that section from the document → save changes. Print it and give it to the patient. Don’t let patient leave without the patient plan document.
9. Tracking - status Checked Out 
10. File → Close Patient

* If patient not present, mail a copy of the referral order to the patient and ask them to contact the referrals department.  Referral orders must be tasked to the referral department for processing. For procedures, inform patient that referrals staff will contact them to schedule procedures.  Referrals staff schedule all procedures. STAT orders should be called into referrals staff. MA’s need to assist patients in scheduling STAT consults.  
** Read x-ray requisition to ensure order is complete (type of x-ray, side to be x-rayed, correct patient).










Adult Nurse/MA – Nurse Visit Only Workflow
1. Appointment Status –  Waiting for Nursing
2. FOUR POINT CHECK – PATIENT, LOCATION, PROVIDER, DATE
3. Access Intake OV template
4. Template set: Internal Medicine or Family Practice; Visit Type: Nurse Visit
5. [image: ]Review and/or Update Allergies
6. Tracking – status With Nursing 
7. Reason for visit – free text for immunization/allergy shot/ppd/ppd check/BP Check
8. Vital signs – as appropriate
9. Add nursing comments if necessary – use Intake Comments link
10. Services Rendered (where to order/complete services provided to patient)
a. Allergy shots – access Office Diagnostics from the Intake OV template
i. An assessment must be added in order to place/complete the order.  Refer to item number 11 to identify which assessment to use.
b. Immunizations – access Immunizations template from left-hand navigation
c. Suture Removal/Wound Check – access the Procedures template from the SOAP template
d. Medication Injections (when patient’s bring in their own medications to be administered) – access the Office Services template from the left-hand navigation
e. HowTo – ordering/completing an Office Service
i. Access the Office Services template from the left-hand navigation
ii. Have an assessment or choose one by clicking on Add or Update Assessment
iii. Use the drop down menus located to the left to find what service you need to order
iv. Click Place Order, if you have more than one order to place, it will have to be done individually
v. Double click on the order in the grid below
vi. Locate the Clinical information/comments box; free text Pts own meds
vii. Locate the Obtained/performed/placed section; check the box next to Performed
viii. Locate the Result/report section; check the box next to Completed
ix. Click Save and Close
NOTE: DO NOT submit to superbill when the patient brings in their own meds to be injected
f. PPD Placement – access the Tuberculin Skin Test template from the left-hand navigation
g. HowTo – documenting the placement of a PPD
i. Access the Tuberculin Skin Test template
ii. Mark whether patient has ever had a BCG Immunization
iii. Choose a  Assessment
iv. Choose an Order 
v. Click on the Place Order button
vi. Locate the order in the grid below, double click on it
vii. The Manage PPD Order popup will appear, locate the Placed check box and select it
viii. Click Submit to Superbill
ix. Click Save → Close
h. PPD Reading – access the Tuberculin Skin Test template from the left-hand navigation
i. HowTo – documenting the reading of a PPD
i. Access the Tuberculin Skin Test template
ii. Locate the order in the grid, double click on it
iii. Mark the order as Read, input results (i.e., negative, positive, raised, etc.)
iv. Click Save & Close
11. SOAP Tab (add an assessment if necessary)
a. Allergy Shots (use allergic rhinitis 477.9)
b. PPD Reading (use V74.1 for both positive and negative results)
c. Nurse Only Visit (if counseling was provided use v65.4)
12. NDC #’s – documentation needed for all Injections, Vaccinations, IV’s, Oral and Inhalation medications.
a. Complete the order per the current workflow
b. Access the Procedures Module via the History Panel; click on the Procedure Module button
c. Locate the order in the grid, click on it to highlight it
d. Click on the “…” button next to NDC ID
e. Select the corresponding NDC ID
f. Click OK 
g. Click Update
h. A popup will appear; acknowledge it by clicking Yes
i. Close the Procedures Module
13. Finalize OV Tab
a. 99211 – anything other immunization and PPD’s (i.e., Triage, Blood pressure check, Suture removal, and Patient that is seen for Coumadin (Nurse Visit, Venipuncture and PT/INR- in house)
b. 99211V – immunizations (i.e., Vaccines for Adult/Children), Injectables (e.g., Vitamin B-12, Rhogam, PPD, Epogen), and Patients that bring in their “own meds” for administration of injection
c. 99211N – PPD Reading 
NOTE: DO NOT SUBMIT AN E&M CODE IF PATIENT WAS SEEN FOR ALLERGY SHOTS.
14. Submit Code(s) the system will automatically generate the Master Document.
15. Access the Checkout tab
16. Check the box for the Patient Plan → click on the Patient Plan button; this will generate the patient plan document. Print it and give a copy to the patient.
[image: ]
[image: ]NOTE: Review the Patient Plan document, if you see in the document the “Services Billed This Visit” delete that section from the document → save changes. Print it and give it to the patient. Don’t let patient leave the without the patient plan document.
17. Tracking – status Checked Out 
18. File → Close Patient

**DO NOT create an encounter for a Nurse only visit. The Front desk needs to create an encounter for any type of visit. Only create an encounter for a chart update and/or telephone call.








































Adult MA/Nurse – Telephone Message Workflow
Part 1 – Taking Message/ Initiating Communication
1. Access EHR
2. Locate the patient by conducting a Patient Search
3. FOUR POINT CHECK – PATIENT, LOCATION, PROVIDER, DATE
4. Click on the History button, if the history panel is not open
5. Click New, this will create a new encounter
6. Add Encounter Description/Remarks
· [image: ]Select the encounter; right click 
· Select Encounter Description/Remarks
· Type in the field  MSG 	
· Refresh in order to see changes
· Click on the drop down arrow from the Custom grid → click on the <Refresh>  
7. Access Telephone Call template – using the tic-tac-toe grid
8. Select the appropriate Communication Topic (i.e., medication management, medical question, other)
9. Add Contact Type
10. Identify who the contact was
11. Add Urgency
12. Add a Concern – this field will appear on the Medical Question template
13. Document message details under Comments box
14. Click Send and Close – task message to appropriate recipient. (The Nurse/MA assigned to that provider will be tasked. Nurse/MA needs to review and complete tasks as appropriate. Nurse/MA will reassign to provider as appropriate. Medication refill requests should go to the Nurse/MA assigned to them.)
15. Click on Preview Document in order to generate Telephone Message Document.
16. File → Close Patient
*Make sure to task all MA/Nurses assigned to provider. Review nursing assignment on a daily basis.


Part 2 – Response to a Message
1. View Task; click Accept
2. FOUR POINT CHECK – PATIENT, LOCATION, PROVIDER, DATE
3. Click Chart
4. Previously used template will appear
5. Fill out Response to Message – use the Comments box
6. If additional action needed 
b. Document actions taken in chart – if necessary (i.e., placing orders, ordering medications, generating letters)
c. Click on Send and Close to task to appropriate persons to complete actions
7. If NO other action needed – click on Reply and Close
8. Click on Preview Document in order to generate Telephone Message document
9. File → Close Patient
10. Open the Inbox
11. Mark task as Completed 




















Adult Nurse/MA - No Show Appt. Workflow
1. Appointment status – BOOKED
2. FOUR POINT CHECK – PATIENT, LOCATION, PROVIDER, DATE
3. Click on the History button, if the history panel is not open
4. Click New, this will create a new encounter
5. Access  Intake OV template
6. Template Set: Internal Medicine or Family Practice; Visit Type: Chart Update
7. Review and/or Update Allergies
If the patient does have allergies listed; click the radio button next to Reviewed, no change
[image: ]
8. Click on Intake Comments
9. Type in text box – “Pt was a no show” and add the date of appointment
10. Click OK
11. Click on Document Library (left-hand navigation)
12. Click on Missing Appointment Reminder link
13. A document will generate; print document out
14. Save → Close
15. Generate the Master Document :
Click on Preview (left-hand navigation)
16. Highlight everything BUT Nurse Comments & who/when document was generated and press delete on keyboard.
17. Highlight Nurse Comments – edit font to BOLD, change size to 36, change font color to RED
18. File → Close Patient
19. PUT LETTER IN AN ENVELOPE AND MAIL LETTER TO PATIENT































Accepting/Completing a Provider Test Action Task	

1. View task; click Accept 
2. Click Chart 
3. FOUR POINT CHECK – PATIENT, LOCATION, PROVIDER, DATE 
4. Depending on the Provider’s request, there may be an encounter open with the Provider Test Action template and others.
5. Double click into the Provider Test Action template
6. Locate the Action items/Log grid; double click on the message in the grid 
7. Check the box next to Completed; add the action taken in the Completion Comments box
8. If you need to get in contact with the patient, click on the Outgoing Call link - a telephone template will appear
9. Add Contact Type 
10. Identify the Contact
11. Document message details in the Comments box
12. If you need to task the message to someone else for more action, click on the Send and Close button, select the task recipient, add user and click OK to send the task.  If you don’t need to task it for more action, just click on the Save and Close button 
13. Click Save → Close to get out of the Provider Test Action Log
14. File → Close patient.
[image: ][image: ][image: ][image: ]
     

















Steps to be taken when NextGen (EHR) is down
Part 1 – Scheduled Appointments
1. Get copy of provider schedule from MA
2. Encounters are hand written
3. Copy of insurance card is attached to the encounter
4. Encounter/Insurance information is then placed in the Providers box
Part 1a – Walk-ins
1. Encounter is hand written
2. Copy of insurance card is attached to the encounter
3. Encounter/Insurance information is then placed in the Providers box
Part 2 
1. Patients are called back in order
2. MA/Provider will document entire visit on paper progress note
3. MA will turn paper progress note into Medical Records basket
Part 3
1. When system is working again Medical Records will scan and file all progress notes into correct patients chart
2. MA’s will then go into EMR and document as follows:
a. FOUR POINT CHECK – PATIENT, LOCATION, PROVIDER, DATE
b. Create new encounter
c. Access Intake OV template
d. Template Set: Internal Medicine or Family Practice; Visit Type: Chart Update
e. Click on Intake Comments 
f. Type in the message box “ view scanned progress note…(and the date)”
g. Click OK
h. Click on Preview (located at the bottom of the left-hand navigation); this will generate the Master IM document.
3. File → Close Patient







[bookmark: _Toc296000130]Additional Help
If you have a question on how to USE one of the features of EHR please contact a member of the training team:
Ingri Marroquin ext. 1233
imarroquin@mariposachc.net
Juliette Slavik     ext. 1330
jslavik@mariposachc.net

If your system is not working correctly please contact the IT Help Desk @ 1-800-967-0944

Effective 10/2008; Revised 7/2013
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