Administrative User’s Guide
Aprima v18.1
February 18, 2020

© 2020 Aprima Medical Software, an eMDs company. All rights reserved.
Aprima is a registered trademark of Aprima Medical Software.
All other trademarks are the property of their respective owners.
Reference Number: 1192.13

2

Ref: 1192.13

Contents
Introduction ...................................................................................................................................................... 33
Administration ........................................................................................................................................... 33
Purpose and Organization of this Guide ............................................................................................. 33
New and Revised Content ..................................................................................................................... 34
Other Conventions ................................................................................................................................... 34
Administration External to Aprima ............................................................................................................... 35
Automatic Screen Activation with Password Lockout ...................................................................... 35
Backup and Retention Recommendations ........................................................................................ 35
The Need for Database Backups ................................................................................................... 36
Database Backup Job ..................................................................................................................... 36
Backup and Retention Schedule ................................................................................................... 36
Database Recovery .......................................................................................................................... 37
Accounts Receivable Management .......................................................................................................... 37
Advance Beneficiary Notice (ABN) ............................................................................................................. 38
Automatic ABN Generation ................................................................................................................... 38
ABN Formatting Models........................................................................................................................... 39
Application License Registration .................................................................................................................. 39
Register the Application ......................................................................................................................... 39
Aprima PRM About Window Security .......................................................................................................... 40
Assessment Forms ............................................................................................................................................ 41
Attachments .................................................................................................................................................... 42
Attachment Types .................................................................................................................................... 42
Education Forms ....................................................................................................................................... 43
Define a Procedure Code for Education Forms .......................................................................... 43
Modify an Existing Education Form ................................................................................................ 43
Import an Education Form ............................................................................................................... 44
Printing Imported Forms .................................................................................................................... 45
Creating a Patient Communication Type .................................................................................... 45
Setting Up Education Form Associations ....................................................................................... 45
Existing Attachment Images................................................................................................................... 47
Integrated PDF Attachment Handler ................................................................................................... 47
File Compression for Attachments ........................................................................................................ 48
Compressing Attached Files in the Database ............................................................................. 48
Remove File Compress for a File Type ........................................................................................... 49
Ref: 1192.13

3

Define Compression for a File Type ................................................................................................ 49
Adding Compression Techniques .................................................................................................. 50
Prevent Importing of a File Type ..................................................................................................... 50
File Conversion for Attachments ........................................................................................................... 50
Convert a Single File ......................................................................................................................... 51
Convert Multiple Files ........................................................................................................................ 52
Image Rescaling for JPEG Files .............................................................................................................. 53
Configure the JPEG Attachment Handler .................................................................................... 53
Importing Files for Document Linking .................................................................................................... 53
Create the Destination Document Linking Folders ..................................................................... 54
Set Up the Document Import Job .................................................................................................. 55
Schedule the Document Import Job ............................................................................................. 55
Security for Sending Documents ........................................................................................................... 56
Audit Trail ........................................................................................................................................................... 56
Security Audit Only Security Setting ...................................................................................................... 57
View the Audit Trail ................................................................................................................................... 57
Audit Trail ATNA Exports ........................................................................................................................... 58
Billing Information ............................................................................................................................................ 58
Account Types .......................................................................................................................................... 58
Define an Account Type .................................................................................................................. 59
Amount Allowed Schedules ................................................................................................................... 59
Creating and Modifying Amount Allowed Schedules ............................................................... 59
Default Amount Allowed Schedule ............................................................................................... 60
Amount Allowed Schedule Effective Period ................................................................................ 60
Automatic Write-Offs ........................................................................................................................ 60
Billing Rules .......................................................................................................................................... 61
Modifier Required .............................................................................................................................. 61
Amount Allowed Schedules Cannot be Merged ....................................................................... 62
Create a Template Amount Allowed Schedule ......................................................................... 62
Create a Specific Amount Allowed Schedule from the Template Amount Allowed
Schedule ............................................................................................................................................. 63
Edit the Default Amount Allowed Schedule ................................................................................ 65
Import an Amount Allowed Schedule ........................................................................................... 66
Display Specific Codes ..................................................................................................................... 66
Edit an Effective Period for an Amount Allowed Schedule ...................................................... 67
Adjust All Fees ..................................................................................................................................... 68
4

Ref: 1192.13

Repairing the Effective Periods ....................................................................................................... 68
Balance Write Off Security ...................................................................................................................... 69
Combining Services from Multiple Superbills ....................................................................................... 69
Enable the Combine Services Add-In ........................................................................................... 70
Set Up the Combine Services Job .................................................................................................. 71
Create the Combine Services Job Schedule .............................................................................. 71
Fee Schedules ........................................................................................................................................... 71
Fee Schedule Effective Period ........................................................................................................ 72
Multiplying Units .................................................................................................................................. 72
Modifier Required .............................................................................................................................. 72
Codes for Clinical Quality Program Reporting ............................................................................ 73
Fee Schedules Cannot be Merged ............................................................................................... 73
Create a Flat Fee Schedule ............................................................................................................ 73
Importing a Flat Fee Schedule ........................................................................................................ 75
Display Specific Codes ..................................................................................................................... 75
Edit an Effective Period for a Fee Schedule ................................................................................. 76
Adjust All Fee Amounts ..................................................................................................................... 76
Associate a Fee Schedule to a Provider ....................................................................................... 76
Financial Batches ..................................................................................................................................... 77
Batch User Security ............................................................................................................................ 77
Batch Owner Security ....................................................................................................................... 78
Batch Contributor Security............................................................................................................... 78
Default Owner for System-Created Batches................................................................................ 79
Financial Centers ...................................................................................................................................... 79
Financial Center Prefix for Superbills .............................................................................................. 80
Statements by Financial Center ..................................................................................................... 80
Modify the Default Financial Center ............................................................................................. 80
Define and Configure a Financial Center .................................................................................... 81
Government Program Funding Identifiers ........................................................................................... 81
Eligibility Fund ..................................................................................................................................... 81
Fund Type ............................................................................................................................................ 82
Region .................................................................................................................................................. 82
Master Claims ............................................................................................................................................ 82
Grant Security to Create Master Claims ....................................................................................... 83
Provider Care Type .................................................................................................................................. 83

Ref: 1192.13

5

Purchased Services .................................................................................................................................. 84
Enter NPI Numbers for Medical Services Providers ...................................................................... 84
Configure Procedure Codes for Purchased Services ................................................................. 84
Recomputing Financial Information ..................................................................................................... 85
Define Recipients for Account Change Alert Messages ........................................................... 85
Security Setting for Messages .......................................................................................................... 85
Security Setting for Recomputing Financial Information ........................................................... 86
RVU Schedules .......................................................................................................................................... 86
Create an RVU Schedule ................................................................................................................. 87
Import an RVU Schedule .................................................................................................................. 88
Superbill Statuses ...................................................................................................................................... 88
UB Billing ...................................................................................................................................................... 89
Admission Source ............................................................................................................................... 89
Admission Type ................................................................................................................................... 89
Condition Code ................................................................................................................................. 89
Contract Type Code ......................................................................................................................... 90
Delay Reason ..................................................................................................................................... 90
Emergency Indicator ........................................................................................................................ 90
EPSDT Referral Condition Indicator ................................................................................................ 91
Occurrence Code ............................................................................................................................ 91
Patient Status (UB Superbill) ............................................................................................................. 91
Service Authorization Exception ..................................................................................................... 92
Special Program Reason .................................................................................................................. 92
Value Code ........................................................................................................................................ 92
Coverage Type .................................................................................................................................. 93
Medication Measurement Qualifier............................................................................................... 93
Care Management ........................................................................................................................................ 93
Care Plan .......................................................................................................................................................... 94
Add the Patient Care Plan Tab to a Clinical Note Type .................................................................. 94
Add the Clinical Note Type Window to the User Setting Definition ................................................ 94
Apply a User Setting Definition to a User .............................................................................................. 95
Case Management ........................................................................................................................................ 95
Case Alerts ................................................................................................................................................. 95
Case Authorization Code Set ................................................................................................................ 95
Custom Case Types ................................................................................................................................. 96

6

Ref: 1192.13

Create a Case Module Associated to a Form Layout ............................................................... 96
Create a Case Management Type ............................................................................................... 96
Pregnancy Case Type ............................................................................................................................. 97
Edit the Pregnancy Case Type ....................................................................................................... 98
Required Procedure Codes for Case Types ........................................................................................ 98
Setup .................................................................................................................................................... 99
Define the Required Procedure Code Rules................................................................................ 99
Associate the Case Required Procedure Codes Add-In to a User Setting Definition ........100
Charge Tickets ...............................................................................................................................................101
Hiding the Most Frequently Used Lists for Diagnoses and Procedures .........................................101
Diagnosis Charge Ticket........................................................................................................................101
Services Ordered Charge Ticket .........................................................................................................102
Services Performed Charge Ticket ......................................................................................................102
Create a Charge Ticket and Its Categories......................................................................................102
Create a Charge Ticket .................................................................................................................102
Add a Standard Category and Procedures to a Charge Ticket ...........................................103
Create Charge Ticket with Designer Categories ......................................................................104
ChartCapture™ .............................................................................................................................................107
<<Revised>> Enable the ChartCapture Add-In ...............................................................................107
<<Revised>> Associate the ChartCapture Add-In with User Setting Definitions .......................107
Claim Information..........................................................................................................................................108
Aligning Claims to Print on Standard Forms ......................................................................................108
Process for Aligning Using Printer Offsets .....................................................................................108
Process for Aligning Using the HCFA Alignment Tool ................................................................108
Modify the Print Set..........................................................................................................................108
Align Text with the HCFA Alignment Tool Window ....................................................................109
Clearinghouses .......................................................................................................................................110
Clearinghouses for Electronic Claim Submission .......................................................................110
Clearinghouse for Insurance Eligibility Requests ........................................................................110
Configure Practice Insight Clearinghouse ..................................................................................110
Claim Formats .........................................................................................................................................112
NPI Number Requirements .............................................................................................................112
NPI Numbers for Groups and Individual Providers.....................................................................112
Overriding the NPI ...........................................................................................................................113
Billing Provider for Lab Tests on Claims ........................................................................................113

Ref: 1192.13

7

Billed Service Type ...........................................................................................................................113
Claim Amount Allowed ..................................................................................................................114
CLIA IDs in Electronic and Paper Claims .....................................................................................114
Excise Tax Code in Electronic Claims ..........................................................................................114
Mammogram Certification Numbers in Electronic and Paper Claims .................................115
Defining Group or Individual Claims ............................................................................................115
Mutually Defined ZZ Qualifier ........................................................................................................115
Procedure Codes Used for Clinical Quality Program Reporting ............................................116
Box 25 Custom Tax ID for Paper Claims .......................................................................................116
Box 29 Paid Amount for Paper Claims .........................................................................................116
Secondary Medicare Claim Format ............................................................................................117
Service Facility Address in Electronic Claims ..............................................................................117
Group Taxonomy Code .................................................................................................................117
Service Site ID on Paper Claim Format ........................................................................................118
Payer-Specific Identifier for UB Paper Claim Format ................................................................118
Print Claim Form Layout ..................................................................................................................118
Creating a Claim Format ...............................................................................................................118
Claim Format Value Types ....................................................................................................................120
Claims by Financial Center or Practice ......................................................................................120
Group and Individual Provider Claim Filing ................................................................................121
Provider IDs........................................................................................................................................121
Electronic Prescriptions ...................................................................................................................122
CLIA IDs and Mammogram Certification Numbers ..................................................................122
Insurance Eligibility ID Number ......................................................................................................123
Group Taxonomy Code .................................................................................................................123
Comprehensive Primary Care ID ..................................................................................................123
Define the Values for a Value Type .............................................................................................123
Create a Value Type and Define Values....................................................................................124
Claim Form Layouts ................................................................................................................................125
Associating a Non-Standard Paper Claim Layout to an Insurance Payer .................................125
Modify a Claim Format to Identify a Non-Standard Paper Claim Layout............................125
Claim Scrub Profiles ................................................................................................................................126
Create a Scrub Profile ....................................................................................................................127
Claims Mapping Rules ...........................................................................................................................127
Enter a Claims Mapping Rule on a Procedure Code ..............................................................128

8

Ref: 1192.13

Enter a Claims Mapping Rule on an Insurance Payer .............................................................128
Enter Claims Mapping Rules for Insurance Payers and Procedure Codes ..........................128
Reimbursement Rules ............................................................................................................................129
Define a Reimbursement Rule Set ................................................................................................129
Import a Reimbursement Rule Set ................................................................................................131
Clinical Claims Scrubbing ............................................................................................................................132
Clinical Claims Scrubbing Setup ..........................................................................................................133
Clinical Claim Scrubbing Rules .....................................................................................................133
Enable Clinical Claim Scrubbing in the Practice Settings .......................................................133
Clinical Decision Support from Persivia™ .................................................................................................134
Clinical Decision Support Rules ...................................................................................................................134
Observation Criteria for Clinical Decision Support Rules ................................................................135
Blood Pressure as Criteria ...............................................................................................................135
Results that are not Numeric .........................................................................................................135
More Information for a Procedure or Medical Condition ..............................................................135
Clinical Decision Support Rule Modification Behavior ....................................................................136
Creating or Modifying a Clinical Decision Support Rule.................................................................136
Correcting an Incorrectly Defined Rule .............................................................................................138
Clinical Decision Support Rule Decline Reasons ..............................................................................138
UpToDate® ...............................................................................................................................................139
Clinical Information, Other ..........................................................................................................................139
Blood Pressure Methods ........................................................................................................................139
Diets...........................................................................................................................................................139
Exercise Plans ..........................................................................................................................................140
Family Degree Related .........................................................................................................................140
Create a Family Relationship Degree .........................................................................................140
Family History Relationship ....................................................................................................................140
Create or Modify a Family History Relationship .........................................................................140
Growth Charts .........................................................................................................................................141
Historian ....................................................................................................................................................143
Observation Charting ............................................................................................................................143
Setup Steps .......................................................................................................................................143
Create an Observation Item .........................................................................................................143
Create an Observation Template ................................................................................................144
Include the Observation Tab in a Clinical Note Type ..............................................................144

Ref: 1192.13

9

Patient/Provider Tracking Status ..........................................................................................................144
Define Patient Provider Tracking Statuses...................................................................................145
Patient Tracking Event Types ................................................................................................................145
Create a Tracking Event Type .......................................................................................................146
Plan Return Visit Conditions ..................................................................................................................146
Create a Plan Return Visit Condition ...........................................................................................146
Problem ....................................................................................................................................................146
Define a Medical Problem.............................................................................................................147
Problem Status ........................................................................................................................................147
Create a Medical Problem Status ................................................................................................147
Recall Type ..............................................................................................................................................148
SIG Quantity Units of Measure .............................................................................................................148
Define a SIG Quantity Unit of Measure .......................................................................................148
Weight Conditions ..................................................................................................................................149
Clinical Note Types........................................................................................................................................149
Clinical Note Type ..................................................................................................................................149
System-Defined Clinical Note Type Windows ............................................................................149
Custom Clinical Note Type Windows ...........................................................................................150
Defining a Custom Clinical Note Type Window ........................................................................151
Defining a Custom Clinical Note Type Window for a Specific Common Problem Palette
.............................................................................................................................................................151
Clinical Note Type/Formatting Model Associations.........................................................................152
Modifying or Removing Clinical Note Type/Formatting Model Associations ......................153
Inactivating Clinical Note Type/Formatting Model Associations ...........................................153
Associate Clinical Note Types to Document Formatting Models in the User Setting
Definition ...........................................................................................................................................154
Inactivating a Clinical Note Type/Formatting Model Association .........................................155
Remove a Clinical Note Type/Formatting Model Association ...............................................155
Define the User Setting for a Formatting Model ........................................................................155
Define the User Setting for a Complete Chart Print Definition ................................................156
Confidential Information in a Visit Note .............................................................................................156
Define a Custom Clinical Note Type Window for Confidential Information ........................157
Add the Custom Clinical Note Type Window to the User Setting Definition ........................157
Apply a User Setting Definition to a User .....................................................................................158
Define a Provider’s Default Confidential Access Defaults ......................................................158
Rx Summary Slider Configuration ........................................................................................................158
10

Ref: 1192.13

Copy the Rx Summary Slider .........................................................................................................159
Customize Your Copy of the Rx Summary Slider .......................................................................159
Modify a Clinical Note Type to Use the Customized Rx Slider ................................................159
Security Setting for Completing Patient Visit Notes .........................................................................160
Complete Chart Print Definitions ................................................................................................................160
Filtering Visits by Visit Type ..............................................................................................................161
Including Attachments in a Complete Chart Print Definition .................................................161
Including Struck Out Visit Notes, Messages, and Attachments a Complete Chart Print ..162
Available Complete Chart Print Definitions ................................................................................162
Complete Chart File Generation..................................................................................................163
Create a Complete Chart Print Definition .........................................................................................163
Add Print Icons to Toolbars ...................................................................................................................165
Add a Complete Chart Print Definition to a Print Set ......................................................................165
Credit Card Processing ................................................................................................................................166
Diagnosis .........................................................................................................................................................166
Diagnosis Codes .....................................................................................................................................166
DSM Axis Identifier ............................................................................................................................166
Exclude Diagnosis from Patient History Display ..........................................................................166
Define a Custom Diagnosis Code ................................................................................................167
Diagnosis Code 10 Attributes ...............................................................................................................167
Define the Attributes for a Code or Range of Codes ..............................................................168
Identify the Attributes for a Code ................................................................................................168
Diagnosis Panels .....................................................................................................................................169
Diagnosis Search Definition ..................................................................................................................169
Diagnosis Notes .............................................................................................................................................170
Create Dynamic Diagnosis Notes .......................................................................................................171
Diagnosis Plan Definitions ............................................................................................................................174
Diagnosis Plan Setup ..............................................................................................................................175
Identify or Create Diagnosis Search Definition .................................................................................175
Identify or Define a Patient Dashboard Configuration ...................................................................175
Design a Diagnosis Plan Definition ......................................................................................................176
Create or Modify a Plan Diagnosis Range ........................................................................................178
Associate a Provider with a Plan Diagnosis Range .........................................................................179
Direct Messaging ...........................................................................................................................................179
Demographics, Other Settings ...................................................................................................................179

Ref: 1192.13

11

Amendment Source ..............................................................................................................................179
Dominant Hand ......................................................................................................................................180
Employment Status.................................................................................................................................180
Ethnicity ....................................................................................................................................................180
Activate an Inactive Ethnicity Identifier ......................................................................................180
Create a Ethnicity Identifier ...........................................................................................................181
Gender .....................................................................................................................................................181
Gender and Growth Charts ..........................................................................................................181
Create a Gender Identifier ............................................................................................................181
Gender Identity.......................................................................................................................................181
Industry .....................................................................................................................................................182
Language ................................................................................................................................................182
Marital Status ...........................................................................................................................................182
Occupation .............................................................................................................................................183
Patient Condition ...................................................................................................................................183
Create a Patient Condition ...........................................................................................................183
Patient Program ......................................................................................................................................184
Patient Programs and Facility Portal ............................................................................................184
Create a Patient Program .............................................................................................................184
Create a Facility Portal User Account for a Patient Program .................................................184
Associate Patients with a Patient Program ................................................................................185
Patient Status ...........................................................................................................................................186
Create a Patient Status ..................................................................................................................186
Phone Type ..............................................................................................................................................186
Create a Phone Type .....................................................................................................................187
Race ..........................................................................................................................................................187
Activate an Inactive Race Identifier ...........................................................................................187
Create a Race Identifier ................................................................................................................187
Relationship .............................................................................................................................................188
ZIP Code ...................................................................................................................................................188
DICOM Image Interface ..............................................................................................................................188
Enable the DICOM Image Interface ..................................................................................................189
Add the DICOM Icon to the Patient Toolbar ....................................................................................189
DMEhub™ for Electronic DME Orders .......................................................................................................189
Activate the DMEhub Add-In...............................................................................................................190

12

Ref: 1192.13

Associate the DMEhub Add-In with User Setting Definitions ..........................................................190
Document Generation ................................................................................................................................190
Types of Generated Documents .........................................................................................................191
Visit Documents................................................................................................................................191
Appointment Documents ..............................................................................................................192
Patient Documents..........................................................................................................................192
Responsible Party Documents ......................................................................................................193
Clinical Summary Documents .......................................................................................................193
Collection Letter Documents ........................................................................................................193
Document Generation Formatting Models.......................................................................................194
Spellcheck.........................................................................................................................................194
Phone Number Fields ......................................................................................................................194
Use of Patient Age Fields ................................................................................................................195
Next Appointments Field ................................................................................................................195
Responsible Party Fields ..................................................................................................................195
Checked Box Field Layout .............................................................................................................195
Table Layout .....................................................................................................................................196
Signature and Date Signed Fields ................................................................................................196
Defining the Size for Stored Signatures ........................................................................................196
Medication History Filter Data Field..............................................................................................197
User Defined History Data Fields ...................................................................................................197
Custom Data Fields .........................................................................................................................197
Data Mapping for Fields .................................................................................................................200
Formatting Model Origin for Content ..........................................................................................201
Default Attachment Type ..............................................................................................................202
Embedded Formatting Models .....................................................................................................202
Use User Setting Command ...........................................................................................................205
Generate Assessment Forms Command ....................................................................................205
Header Models ................................................................................................................................206
System-Defined Formatting Models .............................................................................................206
Defining Formatting Models for Document Generation ................................................................209
Formatting Model Window Menus ...............................................................................................209
Formatting Model Window Buttons ..............................................................................................209
Creating a Formatting Model .......................................................................................................210
Inserting a Graphic into a Formatting Model ............................................................................213

Ref: 1192.13

13

Embed a Formatting Model or Command in Another Formatting Model ...........................213
Include Attachments in a Formatting Model .............................................................................214
Modifying a System-Defined Formatting Model........................................................................214
Display Hyperlinks in an OPS Formatting Model ........................................................................215
Importing and Exporting Document Formatting Model Files ..................................................215
Defining Data Mapping for Fields ................................................................................................216
Using Data Mapping for Fields ......................................................................................................216
Configure the Batch Processing Job and Job Schedule for Patient Documents .....................217
Configure the Batch Processing Job ...........................................................................................217
Schedule the Batch Processing Job ............................................................................................217
Document Generation Using Microsoft Word ..................................................................................218
Migrating a Document Generation Model to a Document Formatting Model .................218
Drug Sample Orders .....................................................................................................................................219
Electronic Prescribing ...................................................................................................................................220
Integration Partner Records for Surescripts®......................................................................................221
Activate the Surescripts eRx and Directory Services ................................................................221
Pharmacy Clearinghouse .....................................................................................................................221
Controlled Substances ...................................................................................................................222
Master and List Pharmacy Records .............................................................................................222
Fax-Only Pharmacies ......................................................................................................................223
Configure the Pharmacy Clearinghouse ....................................................................................223
Verify the Gateway and Mailbox URLs ........................................................................................225
Electronic Prescribing Jobs and Job Schedules ...............................................................................225
Schedule the Electronic Prescribing Jobs ...................................................................................226
Provider Identity Validation ..................................................................................................................226
Identity Proofing Initiated by Super User and Completed by Provider .................................227
Identity Proofing Initiated by and Completed by Provider .....................................................229
Request an SPI Number and Setup Electronic Prescribing.............................................................230
Create a Provider Directory Entry.................................................................................................231
Pharmacies ..............................................................................................................................................232
Viewing the Pharmacy List .............................................................................................................234
Add a New Pharmacy....................................................................................................................234
Associate Another Master Pharmacy to the Pharmacy Record ...........................................235
Set Up Pharmacies for the Fax Service ........................................................................................235
Electronic Prescribing of Controlled Substances (EPCS) .......................................................................236

14

Ref: 1192.13

Performing the Set Up for Replication Users ......................................................................................236
Designate Individuals to Manage Access Control ..........................................................................236
Verify the Application and Database Prerequisites ........................................................................237
Provider Identity Validation ..................................................................................................................237
Verify Providers’ Identity Proofing and Security Prerequisites ........................................................237
Verify Provider’s HID Approve App Password ............................................................................238
Verify DEA Numbers ...............................................................................................................................239
EPCS Setup for the First Provider ..........................................................................................................239
Clinical Administrator Initiates the Grant of EPCS Rights ..........................................................239
Provider Accepts the EPCS Rights ................................................................................................240
EPCS Setup for All Other Providers ......................................................................................................241
Clinical Administrator Initiates the Grant of EPCS Rights ..........................................................241
Provider Vouches for the Provider to be Granted EPCS Rights ..............................................242
Provider Accepts the EPCS Rights ................................................................................................243
Revoke a Provider ..................................................................................................................................243
Clinical Administrator Initiates the Revocation of EPCS Rights ...............................................244
Provider Approves the Revocation of EPCS Rights ...................................................................244
Second Provider Approves the Revocation of EPCS Rights ....................................................245
Replacement Security Device .............................................................................................................246
Clinical Administrator Initiates Adding a New Device for a Provider ....................................246
Provider Vouches for the Provider with a New Device ............................................................247
Provider Accepts the EPCS Rights for the New Device ...........................................................247
Electronic Prescription Benefits, Medication History, and Medication Management ....................248
Drug Formulary ........................................................................................................................................248
Prescription Benefits Information .........................................................................................................249
Electronic Medication History ..............................................................................................................249
Setup Tasks ...............................................................................................................................................251
Define the Practice-Wide Settings ...............................................................................................251
Define a Provider’s Settings ...........................................................................................................251
Verify Provider Identification .........................................................................................................252
Medication Management ....................................................................................................................252
Electronic Prescribing Related Services ....................................................................................................253
Electronic Prior Authorization of Prescriptions ...................................................................................253
Specialty Patient Enrollment.................................................................................................................253
Setup Tasks ...............................................................................................................................................253

Ref: 1192.13

15

Prescription Benefits and Formulary Downloads ..............................................................................254
Enable Security for Authorization Questionnaires ............................................................................254
Associate LOINC Codes to Observation Items for Height and Weight .......................................254
Warning Message for ePA Appropriate .............................................................................................255
Electronic Remittance Advice (ERA) Processing ....................................................................................255
Reason Codes .........................................................................................................................................256
Rule Action ..............................................................................................................................................257
Rule Condition.........................................................................................................................................257
Rule Group ...............................................................................................................................................258
Event Log ........................................................................................................................................................259
Fax Service ......................................................................................................................................................259
Form Layouts for Custom Tabs and Assessment Forms ..........................................................................260
Genomic Testing and Drug-Genome Screening ....................................................................................260
Health Information Exchange .....................................................................................................................261
CommonWell® ...........................................................................................................................................261
Activate the CommonWell Integration Partner Record ..........................................................261
Configure the CommonWell Batch Job .....................................................................................262
Schedule the CommonWell Batch Job ......................................................................................262
HL7 Partners ....................................................................................................................................................262
Messages for HL7 Interface Errors ........................................................................................................262
Patient Consent for HL7 Partners .........................................................................................................263
Common HL7 Partners ...........................................................................................................................263
Modify an HL7 Partner Record .............................................................................................................263
Insurance Clearinghouses ...........................................................................................................................266
Demographics Clearinghouse.............................................................................................................266
Enrollment Clearinghouse .....................................................................................................................266
Insurance Eligibility ........................................................................................................................................266
Setup Tasks ...............................................................................................................................................268
Configure Eligibility in Practice Settings .............................................................................................268
Eligibility Service Types ....................................................................................................................268
Configure Eligibility ..........................................................................................................................269
Configure the Eligibility Service Types ................................................................................................270
Configure the Eligibility Statuses ..........................................................................................................270
Configure the Practice Insight Eligibility Clearinghouse .................................................................271
Configure the Insurance Eligibility Jobs and Job Schedules .........................................................272

16

Ref: 1192.13

Configure the Insurance Eligibility Jobs .......................................................................................272
Schedule the Insurance Eligibility Jobs ........................................................................................272
Insurance Payers and Plans ........................................................................................................................273
Alternate Insurance ...............................................................................................................................273
Electronic Payer ......................................................................................................................................274
Employer Insurance ...............................................................................................................................275
Insurance Contact .................................................................................................................................275
Insurance Payers.....................................................................................................................................276
Advance Beneficiary Notice .........................................................................................................276
Alternate Insurance Payer and Plan ............................................................................................276
Automatic Adjustments ..................................................................................................................276
Clinical Claim Scrubbing ................................................................................................................276
Enrollment and Demographics Clearinghouses ........................................................................277
ICD-10 Start Date .............................................................................................................................277
Insurance Default Processing Options for Electronic or Paper Claims ..................................278
Insurance Participation Alert .........................................................................................................278
Map Insurance Eligibility to the Account Type ..........................................................................278
Payment Typology...........................................................................................................................279
Preferred Laboratories ....................................................................................................................279
Claims Mapping Rules ....................................................................................................................279
Renaming or Merging Insurance Payers .....................................................................................279
Create an Insurance Payer ...........................................................................................................280
Insurance Plans .......................................................................................................................................283
Renaming or Merging Insurance Plans .......................................................................................283
Changing the Associated Insurance Payer ...............................................................................283
Payment Typology...........................................................................................................................283
Preferred Laboratories ....................................................................................................................283
Create an Insurance Plan ..............................................................................................................284
Insurance Group .....................................................................................................................................285
In-Network/Out-of-Network ..................................................................................................................286
Identify an Insurance Payer with Network Plans........................................................................286
Identify an Insurance Plan as a Network Plan ...........................................................................286
Identify Network Plans and Participating Providers ..................................................................287
Internal Corporation ..............................................................................................................................287
Integration, Other ..........................................................................................................................................287

Ref: 1192.13

17

Add-In Applications ...............................................................................................................................287
Operating System Considerations ................................................................................................288
General Add-In Application Setup ..............................................................................................288
A1C Results Note Processor ...........................................................................................................289
Alcohol Misuse Note Processor .....................................................................................................290
Blood Pressure Note Processor ......................................................................................................290
Body Mass Index Note Processor ..................................................................................................291
Depression Screening Note Processor .........................................................................................292
LDL Results Note Processor .............................................................................................................293
Patient URL Launcher ......................................................................................................................294
PDR Network .....................................................................................................................................294
Positive Smoking Note Processor ..................................................................................................294
Add-In Types .....................................................................................................................................295
CDA Sections...........................................................................................................................................295
C-CDA Document for Transition of Care ....................................................................................296
C-CDA Document for Clinical Summary ....................................................................................296
Filters to Limit Contents in C-CDA Sections .................................................................................297
Define a CDA Section Definitions .................................................................................................298
Data Mapping ........................................................................................................................................299
Defining Claims Mapping Rules for Insurance Payers and Procedure Codes ....................299
Data Mapping for Formatting Model Data Fields .....................................................................299
Data Mapping for Form Layouts...................................................................................................300
Data Mapping for Lab Tests and Lab Templates ......................................................................301
Desktop Controls ....................................................................................................................................301
Set the Refresh Rate for a Desktop Control ................................................................................302
SNOMED Description..............................................................................................................................302
Integration Partner ........................................................................................................................................302
Patient Consent for Integration Partners .....................................................................................303
Modify an Integration Partner Record ........................................................................................303
Interface Messages.......................................................................................................................................303
Searching for Messages ........................................................................................................................304
Targeting Searches ................................................................................................................................305
Correcting an Interface Message ......................................................................................................305
Reprocessing Interface Error Messages .............................................................................................306
Deleting Interface Error Messages ......................................................................................................306

18

Ref: 1192.13

Jobs and Job Schedules ..............................................................................................................................307
Jobs ...........................................................................................................................................................307
Notification Recipients....................................................................................................................311
Viewing and Activating Inactive Jobs ........................................................................................311
Job Schedules .........................................................................................................................................311
Virus Scanning ..................................................................................................................................313
Schedule a Job ................................................................................................................................314
Job History ................................................................................................................................................314
View the Job History ........................................................................................................................315
Delete an Item from the Job History ............................................................................................315
Knowledge Database ..................................................................................................................................315
Security Permissions to Edit KDB Categories ...............................................................................316
Rules for Editing KDB Categories...................................................................................................316
Edit the Knowledge Database ............................................................................................................317
Accessing a Knowledge Database Window .............................................................................317
Hiding an Item ..................................................................................................................................317
Displaying and Unhiding Hidden Items .......................................................................................318
Clearing the Override on an Item ................................................................................................318
Chief Complaint Systems and Symptoms ..........................................................................................319
Designing a CC and HPI.................................................................................................................320
Exporting a Chief Complaint .........................................................................................................320
Importing a Chief Complaint ........................................................................................................321
Comparing Symptoms ....................................................................................................................321
Hide Systems or Symptoms ............................................................................................................322
Resequence Systems or Symptoms ..............................................................................................322
Edit or Create a System ..................................................................................................................323
Edit or Create a Symptom .............................................................................................................324
Create a New Symptom by Importing the HPI Categories and Items .................................325
Copy a Symptom and Its Related Items to another System ...................................................325
Common Problem Palettes ..................................................................................................................326
Creating a Common Problem Palette ........................................................................................326
Patient History ..........................................................................................................................................328
SNOMED and HL7 Codes ...............................................................................................................329
Procedures in the Patient History ..................................................................................................329
Designing a History ..........................................................................................................................329

Ref: 1192.13

19

Defining a Patient History Group ..................................................................................................330
Defining History Questions and Answers .....................................................................................331
Procedure History Result .................................................................................................................333
Defining a Procedure History Term ...............................................................................................333
History of Present Illness .........................................................................................................................334
Editing Existing HPI Categories and Descriptions .......................................................................335
KDB Configuration ..................................................................................................................................337
Create a KDB Configuration .........................................................................................................338
Associate a KDB Configuration with a User Setting Definition ................................................338
Associate a KDB Configuration with a Provider ........................................................................338
Physical Exam ..........................................................................................................................................338
Naming Considerations ..................................................................................................................339
Customization ...................................................................................................................................339
Lifelong Findings ...............................................................................................................................339
Designing a Physical Exam ............................................................................................................340
Setting Default Findings for a PE Type .........................................................................................341
Clearing All Default Findings for a PE Type .................................................................................341
Copying a System and Its Findings to Another Exam ...............................................................342
Exporting a PE Type .........................................................................................................................343
Importing a PE Type ........................................................................................................................343
Add a Physical Exam Type.............................................................................................................343
Associate a Physical Exam Parent System with the Exam Type .............................................344
Associate the Parent System with Systems .................................................................................345
Define the PE Findings and Descriptions .....................................................................................345
Review of Systems ..................................................................................................................................348
Designing an ROS ............................................................................................................................349
Setting Default Findings for an ROS system ................................................................................349
Clearing All Default Findings for an ROS System .......................................................................350
Editing ROS Systems and Symptoms ............................................................................................350
Resetting the Knowledge Database ..................................................................................................351
Reset a Provider’s Knowledge Database ...................................................................................351
Reset a Care Team’s Knowledge Database .............................................................................352
Lab Decision Support ...................................................................................................................................352
Lab Result Notification Calls ........................................................................................................................352
Activate the CallPointe HL7 Partner Record .....................................................................................353

20

Ref: 1192.13

Configure the CallPointe Export User Record ...................................................................................353
Create a Message Filter for the Lab Result Notification Messages ..............................................354
Laboratories and Laboratory Orders .........................................................................................................354
Future Orders Processor Job .................................................................................................................355
Laboratories .............................................................................................................................................355
Create or Modify a Laboratory .....................................................................................................355
Laboratory Orders ..................................................................................................................................356
Create a Laboratory Order ...........................................................................................................356
Creating Laboratory Orders by Importing Compendium Files ......................................................357
Lab Order Compendium File Characteristics ............................................................................357
AOE File Compendium Characteristics.......................................................................................358
Importing Lab Order Codes ..........................................................................................................358
Importing AOE Questions ...............................................................................................................359
Lab Templates .........................................................................................................................................360
Create a Lab Template ..................................................................................................................361
Add Lab Requisitions to a Print Set......................................................................................................362
List Editor..........................................................................................................................................................362
Common List Editor Functions ..............................................................................................................363
File Menu ...........................................................................................................................................363
Buttons ...............................................................................................................................................366
Inactivate Items ...............................................................................................................................367
Using IDs ....................................................................................................................................................368
Translation of Find Tables ......................................................................................................................368
Medication Consent .....................................................................................................................................369
Define the Medications and Consent Form in User Settings ..........................................................369
Medications and Prescriptions ...................................................................................................................370
Default SIGs................................................................................................................................................370
Create a Default SIG ......................................................................................................................370
Create a Default SIG Using the Dosing Calculator ...................................................................371
Discontinue Reason ...............................................................................................................................373
Medication ..............................................................................................................................................373
Compounded Medications ..........................................................................................................373
Define a Medication .......................................................................................................................374
Medication Categories .........................................................................................................................374
Medication Day – Number of Days Duration....................................................................................374

Ref: 1192.13

21

Define a Duration ............................................................................................................................374
Set the Display Order for Days Duration ......................................................................................374
Medication Frequencies, Routes, and Units ......................................................................................375
Medication Frequency ...................................................................................................................375
Medication Manufacturer .............................................................................................................376
Medication PRN Reason ................................................................................................................376
Medication Route............................................................................................................................376
Medication State Scheduled Drugs .............................................................................................377
Medication Unit................................................................................................................................378
Define the SIG Writer Display Order .............................................................................................378
Medication Refill – Number of Refills ...................................................................................................378
Define a Number of Refills ..............................................................................................................378
Set the Display Order for Number of Refills .................................................................................379
NDC Units of Measure ............................................................................................................................379
Prescription Education Documents ....................................................................................................379
Modify the Integration Partner to Opt Out of Services ............................................................380
Messaging.......................................................................................................................................................380
Message Access .....................................................................................................................................381
Message Filters ........................................................................................................................................381
Everyone and Personal Filters ........................................................................................................381
My Messages Filter ...........................................................................................................................382
Filtering for Messages Sent to a User Group ...............................................................................382
Create a Message Filter .................................................................................................................382
Message Routing ....................................................................................................................................383
Message Routing List .......................................................................................................................383
Provider Message Routing List .......................................................................................................384
Message Sub-Types ................................................................................................................................385
Create a Message Subtype ..........................................................................................................385
Message Urgencies ................................................................................................................................385
Create a Message Urgency ..........................................................................................................386
Set the Display Order of Message Urgencies .............................................................................386
Security for Adding Notes to Completed Messages .......................................................................386
Restrict Security ................................................................................................................................386
Set the Display Order of Message Urgencies .............................................................................386
MIPS ..................................................................................................................................................................387

22

Ref: 1192.13

One Page Summary Print Setup .................................................................................................................387
Patient-Centered Medical Home ..............................................................................................................387
Identify Practice as PCMH Participant ...............................................................................................387
Patient Dashboard Configurations ............................................................................................................388
Define a Patient Dashboard Configuration ......................................................................................388
Patient Notification and Marketing ...........................................................................................................389
Person Notification Models ...................................................................................................................389
Patient Notifications and HIPAA ..........................................................................................................390
Opt Out Option.......................................................................................................................................390
Formatting Text and Images for Emails ..............................................................................................390
Creating a Person Notification Model ...............................................................................................391
Batch Processing of Person Notification Messages .........................................................................391
Configure the Batch Processing Job ...........................................................................................392
Schedule the Batch Processing Job ............................................................................................392
Patient Portals ................................................................................................................................................393
Patient Portal ...........................................................................................................................................393
Facility Portal ...........................................................................................................................................393
Patient Questionnaires .................................................................................................................................394
Payment Entry Information ..........................................................................................................................394
Credit Types .............................................................................................................................................394
Payment Types ........................................................................................................................................395
Credit Card Payment Types ..........................................................................................................395
Refund Method for a Payment Type ...........................................................................................395
Create or Modify a Payment Type ..............................................................................................396
Remark Codes ........................................................................................................................................396
Security for Deleting Payment Items ...................................................................................................397
Payment Management Services ...............................................................................................................398
Practice Forms ...............................................................................................................................................398
Import Practice Forms............................................................................................................................398
Practice Settings ............................................................................................................................................399
Practice Tab ............................................................................................................................................399
Billing Tab..................................................................................................................................................400
Credit Card Tab ......................................................................................................................................402
Statement Tab ........................................................................................................................................402
Message Routing Tab ............................................................................................................................402

Ref: 1192.13

23

System Tab ...............................................................................................................................................403
Replication Settings .........................................................................................................................403
System Settings .................................................................................................................................403
Login Message .................................................................................................................................404
Maximum Imported Attachment Size .........................................................................................405
User-Defined Demographics Information ...................................................................................405
Drug Screening Tab ...............................................................................................................................405
Prescriptions Tab .....................................................................................................................................407
Prescription Formats ........................................................................................................................407
Miscellaneous Prescription Settings ..............................................................................................407
eRx Download Configuration........................................................................................................408
Maintenance Drug Classes Tab ..........................................................................................................408
Clinical Settings Tab ...............................................................................................................................409
Popup Messages for Procedure Notes ........................................................................................409
Established or New Patient by Financial Center .......................................................................409
Onset Date for Diagnosis History ...................................................................................................409
Restricting Editing of Completed Visit Notes ..............................................................................410
Managing Orders on Checkout ...................................................................................................410
Default Minutes for CCM/CPO Minutes ......................................................................................411
Concurrent Referring Providers .....................................................................................................411
Clinical Decision Support Rule Modification Behavior .............................................................412
Clinical Decision Support Configuration .....................................................................................412
Define Vaccine Administration Record Defaults ......................................................................413
Aprima NOW Tab ...................................................................................................................................413
Form Title Tab ...........................................................................................................................................413
Configure a Title ...............................................................................................................................414
Prescription Drug Monitoring Programs.....................................................................................................414
Activate the Appriss Health Integration Partner Record .........................................................415
Enter Values in the Provider Role Claim Format Value Type ...................................................415
Procedures......................................................................................................................................................416
Procedure Negation Reason ...............................................................................................................416
Define a Negation Reason ............................................................................................................416
Procedure Codes ...................................................................................................................................417
Procedure Sets .................................................................................................................................417
Service Site-Specific Procedures ..................................................................................................418

24

Ref: 1192.13

Allergy Checking for Vaccinations ..............................................................................................418
Exclude Procedure from Patient History Display ........................................................................418
Include Procedure Codes for Procedure History Categories .................................................418
Sort to Bottom of Display ................................................................................................................419
Order Defaults for Procedures ......................................................................................................419
Claims Mapping Rules ....................................................................................................................419
Tax Type for a Procedure ...............................................................................................................419
Behavior of Inactive Procedure Codes .......................................................................................419
Add Procedure Codes ...................................................................................................................420
Define a Custom Procedure Code ..............................................................................................420
Copy a Procedure Code ...............................................................................................................424
Modify a Procedure Code ............................................................................................................424
Associate a Procedure Code with a Laboratory or Radiology Order ..................................427
Define a Procedure Set ..................................................................................................................429
Modify a Procedure Code for Claims-Based Clinical Quality Program Reporting.............429
Procedure Code Types .........................................................................................................................429
PQRS Code Type .............................................................................................................................430
Procedure Groups ..................................................................................................................................430
Define a Procedure Group ............................................................................................................431
Procedure Modifier ................................................................................................................................431
Define a Procedure Modifier .........................................................................................................431
Procedure Panels ...................................................................................................................................431
Define a Procedure Panel .............................................................................................................431
Procedure Service Type ........................................................................................................................432
Procedure Notes for Clinical Orders and Results ....................................................................................432
Procedure Notes for Orders ...........................................................................................................434
Procedure Notes for Services Performed ....................................................................................434
Procedure Notes for Results ...........................................................................................................435
Procedure Notes for Specific Purposes ..............................................................................................435
Procedure Notes for Referrals .......................................................................................................435
Procedure Notes for Durable Medical Equipment Orders ......................................................436
Procedure Notes for Physical Therapy Orders ...........................................................................436
Medical Services Providers ...................................................................................................................437
Procedure Note Actions .......................................................................................................................437
Preselect, Default, and Required Settings .........................................................................................439

Ref: 1192.13

25

Required Categories in Dynamic Procedure Notes .................................................................439
Required Finding for a Category ..................................................................................................440
Preselected and Default Findings for a Category ....................................................................440
Standard Procedure Notes ...................................................................................................................440
Create a User Defined Control Group ........................................................................................440
Create a Standard Procedure Note Template .........................................................................441
Create Dynamic Procedure Notes .....................................................................................................442
Copy an Item and Its Related Items to Another Procedure Note Group ............................446
Associate Dynamic Procedure Notes with Procedure Codes ...............................................446
Providers ..........................................................................................................................................................447
Provider’s Product Licensing ................................................................................................................447
Provider Names .......................................................................................................................................448
Supervising Providers and Approving Visit Notes and Prescriptions .............................................448
Referrals and Referring Physicians .......................................................................................................449
Create an Internal Provider ..................................................................................................................449
Person Tab .........................................................................................................................................450
Defaults Tab ......................................................................................................................................451
Additional Information Tab ............................................................................................................453
ID Values Tab ....................................................................................................................................456
KDB Security Tab ..............................................................................................................................457
Clinical Delegate Security Tab......................................................................................................457
Drug Screening Tab .........................................................................................................................458
Prescriptions Tab ..............................................................................................................................459
Maintenance Drug Class Tab........................................................................................................460
Message Routing Tab .....................................................................................................................460
Direct Message Tab ........................................................................................................................461
Chart Access Tab ............................................................................................................................461
Additional Note Settings Tab .........................................................................................................461
Create an External Provider .................................................................................................................463
Person Tab .........................................................................................................................................463
Additional Information Tab ............................................................................................................464
ID Values Tab ....................................................................................................................................464
Direct Message Tab ........................................................................................................................464
Public Health Registry Reporting ................................................................................................................465
Specialized Health Registry Reporting................................................................................................465

26

Ref: 1192.13

Activate the CECity Partner Record ............................................................................................465
Syndromic Surveillance .........................................................................................................................466
Configure the HL7 Partner for Syndromic Surveillance ............................................................466
Refund Processing .........................................................................................................................................466
Setup Steps ..............................................................................................................................................466
Security for Refund Processing .............................................................................................................467
Replication......................................................................................................................................................468
Reports.............................................................................................................................................................468
List Report Designer View ......................................................................................................................468
Search for a Report Designer View ..............................................................................................469
Report Definition .....................................................................................................................................469
Add a New Report Definition ........................................................................................................470
Export Report Definition ..................................................................................................................470
Report Folders .........................................................................................................................................470
Reports ......................................................................................................................................................471
Report Folder ....................................................................................................................................471
Reports Available from the Patient Reports ...............................................................................471
View or Modify a Report ................................................................................................................471
Add a Custom Report ....................................................................................................................472
Report Security ........................................................................................................................................472
Enable Report Security for Administrative Super User ..............................................................473
Set Security for a Report .................................................................................................................473
Allow Access to a Report Filter .....................................................................................................474
User-Defined Reports .............................................................................................................................474
Required Fields ...............................................................................................................................................475
Define Additional Required Fields ................................................................................................475
Restricted Chart and Visit Note Access ....................................................................................................475
Restricted Visit Notes and Private Visit Type ......................................................................................476
Restricted Visit Notes and Confidential Tab ......................................................................................476
Restricted Chart and Visit Notes and Financial Data .....................................................................476
Notification of Attempt to Access Restricted Charts and Visit Notes ............................................................477
Emergency Access to Restricted Charts and Visit Notes ...............................................................477
Defining Restricted Chart and Visit Note Access .............................................................................478
Review Past Notes Print Setup ....................................................................................................................478
Schedule .........................................................................................................................................................479

Ref: 1192.13

27

Appointment Status ...............................................................................................................................479
Add an Appointment Status .........................................................................................................480
Set the Display Order of Appointment Statuses ........................................................................481
Appointment Types ................................................................................................................................481
Cancellation Charge for Appointment Type .............................................................................481
Appointment Types for Group Visits .............................................................................................482
Appointment Types for Patient Portal Requests ........................................................................482
Create an Appointment Type ......................................................................................................482
Calendar Templates ..............................................................................................................................483
Create a Calendar Template .......................................................................................................483
Calendars ................................................................................................................................................484
Enabling Appointment Requests through Aprima Patient Portal ..........................................485
Using a Third-Party Practice Management System ...................................................................485
Create a Calendar .........................................................................................................................486
Override One Template with Another Template ......................................................................487
Remove a Template .......................................................................................................................487
Scheduling Security Items .....................................................................................................................488
Charging a Cancellation Fee for Cancelled or Missed Appointments .......................................488
Waiting Lists ..............................................................................................................................................489
Create a Waiting List .......................................................................................................................489
Waiting List Priorities ................................................................................................................................490
Create a Waiting List Priority ..........................................................................................................490
Secure Email ...................................................................................................................................................490
Activate and Configure the Protected Trust Integration Partner Record ............................490
Security ............................................................................................................................................................491
Search Filter Security .......................................................................................................................491
Patient Demographic Selection Security ....................................................................................492
Security Groups .......................................................................................................................................492
Security Items ..........................................................................................................................................493
Granting Security .............................................................................................................................493
Revoking Security ............................................................................................................................493
Find Table Items ......................................................................................................................................494
Statements ......................................................................................................................................................495
Statements by Practice or by Financial Center ...............................................................................495
Financial Center Security ...............................................................................................................495

28

Ref: 1192.13

Last Statement Date .......................................................................................................................496
Electronic Statements .....................................................................................................................496
Statement Configuration Tasks ............................................................................................................496
Configure Practice Settings for Statements ......................................................................................497
Define Statement Generation for the Practice .........................................................................497
Configure Financial Center Settings for Statements .......................................................................499
Define Statement Generation for a Financial Center ..............................................................499
Modify Collection Statuses to Exclude from Statement Processing .............................................501
Configure the Statement Generation Job and Job Schedule .....................................................501
Configure the Batch Statement Processing Job .......................................................................502
Schedule the Batch Statement Processing Job ........................................................................502
Security for the Statement Batch Processing Type ..........................................................................504
Identifying Credit Cards Accepted ....................................................................................................504
Configure Statements on the Patient Portal .....................................................................................505
Statements Printed by Clearinghouse ................................................................................................505
System Settings, Other ..................................................................................................................................506
Audit Event Configuration ....................................................................................................................506
Batch Process Type ................................................................................................................................506
Date Timespan ........................................................................................................................................506
Find Window Defaults ............................................................................................................................507
Find Table – Named Sublist ...................................................................................................................509
General Note Macros ............................................................................................................................509
View User-Defined General Notes ...............................................................................................509
Create a General Note ..................................................................................................................509
Copy a User-Defined General Notes ...........................................................................................510
Define a General Note Type .........................................................................................................510
Laboratory Bill Codes .............................................................................................................................511
Medical Services Provider .....................................................................................................................511
Medical Services Provider and Care Plan Oversight ................................................................511
Define a Medical Services Provider .............................................................................................511
Medical Service Type ............................................................................................................................512
File Name Formats ..................................................................................................................................512
Name Format Types ........................................................................................................................513
Name Format ...................................................................................................................................513
Note Filters ................................................................................................................................................513

Ref: 1192.13

29

Print Sets....................................................................................................................................................514
Printer Offsets ....................................................................................................................................515
Page Orientation .............................................................................................................................515
Define a Print Set..............................................................................................................................516
Records Disclosure Reason ...................................................................................................................517
Service Sites .............................................................................................................................................517
Service Sites and Sales or Healthcare Taxes ..............................................................................517
Service Sites and Facility Portal .....................................................................................................518
Create a Service Site ......................................................................................................................518
Configure Tax Rates for a Service Site .........................................................................................518
Create a Facility Portal User Account for a Service Site ..........................................................519
Service Site Type .....................................................................................................................................519
Timeframes ...............................................................................................................................................520
Define a Date Timeframe ..............................................................................................................521
Tax Calculation for Sales or Healthcare Tax ............................................................................................521
Title Bar Configuration ..................................................................................................................................522
Configure the Title Bar for the Practice ..............................................................................................522
Use the System-Default Title Bar ...........................................................................................................523
Configure the Title Bar for a User Setting Definition .........................................................................523
Transcription ...................................................................................................................................................524
Transcriptionist .........................................................................................................................................524
Person tab .........................................................................................................................................524
Configuration Tab............................................................................................................................525
Transcription Statuses .............................................................................................................................525
Updates and Upgrades to the Application .............................................................................................525
Operating System Updates ..................................................................................................................526
Aprima Updates and Hotfixes ..............................................................................................................526
User Information .............................................................................................................................................527
Care Teams .............................................................................................................................................527
Knowledge Database Security .....................................................................................................527
Specialty Setup ................................................................................................................................528
Creating a Care Team ...................................................................................................................528
Users ..........................................................................................................................................................528
Create a User Record .....................................................................................................................529
User Groups..............................................................................................................................................532

30

Ref: 1192.13

Assign Users to User Groups ...........................................................................................................532
User Group Types ....................................................................................................................................533
User Settings .............................................................................................................................................533
Appointment Defaults ....................................................................................................................533
Clinical Note Type/Formatting Model Associations ..................................................................534
Create a User Setting Definition ....................................................................................................535
Vaccinations ..................................................................................................................................................542
Vaccine Administration Record Overview ........................................................................................543
Antigen .....................................................................................................................................................544
CVX Code ................................................................................................................................................544
Immunization Completion ....................................................................................................................545
Immunization Contraindication ...........................................................................................................545
Immunization Evidence of Immunity ..................................................................................................545
Immunization Historical Information ....................................................................................................546
Immunization Reaction .........................................................................................................................546
Immunization Refusal .............................................................................................................................546
Immunization Registry Setup ................................................................................................................547
Surescripts Immunization Interface for Reporting ......................................................................547
Generic Immunization Interface for Reporting ..........................................................................548
STC Immunization Interface for Receiving History .....................................................................548
Immunization Reminder ........................................................................................................................549
Immunization Special Indications ........................................................................................................549
Type of Vaccine .....................................................................................................................................550
Add a Type of Vaccine ..................................................................................................................551
Vaccine ....................................................................................................................................................552
Inactive Vaccines............................................................................................................................552
Add a Vaccine ................................................................................................................................552
Vaccine Administration Record ..........................................................................................................553
System-Defined Vaccine Administration Records ....................................................................553
Review and Modify a Vaccine Administration Record ...........................................................555
Copy a Vaccine Administration Record ....................................................................................555
Modify a Vaccine Administration Record ..................................................................................556
Inactivate a Vaccine Administration Record ............................................................................558
Vaccine Administration Record Report Header and Footer .........................................................559
Vaccine Administration Record Defaults ..........................................................................................560

Ref: 1192.13

31

Vaccine Funding Source ......................................................................................................................560
Vaccine Manufacturer .........................................................................................................................561
Vaccine Route ........................................................................................................................................562
Define a Vaccine Route ................................................................................................................562
Vaccine Site ............................................................................................................................................563
Define a Vaccine Site .....................................................................................................................563
VFC Eligibility ............................................................................................................................................564
Vaccination Reminders .........................................................................................................................564
Activate or Inactivate the ConnectiveRx Vaccine Integration Partner...............................564
Vitals and Other Observations ....................................................................................................................565
Physical Therapy Observations .....................................................................................................565
Observation Custom Panel ..................................................................................................................565
Create an Observation Custom Panel .......................................................................................566
Observation Default Setting .................................................................................................................566
Observation Item ....................................................................................................................................568
Observation Order Result Status ..........................................................................................................569
Observation Template ...........................................................................................................................569
Create an Observation Template ................................................................................................569

32

Ref: 1192.13

Introduction
Aprima patient relationship manager is a comprehensive and flexible application that allows
you to fully replicate the workflow processes used in your office or clinic. It is designed to help
you streamline your current processes, while maintaining data and audit trails for all physicianpatient interaction and subsequent billing.
Aprima includes two fully integrated components:


Electronic Health Records (EHR)



Practice Management System (PM)

The EHR module contains the features and functions that enable you to chart patient visit notes,
order lab tests, write prescriptions, and create and maintain other clinical records. The practice
management module contains the features and functions that enable you to perform the front
desk and billing tasks of your office.
All data is on the server and is secure. Some of your PCs, such as front office systems, may be
linked directly to your Aprima database. Others, such as tablet PCs used by providers, may link
to the database using a wireless system. Tablet and laptop PCs can be set to use replication
and operate in replication mode when the user is offsite and off the network. As part of the
setup procedures, you will define parameters for the amount of data that is stored on these
replication PCs.

Administration
To ensure the system is fully maintained and runs smoothly on a day-to-day basis for all users,
each office requires at least one administrative super user, who is responsible for:


Setting up and defining the initial office workflow.



Populating the database.



Assigning users with appropriate security permissions to access their relevant areas of the
application.



Subsequent ongoing maintenance of information.

Purpose and Organization of this Guide
This guide is intended as a reference document for the administrative super user and other users
who maintain the Aprima database. This guide is primarily intended for users who have received
training on the application and on the setup and maintenance of the database.
Because this guide is intended as a reference document, it is arranged in alphabetical order by
topic. Within a major topic, subtopics may be arranged in various ways. Some topics, such as
Billing Information, have subtopics that are only loosely related to each other. In these topics, the
subtopics are also arranged alphabetically. Other topics, such as Accounts Receivable
Management, have subtopics that are closely related and dependent upon one another. For
these topics, the subtopics are arranged logically in the order they must be or are usually done.
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New and Revised Content
Enhancements and new features are identified in this document using the following
conventions.


<<New>>: Identifies new information in the guide. This information may be about a new
feature or a new function or workflow for an existing feature.



<<Revised>>: Identifies information in the guide that has been revised as a result of an
enhancement or a new feature.

Other Conventions
Menu selections are indicated with arrows leading from one item to the next. For example,
Tools → List Editor → System → User Group indicates that you should:
1. Select the Tools menu.
2. Choose List Editor from the drop-down list.
3. Select System from the List Editor menu.
4. Select User Group from the System menu.
Field names, menu items, and button names are given in initial upper case, as shown in the steps
above. In many instructions, the word ‘field’ is not included and is instead simply identified by
the initial uppercase name of the field. For example, the instruction “Enter a Name for the
collection status” means “In the Name field, enter a name for the collection status.”
Most windows require that you select the OK button to accept your selection or save your entry
to the database. Because this is a general requirement of nearly all windows and the
procedures in which they are used, this step is not included in most procedures.
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Administration External to Aprima
The following items are administrative activities that are important to the security and use of
Aprima. However, these activities are external to the application itself. These activities may be
performed by your Aprima administrative super user, or they may require your IT staff or thirdparty IT services provider.

Automatic Screen Activation with Password Lockout
Aprima recommends that you use Active Directory or other domain controller to set
requirements for password changes following several failed login attempts and for requiring
password entry after several minutes of inactivity. These settings will help ensure that you are
meeting HIPAA security requirements.
The following instructions are for Active Directory. You must be logged into the server as the
security administrator to perform this process.
1. Administrative Tools → Active Directory Users and Computers
2

In the Group Policy Object Editor window, expand the User Configuration node and then
select Policies →Administrative Templates → Control Panel >Personalization.

3. In the right pane, select the Account Lockout Policy object. Set the following properties:
Account Will Lockout After: 3
4. Select the OK button.
5. In the right pane, select the Screen Saver and the Properties object. Set the following
properties:


Enable Screen Saver: Enable



Password Protect the Screen Saver: Enable



Screen Saver Timeout: 300/600 seconds



Force Specific Screen Saver: You must select a specific screen saver (such as,
C:\Windows\System32\scrnsave.scr). If no screensaver is set, then the password
protection and timeout settings do not take effect.

6. Select the OK button.

Backup and Retention Recommendations
You are responsible for the creation and storage of backup copies of your Aprima database
and for the computerized patient records that the backup contains. It is your responsibility to
monitor (or to arrange for a third-party to monitor) your database backups on a regular basis,
and to address any issues related to a backup failure.
This section includes basic information regarding backups of your database. Please refer to
Aprima’s Database Backup Recommendations document for more information.
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The Need for Database Backups
Regular backups of your Aprima database are needed to address the following potential
problems:


The Aprima database becomes corrupted and must be restored.



The Windows Server operating system becomes corrupted and must be restored.



Some part of the server, such as the hard drive or motherboard, fails and must be replaced,
and the server environment and Aprima must then be restored.



There is a total failure of the server or the server is destroyed (such as fire or flooding), and the
server environment and Aprima must then be restored.

Regular backups and the ability to restore and use a backup when needed are also
requirements of the Health Insurance Portability and Accountability Act (HIPAA) and of the
Health Information Technology for Economic and Clinical Health (HITECH) Act regulations. (The
HITECH) Act regulations include Meaningful Use and MIPS requirements.) It is a violation to not
have a good backup of the database. This violation carries a fine of up to $50,000 for
noncompliance.
For these same reasons, Aprima also recommends that you perform regular backups of the
server on which the database resides.
To ensure that your backup files are available should there be a problem with the server, your
backup, retention, and restoration process must include storing database and server backups
on an external storage device and maintaining offsite storage of backups.

Database Backup Job
The Aprima application’s Database Backup job backs up your primary database and
attachment database. The job creates a .bak file for each database each time it runs. Once
the backups are complete, the job removes any .bak files that are older than the retention
period specified in the job schedule.
Important: Aprima Medical Software Inc. does not and cannot monitor your database or jobs to
ensure that the jobs are set up and running correctly. If, after reading this document, you are
unsure how to set up and monitor these jobs, please contact Support so that the necessary
training can be scheduled.

Backup and Retention Schedule
You should schedule the Database Backup job to run regularly. The Database Backup job
should be run during off hours and when no other jobs are running. Please refer to the Jobs and
Jobs Schedules section for information on configuring and scheduling this job.
The table below shows the recommended backup and retention schedule.
Your server, or an external hard drive attached to the server, must have the space needed to
create and retain backup files. Aprima recommends that you retain daily backups for a full
week. Therefore, the server must have space available for the production database, for five sets
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of backup files, and for each day’s backup files to be created. This means the server space must
be equal to or greater than 7 times the size of the database.

Backup

Type

Retention

Devices Needed

Daily

Full or Incremental

Full week

1 per business day

Weekly (Friday or
Saturday)

Full

Four weeks

4

Monthly (1st or 31st)

Full

One year

12

Database Recovery
You should test your backup (Aprima backup, SQL backup, or third-party backup) regularly to
ensure that the database can be properly restored.

Accounts Receivable Management
The accounts receivable functionality provides with you an automatic process for managing
your patient accounts receivable and for managing promises made by insurance payers in
regard to the payment of specific superbills.
The accounts receivable functionality selects accounts with patient-liable amounts due,
generates and sends payment plan and collection letters, monitors account activity, changes
the collection status of accounts as a result of that account activity, and sends messages to
specified users when expected payments are not received. Although the process runs
automatically, you are able to view the collections activity on an account at any time, and if
desired, make manual changes to alter how that account is managed by the automatic
collections process or to completely remove that account from the process.
The accounts receivable functionality provides an automated process for managing promises
made by insurance payers in regard to the payment of specific superbills. You can record, track,
and follow up on any promise that an insurance payer makes regarding a claim or claims that
are not processed and paid in a timely manner. When you create an insurance promise, you
identify the insurance payer and plan, the contact person for that insurance plan, the superbill
or superbills for which the promise is made, the amount promised for each superbill, and the
follow-up date by which the payment should be received. An entry is made in the history of the
superbills that you associate with the promise.
Please refer to the Setting Up Accounts Receivable Management document for more
information and completing instructions for setting up the functionality.
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Advance Beneficiary Notice (ABN)
An advance beneficiary notice is a waiver of liability that you must give to a Medicare patient
before performing a procedure or service that Medicare may not cover, either because of
frequency limitations or because deemed not medically necessary. The ABN informs the patient
that the procedure may not be covered, and if not, that the patient will be required to pay for
the procedure in full. By signing the form, the patient agrees to pay for the procedure if
Medicare declines to pay for it.
When an ABN is needed, the patient must sign it prior to the procedure being performed. Then,
on the claim, you must include the appropriate modifier on the procedure to indicate that you
obtained a signed ABN. You must file the claim to obtain a decision from Medicare. If Medicare
declines to pay for the procedure, then you may bill the patient for the full fee. However,
Medicare prohibits you from billing the patient if the patient did not sign the ABN or did not sign it
prior to the procedure being performed. If you fail to obtain a signed ABN and Medicare denies
the charge, then you must write off the charge.
You do not have to give a Medicare patient an ABN before performing a procedures or services
that Medicare never covers. However, you may choose to give a patient an ABN simply to
inform the patient of their financial responsibility for the procedure.
An ABN is generally only required by Medicare, not by Medicare Advantage payers. Medicaid
may also require an ABN. Most commercial insurance payers and plans either cover a
procedure or do not cover it. A commercial insurance payer may require that you obtain
authorization for the procedure from them prior to performing it, but they usually do not require
an ABN or similar document. Your contract with an insurance payer will identify these
requirements.

Automatic ABN Generation
There are two ways in which the application can generate or prompt a user to generate an ABN
when it is needed.
Reimbursement rules enable you to specify the conditions under which an insurance payer will
or will not pay for a procedure. You can also associate an ABN form or other document with a
reimbursement rule. The reimbursement rule then notifies the provider that a procedure may not
be covered when the provider charts a patient visit note in Full Note Composer or other clinical
note type window. Please refer to the Reimbursement Rules section of this guide for more
information.
The optionally purchased clinical claims scrubbing add-in functionality can be used to identify
when an ABN is needed. Then the provider or other clinical user can generate the ABN. Please
refer to the Clinical Claims Scrubbing section of this guide for more information.
A user may also use the document generation functionality to generate an ABN at any time.
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ABN Formatting Models
The ABN must list the procedures or services that Medicare may not cover. It must also include
your fee amounts for the procedures or services. And, it must identify the reasons that Medicare
may not cover the procedure or service. The ABN must conform to Medicare’s format
requirements.
The application includes two system-defined formatting models that generate an ABN meeting
all Medicare requirements. They are:


ABN Form 2020v508



ABN Spanish 2020v508

Application License Registration
The product registration process activates the provider licenses for the application and the
licenses for any third-party products (such as scanners, medical device drivers, or interfaces)
that you have purchased. Product registration is done as part of the application installation
process. Following installation, you should be able to perform the licensing procedures for your
providers and for any third-party products.
The product registration process must be performed again if you add a provider to your practice
or if you purchase an additional third-party product. The registration process must be performed
after the application has notified you that your new license or licenses have been established.
Then, after completing the registration process, perform the licensing procedures for your
providers and for any third-party products.
Instructions licensing for providers are in the Provider’s Product Licensing section. Instructions for
licensing third-party products are in the appropriate sections for the associated functionality.

Register the Application
Registration is performed in the Aprima Installation Manager, which is used for installation of the
application. The Aprima Installation Manager is located on your server.
1. Browse to the Installation folder, and then double-click the Manager.exe file.
2. On the Aprima Installation Manager window, select Product Registration. Then, select the
Next button.
3. Define the SQL server information.
a. Accept the name of the SQL server. This is the server on which you installed the
database.
b. Verify that the Trusted Connection checkbox is selected.
c. Select the Next button.
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4. Select the database to be registered.
Note: You will have multiple databases to select from only if you have multiple instances of
Aprima installed on the same server.
a. Highlight the desired database.
b. Select the Next button.
5. Enter your customer identifying information.
a. Enter your Customer Name. The name you enter here will be used as your practice name
in the Configure Practice Settings window in the Aprima application.
b. Enter your Customer Number as supplied by Support.
c. Leave the Password field empty.
d. Select the Next button.
6. Confirm the registration task, and then select the Next button.
7. The registration task begins. This takes only a few moments.
a. When the registration is complete, a message appears.
b. Select OK to close the message.

Aprima PRM About Window Security
Users must have security rights to access the Aprima PRM About window (Help menu → About).
This enables you to restrict access to IP addresses, log files, and other information about your
installation of the application.
By default, the Everyone user group has security rights to this window. To restrict access, you must
remove rights for the Everyone group, and then add the user groups and users to whom you
want to grant rights.
1. List Editor icon (

) → Security → Security

2. Search for and select the Allow Display for Help-About Dialog item, and then select the
Modify button.
3. Deselect the Allow checkbox for the Everyone user group.
4. Select the desired User or User Group to whom you want to grant security rights.
5. Select the Allow checkbox.
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Assessment Forms
Assessments forms are used within a clinical note type window to enable the provider to chart a
specific assessment. Assessment forms are displayed in the system-defined Assessment tab for
clinical note type windows. The application does not include a clinical note type that includes
the Assessment tab. Therefore, for providers to use assessment forms, you must modify a clinical
note type window to include the Assessment tab. Then you must include that clinical note type
window in the user setting definitions for your providers.
The application includes several system-defined assessment forms. These assessment forms
include the items to be assessed, the assessment method (such as a rating, or yes/no entry),
and, if part of the assessment, an overall score. They include:


Activities of Daily Living: Part of the Medicare initial preventative physical examination



AUDIT-C: A brief alcohol screening tool to identify hazardous drinking or alcohol use
disorders.



General Anxiety Disorder (GAD-7): A screening and measurement tool for common
generalized anxiety disorder, panic disorder, social phobia, and posttraumatic stress
disorder.



HARK: The Humiliation, Afraid, Rape, Kick assessment to identify intimate partner violence.



NHANES: National Health and Nutrition Examination Survey assessment on social isolation.



Patient Health Questionnaire (PHQ2/PHQ9): The PHQ2 depression assessment is the first two
questions of the PHQ9 assessment.



Patient Health Questionnaire (PHQ9): Depression assessment.



Portable Mental Status: An assessment of organic brain deficit in the elderly.



Physical Activity: A two question assessment of frequency and amount of moderate to
strenuous exercise.



REALM-SF Examiner Record: Health literacy assessment.

You can create custom assessment forms using the Form Layouts functionality. Please see the
Defining Form Layouts for Custom Tabs and Assessment Forms document for more information
and instructions.
You may associate a procedure code with an assessment form. Then when a provider
completes that assessment form in a visit note, the application automatically charts the
associated procedure code in the visit note.
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Attachments
Attachment Types
Attachment types are used to categorize the different documents, such as scanned images
and lab results, which may be linked to a patient record. When you define an attachment type,
you can specify whether approval is required for the specific attachment. When approval is
required, the application automatically generates a message when this attachment type is
added to a patient visit note.
If you want to use an attachment type to track results (such as lab tests), you should set the
attachment type to display as Result.
You may associate a SNOMED code with an attachment type. This may be needed for MIPS or
other clinical quality-reporting program.
You may identify an attachment type as summary of care. When a summary of care
attachment type is used, it identifies that patient as a transition-of-care patient. This may be
needed for MIPS or other quality-reporting program.
You define the attachment types that display in Full Note Composer and other clinical note type
windows. This enables visit notes to display documents that have been attached to the patient
record.
1. List Editor icon (

) → System → Attachment Types

2. Select the New button.
3. Add an ID, if desired.
4. Add a Name for the attachment type.
5. If desired, use the Browse button to select a color for this attachment type. If selected, color
is used to identify the attachment type in the Document Management window.
6. Select a Message Subtype if the attachment type is associated with a message type and
subtype.
7. Select an appropriate SNOMED Concept ID if needed.
8. Select the Display Type:


Select Attachment for most types of attachment (images, voice, etc.).



Select Results if the attachment will be used in Results Tracking.

9. If the attachment type must be approved, check the Require Approval checkbox.
10. If you want attachments of this type to display in Full Note Composer and other clinical note
type windows, select the Show In FNC checkbox.
11. Select the Summary of Care checkbox if you want this attachment type to identify the
patient as a transition of care patient.
12. Add any Notes, if desired.
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Education Forms
Education forms are used to provide patients with information regarding their diagnosis, general
welfare, or other items of information. You can import your own education information into the
application and, depending on your licensing agreement, you may have preconfigured
education forms from Persivia™ (formerly known as Alere).
You can associate education forms with patient communication type that identifies a topic that
a provider may discuss with a patient. Then when the provider indicates in a patient visit note
that the topic has been addressed, the application adds the associated education form to the
Education Forms slider so that the provider can easily give that education form to the patient.
The application includes a number of predefined patient communication types that are
frequently used for quality reporting purposes, such as MIPS or PCMH. The predefined
communication types are used to trigger the appropriate education form selection. The
predefined types include overweight, smoking cessation, and underweight.
You can create rules that associate specific education forms with one or more chief complaint
symptom, diagnosis, or procedure. You can then assign a set of education form association rules
to a provider or providers. When a provider charts a chief complaint symptom, diagnosis, or
procedure in a patient visit note, any education forms associated with that item will appear in
the Education Form slider in Full Note Composer so that the provider can easily select and print
them for the patient.

Define a Procedure Code for Education Forms
Clinical quality measures that require educating or counseling the patient are fulfilled by a
procedure code or a SNOMED code associated with a procedure code. If the provider typically
gives the patient an education form when performing this counseling, then you can associate a
procedure code to the education form. Then when the provider selects the education form
from the Education Form slider, the application adds the associated procedure code to the SP
tab of the patient visit note.
The education forms must also have a patient communication type that associates the form
with the education subject matter of the measure.
Please note that if you are using the education forms provided by Persivia, then you must
configure both the English and the Spanish versions of the form.

Modify an Existing Education Form
1. List Editor icon (

) → Clinical → Education Form

2. Search for and select the desired form, and then select the Modify button.
3. Enter an ID and Notes if desired.
4. Ignore the Related PQRS Measure field. This is no longer used.
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5. In the Patient Communication Type, select the topic or topics with which the form is related.
If the education form is used in conjunction with a procedure that satisfies a clinical quality
measure, then select the appropriate patient communication type used for MIPS and other
quality programs.


Nutrition



Overweight



Physical Activity



Underweight



Smoking Cessation

6. Select the Language in which the form is written.
7. If this education form is commonly used with a patient education or counseling procedure
that satisfies a clinical quality measure, then select the Procedure code for which this
education form is used. Then when the provider adds the education form to a visit note, the
application will automatically add the procedure code.

Import an Education Form
Use this process to create an education form by importing a document file. Please note, you
cannot use the File → Import to create an education form.
1. List Editor icon (

) → Clinical → Education Form

2. Select the New button.
3. Enter a Name for the form.
4. Enter an ID and Notes if required.
5. Ignore the Related PQRS Measure field. This is no longer used.
6. In the Patient Communication Type, select the topic or topics with which the form is related.
If the education form is used in conjunction with a procedure that satisfies a clinical quality
measure, then select the appropriate patient communication type used for MIPS and other
quality programs.


Nutrition



Overweight



Physical Activity



Underweight



Smoking Cessation

7. Select the Language in which the form is written.
8. If this education form is commonly used with a patient education or counseling procedure
that satisfies a clinical quality measure, then select the Procedure code for which this
education form is used. Then when the provider adds the education form to a visit note, the
application will automatically add the procedure code.
9. Ignore the License Code and Document Group fields. These are used only for the education
forms provided by Persivia.
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10. Select the Import File button.
11. In the browser window, select the file type you wish to import. This may be:


An image file (.bmp, .gif, .jpg)



A text file (.txt)



A PDF (.pdf)



A Word document (.doc)



An XML file (.xml)

12. Navigate to the file on the server that you wish to import.
13. Select the file, then select the OK button to return to the Education Form window.
14. Select the OK button to import the file into the application.

Printing Imported Forms
You cannot print education forms directly from this window. Instead, you must view the
document in its native application, and then print from that application.
1. List Editor (

) → Clinical → Education Form

2. Search for and select the desired education form, and then select the Modify button.
3. In the Education Form window, select the View Content button. This opens the education
form in its native application, such as Adobe Reader, Microsoft Photo Viewer, etc.
4. Print the document from the application.

Creating a Patient Communication Type
You may define additional patient communication types for topics for which you frequently
provide information to patients. Your user-defined patient communication topics will not be used
for automated quality reporting.
1. List Editor icon (

) → Clinical → Patient Communication Type

2. Select the New button.
3. Enter a Name for the patient communication type.
4. Enter an ID and Notes, if desired.

Setting Up Education Form Associations
Use this procedure to create rules that associate specific education forms with one or more chief
complaint symptom, diagnosis, or procedure. You can also associate education forms with
additional health factors used by clinical quality measures.
You can associate education forms with age, gender, chief complaint, diagnosis, procedure,
and/or observation item and results. Then when the specified conditions are met in a patient visit
note, the application adds the associated education form to the Education Form slider so that
the provider can easily give it to the patient.
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When you create an education form association for one these conditions, you can assign a
recurrence period to that form. Then the form will appear in the Education Slider only when it has
not been printed the number of times indicated for the selected period. The recurrence period
for a year is the calendar year so that it is consistent with the most clinical quality program
reporting periods. Therefore, if the provider prints a specific form for a patient in December, that
form will appear in the Education Forms Slider in February. However, if the provider prints the
form in January, it will not appear in February.
Only one set of education form associations can be associated with a provider. Therefore, it
must contain all of the education form associations desired by the provider.
The optional education forms from Persivia have a Spanish language option that is enforced
when an education form is printed. The language option is not used when setting up education
form associations. Only one rule is needed for both the English and Spanish version.
1. List Editor (

) → Clinical → Education Form Association

2. Select the New button.
3. Enter a Name for the set of education form associations.
4. Enter an ID or Notes if desired.
5. In the Patient Education Form field, search for and select the desired form.
6. Define the Demographic Factors for the education form.
a. Define the age range by entering From and To ages and select the Units for the age
(days, years, etc.).
b. Select the Gender or genders.
7. If desired, enter the Recurrence period in which you want the form to be automatically
available in the Education Form Slider. For example, Every 1 Years, or Every 6 Months.
8. Search for and select the item or items to which you want to associate the education form.
You may associate the form with one or more:


CC Symptom



Diagnosis



Procedure

9. In the Other Factors section, select the checkboxes for the additional factors related to the
form.
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Smoker: If identified as a smoker in the patient history.



Overweight: When selected, uses the system-defined criteria of a BMI of 25 or greater.
This is the Medicare definition of overweight for patients between the ages of 18 and 65.
To use other criteria for BMI, leave this checkbox deselected, and enter your criteria in
the Observation Items section. (See the next step.) Please note, you cannot use both this
checkbox and the Observation Items section.



Underweight: When selected, uses the system-defined criteria of a BMI of 18 or less. This is
the Medicare definition of underweight for patients between the ages of 18 and 65. To
use other criteria for BMI, leave this checkbox deselected, and enter your criteria in the
Observation Items section. (See the next step.) Please note, you cannot use both this
checkbox and the Observation Items section.
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10. Define the Observation Items that the education form is associated with.
a. Select the desired Observation Item.
b. Select the operator for the Result.
c. Enter the result Value.
d. If an additional observation item is desired, select the radio button for ‘And’ or ‘Or’ and
then repeat substeps a through c for the next observation item.
11. Repeat steps 5 through 10 for each education form.

Existing Attachment Images
The application includes a set of images that you may wish to use as attachments to patient visit
notes or records. You can also add your own images. You can import image files of all types:
.bmp, .gif, .jpg, .tiff, etc.
1. List Editor icon (

) → Clinical → Existing Attachment Images

2. Select the New button.
3. Enter a Name for the image.
4. Enter an ID and Notes, if desired.
5. Select the Import Image button.
Note: For an existing image, the Import Image button is not available.
6. Navigate to the file that you wish to import.
7. Select OK to include the image in the database.

Integrated PDF Attachment Handler
By default, the PDF attachment handler is configured to use an integrated PDF viewer that
improves the viewing of compressed PDF files and PDF files created by applications other than
Adobe®. If you are using an external PDF viewer to enable annotation on PDF images, then you
must change the configuration of the PDF attachment handler.
1. List Editor → Integration → Attachment Handler
2. Search for and select the PDF entry, and select the Modify button.
3. In the Attachment Handler window, select the Windows Viewer radio button.
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File Compression for Attachments
You can compress files that have been copied or moved into the database as attachments to
patient records, patient visit notes, and payment items. When a file is compressed, its size is
reduced for storage purposes. When the file is opened, it must be uncompressed to be viewed,
printed, and otherwise used. Compressing and uncompressing a file does not affect the data in
the file or the quality of the image for a graphic file. Compressing files that are not currently
being used reduces the overall size of the database, and this can improve the database’s
responsiveness.
To use the application’s file compression functionality, you define how the application will
handle specific file types. Then when a file of a specific type, such as a Word .doc file, is added
to the database, that file is compressed using the specified compression technique. Any time a
user accesses that attachment file, the application automatically uncompresses the file using
the same technique. When the user closes the attachment, the application again compresses
the file for storage. Compression and uncompression are a seamless part of attaching, opening,
and closing file attachments and are transparent to the user.
A number of file types are predefined in the application. You can modify whether these file
types are compressed or left uncompressed by default. You can also define additional file types
and how they will be handled. By default, the following file types are compressed when an
attachment is added or an existing attachment is opened and then closed.


Rich text format (.rtf)



Sound (.wav or .wma)



Text (.txt)



TIF (.tif or .tiff)



Microsoft Word (.doc or .docx)

The default compression technique is zipping. You may add other compression techniques if
desired. Please contact Support for assistance.
You can also use the Attachment Handler window to configure whether the file type may be
imported into the database as an attachment or for other purposes. This enables you to prevent
users from importing files which might be dangerous, such as .exe files, or that are typically very
large.

Compressing Attached Files in the Database
You can compress attached files that are in the database without opening them. Files that are
compressed can be uncompressed with no loss of data or quality. Compressed files will be
uncompressed automatically when any user attempts to view them.
1. Desktop → Document Management
2. Enter the desired filtering criteria, and then select the Only Include Uncompressed Files
checkbox.
3. Select the Search button.
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4. Review the information in the File Extension and File Size columns to determine the attached
files you wish to compress.
5. Select the checkboxes for the attached files you want to compress.
6. Select the Compress button.

Remove File Compress for a File Type
If you do not want to compress a file type that is compressed by default, you can stop the
compression by inactivating the compression definition for that file type.
1. List Editor (

) → Integration → Attachment Handler

2. Search for and select the desired file type, and then select the Modify button.
3. Select the Inactive checkbox to inactivate the attachment handler definition.

Define Compression for a File Type
File compression handling is defined in the Attachment Handler window.
1. List Editor (

) → Integration → Attachment Handler

2. Search for and select the desired file type, and then select the Modify button.
3. The Name field is the type of file to which this compression definition applies. The name
cannot be changed for predefined file types.
4. The FileName Wildcard field identifies the file extension for this file type. You can enter more
than one file type. Enter them in the form *.extension and separate each one with a comma.
5. The Priority determines order. The highest priority is 0. It is recommended that you do not
change the default priorities.
6. Use the Compression field to identify the compression technique used for this type of file. Zip
is the only compression technique provided with the application.
7. The Viewer AQN field contains the argument necessary to invoke the compression
technique. If you want to add zip compression to file type that is not compressed by default
or that is new, copy the contents of the AQN field on a compressed file type and paste the
contents in this field.
8. Enter an ID and Notes, if desired.
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Adding Compression Techniques
You may add additional compression techniques if desired. Please contact Support for
assistance.
1. List Editor (

) → Integration → Compression

2. Select the New button.
3. Enter a Name for the compression technique.
4. In the AQN field, enter the argument necessary to invoke the compression technique.
Support will assist you determine the required argument for the compression technique.
5. Enter an ID and Notes, if desired.

Prevent Importing of a File Type
The Attachment Handler window enables you to configure whether the file type may be
imported into the database as an attachment or for other purposes. This enables you to prevent
users from importing files which might be dangerous, such as .exe files, or that are typically very
large.
1. List Editor (

) → Integration → Attachment Handler

2. Either:


Search for the file type you want to block, and then select the Modify button.



Select the New button to create an attachment handler for the file type you want to
block.

3. Select the Blocked Upload checkbox to prevent importing this file type.

File Conversion for Attachments
Often the application database contains a large number of attachment files that are images of
various types, such as photos and images of scanned x-rays or lab results. Images files can be
quite large, and thus large numbers of them can make the database itself quite large. However,
some types of image files are larger than others. By converting image files to a file type that is
smaller, you can reduce the overall size of your database.
You must be aware, however, that images types that have smaller files also tend to have lower
image quality. Frequently, this lower image quality is not significant. For example, .tff image files
can often be converted to .jpg files with very acceptable results. In some instances, such as
scanned images of faxed documents, the lower image quality can actually improve the image
by reducing the graphic noise in the original image.
The application enables you to convert image files from one file type to another file type of
smaller size and lesser quality. Converting a file permanently and irrevocably reduces the quality
of the image because some of the data that made up the original image is removed from the
file. You can convert a file to a higher quality, larger size file type, but the resulting image will not
be of any higher quality because the data necessary for a higher quality is simply not available.
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You can convert a single file or multiple files, and you can set the characteristics of the
converted file. When you convert a single file, you can see the effect of the characteristics you
have selected. This enables you to see if the resulting image is of sufficient quality. You can
adjust the file characteristics as needed before actually converting the file. When you convert
multiple files, you set the desired file characteristics, but you cannot preview the effect.
Therefore, it is highly recommended that you convert a single file of a particular type before
converting multiple files at one time. For example, if you have a large number of scanned
images of lab results that were faxed to your office, you may want to convert several individual
files to determine the best file type and file characteristics. Once you have determined the
optimal characteristics, you can then convert multiple files of scanned lab results at one time.
File conversion is resource intensive and can take some time. It is recommended that you initiate
the conversion of multiple files at one time at the end of the workday so that the process runs in
the evening while the application is not being used for regular clinical and practice
management tasks. It is also recommended that you do the conversions in small batches. This
will reduce the possibility of timeout errors while the process runs. It also enables you to check
the conversion quality to ensure that you are satisfied with results.
IMPORTANT: Make a complete backup of your database prior to converting any attached files.
Keep this backup at least until you are satisfied that all file conversions are successful and of
sufficiently high quality. You may want to keep this backup for some longer period of time in
case any problems should arise later. If you do not make and keep a complete database
backup prior to converting attachments, the original attachments cannot be recovered.

Convert a Single File
You can convert a file from one file type to another. You can also rotate or flip an image that
has an incorrect orientation.
It is suggested that you note the characteristics that you define for type of attachment so that
you can later use those characteristics to convert multiple files at one time.
1. Desktop → Document Management
2. Enter the desired filtering criteria, and then select the Search button.
3. Identify the file you want to convert, and then select the File Size hyperlink.
4. In the Attachment Converter window, define the characteristics for the converted file. As
you make selections, use the Convert button to see the effect of your selection.
a. In the Image Type section, select the radio button for the file type you want to convert
to.
b. In the Color section, select the radio button for the type of color in the converted image.


Color images contain more data and are therefore larger than black and white or
grayscale images.



Grayscale images contain are smaller than color images and larger than black and
white. The shading available in grayscale may contain necessary information in some
images, and unnecessary information in others. For example, images of text
documents generally do not need to be grayscale.
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Black/White images are the smallest. Black and white is appropriate for images of
text documents, but it may not be sufficient for others.

c. In the Bits/Pixel section, select the desired number of bits per pixel. This is a measure of the
amount of data that makes up the image. The smaller the number of bits per pixel, the
less data; thus, a smaller file and lower image quality.
d. If needed, select the Reset button to return the displayed image to its original state.
5. When you are satisfied with image quality you have defined for the converted file, select the
OK button to convert the file. Conversion cannot be undone.

Convert Multiple Files
Use this procedure to convert multiple files at one time. All of the selected files will be converted
to the same file type with the same file characteristics. You cannot preview the results of
conversion when converting multiple files.
Converting files is resource intensive and can take some time. It is suggested that you convert
files in small batches and at times when the application is not being used, such as on evenings
and weekends.
1. Desktop → Document Management
2. Enter the desired filtering criteria, and then select the Search button.
3. Review the information in the Attachment Type, File Extension and File Size columns to
determine the attached files you wish to convert.
4. Select the checkboxes for the attached files you want to convert.
5. Select the Change Image Format button.
6. In the Compress Image Options window, define the characteristics for the converted file.
a. In the Image Type section, select the radio button for the file type you want to convert
to.
b. In the Color section, select the radio button for the type of color in the converted image.


Color images contain more data and are therefore larger than black and white or
grayscale images.



Grayscale images contain are smaller than color images and larger than black and
white. The shading available in grayscale may contain necessary information in some
images, and unnecessary information in others. For example, images of text
documents generally do not need to be grayscale.



Black/White images are the smallest. Black and white is appropriate for images of
text documents, but it may not be sufficient for others.

c. In the Bits/Pixel section, select the desired number of bits per pixel. This is a measure of the
amount of data that makes up the image. The smaller the number of bits per pixel, the
less data; thus, a smaller file and lower image quality.
7. When you select the OK button, all the selected files will be converted to the defined file
type with the defined characteristics. Conversion cannot be undone.
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Image Rescaling for JPEG Files
The application includes image rescaling for JPEG (.jpg or .jpeg) image files. The rescaling
changes the image to greyscale and reduces the file size. Please note that this changes a JPEG
file to a smaller JPEG file; it is not used to convert another type of image file to a JPEG.
When the rescaling functionality is used, then the rescaling occurs automatically when a user
imports a JPEG file into the database. All JPEG files will be rescaled. To use the JPEG image
rescaling functionality, you must configure the JPEG attachment handler.

Configure the JPEG Attachment Handler
1. List Editor (

) → Integration → Attachment Handler

2. Search for and select the JPEG attachment handler, and then select the Modify button.
3. In the Compression field, select JPEG.
Once you configure the rescaling, then all JPEG files will automatically be rescaled when
attached to a record. To stop rescaling, you must remove the entry from the Compression
field.

Importing Files for Document Linking
Document and image files may be imported into the database so that they may be attached
to patient records, patient visit notes, procedures ordered or performed, or payment items.
Once the files are imported, users can attach them to records in the database using the
Document Linking window.
The documents to be imported into the database must be available as document or image files
on the server, PC hard drive, or other storage location. You can add files to the source file folder
or folders on the server or other storage location by saving a file to that location, by scanning a
document and saving the resulting file to that location, by receiving fax files into that location,
etc. Files that are in the source file folder on the server or other storage location can then be
imported into a destination folder in the application database.
You may have a single source folder on the server or other location, and a single destination
folder in the database for all your document files. Or you may want to establish separate folders
for different types of documents, different sources of documents, or document for different
people, depending on how you need to organize documents for your practice. For example,
you may want separate folders for each provider, or you may have separate folders for faxes,
scanned documents, lab results, etc.
Importing files may be done on-demand by a user, or it may be done automatically by a job in
the application. When importing is done by a user, the source folder may be on any file storage
location accessible by that user. When importing is done automatically by the job, then the
source folder must be a network shared folder, meaning that the folder is accessible by the
server and all users.
When importing is done automatically by the job, then you must establish a separate job
schedule for each source folder and destination folder combination that you have defined. The
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job schedule for each source folder and destination folder combination can be configured to
specific needs. For example, if you receive faxes throughout the day, then you may want the
job to run multiple times a day on the fax folder so that you can review and attach the
documents throughout the day. If you a part-time staff person who scans all documents
received once a day, then you may want the job to run on the scanned documents folder only
once a day.
There are a number of setup tasks that you must complete in order to import files.


Establish the document file folder or folders on the server, and make sure that all users with
document attachment responsibilities have the necessary access rights to this folder. This
task is external to the application, and so is not explained in these instructions.



Create the destination folders within the application database.



Configure the document import job and job schedule.

Create the Destination Document Linking Folders
You will need one or more destination document linking folders for storing importing document
files in the database. The application includes a General folder for this purpose. You may want
to create additional destination folders for specific types of documents, different sources of
documents, or document for different people. You may establish folders in any manner that
makes sense to you and the processes used in your practice.
The application includes a Direct Message folder for documents received through the optional
Direct messaging functionality. It also includes a FaXit folder for documents received through the
optional FaXit MD™ fax service. Documents received into these folders are in the database, and
do not have to be imported from a source folder.
The application also includes a Rejected folder and an Ignore folder. The Rejected folder is used
for files that have been rejected through the attachment approval process. The Ignore folder is
used for unwanted files found in a destination folder during the attachment process. Users can
review the files in the Ignore folder to determine if the files are actually valid and need to be
attached to a record. An administrative user can permanently delete files from the Ignore
folder.
1. List Editor (

) → System → Document Linking Folder Type

2. Select the New button.
3. Enter a Name for the document file folder.
4. Enter an ID and Notes, if desired.
5. Enter a Default Document Name. This name is given to all document files in the folder by
default. You can change or modify a document file’s name when processing the file.
6. Select the Default Approval Message Checked if you want all attachments made from
document files in this folder to be approved. When a file is attached, the approval message
checkbox in the Document Linking window is selected by default. The user will be able to
change this if desired.
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7. Determine how you want the files in the source folder on the server handled after they have
been imported into this destination folder in the application database.


Select the Delete radio button if you want the files to be deleted from the source folder
once they have been imported into the database.



Select the Move radio button if you want the document files moved into a Processed
folder. The Processed folder is created within the source folder on the server from which
the files are imported.
To use the Move option, the user must have write access to the source folder on the
server or other storage location.

8. If you want to limit the number of files in the destination document folder that a user may
access and work with at a given time, then select the Maximum Files to Process.
When a user accesses the Document Linking window to attach files from this destination
folder, then the window will display only the number of files selected here. Once the user has
processed all the files displayed, then additional files will be displayed.

Set Up the Document Import Job
You must configure the user or user group to receive messages about the success or failure of
the Import Files for Document Linking job.
1. List Editor (

) → Integration → Jobs

2. Search for and select the Import Files for Document Linking job, and then select the Modify
button.
3. Add an ID, if desired.
4. In the Notify Users field, select one or more users and/or user groups to notify.
5. Select the On Success checkbox, the On Failure checkbox, or both.

Schedule the Document Import Job
You must create a job schedule for each destination document folder defined. The job
schedule defines when and how frequently the job runs, and it defines the source folder on the
server from which files are imported and the destination folder into which the files are imported.
If the import job will run against a particular source folder throughout the day and will import a
few document files at a time, then the job may be scheduled to run every few minutes. If the job
will run against a particular source folder only once a day and so will import a large number of
document files at a time, then the job should be scheduled to run after normal office hours and
prior to the nightly backup and maintenance jobs.
1. List Editor (

) → System → Job Schedule

2. Select the New button.
3. Enter a Name for the job schedule.
4. Enter an ID and Notes, if desired.
5. In the Job field, select the Import Files For Document Linking job.
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6. In the Repeat Parameters, define the schedule for running the job.
a. In the Perform This Job field, select the frequency of the job (such as daily, or every ‘nth’
minute, or ‘nth’ second).
b. In the Start Date field, select the date and time at which the job will begin running.
c. If you selected the minute or second frequency, then the Every field appears. Enter the
number of minutes or seconds at which you want the job to run.
7. In the Source Folder field, select the document file folder on the server from which the files
will be imported.
8. In the Destination Folder field, select the destination folder in the database into which the
files will be imported.

Security for Sending Documents
Users must have security rights to send attachments or generated documents to a printer, fax,
Direct message, or email. By default, the Everyone user group has security rights for sending
documents. To restrict access, you must remove rights for the Everyone group, and then add the
user groups and users to whom you want to grant rights.
1. List Editor icon (

) → Security → Security

2. Search for and select the Send Documents item, and then select the Modify button.
3. Deselect the Allow checkbox for the Everyone user group.
4. Select the desired User or User Group to whom you want to grant security rights.
5. Select the Allow checkbox.

Audit Trail
The Audit Trail provides a listing of all actions on the system. The audit trail records when a
patient visit note, a superbill, or claim, or other item is changed, by whom, and at what time.
You can filter the listing using a number of criteria. The Description field is a text field where you
can enter any text string. Searching will identify any entry with that text string in the Description.
The Type field enables you to select a specific type of audit trail entry, such as SendRx or
PrintRpt.
Note: Access to patient protected health information (PHI) through the audit trail is restricted.
Please refer to the Security Audit Only Security Setting section below for instructions on modifying
security.
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Security Audit Only Security Setting
The Security Audit Only security setting enables you to prevent a user who has access to the
audit trail from accessing patient PHI through the audit trail. When this setting has been applied
to a user, the user will be able to access the Audit Trail window and search for entries. However,
the user will not be able to access detailed information about an entry by clicking on the
Description link.
Use the following process to set the Security Audit Only setting for a user.
1. List Editor (

) → Security → Security

2. Search for and select the Security Audit Only entry.
3. Select the Modify button.
4. In the User or User Group field, search for and select the desired user or user group.
5. Deselect the Allow checkbox. This allows the user to access audit trail entries, but to not
access details about the entry.

View the Audit Trail
1. Desktop → Audit Trail
2. Select Search to view all items in the audit trail.
3. To filter the items displayed in the audit trail, select the filtering criteria you want to use.
4. Select the number of audit trail items you want displayed.
5. Select Search to display only those items meeting the search criteria.
6. If you want to save the search criteria for reuse:
a. Select whether the search is for you only or for everyone.
b. Select Save As.
c. Enter a name for the search criteria, and then select the OK button.
7. To use a saved search, select the View Option using the Find button.
8. Select Search to display only those items meeting the search criteria.
9. To hide the search criteria fields, select Advanced. The Advanced button toggles between
hiding and displaying the search criteria fields.
10. To see additional information about an item, select the Description for the desired item. This
displays a pop-up window listing each item written.
The Audit Trail Description window contains additional information about an item listed in the
audit trail. When a single transaction in the application makes multiple changes in the
database, the transaction itself is shown in the Audit Trail window. Information about each
individual change to the database is shown here.
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Audit Trail ATNA Exports
Audit records may be exported in an ATNA compliant format so that they can be sent to a
common repository. The export is handled through the Audit Exporter job which may be
scheduled to run on a regular basis or run on-demand. The export of the file is than handled by
an interface to the common repository.
Please see the Jobs and Job Schedules section for information on the Audit Exporter job which is
used for these exports.

Billing Information
So that the system can accurately calculate fees and billing staff can post charges to accounts
and balance statements, you must first define information about batches, account types, fee
schedules, claim formats, and credit types.

Account Types
Account Type defines the type of account (for example, commercial, Medicare, worker’s
compensation) that is associated with an insurance payer and insurance plan which may then
be associated with a patient. When filing claims electronically with the 837 claim format, the
account type must include the valid ANSI code for the insurance associated with the account.
The table below shows the predefined account types and their ANSI codes. You may also wish
to establish other account types. Please refer to the Account Types topic in the online help for a
complete list of account types and ANSI codes.

ANSI Code

Account/Insurance Type

09

Self Pay

AM

Automobile Medical

BL

Blue Cross/Blue Shield

CH

Champus

CI

Commercial Insurance

DS

Disability

MB

Medicare Part B

MC

Medicaid

WC

Workers’ Compensation

ZZ

Mutually Defined – Unknown
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Define an Account Type
1. List Editor icon (

) → Billing → Account Types

2. Select the New button.
3. Enter a valid ANSI Code if the account type will be used to file claims electronically.
4. Enter a name for the Account Type. This is the name that will be associated with the patient’s
insurance details, and the name that will be used on the superbill.
5. Enter an ID and Notes, if desired.

Amount Allowed Schedules
The amount allowed schedule is where you enter information about how you expect to be paid
by an insurance payer for specific procedures. Amount allowed schedules are used to calculate
the expected payment amount from the insurance payer and the patient’s copay and coinsurance amounts. Amount allowed schedules have effective periods. So, once you establish
an amount allowed schedule, you can make changes to the procedures and fees for a specific
effective period. The only information in the Amount Allowed Schedule window that applies to
the schedule irrespective of the effective period is the schedule name and notes about the
schedule. All other information applies to selected effective period of the schedule.
Payment information for a procedure includes the fee amount allowed by the insurance payer,
the percentage of that amount that is the insurance liability, and how patient copay amounts
are defined. You can also enter the number of days in the global period, if any, for a procedure.
An amount allowed schedule may be used against either a flat fee schedule or an RVU fee
schedule. All amount allowed schedules should include all of the procedures that are included
in your fee schedule or RVU fee schedule, and they may include additional procedures that are
not in those fee schedules.
Amount allowed schedules are used to calculate expected payment amounts from the
insurance payer and the patient’s copay and co-insurance amounts. To be used, an amount
allowed schedule must be associated with one or more insurance payers or plans, and patients’
accounts must include insurance and copay information. Therefore, each insurance payer and
plan must be associated with an amount allowed schedule.
You may use an amount allowed schedule for more than one payer or plan if those payers or
plans have the same characteristics and substantially the same amounts allowed. In most cases,
you will need to define an amount allowed schedule for each insurance payer and possibly for
individual insurance plans.

Creating and Modifying Amount Allowed Schedules
Because you will need to establish a number of amount allowed schedules, you may find it
helpful to first create a template amount allowed schedule. Then you can use your template to
create amount allowed schedules for your various insurance payers and plans. Do not associate
your template amount allowed schedule with any insurance payer or plan.
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All amount allowed schedules should include all of the procedures that are included in your fee
schedule or RVU fee schedule. Amount allowed schedules may include procedures that are not
in your fee schedule or RVU fee schedule.
You may create, modify, and import amount allowed schedules. You can display specific codes
to verify or change the fees, and you can also adjust all the fees in an amount allowed
schedule.
If your database is configured for taxes, then you an override a procedure code’s tax type on a
particular amount allowed schedule if needed.

Default Amount Allowed Schedule
The application includes a predefined Default Amount Allowed schedule. It is intended to be
associated with any insurance payer for whom you do not create a specific amount allowed
schedule. Before using the Default Amount Allowed schedule, you must modify it to enter
procedure and fee information for your practice.
The Default Amount Allowed Schedule contains all Evaluation and Management codes. You
must add to it all other procedure codes that you use.
Because you will use the default amount allowed schedule with a number of insurance payers
and plans, it is recommended that you not enter any amounts allowed or fixed amounts.

Amount Allowed Schedule Effective Period
The effective period for fee schedules and amount allowed schedules enables you to make
changes to the procedure codes, fee amounts, allowed amounts, and coinsurance information
in the schedule without having to create a completely new schedule. It is important to create a
new effective period any time you increase or decrease amounts or otherwise change an
amount allowed schedule. The effective period enables you to process superbills and file
insurance claims using the fee and allowed amounts in place at the time of service.
For example, if you increase your fees in January, you may still have superbills and claims for
December which should use the lower fees. Or, if an insurance payer’s allowed amounts
change in March, you may still have claims for February that should use the previous allowed
amounts. Or you may need to file a corrected claim for an earlier date using the fee and
allowed amounts that were in effect at the time of service. In any of these situations, the
application would use the current fee and allowed amounts if you had not created a new
effective period when you changed the amounts in a fee schedule or amount allowed
schedule.

Automatic Write-Offs
The application can automatically create write-off adjustments for the difference between the
amount you charge for a procedure and the amount allowed for that procedure by a patient’s
insurance payer. If you wish to use this functionality for an insurance payer, you must enable it in
the amount allowed schedule for the insurance payer or insurance payer and plan.
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Fee schedules must include fee amounts for procedures in order for adjustment amounts to be
determined, and automatic write-offs for those adjustment amounts to be made. No other entry
or modification is needed to the fee schedule.
When you associate the amount allowed schedule to an insurance payer, you must select a
credit type for the automatic write-off. The credit type that you select must have the type
‘Contractual Adjustment’.

Billing Rules
You may establish fee schedule billing rules for one or more procedures in an amount allowed
schedule. Billing rules define how fees are calculated for procedures or services. There are
several types of billing rules.


Fee Schedule Billing Rules: These rules are used when a procedure is paid differently under
certain circumstances than it is normally. For example, some procedures are paid differently
if they are performed in a hospital, rather than in a doctor’s office. Some procedures are
paid differently depending on the type of provider who performed the procedure.



Time-Based Billing: These rules are used for services that are billed based on the time spent. A
calculation is used to determine the number of units based on the time spent. The timebased billing functionality can be used for physical therapy, behavioral health, and other
services for which a single, simple calculation is used to determine the time to unit.
The time-based billing functionality cannot be used for anesthesia billing or other services in
which more complex calculations are need for the first unit and subsequent units for a single
procedure code. Time-based billing is not used to determine the appropriate Evaluation and
Management (E&M) code when the level of care is based on time rather than
documentation.



Transportation Billing Rule: This rule is used for routine transportation services. There is only one
transportation billing rule, which is that one mile equals one unit of service. The transportation
billing rule cannot be used for ambulance services.

Please refer to the Billing Rule Setup document for more information and for complete
instructions for setting up billing rules.

Modifier Required
You may configure a procedure code on an amount allowed schedule to indicate that the
procedure code requires a modifier. This causes a message to be displayed to the provider
when completing a visit note in which the procedure has been charted without a modifier. The
message will be displayed only when the patient’s insurance payer and plan are associated
with the amount allowed schedule.

Ref: 1192.13

61

Amount Allowed Schedules Cannot be Merged
Merging two amount allowed schedules could result in procedure codes with conflicting
effective periods, overlapping effective periods, or gaps in effective periods. This could lead to
allowed amount problems on superbills which would be difficult to identify and correct.
Therefore, the application does not allow you to merge amount allowed schedules.
Instead of merging two schedules, create a new effective period for one schedule, and use the
Add Codes button to pull in the codes and amounts from the other amount allowed schedule.
Finally, make sure that the amount allowed schedule that you want to use is associated with the
correct insurance payers and plans.

Create a Template Amount Allowed Schedule
1. List Editor icon (

) → Billing → Amount Allowed Schedule

2. Select the New button.
3. Enter a Name for the schedule,
4.

Enter an ID and Notes if desired.

5. Leave the RVU Schedule field empty for the template schedule.
6. In the Amount Allowed Periods area, define the effective period of the schedule.
a. Select the New button.
b. Enter the Effective Date.
c. Leave the Expiration Date empty.
d. Select the OK button to return to the Amount Allowed Schedule window.
7. Ensure that both the Autopopulate from Payment Entry and the Autoupdate from Payment
Entry checkboxes are deselected.
8. In the Insurance Percentage field, enter 100 for the template schedule.
9. Ensure that the Auto-Writeoff Overcharge checkbox is deselected.
10. In the Procedure Filter area, select the All Codes radio button to display all the procedure
codes once you add them to the template amount allowed schedule.
11. Select the Add Codes button.
12. In the Copy Procedure Codes window, select the Amount Allowed/Fee schedule radio
button, and then select your fee schedule. This imports all the procedures from your fee
schedule.
13. Select the effective Fee Schedule Period you want to import.
14. Select the OK button to import the procedure codes.
15. A popup message will tell the number of procedure codes added. Select the OK button to
return to the Amount Allowed Schedule window.
16. Select the OK button to close and save the template amount allowed schedule.
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Create a Specific Amount Allowed Schedule from the Template Amount Allowed Schedule
Once you create your template amount allowed schedule, you can copy it to create the
specific amount allowed schedules needed for insurance payers and plans.
1. List Editor icon (

) → Billing → Amount Allowed Schedule

2. From the List Editor window, select your template amount allowed schedule.
3. From the File menu, select Save As.
4. Enter a New Name for the new amount allowed schedule.
5. Select the amount allowed schedule just created, and then select the Modify button.
6. In the Amount Allowed Periods area, define the effective period of the schedule.
a. Select the New button.
b. Enter the Effective Date.
c. Leave the Expiration Date empty.
d. Select the OK button to return to the Amount Allowed Schedule window.
7. Modify the following information as appropriate.


Auto populate: The auto-populate setting enables you to set the initial amount allowed
for a procedure from the Payment Entry window, rather than entering it directly into the
Amount Allowed Schedule window. To use auto-populate, you must enter the procedure
code or codes in the amount allowed schedule, but you must leave the amount allowed
empty. Then when an amount allowed is entered for that procedure from the Payment
Entry window, users will be prompted to add the amount to the amount allowed
schedule.



The auto-update setting enables you to change the amount allowed for a procedure by
entering a different amount through the Payment Entry window. When the auto-update
setting is used, payment entry must be done carefully to avoid accidentally changing
the amounts allowed. To use auto-update, you must enter procedure code or codes in
the amount allowed schedule. The amount allowed for the procedure must also be
entered, either directly into the Amount Allowed Schedule window or by using the autopopulate setting and entering through the Payment Entry window. Then when entering
an amount allowed for a procedure from the Payment Entry window that is different from
the amount allowed for that procedure currently in the amount allowed schedule, uses
will be prompted to update the amount allowed schedule with the new amount.



Insurance percentage: Enter the percentage of the amounts allowed for which the
insurance payer is always or generally responsible.



Auto-writeoff overcharge option: Select this option to enable the application to
automatically create writeoff adjustments at the time charges are generated.

8. In the Procedure Filter area, either:


Select the All Codes radio button to display all the procedure codes in the amount
allowed schedule.



Select the Codes radio button to display specific codes, and then enter a code, codes,
or range of codes. Separate codes or ranges with a comma. Enter a range with a
hyphen. For example: 90000,90100-90200.
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9. In the procedure list, select the Code hyperlink to access the Edit Procedure Fee window on
which you may enter fee information for that procedure code.
10. Enter the amount Allowed for the code. This is the amount allowed for the procedure by the
insurance payer.
11. Select the Modifier Required checkbox if you want to display a warning in when a provider
completes a visit note in which this procedure is charted, but no modifier has been entered.
12. Select the By Default Do Not Claim checkbox if you usually do not file claims for this
procedure. This defaults to superbills, but it can be changed on a particular superbill when
needed.
13. In the Contract Type, enter the ANSI code for the contract type if desired. This information
will appear on superbills associated with this amount allowed schedule.
14. Enter the Global Period for a procedure code when applicable. A global period is a period
of time during which an insurance payer will not pay for services provided to a patient who
has received a particular procedure. The insurance payer assumes that certain types of
follow up care are needed for a certain period time following the procedure, and that the
cost of providing that follow up care is included in the cost of the procedure itself.
15. Select the Family Planning checkbox if applicable.
16. Select the checkbox for Alt Insurance Plan if this charge is paid by an alternative insurance
payer and plan.
17. Define the coinsurance amount to billed to the patient for this procedure. This may be done
by insurance percent; primary care physician (PCP), specialist, or other provider copay
amounts; or fixed amounts.
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Insurance Percent radio button: Select this radio button to bill patients based on the
insurance percentage entered in the Insurance Percent field on the Amount Allowed
Schedule window. When the superbill is processed, the insurance percentage of the
amount allowed is charged to the insurance payer, and the remaining percentage of
the amount allowed is charged to the patient. An amount must be entered in the
Amount Allowed field for this calculation to be made. This is appropriate for evaluation
and management codes and other procedures that do not require a copay.



Insurance Percent value: Enter a percentage in this field only when the insurance payer is
responsible for a different percentage of the procedure’s amount allowed then entered
in the Insurance Percent field on the Amount Allowed Schedule window. Note that the
value in this field will be used if there is a value here and the Insurance Percent radio
button is also selected.



Insurance Plan PCP/Specialist radio button: Select this radio button to bill patients for a
copay amount for primary care physician (PCP) or a specialist. Then a patient’s copay
amount, as entered in the Patient Demographics Account window, will appear in the
Appointment window and the Checkout window so that the copay amount can be
collected from the patient at the time of the visit. When the superbill is processed, the
copay amount is charged to the patient. If the payment for the copay amount was
received, it will be allocated to the patient’s account. It is not necessary to have an
amount entered in the Amount Allowed field. All evaluation and management codes
default to this option, but you can change the selection if needed.



Insurance Plan Other Copy radio button: Select this radio to bill patients for a copay
amount for another type of provider (not primary care or specialist). Then a patient’s
copay amount, as entered in the Patient Demographics Account window, will appear in
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the Appointment window and the Checkout window so that the copay amount can be
collected from the patient at the time of the visit. When the superbill is processed, the
copay amount is charged to the patient. If the payment for the copay amount was
received, it will be allocated to the patient’s account. It is not necessary to have an
amount entered in the Amount Allowed field.


Fixed Copay amount: Enter an amount in this field to bill patients for a set dollar amount
rather than a percentage of the amount allowed.

18. If your database is configured for taxes, then the Taxable Option area is displayed. To
override the default taxable option for the procedure:
a. Select the ‘Override Taxable Option’ to use a different tax option for this procedure code
for this amount allowed schedule.
b. Select the radio button for the desired tax option for the procedure code.
19. Enter any Allowed Notes if desired.
20. Select the Inactive checkbox if you want to inactivate this procedure code on this amount
allowed schedule. This does not inactivate the procedure code itself.
21. Select the OK button to return to the Amount Allowed Schedule window.
22 Repeat steps 9 through 21 for each procedure.
23. Add billing rules if needed. Please refer to the Billing Rule Setup document for information
and instructions.
24. Select the OK button to save and close the amount allowed schedule.

Edit the Default Amount Allowed Schedule
The predefined Default Amount Allowed Schedule is intended to be used with all insurance
payers and plans for which you have not established a specific amount allowed schedule.
1. List Editor icon (

) → Billing → Amount Allowed Schedule

2. Select the Default Amount Allowed Schedule, and then select the Modify button.
3. Define the start date of the effective period as today’s date.
4. Ensure that both the Autopopulate from Payment Entry and the Autoupdate from Payment
Entry checkboxes are deselected.
5. Enter 100 in the Insurance Percentage field. (Insurance payers are unlikely to pay 100%, but
you can submit a claim for that amount. When you receive payment from the insurance
payer, you can then transfer the remaining amount to the patient’s liability.)
6. Ensure that the Auto-Writeoff Overcharge checkbox is deselected.
7. In the Procedure Filter area, either:


Select the All Codes radio button to display all the procedure codes in the amount
allowed schedule.



Select the Codes radio button to display specific codes, and then enter a code, codes,
or range of codes. Separate codes or ranges with a comma. Enter a range with a
hyphen. For example: 90000,90100-90200.

8. Select Add Codes.
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9. Select the Amount Allowed/Fee schedule radio button, and then select your fee schedule.
This imports all the procedures from your fee schedule.
10. For evaluation and management codes that do not require a copay, select the Insurance
Percentage radio button. (All these codes default to PCP/Specialist.)
11. For each procedure that requires a copay, make sure that the PCP/Specialist or Other radio
button is selected.

Import an Amount Allowed Schedule
You may create new amount allowed schedules by importing a file. The file must be in comma
delimited format (file extension .csv). The file may contain two or three columns. Two column files
must be CPT® code and amount (code,amount). Three column files must be CPT code,
description, and amount (code,description,amount). It is not necessary to import the
description; if the description is not in the file, the import process pulls the description from the
database by matching the CPT codes in the amount allowed schedule file to the CPT codes in
the database. Please note that the column names must be code, description, and amount, and
must be in this order.
The file must not contain additional commas, quote marks, or dollar signs. If the import process
cannot parse any rows in the file, it will import as many rows as it can. Then it will display a popup
window with a list of errors and rows that could not be imported.
When importing an amount allowed schedule that includes duplicate procedure codes, only
the first instance of the procedure code is imported.
1. Enter a name for the amount allowed schedule, and then add ID and notes as required.
2. Define the period for which the allowed amounts are applicable:
a. Select New to display the Period window.
b. Select Effective Date. By default, this is today’s date, but you may edit this as necessary.
3. Select the Import Allowed button.
4. Browse to and select the file you want to import. The import process may take some time,
depending on the size of the file being imported.

Display Specific Codes
You can display a specific code or group of codes in an amount allowed schedule. This is
helpful when you want to verify that a procedure code is included or verify or change the
allowed amount or other information for a procedure or group of procedures.
1. In the Procedure Filter area, Select the Codes radio button.
2. Enter a code, codes, or range of codes. Separate codes or ranges with a comma. Enter a
range with a hyphen. For example: 90000,90100-90200.
3. Press the Tab key to display the selected codes.
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Edit an Effective Period for an Amount Allowed Schedule
1. List Editor icon (

) → Billing → Amount Allowed Schedule

2. Search for and select the desired amount allowed schedule, and then select the Modify
button.
3. In the Amount Allowed Periods area, either:


Select the desired amount allowed period.



Select the New button to define a new define a new period. Then enter the start date for
the effective period.

4. Select an RVU Schedule if appropriate.
5. Select the Auto Populate checkbox if you want to set the initial amount allowed for the
procedures from the Payment Entry window, rather than entering it directly into the Amount
Allowed Schedule window.
6. Select the Auto Update checkbox if you want to change the amount allowed for a
procedure by entering a different amount through the Payment Entry window.
7. In the Insurance Percentage field, enter the percentage of the amounts allowed for which
the insurance payer is always or generally responsible.
8. Select the Auto-Writeoff Overcharge checkbox if you want to enable the application to
automatically create writeoff adjustments at the time charges are generated.
9. In the Procedure Filter area, either:


Select the All Codes radio button to display all the procedure codes in the amount
allowed schedule.



Select the Codes radio button to display specific codes, and then enter a code, codes,
or range of codes. Separate codes or ranges with a comma. Enter a range with a
hyphen. For example: 90000,90100-90200.

10. Select the Add Codes button if you want to add any procedure codes to the schedule.
Please note that if you add codes by copying them from another effective period, all the
information defined for the codes, including billing rules, is also copied.
11. Select the Code hyperlink to access the Edit Procedure Fee window on which you may enter
fee information for that code. This enables you to enter or modify the following:


Amount Allowed



By Default Do Not Claim



Contract Type



Global Period



Family Planning



Alt Insurance Plan



Coinsurance Amounts



Taxable Options



Allowed Notes
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12. To enter a fee schedule or time-based billing rule for the procedure, select the Billing Rule (
) icon in the Edit Billing Rule column. Please refer to the Billing Rule Setup document for
information and instructions.

Adjust All Fees
1. List Editor icon (

) → Billing→ Amount Allowed Schedule

2. Search for and select the desired amount allowed schedule, and then select the Modify
button.
3. Define the period for which the allowed amounts are applicable:
a. Select New to display the Period window.
b. Select Effective Date. By default, this is today’s date, but you may edit this as necessary.
4. Select the Adjust All Fees button.
5. Enter the desired Percentage to Adjust Fee.


To increase the fees, enter a percentage greater than 100. For example, to increase all
fees by 5 percent, enter 105.



To decrease the fees, enter a percentage less than 100. For example, to decrease all
fees by 5 percent, enter 95.

Repairing the Effective Periods
On rare occasions, the effective periods of an amount allowed schedule may become
corrupted. This may be the result a system crash or network problem while the amount allowed
schedule is being saved, or a problem with an imported amount allowed schedule.
You can repair the fee schedule periods using the following process.
1. List Editor icon (

) → Billing→ Amount Allowed Schedule

2. Search for and select the desired amount allowed schedule, and then select the Modify
button.
3. Make the desired changes.
4. Select the OK button to save the amount allowed schedule.
5. The application will warn you of a problem when saving the amount allow schedule by
displaying an application error message containing the following text:
Errors while saving: The Fee Schedule data in the database may be corrupted: There are
invalid overlapping Fee Schedule periods. Click on the FIX button in the Fee Schedule Period
Section to try and fix the problem.
6. Select the Fix button.
The application repairs the corrupted fee schedule periods.
Note: Selecting the Fix button when the amount allowed schedule is not corrupted will not
make any changes in the fee schedule periods.
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Balance Write Off Security
To use the balance write off functionality, you must grant the needed security access to users
who are authorized to process write offs. The security item for this is Writeoff Balances. Please
refer to the Security Items section of this document for instructions.

Combining Services from Multiple Superbills
The combining services functionality is part of the optional, licensed behavioral health module.
Certain types of time-based services may be provided to a patient by more than one provider
on the same day. However, insurance payers will not pay multiple providers for the same service
provided on the same day. Therefore, you must submit a single claim that combines the units of
the service.
If your practice provides this type of service, then you can enable functionality that enables
billing users to combine two or more superbills for the same patient with the same procedure
code and the same service site into a single superbill. You may also set this up so that superbills
are combined by a system job that runs on a regular basis.
The single combined claim may be filed under a specific provider’s name or under the practice
name. If the combined claims are filed under the practice name, then you must create a
provider record (using the Provider window) for the practice. The provider record for the
practice must have an application license as a billing provider.
Please note that the combine services functionality is most effective when your practice uses
both the EHR and PM modules of the application. The functionality can, however, be used if you
are using only the PM module.
To use the combine services functionality, you must:


Ensure that a default batch owner has been identified for system-created batches. This is
done in the Configure Practice Settings window’s Billing tab.



Enable the combine services add-in.



Activate and configure the combine services job, if you want services combined
automatically.



Create a combine services job schedule, if you want services combined automatically.
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Enable the Combine Services Add-In
Use the following process to enable the Combine Services add-in.
1. List Editor icon (

) → Integration → Add In

2. Select the Include Inactive Items checkbox, and then select the Search button.
3. Select the Combined Services add-in entry, and then select the Modify button.
4. In the Configure AQN field, select the Browse (
window.

) icon to access the Combined Services

5. In the Combined Services window, select the Billing Provider to use for all combined services.
6. Select the Modifiers which must be matched when combining services.


When no modifiers are entered, then services are combined when the procedure code
matches, regardless of the modifiers used for the procedure code.



When one or more modifiers are entered, then services are combined when the
procedure code and the modifier match. Modifiers may be needed, for example, to
identify the billing level of the providers who perform the service.

7. Select the Success Status. This is the status that will be given to a superbill when it is
successfully combined.
8. Select the Exception Status. This is the status that will be given to a superbill if it qualifies for
combining but cannot be combined for some reason.
9. Select the insurance Payers for which combined superbills are to be created.
10. To enable services to be combined automatically, configure the Job information.
a. Select the procedure codes which must be billed in this manner.
b. Enter the number Days to Review and the Days to Delay Review. These establish the time
period in which superbills will be reviewed.


Superbills with service date older than the Days to Review will not be considered.
These are assumed to have been done or other otherwise billed.



Superbills with a service date within the Days to Delay Review will also not be
considered. This allows providers time to complete their visit notes before services are
combined.

11. Select the OK button to return to the Add-In window.
12. In the Add-In window, deselect the Inactive checkbox to activate the add-in.
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Set Up the Combine Services Job
Use this procedure to activate the combine services job and configure the user or user group to
receive messages about the success or failure of these jobs.
1. List Editor (

) → Integration → Jobs

2. Search for and select the Combine Services job, and then select the Modify button.
3. Deselect the Inactive checkbox to activate the job.
4. Add an ID, if desired.
5. In the Notify Users field, select one or more users and/or user groups to notify.
6. Select the On Success checkbox, the On Failure checkbox, or both.
7. Select the OK button.

Create the Combine Services Job Schedule
Use this procedure to create the job schedule for the combine services job. Remember that
without an active job schedule, the job will not run even though the job itself is active.
1. List Editor (

) → System → Job Schedule

2. Select the New button.
3. In the Name field, enter Combine Services.
4. In the Job field, select the Combine Services job.
5. In the Perform This Job field, select Daily.
6. In the At field, select the time of day for the job to run.
7. Select the OK button.

Fee Schedules
The fees that are used on superbills and claims are taken either from flat fees entered into a fee
schedule or are calculated from a relative value unit (RVU) fee schedule. Anticipated payment
amounts from insurance payers and adjustment amounts resulting from the payments are
calculated from amount allowed schedules.
Fee schedules enable you to define and modify flat fee rates, which you associate with
procedure codes and time periods. The fee schedules are then used to calculate patient billing.
Fee schedules have effective periods. So, once you establish a fee schedule, you can make
changes to the procedures and fees for a specific effective period. The only information in the
Fee Schedule window that applies to the schedule irrespective of the effective period is the
schedule name and notes about the schedule. All other information applies to selected
effective period of the schedule.
The corresponding fee, based on date, is calculated when you create a superbill. The fee in the
superbill may be edited, if needed.
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You must define at least one fee schedule, whether you are using flat fees or RVU fees. You may
have more than one fee schedule if you have providers who perform different services or for
whom you charge different fees. You are likely to have different fee schedules over time as your
fees change. Because most practices will eventually need more than one fee schedule, we
recommend creating a fee schedule without fee amounts which you can then use to create
other fee schedules with fee amounts which will be used for billing.
You will need an RVU schedule if you use RVU fees for any insurance payers and patients. If you
are using RVU fees, you do not need to define fees in the fee schedule, although you must
define which RVU schedule to use with that fee schedule. RVU fee schedules are taken from
national standard schedules which are defined for the different components of the RVU
schedule (work, malpractice, etc.)
Your fee schedule, whether flat fee or RVU, should contain all of the procedure codes that you
bill for, even those infrequently or even rarely used. This should include office procedures,
hospital visits, hospital procedures, and out-patient procedures. Fees may be edited on a
specific superbill if needed.

Fee Schedule Effective Period
The effective period for fee schedules enables you to make changes to the procedure codes,
fee amounts in the schedule without having to create a completely new schedule. It is
important to create a new effective period any time you increase or decrease amounts or
otherwise change a fee schedule. The effective period enables you to process superbills and file
insurance claims using the fee amounts in place at the time of service.
For example, if you increase your fees in January, you may still have superbills and claims for
December which should use the lower fees. Or you may need to file a corrected claim for an
earlier date using the fee amounts that were in effect at the time of service. In these situations,
the application would use the current fee amounts if you had not created a new effective
period when you changed the amounts in a fee schedule.

Multiplying Units
You can indicate on a fee schedule whether the fee for a procedure should be multiplied by
the number of units of the procedure performed. By default, all procedures are assumed to
multiply. You must change your fee schedules to indicate any procedures for which the fee
should not multiply.

Modifier Required
You may configure a procedure code on an amount allowed schedule to indicate that the
procedure code requires a modifier. This causes a message to be displayed to the provider
when completing a visit note in which the procedure has been charted without a modifier. The
message will be displayed only when the patient’s insurance payer and plan are associated
with an amount allowed schedule that is associated with the fee schedule.
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Codes for Clinical Quality Program Reporting
If you are using claims-based reporting for a clinical quality program, such as MIPS, then the CPT
II codes used to report on quality measures must be entered in the fee schedules used for
Medicare insurance payers. Enter the CPT II codes with $0.00 fees since the codes are used for
reporting, not for fee reimbursement.
To include the CPT II codes on secondary Medicare claims, you may want to also include the
CPT II codes and zero dollar amounts on the fee schedules for other insurance payers. This
enables the codes to be inserted on superbills and subsequent claims when appropriate. Be
aware, however, that other insurance payers will deny the procedures.

Fee Schedules Cannot be Merged
Merging two fee schedules could result in procedure codes with conflicting effective periods,
overlapping effective periods, or gaps in effective periods. This could lead to fee amount
problems on superbills which would be difficult to identify and correct. Therefore, the application
does not allow you to merge fee schedules.
Instead of merging two schedules, create a new effective period for one schedule, and use the
Add Codes button to pull in the codes and fees from the other fee schedule. Finally, make sure
that the fee schedule that you want to use is associated with the correct insurance payers and
plans.

Create a Flat Fee Schedule
To define fees as flat fees, associate the required fees with procedure codes and define time
periods. The fee schedules are then used to calculate patient billing.
You can create a flat fee schedule, as described here, or import one, as described in the next
procedure.
1. List Editor icon (

) → Billing → Fee Schedule

2. Select the New button.
3. Enter a name for the fee schedule, and add ID and notes as desired
4. If you are using RVU fees, search for the RVU fee schedule you wish to enter. Leave this field
blank for flat fees.
5. Define the period for which the fees are applicable:


Select New to display the Period window.



Select Effective Date. By default, this is today’s date, but you can edit this as necessary.



If there is only one entry, the entry is assumed to be current, and the expiration date is set
to None.



Select Modify to change the effective date and expiration date if present.

Note: If you subsequently set another fee schedule period, the expiration date of the original
entry is set to “new effective date -1”.
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6. In the Procedure Filter area, either:


Select the All Codes radio button to display all the procedure codes in the amount
allowed schedule.



Select the Codes radio button to display specific codes, and then enter a code, codes,
or range of codes. Separate codes or ranges with a comma. Enter a range with a
hyphen. For example: 90000,90100-90200.

7. Select Add Codes, and then select the procedure codes you wish to include in the fee
schedule. You may add codes in a several ways.


Individual Codes: Search for and select individual codes. You may add more than one
code at a time when adding individual codes.



Range of Codes: Entering the desired range of codes (separated by -) that you want to
add. You may also enter a list of individual codes and/or ranges, separating the codes
and ranges with a comma (,).



RVU Schedule: Search for and select an RVU schedule that you want to use. All the
codes from that RVU schedule are added to the fee schedule you are creating.



Amount Allowed/Fee Schedule: Search for and select an amount allowed schedule or
fee schedule that you want to use. This adds all codes from that amount allowed
schedule or fee schedule to the fee schedule you are creating. This is useful when
creating a new fee schedule period for an amount allowed schedule.

8. In the procedure list, either:


Enter the Fee and Multiply Units information for each fee, if this is the only information
need. You cannot perform steps 12 and 13 from the Fee Schedule window.



Select the Code hyperlink to access the Edit Procedure Fee window on which you may
enter additional fee information for that procedure code. You must access this window
to perform steps 12 and 13.

9. Enter the corresponding Fee for each procedure code.


CPT II procedure code should always have a $0.00 fee.



You can leave the fee amounts empty in a fee schedule that you intend to use only to
create other fee schedules.

10. Deselect the Multiply Units checkbox for any procedure for which the fee should not multiply.
11. Select the By Default Do Not Claim checkbox if you usually do not file claims for this
procedure. This defaults to superbills, but it can be changed on a particular superbill when
needed. This field is only available from the Edit Procedure Fee window.
12. Select the Modifier Required checkbox if you want to display a warning in when a provider
completes a visit note in which this procedure is charted, but no modifier has been entered.
13. Select the Inactive checkbox if you want to inactivate this procedure code on this amount
allowed schedule. This does not inactivate the procedure code itself. This field is only
available from the Edit Procedure Fee window.
14. Repeat steps 8 through 13 for each procedure on the fee schedule.
15. Select the OK button to save and close the fee schedule.

74

Ref: 1192.13

Importing a Flat Fee Schedule
You may create new fee schedules by importing a file. The file must be in comma delimited
format (file extension .csv). The file may contain two or three columns. Two column files must be
CPT code and fee (cpt,fee). Three column files must be CPT code, description, and fee
(cpt,description,fee). It is not necessary to import the description; if the description is not in the
file, the import process pulls the description from the database by matching the CPT codes in
the fee schedule file to the CPT codes in the database. Please note that the column names
must be code, description, and amount, and must be in this order.
The file must not contain additional commas, quote marks, or dollar signs. If the import process
cannot parse any rows in the file, it will import as many rows as it can. Then it will display a popup
window with a list of errors and rows that could not be imported.
1. List Editor icon (

) → Billing → Fee Schedule

2. Select the New button.
3. Enter a name for the fee schedule, and then add ID and notes as desired.
4. Define the period for which the fees are applicable:
a. Select New to display the Period window.
b. Select Effective Date. By default, this is today’s date, but you may edit this as necessary.
c. Select the OK button to return to the Fee Schedule window.
5. Select the All Codes radio button.
6. Select the Import Fees button.
7. Browse to and select the file you want to import.
8. Select the Open button. The import process may take some time, depending on the size of
the file being imported.

Display Specific Codes
You can display a specific code or group of codes in a fee schedule. This is helpful when you
want to verify that a procedure code is included or verify or change the fee for a procedure.
1. In the Procedure Filter area, Select the Codes radio button.
2. Enter a code, codes, or range of codes. Separate codes or ranges with a comma. Enter a
range with a hyphen. For example: 90000,90100-90200.
3. Press the Tab key to display the selected codes.
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Edit an Effective Period for a Fee Schedule
1. List Editor icon (

) → Billing → Fee Schedule

2. Search for and select the desired fee schedule, and then select the Modify button.
3. In the Fee Schedule Periods area, either:


Select the desired fee schedule period.



Select the New button to define a new define a new period. Then enter the start date for
the effective period.

4. Select an RVU Schedule if appropriate.
5. In the Procedure Filter area, either:


Select the All Codes radio button to display all the procedure codes in the amount
allowed schedule.



Select the Codes radio button to display specific codes, and then enter a code, codes,
or range of codes. Separate codes or ranges with a comma. Enter a range with a
hyphen. For example: 90000,90100-90200.

6. Select the Add Codes button if you want to add any procedure codes to the schedule.
7. Enter the corresponding fee against each procedure code.
8. Indicate whether the fee for a procedure should be multiplied by the number of units of the
procedure performed. By default, all procedures are assumed to multiply. Deselect the
Multiply Units checkbox for any procedure for which the fee should not multiply.

Adjust All Fee Amounts
You can adjust the all the fees up or down by a specified percentage. Note that when you
adjust the fee amounts, all fee amounts are adjusted, including those for procedures which may
not be displayed at the time.
1. Select the Adjust All Fees button.
2. Enter the desired Percentage to Adjust Fee.


To increase the fees, enter a percentage greater than 100. For example, to increase all
fees by 5 percent, enter 105.



To decrease the fees, enter a percentage less than 100. For example, to decrease all
fees by 5 percent, enter 95.

Associate a Fee Schedule to a Provider
Once the fee schedules have been defined, you need to associate a fee schedule with each
individual provider.
If you created a fee schedule without fees to use as template, be careful not to associate it with
a provider.
1. List Editor icon (

) → System → Providers

2. Search for and select the desired provider, and then select the Modify button.
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3. Select the Additional Information tab.
4. Select the desired Fee Schedule for the provider.

Financial Batches
A financial batch is a group of financial transactions processed together. Batching enables users
to enter, balance, and close all the charges, payments, and adjustments for providers, service
sites, or financial centers together. Batching also enables users to select the posting date used
for those transactions, rather than using the system date as the posting date.
Every batch has an owner. For most batches, the owner is the user who creates the batch. Batch
security defined at the user level determines which other users can add transactions to or
remove transactions from an owning user’s batch. Some batches are created by the
application during an automatic process. For example, the Collections Nightly Processing Job
creates a batch for all collection fees. You must define a default owner for system created
batches.
There are multiple levels of security for financial batches. Any user who will create, modify,
complete, or override the completion of batches must have security access to the batch
functionality. After setting this security for all users who will work with users, you must also set
security access for those users who will be batch owners and those who will be batch
contributors.

Batch User Security
Use this procedure to grant security access to all users who will work with financial batches.
1. Tools → List Editor → Security → Security Group
2. Select the Batch security group, and then select the Modify button. This opens the Security
Group window.
3. In the User or User Group field, select the desired user or user group.
4. Select the checkboxes for the batch security you want to assign to this user.


New: Create batches.



Modify: Add, move, change, or delete transactions in an open batch.



Complete: Lock down all transactions in the batch prior to daily close of the batch’s
posting date.



Override: Allows the user to override the “complete” status of the batch and change its
status back to open.

5. Repeat steps 3 and 4 for all users and user groups who need security access.
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Batch Owner Security
For any user who will own batches, you must grant security to the functions they will perform.
Most batch owners will create and modify their batch. You may grant batch owners the security
to complete and or override the completion of their own batches. Or you may restrict them from
completing or overriding completion, and then grant that access only to a supervisor who has
contributor access to the owner’s batches.
1. Tools → List Editor → Security → Security Group
2. Select the Batch Owner security group, and then select the Modify button. This opens the
Security Group window.
3. In the User or User Group field, select the desired user or user group.
4. Select the checkboxes for the batch security you want to assign to this user.


New: Create batches.



Modify: Add, move, change, or delete transactions in an open batch.



Complete: Lock down all transactions in the batch prior to daily close of the batch’s
posting date.



Override: Allows the user to override the “complete” status of the batch and change its
status back to open.

5. Repeat steps 3 and 4 for all users and user groups who will own batches.

Batch Contributor Security
You must also grant security to users will contribute superbills and payments to batches owned
by other users. Security access for contributors to a batch owner’s batch can be granted from
the User window for the owning user.
1. Tools → List Editor → System → Users
2. Select the user who will be a batch owner, and then select the Modify button.
3. Select the Batch Security tab.
4. Select the “Always Prompt for a Default Batch upon Login” checkbox if the user is to be
prompted for default batch. Leave the checkbox deselected if the user is not be prompted.
5. The User section is not used.
6. In the Contributors section, use the Find icon to search for and select the user and user group
who may contribute superbill charges and payments to this owning user’s batches. Select
the checkboxes for the batch security that you want to assign to this user.
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Modify: Add, move, change, or delete transactions in an open batch.



Complete: Lock down all transactions in the batch prior to daily close of the batch’s
posting date.



Override: Allows users to override the “complete” status of the batch and change its
status back to open.

Ref: 1192.13

Default Owner for System-Created Batches
Financial batches are created by the accounts receivable management functionality, ERA
functionality, and other processes. You must define an owner for these batches in order to move
transactions into and out of the batches, complete the batches, and close the batches.
The owner of system-created batches must have the necessary access rights to the Batch and
Batch owner security groups. The owner of these batches must also have the user-level batch
security described in the previous section.
1. Tools → Configure Practice Settings
2. Select the Billing tab.
3. Select the Default Batch Owner for system-created batches.

Financial Centers
A financial center is a group of financial records. It enables you to separate financial information
for different service sites or providers. Charges for services performed for patients are associated
with a financial center through the association of the superbill to an appointment, which is in
turn associated with a service site or provider associated with a financial center. Payments
allocated to superbills are then also associated with a financial center. Note that payments are
not associated with a financial center. Only the allocated amounts from those payments are
associated with financial centers.
In general, financial centers share common practice administrative settings, such as fee lists,
claim formats, patient records, and insurance information. Therefore, financial centers do not
represent a strict financial separation.
By default, there is one financial center, named Main, which all sites and providers are
associated with. You must modify the Main financial center to add your practice’s name and
address.
You may add financial centers as needed. If you create at least one financial center, then
financial centers will be available as search criteria for a number of items, such as superbills,
payments, appointments, providers, and service sites. Financial center will not appear as search
criteria if you have not created any financial centers.
Users will only be able to access data for the financial centers to which they have been
assigned. When selecting by financial center, users will only be presented with the financial
centers to which they have been assigned. By default, all users are assigned to the default Main
financial center through the Everyone user group. (Note: If you remove a user from a financial
center while the user is logged in, the user will continue to have access to the financial center’s
data until the cache is reloaded.)
Financial centers are not applied retroactively. Creating or changing a financial center for a
service site or provider only affects the appointments, superbills, charges, and payments made
from that point forward.
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Financial Center Prefix for Superbills
You may define a two-character prefix for a financial center which will automatically be added
to the beginning of each the superbill external ID for all superbills associated with that financial
center. This can help you easily identify which financial center a superbill is associated with when
you are processing the superbill or claim.
The prefix must use alphabetic characters only. Numbers and special characters are not
allowed.
IDs for superbills created by the collections nightly processing job begin with the letter C. The
financial center prefix is added to prior to this identifier.
The table below shows the possible formats for superbill external IDs.

Superbill Characteristics

External ID Format

Example

Without financial center prefix

nnnnnn

123456

With a financial center prefix

aannnnnn

MS123456

From collections job without financial center prefix

Cnnnnnn

C123456

From collections job with financial center prefix

aaCnnnnnn

MSC123456

Statements by Financial Center
You may generate statements for the practice as a whole or for individual financial centers.
Please refer to the Statements section and the Configure Financial Center Settings for
Statements subsection for more information and instructions.

Modify the Default Financial Center
1. List Editor icon (

) → Billing → Financial Center

2. Search for and select the entry for Main, and then select the Modify button.
3. Enter a Superbill Prefix, if desired.
4. Enter your practice name, as it should appear on claims, in the Name field.
5. Enter an ID and Notes, if desired.
6. On the Contact Info tab, enter your practice’s address, phone number, and email address.
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Define and Configure a Financial Center
1. List Editor icon (

) → Billing → Financial Center

2. Select the New button.
3. Enter a Superbill Prefix, if desired.
4. Enter a Name.
5. Enter an ID and Notes, if desired.
6. On the Contact Info tab, enter the financial center’s address, phone number, and email
address.
7. On the Data Security tab, enter the users and user groups who will be allowed access to the
financial center data.
a. Search for and select a user or user group.
b. Select the Allow checkbox to allow that user or user group access to the financial center
data.
8. Select the Statement Options tab to define the statement characteristics for the financial
center. Please refer to the Statements section and the Configure Financial Center Settings
for Statements subsection for more information and instructions.
Note that the fields on this tab will be active only if you have selected the Generate
Statements by Financial Center checkbox is selected on the Statements tab of the Configure
Practice Settings window.

Government Program Funding Identifiers
Practices that participate in or who have patients who participate in federal and state funded
programs may need to identify these programs on their patients’ insurance accounts. Funding
identifiers include Fund Type, Eligibility Fund, and Region.

Eligibility Fund
Use the Eligibility Fund to identify how the patient’s insurance is paid, such as Title 19, Title 21,
private, etc.
1. List Editor (

) → Billing → Eligibility Fund

2. Select the New button.
3. Enter a Name for the eligibility fund.
4. Enter an ANSI Code for the eligibility fund, if needed.
5. Enter an ID and Notes, if desired.

Ref: 1192.13

81

Fund Type
Use the Fund Type to identify a program, such as substance abuse or child services.
1. List Editor (

) → Billing → Fund Type

2. Select the New button.
3. Enter a Name for the fund type.
4. Enter an ANSI Code for the fund type, if needed.
5. Enter an ID and Notes, if desired.

Region
Use the Region to identify regions or categories for a funding program.
1. List Editor (

) → Billing → Region

2. Select the New button.
3. Enter a Name for the region.
4. Enter an ANSI Code for the region, if needed.
5. Enter an ID and Notes, if desired.

Master Claims
Medicare Part A and some other institutional billing scenarios require that you file a single claim
per month for all the services performed for the patient during that month. The master claim
functionality enables billing users to identify and select superbills for individual patient visits, and
then move the procedures from those superbills to a single superbill which may then be filed as
the monthly master claim.
The master claim will be filed under an entity’s name since it is an institutional claim. However,
you must create a provider record (using the Provider window) for the practice or entity that will
be used for filing these claims. The provider record for the practice or other entity must have an
application license as a billing provider. Please refer to the Providers section of this document for
instructions on setting up a provider record.
It is recommended that you create superbill statuses specifically for master claim processing.
You need a status, such as Master Claim Hold, to be assigned to the superbills that are
generated for individual patient visits during a given month. The special status helps to ensure
that individual claims are not filed for these superbills during regular claims processing. You also
need a status, such as Master Claim for Review, to be assigned to the master claims when they
are created. This special status enables you to review and process the master claim superbills
separately from regular superbills. Please refer to the Superbill Statuses section of this document
for instructions on creating superbill statuses.
Users must be granted specific security rights in order to use the master claim functionality.
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Grant Security to Create Master Claims
Use this process to grant the needed security access to users will create master claims.
1. List Editor icon (

) → Security → Security

2. Search for and select the Create Master Claim item, and then select the Modify button.
3. Select the desired User or User Group.
4. Select the Allow checkbox.

Provider Care Type
A provider care type identifies a type of care that providers may engage in, such as primary
care, specialist, etc.
You must associate a provider care type with your internal providers so that the application can
associate the appropriate level of fees and copays to the provider. The system-defined providercare types of Primary Care and Specialist can be used for this purpose. The application cannot
use other system-defined or custom provider care types to identify levels of fees and copays.
You can also associate a provider care type with external providers, such as specialists to whom
you refer patients, or primary care physicians who refer patients to you. Users may also associate
a provider care type with a patient-provider relationship in order to identify the type of care
provided to the patient by that particular relationship.
You may create custom provider care types to use for external providers, patient-provider
tracking, and referrals. When you create a custom provider care type, you may define whether
that provider care type should be excluded from referral reporting. This enables you to define
provider care types that are excluded from MIPS and other quality program measures that
report on outgoing referrals.
1. List Editor icon (

) → Billing → Provider Care Type

2. Select New.
3. Enter a Name for the provider care type. This is the name that will be associated with specific
fees and copays.
4. Enter ID and Notes, if desired.
5. Select the Exclude From Referrals checkbox if you want to exclude this provider care type
from referral reporting.
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Purchased Services
Purchased services are services provided to a patient by another entity, such as a laboratory or
imaging center, which bills your practice for the service. You then bill the patient and the
patient’s insurance payer for the service.
You can use the purchased services functionality to automatically populate information in the
superbill and the subsequent claim.
In order to bill for purchased services, you must perform the following tasks.
1. Enter the NPI numbers for the medical services providers from whom you purchase services.
2. Configure the charge and the services provider entity on the procedure codes for services
that you purchase from external entities.

Enter NPI Numbers for Medical Services Providers
You must enter the NPI number for each medical services provider from whom you purchase
services. This is done in the Medical Services Provider NPI claim format value type.
1. List Editor (

) → Billing → Claim Format Value Type

2. Search for and select the Medical Services Provider NPI, and then select the Modify button.
3. Select the Add Value button to add a medical services provider.
4. In the Claim Format Value window, search for and select the medical services provider from
whom you purchase services.
Note: If the medical services provider is not listed in the Find Medical Services Provider
window, select the New button to create the new medical services provider record. Please
refer to the Define a Medical Services Provider section of this guide for complete instructions.
5, Enter the medical services provider’s NPI number in the Value field.
6. Repeat steps 3 through 5 for each medical services provider from whom you purchase
services.

Configure Procedure Codes for Purchased Services
You must configure the charge amount and the medical services provider for each procedure
that you purchase.
1. List Editor (

) → Clinical → Procedure Code

2. Search for and select the desired procedure code, and then select the Modify button.
3. Select the NDC/SNOMED/LOINC tab.
4. In the Purchased Service/Outside Lab section:
a. Enter the Charge amount for the service. This is the amount that the medical services
provider charges you for the service.
b. Select the medical services Provider.
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Recomputing Financial Information
There are circumstances when financial information needs to be reviewed and recomputed.
This may be needed, for example, when changes are made to a patient’s account or when a
procedure’s fee or allowed amounts are corrected in a fee or amount allowed schedule. These
and similar changes may affect existing superbills and charges. The recompute financials
functionality can be used to identify the possible changes, and make those changes, if
appropriate.
The recompute financials functionality is simply an easy, automated way of reviewing the
possible effects of an account change or fee/amount allowed schedule change and applying
the financial changes to superbills. To use the recompute financials functionality, users who have
the authority to change financial information must be given the security rights to the recompute
financials functionality. By default, these access rights are given to the system-defined Financial
Administrators user group.
Remember, however, that reviewing and changing charges and payments can be done
manually. Any user with security for billing and payment functionality is able to do this without
using the recompute financials functionality.
When the possible changes to financials are a result of changes to a patient account, the
application generates an account change alert message that identifies the superbills potentially
affected by the change. To use the recompute financials functionality for patient account
changes, you must define the recipient or recipients for account change alert messages.

Define Recipients for Account Change Alert Messages
You must define the default recipient for account change alert messages on the user record of
each user who may make changes to patient accounts. This may include front desk and
appointment staff as well as billing staff.
The recipient of the account change message should be a user with the authority and the
security access rights to change financial information.
Please see the Users section of this document for instructions on defining the recipients for these
messages. The account change alert messages have a message type of Financial Change Alert
and a subtype of Account Change Alert.

Security Setting for Messages
Users who may make changes to patient accounts must have security rights to create
messages. If the application cannot generate the account change alert message, then the
application will not allow the user to make the account change. Please refer to the Security
Items section of this document for instructions.
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Security Setting for Recomputing Financial Information
Users must have specific security rights to be able to recompute financial information. If a user
does not have the security rights to recompute financial information, then the user must
manually enter any changes to charges and payments resulting from the changes to the
patient account.
There are two security items for recomputing financials.


Recompute Financials: Allows the user to select the Recompute button prompting the
application to make needed changes to charges.



Recompute Financials Allow Payment Reassignment: Enables the application to reassign a
payment from one liability owner to another if appropriate when recomputing financials. If
the user does not have this level of security, then the application will not reassign payments.
The user must make the reassignment manually or remove the payment manually, and then
recompute again.

By default, both of these security items are granted to the system-defined Financial
Administrators user group. Use this procedure to grant other users or user groups the ability to
recompute financials.
Please refer to the Security Items section of this document for instructions.

RVU Schedules
For billing, fees are taken from the flat fees entered in the Fee Schedule window, or they are
calculated from the Relative Value Unit (RVU) fee schedule. If you are using RVU fees, you must
create your RVU schedule, and then associate it to a fee schedule. Fees, whether they are
determined by flat fee amounts or RVUs, may be edited on the superbill.
You may also define an RVU schedule for reporting purposes only. In this case, the RVU schedule
does not need to be associated to a fee schedule.
RVU fee schedules are taken from national standard schedules which are defined for the
different components of the RVU schedule (work, malpractice etc.)
You will normally enter an RVU for either Non-Facility PE or Facility PE.
The fee calculation is based on the formula:
MPFS (Medicare Physicians Fee Schedule) Amount = [(RVUw x GPCIw) + (RVUpe x GPCIpe) +
(RVUm x GPCIm)] x CF
Where:


RVUw equals a relative value for physician work,



RVUpe equals a relative value for practice expense, and



RVUm refers to a relative value for malpractice.

You may wish to define separate RVU schedules for different insurance payers. For example, if
you need a separate schedule for Medicare RVU fees.
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You can search for existing RVU Schedules and, depending on your security permissions, you
can add new RVU fee schedules, or modify or merge existing schedules.
To define RVU fees, associate procedure codes with RVU fees for Work, Non-Facility and Facility
PE, and Malpractice. The RVU fee schedules are then used to calculate patient billing.
You can create or import an RVU schedule. To import a file, it must be in comma delimited
format (file extension .csv). The file must contain the following columns in order:


Procedure Code



Work RVU



Non-Facility PE RVU



Facility PE RVU



Malpractice RVU

The import process will pull the procedure code description from the database by matching the
CPT codes in the RVU schedule file to the CPT codes in the database. The file must not contain
additional commas, quote marks, or dollar signs. If the import process cannot parse any rows in
the file, it will import as many rows as it can. Then it will display a popup dialog with a list of errors
and rows that could not be imported.

Create an RVU Schedule
1. List Editor icon (

) → Billing → RVU Schedule

2. Select the New button.
3. Enter a name for the RVU fee schedule, and then add ID and notes as desired.
4. Enter the Conversion Factor. This may be your own value or be a value taken from national
standard schedules.
5. Enter the Geographic Practice Cost Index (GPCI) codes. By default, these are set to 1, but
you may enter your own values, or take values from the national standard schedules.
6. In the Procedure Filter area, either:


Select the All Codes radio button to display all the procedure codes in the amount
allowed schedule.



Select the Codes radio button to display specific codes, and then enter a code, codes,
or range of codes. Separate codes or ranges with a comma. Enter a range with a
hyphen. For example: 90000,90100-90200.

7. Select Add Codes and select the procedure codes you wish to include in the RVU fee
schedule. You may select individual codes, a range of codes, codes from an RVU schedule,
or codes from an amount allowed schedule.
8. Associate the corresponding RVU per procedure code for: Work, either Non-Facility PE or
Facility PE, Malpractice.
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Import an RVU Schedule
1. List Editor icon (

) → Billing → RVU Schedule

2. Select the New button.
3. Enter a name for the RVU fee schedule, and then add ID and notes as desired.
4. Enter the Conversion Factor. This may be your own value or be a value taken from national
standard schedules.
5. Enter the Geographic Practice Cost Index (GPCI) codes. By default, these are set to 1, but
you may enter your own values, or take values from the national standard schedules.
6. In the Procedure Filter area, select the All Codes radio button to display all the procedure
codes in the amount allowed schedule.
7. Select the Import RVUs button.

Superbill Statuses
Superbill statuses are used to track superbills through the various stages of claim processing. A
number of status values are system-defined. Some superbill status values are assigned
automatically by processing, and others must be assigned manually. Status can be used as
search criteria when tracking superbills or posting claims.
There may be occasions when you want to add your own status values so that you can search
on an alternative value. For example, if you find that you have a number of preliminary superbills
that are put on hold pending certain information, you could add a Hold Preliminary status. In this
case, the superbill will not show when you track superbills for posting (that is, search on
Preliminary), but you can search for any superbills with the Hold status to find those that need to
be completed.
For details of Search, Modify, and Merge superbill status, see Common List Editor Functions.
For explanations of the predefined superbill statuses, please see the Superbill Status Definitions
topic in the online help.
1. List Editor icon (

) → Billing → Superbill Status

2. Select the New button.
3. Add Name for the status.
4. Add an ID and Notes if desired.
5. Set the validation criteria. Note that validation is set for predefined statuses, and this cannot
be modified.
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The number of insurance payers that must be associated with the superbill for the status
to be allowed.



Whether the status is allowed for unposted superbills.



Whether the status is allowed for posted superbills.



Whether synchronizing the superbill to changes in the visit is allowed for the status.
Synchronization can be performed only for unposted superbills.
Ref: 1192.13

UB Billing
The application supports the electronic uniform bill (UB) claim form used by institutional
healthcare providers. The UB-04 claim form is used by hospitals, nursing homes, hospice, home
health agencies, and other institutional providers and by other providers for professional services
covered under Medicare Part A. The UB-04 claim form contains many data items that are not
required on standard commercial claims, whether paper or electronic. These items are
explained below.

Admission Source
An admission source indicates the source of the patient when admitted to your institution.
Sources are predefined for hospital transfers, intensive care facilities (ICF), and skilled nursing
facility (SNF) transfers. You may modify the existing admission sources to add an ID or notes, and
you may create additional admission source definitions as needed.
1. List Editor (

) → Billing → Admission Source

2. Select the New button.
3. Enter a Name for the admission source.
4. Enter an ID and Notes, if desired.

Admission Type
An admission type indicates the type of admission to your institution. Types are predefined for
Emergency and Non- Emergency. You may modify the existing admission types to add an ID or
notes, and you may create additional admission type definitions as needed.
1. List Editor (

) → Billing → Admission Type

2. Select the New button.
3. Enter a Name for the admission type.
4. Enter an ID and Notes, if desired.

Condition Code
Condition codes indicate the conditions under which a patient was admitted to your institution.
Several codes are predefined. You may modify the existing codes to add an ID or notes, and
you may create additional codes as needed.
1. List Editor (

) → Billing → Condition Code

2. Select the New button.
3. Enter a Name for the condition code.
4. Enter an ANSI Code, if applicable.
5. Enter an ID and Notes, if desired.
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Contract Type Code
A contract type code identifies the type of contract between the insurance payer and the
provider. A number of contract type codes are predefined. You may modify the existing codes
to add an ID or notes, and you may create additional codes as needed.
1. List Editor (

) → Billing → Contract Type Code

2. Select the New button.
3. Enter a Name for the contract type code.
4. Enter an ANSI Code, if applicable.
5. Enter an ID and Notes, if desired.

Delay Reason
A delay reason code identifies the reason for a delay in billing. Several codes are predefined.
You may modify the existing codes to add an ID or notes, and you may create additional codes
as needed.
1. List Editor (

) → Billing → Delay Reason

2. Select the New button.
3. Enter a Name for the delay reason.
4. Enter an ANSI Code, if applicable.
5. Enter an ID and Notes, if desired.

Emergency Indicator
An emergency indicator identifies the urgency of an admission. Several indicators are
predefined. You may modify the existing indicators to add an ID or notes, and you may create
additional indicators as needed.
1. List Editor (

) → Billing → Emergency Indicator

2. Select the New button.
3. Enter a Name for the emergency indicator.
4. Enter an ANSI Code, if applicable.
5. Enter an ID and Notes, if desired.

90

Ref: 1192.13

EPSDT Referral Condition Indicator
EPSDT referral condition indicators are used for claims related to Medicaid’s Early Periodic
Screening, Diagnosis, and Treatment (EPSDT) Program for children. Several indicators are
predefined. You may modify the existing indicators to add an ID or notes, and you may create
additional indicators as needed.
1. List Editor (

) → Billing → EPSDT Referral Condition Indicator

2. Select the New button.
3. Enter a Name for the EPSDT referral condition indicator.
4. Enter an ANSI Code, if applicable.
5. Enter an ID and Notes, if desired.

Occurrence Code
An occurrence code is required when there is a condition code on the claim. The occurrence
code defines the specific event related to the billing period. A number of occurrence codes are
predefined. You may modify the codes to add an ID or notes, and you may create additional
codes as needed.
1. List Editor (

) → Billing → Occurrence Code

2. Select the New button.
3. Enter a Name for the occurrence code.
4. Enter an ANSI Code, if applicable.
5. Enter an ID and Notes, if desired.

Patient Status (UB Superbill)
These patient status codes are specifically and exclusively used on superbills from which a UB-04
institutional claim will be generated. A number of statuses are predefined. You may modify the
statuses to add an ID or notes, and you may create additional statuses as needed.
1. List Editor (

) → Billing → Patient Status (UB Superbill)

2. Select the New button.
3. Enter a Name for the patient status.
4. Enter an ID and Notes, if desired.
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Service Authorization Exception
Service authorization exception codes are used when there is an exception to the normal billing
authorization process. A number of service authorization exception codes are predefined. You
may modify the codes to add an ID or notes, and you may create additional codes as needed.
1. List Editor (

) → Billing → Service Authorization Exception

2. Select the New button.
3. Enter a Name for the service authorization exception code.
4. Enter an ANSI Code, if applicable.
5. Enter an ID and Notes, if desired.

Special Program Reason
A number of special program reason codes are predefined. You may modify the codes to add
an ID or notes, and you may create additional codes as needed.
1. List Editor (

) → Billing → Special Program Reason

2. Select the New button.
3. Enter a Name for the special program reason.
4. Enter an ANSI Code, if applicable.
5. Enter an ID and Notes, if desired.

Value Code
Value codes are associated with a dollar amount or unit amount to identify monetary data
needed to process a claim. A number of value codes are predefined. You may modify the
codes to add an ID or notes, and you may create additional codes as needed.
1. List Editor (

) → Billing → Value Code

2. Select the New button.
3. Enter a Name for the value code.
4. Enter an ANSI Code, if applicable.
5. Enter an ID and Notes, if desired.
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Coverage Type
Coverage type indicates the type of medical care covered by the account. A number of
coverage types are predefined. You may modify the types to add an ID or notes, and you may
create additional types as needed.
1. List Editor (

) → Demographics → Coverage Type

2. Select the New button.
3. Enter a Name for the coverage type.
4. Enter an ID and Notes, if desired.

Medication Measurement Qualifier
Medication measurement qualifiers are required on claims for a limited number of medications
that are administered and billed for. A number of codes are predefined. You may modify the
codes to add an ID or notes, and you may create additional codes as needed.
1. List Editor (

) → Clinical → Medication Measurement Qualifier

2. Select the New button.
3. Enter a Name for the medication measurement qualifier.
4. Enter an ID and Notes, if desired.

Care Management
The application’s care management functionality is used for Medicare’s care plan oversight
(CPO) and chronic care management (CCM) programs. Both programs allow providers to bill
for time they spend managing a patient’s care with other physicians and health care
professionals who are providing care to the patient. These payments are not for services
rendered by the provider either in the provider’s office or at another facility or the patient’s
home.
Care management payments are based on the number of minutes that the physician or other
qualified health care professional spends managing a patient’s care during a month. Time spent
on managing care qualifies for CPO or CCM payment when the provider does not bill for
services provided to the patient, either in the practice office or at an external site, on the same
calendar date. The tasks performed while coordinating care must be adequately documented.
Information for these programs is available from the Centers for Medicare & Medicaid Services
(CMS) website (http://www.cms.gov/). While these are primarily Medicare programs, other
insurance payers may have similar programs. Check with your insurance payers to determine
their participation and rules.
Please refer to the Care Management Setup and Use guide for more information and for
complete instructions on setting up this functionality.

Ref: 1192.13

93

Care Plan
The Patient Care Plan functionality enables providers and other clinical users to define a care
plan with health concerns, related goals, and interventions that contribute to achieving the goal
or monitor progress toward the goal.
To use the care plan functionality, you must:
1. Add the Patient Care Plan tab to a custom clinical note type.
2. Add that clinical note type to the desired user setting definitions used by providers.
3. Apply the user setting definition to the appropriate users.

Add the Patient Care Plan Tab to a Clinical Note Type
To use the care plan functionality, you must add the Patient Care Plan tab to one or more
clinical note types
1. List Editor (

) → Integration → Clinical Note Type

2. Search for and select the desired clinical note type, and then select the Modify button.
3. In the Clinical Note Type window, select the Tabs tab.
4. Select the New button to add a tab to the clinical note type.
5. In the Find Form Layout window, search for and select the Patient Care Plan form layout and
select the OK button.
6. In the Clinical Note Type window, select the OK button to add the Patient Care Plan tab to
the clinical note type and close the window.

Add the Clinical Note Type Window to the User Setting Definition
Once you have added the Patient Care Plan tab to a custom clinical note type, you must make
that clinical note type available to users through the User Setting definition applied to those
users.
1. List Editor (

) → System → User Setting

2. Search for and select the desired user setting definition, and then select the Modify button.
3. Select the Clinical Notes Types tab to define clinical note type settings.
4. Select the New button to add a clinical note type to the list of clinical note type windows
available to the users to whom this user setting definition is applied.
5. In the Find Clinical Note Types window, select the custom clinical note type window that
includes the Patient Care Plan tab.
6. Select the OK button to return to the User Setting window and add the clinical note type.
7. As needed, define the formatting models used for this clinical note type.
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Apply a User Setting Definition to a User
1. List Editor (

) → System → User

2. Search for and select the desired user, and then select the Modify button.
3. Select the Settings tab.
4. In the User Setting field, select the desired user setting definition.

Case Management
Case management enables you to track a patient case through multiple patient visits. Although
a new visit note is generated for each visit, case management retains information through
successive visits until the case is explicitly closed.
Case management includes case management types and case modules. At minimum, a case
management type identifies a type of patient case, and it can be used to track multiple patient
visits associated to it. More complex case management types are associated with one or more
case modules that are used to capture and display information about a patient case. A case
management type, with or without case modules, may be associated with education forms and
with lab templates for lab tests frequently performed during a case.
The application includes the system-defined pregnancy case management type, which
includes a number of system-defined case modules. The pregnancy case type enables clinical
users to capture, monitor, and report on the information needed to track a pregnancy.

Case Alerts
You can configure case management types to display case alert messages in Full Note
Composer and other clinical note type windows. The messages appear at the top of the
window, and it summarizes the status of the case. The message contains the visit sequence
number, the number of authorized units used, the total accrued charges, and the case
expiration date. The total accrued charges are based on the amount allowed.

Case Authorization Code Set
Authorization code sets enable you to group similar procedure codes for the purposes of
obtaining authorization from an insurance payer. For example, you may want to create an
authorization code set that includes a number of different office visit codes. Then if the
insurance provider authorizes a number of office visits, the provider and insurance clerk will know
that any of the office visit codes in the case authorization code set may be used when a visit is
conducted. Or if you have a standard set of procedures that you perform for a particular type
of case, you may define an authorization code set for those procedures.
1. List Editor icon (

) → Billing → Case Authorization Code Set

2. Select the New button.
3. Enter a Name for the code set.
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4. Enter an ID and Notes if desired.
5. Select the Associated Procedures.

Custom Case Types
You may create simple case management types that do not include modules. Simple case
management types do not enable clinical users to capture or view specific data.
You may also create case management types that do enable capturing and viewing data. You
do this by creating one or more custom form layouts using the Designer Case Note Input user
interface control. You then create a case module and associate it to a custom form layout.
Finally, you create the case management type and associate it to one or more custom case
modules. This section of the user’s guide only includes instructions for creating case modules and
case management types. Please see the Defining Form Layouts for Custom Tabs and Assessment
Forms document for instructions on creating a form layout for a case module.

Create a Case Module Associated to a Form Layout
Use this process to create case module and associate it to a form layout. The form layout must
have been created using the Designer Case Note Input user interface control. Please see the
Defining Form Layouts for Custom Tabs and Assessment Forms document for instructions on
creating a form layout for a case module.
1. List Editor (

) → Clinical → Case Module

2. Select the New button to access the Case Modules window.
3. Enter a Name for the case module.
4. Enter an ID and Notes, if desired.
5. Select the ‘Form Uses Form Layout Design’ radio button.
6. Select the desired form layout.
7. Select the OK button to save the case module and close the window.

Create a Case Management Type
1. List Editor icon (

) → Clinical → Case Management Type

2. Select the New button to access the Case Management Type window.
3. Enter a Name for the case management type.
4. Enter an ID and Notes, if desired.
5. Select the Display Alerts on Visits checkbox if you want case alert messages to appear in Full
Note Composer and other clinical note type windows.
6. Add a case module associated with a custom form layout if desired. A form layout is
necessary for clinical users to capture or view specific data about the case. Do not
associate a form layout if you want a simple case management type that does not enable
capturing or viewing data.
a. Enter a Module Name.
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b. Select the Module Type. This is the case module that is associated with the form layout.
c. Repeat these substeps for each case module that you want included in this case
management type.
7. Associate labs and education forms if desired.
a. Enter a Phase Name. The case management type must have at least one phase in order
to associate lab procedures and/or education forms.
b. Enter a Duration and Time if desired.
c. Select the desired Education Forms.
d. Select the desired Lab Templates.
e. Repeat substeps a through d if additional phases are desired.

Pregnancy Case Type
The application is preconfigured with a pregnancy case type. The pregnancy case type
enables clinical users to associate a pregnancy case with a patient in Full Note Composer and
to track the pregnancy through its different phases. Dates, such as expected date of delivery,
are calculated automatically according to the criteria you select.
The pregnancy case type includes the information needed to track a pregnancy. It includes five
modules:


Estimated Delivery Date



Result Tracking



Other Information



Summary



Flow Sheet

It also includes three phases:


1st Trimester



2nd Trimester



3rd Trimester

You can define the pregnancy-related education forms that you want to be associated with a
phase (trimester) of pregnancy. These will then appear in the Education Forms slider.
You can define the lab tests and procedures that you want to perform for each phase
(trimester) of a pregnancy, and then associate them with the pregnancy case. Then those tests
and procedures will appear in the Scheduled OB Labs slider in Full Note Composer when a
pregnancy case is associated with a patient visit note.
Before you can use the scheduled OB labs functionality, you must associate the desired
procedures with a lab template, and then associate the lab template with the pregnancy case
type.
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Edit the Pregnancy Case Type
Although you cannot change the basic functionality of the pregnancy case type, you can edit
some of the names and layout.
1. List Editor icon (

) → Clinical → Case Management Type

2. Select the Pregnancy case management type, and then select the Modify button.
3. Add an ID to the case type. This is optional.
4. Select the Display Alerts on Visits checkbox if you want case alert messages to appear in Full
Note Composer and other clinical note type windows.
5. You can change the names (labels) of the modules, but not the associated module types.
You can also change the sequence in which the modules are presented by using the arrow
keys to move individual modules up or down.
6. Change the names of the phases if required.
7. Associate education forms and lab templates with each phase. You can associate one or
more forms or templates to each phase.
a. Enter a Phase Name. The case management type must have at least one phase in order
to associate lab procedures and/or education forms.
b. Enter a Duration and Time if desired.
c. Select the desired Education Forms.
d. Select the desired Lab Templates.
e. Repeat substeps a through d if additional phases are desired.

Required Procedure Codes for Case Types
Some payers require a particular procedure code be included on claims for specified visits
within a case. For example, Medicare requires particular procedure codes be included on the
first (evaluation) visit, the tenth visit, the twentieth visit, and the discharge visit. Often these
required procedure codes are required for visits conducted by a mid-level provider, such as a
physical therapist, but not for visits conducted by the fully-qualified MD or OD provider.
You may create rules that the application uses to notify providers when a procedure code is
required. The application will then not allow the visit note to be completed until the required
procedure code is added.
Rules are defined for the case type. A rule’s triggering criteria may include any combination of:


Account type,



Visit number, and



Clinical note type.

The account type is determined by the account type associated with the patient account on
the case. The visit number is determined by the visit’s sequence number (first, tenth, etc.) within
the specific case associated with the visit note.
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The clinical note type is the one in which the visit note is entered. The clinical note type enables
you to trigger the rule for a specific type of visit, such as a discharge visit, regardless of the visit’s
sequence within a specific case. Triggering a rule based on clinical note type may require that
you define a clinical note type for this purpose. Defining clinical note types is not explained in
this section. Please refer to the Clinical Note Types section of this guide for instructions.
When a rule includes multiple criteria, then a visit note must be associated with a case of the
defined case type and must meet all the other rule criteria in order to trigger the rule.
A rule may identify a specific procedure code required or a set of procedure codes, any of
which may be used to satisfy the requirement for the visit. If case type requires more than one
procedure code on a specified visit, then you must define rules to each of the procedure codes
required.
It is important to note that the application uses the unique identifier of the procedure record in
the database, not the procedure code, to determine whether the required procedure code is
on the visit note. If you have made multiple records for a procedure code so that different
modifiers or different laboratories can be associated with different instances of the procedure
code, then you must include all appropriate instances of that code in a rule.
When you define a rule for required procedure codes, you also define the message that is
displayed to clinical users when the rule’s requirements are not met (that is, the required
procedure code has not been charted in the SP tab of the visit note). It is recommended that
you include the procedure code or procedure code set in the message so that users know how
to resolve the requirement.

Setup
To use the required procedure codes functionality, you must:


Identify or define any clinical note types needed for the rules. Please refer to the Clinical
Note Types section of this guide for instructions on defining clinical note types.



Define the needed rules in the Case Required Procedure Codes add-in.



Associate the Case Required Procedure Codes add-in with the user setting definition or
definitions used by the providers to whom the rules apply.

Define the Required Procedure Code Rules
1. List Editor (

) → Integration → Add In

2. Select the Include Inactive Items checkbox.
3. Search for and select the Case Required Procedure Codes entry, and then select the Modify
button.
4. Select the Browse ( ) icon to the right to the Configuration AQN field. This accesses the
Case Required Procedure Codes window.
5. Define a rule.
a. Select the desired Case Type. This field is required.
b. If the rule is for a specific insurance account type, select the desired Case Account Type.
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c. If the rule is for a specific visit within the sequence of visits, enter the Visit Number.
d. If the rule is for a specific type of visit, select the Clinical Note Type that identifies the type
of visit.
A rule must have either a case account type, a visit number, or a clinical note type. A rule
may have any two of these, and it may have all three. If multiple criteria are defined, then
the rule is triggered only when all requirements are met.
e. Enter the Procedure Codes that are required. You may enter a code, codes, or range of
codes. Separate codes or ranges with a semicolon (;). Enter a range with a hyphen. For
example: 90000;90100-90200.
f.

Identify whether rule processing should continue or stop when the rule criteria is
matched:


Select the Continue radio button if you want the application to continue processing
rules to determine whether another rule or rules also apply to a visit note.



Select the Stop radio button if you want the application to stop processing rules
when the criteria for this rule is matched.

g. In the Required Code Missing Message field, enter the message you want displayed to
the user when a visit note matches the rule criteria but the required procedure code is
missing (not in the visit note). It is recommended that your message include the
procedure code that is required. For example, “You must enter procedure code 90000 or
a procedure code from 90100-90200 in this visit note. You cannot complete this visit note
until one of these procedure codes is entered in the SP tab.”
6. Repeat step 5 for each rule needed.
7. After entering all the rules, use the Up and Down arrows to put the rules in the order in which
they should be processed. Rules are processed in the order in which they are displayed.
8. Select the OK button to save the rules and return to the Add In window.
9. When all the necessary rules are defined, and you are ready for the application to use them,
deselect the Inactive checkbox. The application will begin applying the rules once the addin is active.
10. Select the OK button to active the add-in and the rules.

Associate the Case Required Procedure Codes Add-In to a User Setting Definition
Because the application will prevent the visit note from being completed if a rule is not met, you
must associate the rules to a user settings definition, and then associate that user settings
definition to the users to whom the rules apply. This enables you to have the rules apply to some
providers, such as mid-levels or specific types, such as physical therapists. Providers to whom the
rules do not apply, such as MDs and ODs can be associated with a different user settings
definition.
1. List Editor (

) → System → User Setting

2. Search for and select the desired user setting definition, and then select the Modify button.
3. Select the Add Ins tab.
4. In the FNC Complete Note Validator field, select the Case Required Procedure Codes addin.
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Charge Tickets
Charge tickets enable you to categorize diagnosis and procedure codes and panels that you
use in your practice. They can be used in Full Note Composer and other clinical note type
windows to enable providers to select the desired diagnoses and procedures. They are also
used to associate billing information with diagnoses and procedures. There are three types of
charge tickets: diagnosis, services ordered, and services performed. Charge tickets may be
associated with care teams.
Charge tickets can be customized in their appearance both in Full Note Composer and other
patient visit windows and in printed form. Customizing the appearance may be as simple as
defining a font face, size, or color, or as complex as designing a customized data entry form for
a category.
The standard user interface (UI) control for charge ticket categories displays codes in basic text
columns. You can define the font face, size, and color of category and item names.
The designer UI control for charge ticket categories enables more complex customization of the
appearance of the items within the category. A charge ticket may include both standard and
designer UI controls if desired.

Hiding the Most Frequently Used Lists for Diagnoses and Procedures
When a provider does not want the most frequently used (MFU) list displayed in the Dx, SP, or SO
tabs of Full Note Composer or other clinical note type windows, you may hide the lists. The
configuration for hiding the lists is done on the charge ticket. It is important to understand that
the most frequently used lists are displayed or hidden for all the providers in all the care teams
using a given charge ticket. The MFU list displayed is the individual provider’s most frequently
used items, but the setting for displaying or hiding the MFU list is for the care team.
By default, all charge tickets are set to display providers’ MFU lists.

Diagnosis Charge Ticket
Diagnosis charge tickets enable you to categorize the list of diagnosis codes and diagnosis
panels that you use in your practice, and subsequently use the information to associate billing
with diagnoses and procedures. Each diagnosis charge ticket is associated with a care team.
To create a diagnosis charge ticket, you must first define a category, then add the diagnosis
codes and/or diagnosis panels that you wish to include in the category. When you have
created the information, you can change the order in which the categories are displayed.
In addition to codes and code panels, you may also add ICD-10 code search definitions. A
search definition is similar to a saved search filter for the Find Diagnosis Code 10 window. The
search definition saves the search criteria, not the search results. So, when a user selects an ICD10 code search definition from the charge ticket, the Find Diagnosis Code 10 window opens
displaying the ICD-10 codes that meet the search criteria.
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Services Ordered Charge Ticket
Service Ordered Charge Tickets enable you to categorize the list of procedure codes and
panels that you typically order from outside your practice. Each Service Ordered Charge Ticket
is associated with a Care Team.
To create a service ordered charge ticket, you must first define a category, then add the
procedure codes and/or procedure panels that you wish to include in the category. When you
have created the information, you can change the order in which the categories are displayed.

Services Performed Charge Ticket
Services Performed Charge Tickets enable you to categorize the list of procedure codes and
procedure panels that you use in your practice, and subsequently use the information to
associate billing with diagnoses and procedures. Each Services Performed Charge Ticket is
associated with a Care Team.
To create a services performed charge ticket, you must first define a category, then add the
procedure codes and/or procedure panels that you wish to include in the category. When you
have created the information, you can change the order in which the categories are displayed.

Create a Charge Ticket and Its Categories
Create a Charge Ticket
1. Either:


List Editor icon (

) → Clinical → Charge Ticket — Diagnosis



List Editor icon (

) → Clinical → Charge Ticket — Service Ordered



List Editor icon (

) → Clinical → Charge Ticket — Service Performed

2. Select New.
3. Deselect the Include Provider MFU checkbox if the provider or providers do not want the
most-frequently used displayed in Full Note Composer or other clinical note type windows.
4. Enter a Name for the diagnosis charge ticket.
5. Enter an ID and Notes, if desired.
6. Add a category and procedures to the charge ticket.
a. Select the New button under the Categories pane.
b. In the Find Diagnosis Category or Find Procedure Category window, either:


Select the desired category, and then select the OK button.



Select the New button to create a new category. Create a new standard or
designer category using the processes described below.

7. Select the OK button to save the charge ticket and any categories added to it.
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Add a Standard Category and Procedures to a Charge Ticket
Use this process to create a new standard category and add procedure codes and procedure
code panels to it.
1. Either:


List Editor icon (

) → Clinical → Charge Ticket — Diagnosis



List Editor icon (

) → Clinical → Charge Ticket — Service Ordered



List Editor icon (

) → Clinical → Charge Ticket — Service Performed

2. Search for and select the desired charge ticket, and then select the Modify button.
3. Select the New button under the Categories pane to add a category to the charge ticket.
4. In the Find Diagnosis Category or Find Procedure Category window, select the New button
to create a new category.
a. Enter a Name for the category.
b. In the UI Control field, select Standard Charge Ticket.
c. Enter an ID and Notes if desired.
d. Select the Color browse icon (

) and select the desired color for the text.

e. Select the desired Font Size.
f.

Select the desired Font.

g. If the item is a code panel, select the Modify Panel button to change the codes in the
panel.
h. Select the OK button to return to the Charge Ticket window.
5. Add a code or code panel to the selected category.
a. Select the New button under the Codes pane.
b. Select the method by which you want to search for codes.
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Select the Individual Codes radio button:


Add the search criteria of all or part of the code you wish to find or leave the field
blank.



Search for and select the code you wish to add.



Select OK to add the code or codes to the category.

Select the Range of Codes radio button:


Specify the list and/or range of codes you wish to add. Separate codes and
ranges with a comma (,).



Select OK to add the codes to the category.

Select the Code Panels radio button:


Add the search criteria of all or part of the code panel you wish to find or leave
the field blank.



Search for and select the code panel you wish to add.
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Select OK to add the item to the category.

Select the Search Definition radio button (Diagnosis codes only.):


Select the Find (

) icon. This accesses the Find Diagnosis Code 10 window.



Search for and select the desired diagnosis search definition.



Select the OK button to add the diagnosis search definition to the category.

6. Add a code to the selected code panel.
a. Select the New button under the Panel Codes pane.
b. Select the method by which you want to search for codes.




Individual codes:


Add the search criteria of all or part of the code you wish to find or leave the field
blank.



Search for and select the code you wish to add.

Range of codes:


Specify the list and/or range of codes you wish to add. Separate codes and
ranges with a comma (,).

7. Change the order of categories, if required, using the up and down Display Order arrows.
8. Select the OK button to save the charge ticket and any categories added to it.

Create Charge Ticket with Designer Categories
Use this process to create a charge ticket with customized data categories.
Note: If you change a category’s control from standard to designer, all the codes and panel
associated with the category will be lost.
1. Either:


List Editor icon (

) → Clinical → Charge Ticket — Diagnosis



List Editor icon (

) → Clinical → Charge Ticket — Service Ordered



List Editor icon (

) → Clinical → Charge Ticket — Service Performed

2. Search for and select the desired charge ticket, and then select the Modify button.
3. Select the New button under the Categories pane to add a category to the charge ticket.
4. In the Find Diagnosis Category or Find Procedure Category window, select the New button
to create a new category.
5. In the New Category window:
a. Enter a Name for the category.
b. In the UI Control field, select Designer Charge Ticket.
c. Enter an ID and Notes if desired.
d. Ignore the Color, Font Size and Font fields. These are not applicable when using the
designer control.
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e. Select the OK button to return to the Charge Ticket window.
The Charge Ticket window now displays a designer pane to the right of the Categories
pane. The designer pane includes a toolbox, a layout grid, and a properties browser. The
properties browser is populated when you select a tool from the toolbox.
6. To add a label:
a. Select the Label tool from the toolbox.
b. Position the crosshair cursor in the grid where you want the label to appear, then click
and drag the label box to the desired size.
c. In the properties browser, highlight the property of the label you wish to define and then
select or enter the desired characteristic. For example,


Highlight the Text property, and then type the text you want in the label.



Highlight the Font property, and then select the desired font face.



Highlight the ForeColor property, and then select the desired text color.

7. To add a diagnosis or procedure:
a. Select the Charge Ticket Checkbox tool from the toolbox.
b. Position the crosshair cursor in the grid where you want the procedure checkbox to
appear, then click and drag the box to the desired size.
c. In the properties browser, highlight the Item property and select the browser (

) icon.

d. For diagnosis codes only, select the method by which you want to add an item.
1. Select the Individual Codes radio button:


Add the search criteria of all or part of the code you wish to find or leave the field
blank.



Search for and select the code you wish to add.



Select OK to add the code or codes to the category.

2. Select the Code Panels radio button:


Add the search criteria of all or part of the code panel you wish to find or leave
the field blank.



Search for and select the code panel you wish to add.



Select OK to add the item to the category.

3. Select the Search Definition radio button:
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Select the Search Definition radio button (Diagnosis codes only.)



Enter your filtering criteria, and then select the Search button. Refine your filtering
until you have the desired results.



Select the Save Search Definition button.



Select OK to add the item to the category.



Highlight the search definition item, and then select the Modify button.



In the Item field, enter a meaningful name for the search definition.



Select OK to save.
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e. In the properties browser, highlight the property of the diagnosis or procedure checkbox
you wish to define and then select or enter the desired characteristic. For example,


Highlight the Font property, and then select the desired font face.



Highlight the ForeColor property, and then select the desired text color.



Highlight the Size property, and then enter the desired width and height in pixels.

8. To add a group box:
a. Select the Group Box tool from the toolbox.
b. Position the crosshair cursor in the grid where you want the group box to appear, then
click and drag the box to the desired size.
c. In the properties browser, highlight the property of the group box you wish to define and
then select or enter the desired characteristic. For example,


Highlight the BackColor property, and then select the desired background color.



Highlight the Size property, and then enter the desired width and height in pixels.

d. Create labels or procedure checkboxes within the group box or drag existing labels or
procedure checkboxes into the group box.
9. To add a tab control:
a. Select the Tab Control tool from the toolbox.
b. Position the crosshair cursor in the grid where you want the tab control to appear, then
click and drag the box to the desired size.
c. To define the individual tab properties, highlight the TabPages property in the properties
browser and select the browser (

) icon.

d. In the TabPage Collection Editor window, select the desired tab, and then define the
properties for that tab.
e. Select the Add button to add another tab to the control.
f.

Select a tab and then select the Remove button to remove a tab from the control.

g. Select the OK button when you have defined all the tabs.
h. To define the properties for the tab control itself, highlight the property of the tab control
you wish to define and then select or enter the desired characteristic. For example,

i.



Highlight the BackColor property, and then select the desired background color.



Highlight the Size property, and then enter the desired width and height in pixels.

Create labels or procedure checkboxes within a tab in the tab control, or drag existing
labels or procedure checkboxes into the tab.

10. To add a dividing line:
a. Select the PRM Dividing Line tool from the toolbox.
b. Position the crosshair cursor in the grid where you want the dividing line to appear, then
click and drag the line to the desired size.
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c. In the properties browser, highlight the property of the line you wish to define and then
select or enter the desired characteristic. For example,


Highlight the BackColor property, and then select the desired background color.



Highlight the Size property, and then enter the desired width and height in pixels.

11. Select the OK button to save the charge ticket and any categories added to it.

ChartCapture™
If you have archived patient records from a previous EHR with ChartCapture™, then you may
configure access to those records from the Patient Toolbar. You must first enable the
ChartCapture add-in application. Then, you must associate the add-in with one or more user
settings definitions.

<<Revised>> Enable the ChartCapture Add-In
Use the following process to enable the Combine Services add-in.
1. List Editor icon (

) → Integration → Add In

2. Select the Include Inactive Items checkbox, and then select the Search button.
3. Select the ChartCapture add-in entry, and then select the Modify button.
4. Deselect the Inactive checkbox.
5. <<New>> If you are using v18.1 HF1033 or later, enter the following URL in the Data field:
https://aprimasso.chartcapture.com/saml.aspx.
6. Select the OK button.

<<Revised>> Associate the ChartCapture Add-In with User Setting
Definitions
You must associate the ChartCapture add-in with any user setting definition used by users who
will access and download old patient charts. This puts a button the Patient Toolbar. Users will
select this button to access ChartCapture.
1. List Editor (

) → System → User Setting

2. Search for and select the desired user setting entry, and then select the Modify button.
3. In the User Setting window, select the Add Ins tab.
4. In the Patient Toolbar Add Ins field, select ChartCapture.
5. Select the OK button.
<<New>> If you are using v18.1 HF1033 or later, the required patient fields are First Name, Last
Name, Patient DOB, and Patient MRN when you launch the chart lookup from the patient
toolbar.
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Claim Information
Aligning Claims to Print on Standard Forms
The application can print claims on several standard pre-printed claim form layouts. You must
adjust the claim layout to align properly with the claim form in the printer being used. You may
have to adjust this alignment from time to time (for example, as a result of changing printers,
upgrading the application, or even getting a new supply of claim forms).
You can adjust the alignment of any claim layout using the printer offsets in the print set. You
can adjust the alignment for some claim layouts using the HCFA Alignment Tool window. You
can only use the HCFA Alignment Tool window to adjust claim layouts for a printer that is
attached to the network (not attached directly to a desktop PC).
Regardless of how you want to make the adjustments, you must make sure that the desired
claim layout is included a print set, and that the print set is selected by all users who print claims.
Most alignment issues are simple in that all the text of the claim is misaligned with the form in the
same way and by the same amount. These issues can usually be resolved quickly by following
the procedures presented here. However, some alignment issues are more complex, and
different sections of the claim text are misaligned with the form in different ways and amounts.
You must call Support for assistance in addressing these alignment issues.

Process for Aligning Using Printer Offsets
1. Ensure that the print set containing the desired claim report is selected.
2. Modify the print set to adjust the printer offsets for the desired claim report.
3. Print a claim to determine if the text alignment is correct.
4. If not, repeat steps 2 through 4 until the alignment is correct.

Process for Aligning Using the HCFA Alignment Tool
1. Ensure that the print set containing the desired claim report is selected.
2. Modify the print set to adjust the printer offsets for the desired claim report.
3. Print a claim to determine if the text alignment is correct.
4. If not, adjust the print alignment in the HCFA Alignment Tool window.
5. Print a claim to determine if the text alignment is correct.
6. If not, repeat steps until the alignment is correct.

Modify the Print Set
1. List Editor (

) → System → Print Sets

2. Search for and select the print set that includes the desired claim layout. (This may be
named CMS-Claims.)
3. Select the Modify button.
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4. Locate the desired claim form entry in the Print Sets window.
5. Verify that the Printer Settings field identifies the printer used for claim forms.
6. In the Offsets fields, make the following entries.


Top: 0.146



Left: 0.112

7. Select the OK button to save the new offsets.
8. Print a claim.
9. If the alignment is not correct, adjust the top and left offsets as appropriate until the
alignment is correct. Please note that the offset is measured in inches (1.0 = 1 inch).


To move the text up, enter a smaller number as the Top offset.



To move the text down, enter a larger number as the Top offset.



To move the text to the left, enter a smaller number as the Left offset.



To move the text to the right, enter a larger number as the Left offset.

Align Text with the HCFA Alignment Tool Window
When you open the HCFA Alignment Tool window, the claim text appears correctly aligned with
the claim form. You will move the text until it appears to be misaligned in the same way and
degree as the text when you print a claim. This aligns the actual printed text on a form.
1. Tools → Align HCF Tool
2. In the Print Set field, search for and select the print set that includes the CMS-1500-NPI claim
report.
3. Click anywhere on the text, and then hold the left mouse button down.
4. Drag the text until it appears to be misaligned in the same way as your printed claim.
For example, if the text on your printed claim is slightly low and to the right, then drag the
text down and to the right.
5. If needed, use the Left, Right, Up, and Down arrows at the top of the window to make fine
adjustments to the location of the text.
6. When the text in the window matches the text on your printed claim, select the OK button.
This saves the new top and left offsets to the selected print set.
7. Print a claim.
8. If the alignment is not correct, repeat this procedure making minor adjustments to the
offsets. The old offsets and the new offsets appear at the bottom of the window.
9. If necessary, select the Reset Position button at the top of the window to return to the last
saved offsets.
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Clearinghouses
The Clearinghouse window lists current clearinghouses used to submit electronic insurance
claims or may be used to submit requests for insurance eligibility information.
The application includes system-defined clearinghouse entries for Aprima’s claims processing
and eligibility partners. If you are enrolled with a partner, then the system-defined clearinghouse
entry must be modified with information for your interface with the clearinghouse. This is usually
done with or by Support.
Enter the information as described below for the clearinghouse or clearinghouses that you are
using. Prior to performing these processes, contact the Aprima EDI team for assistance with the
necessary files and IDs from the clearinghouse. You cannot submit claims or eligibility requests to
the clearinghouse until these processes are successfully completed.
Changes or additions to a clearinghouse record should be made only under the direction of
Support. Development of these items requires advanced programming knowledge.

Clearinghouses for Electronic Claim Submission
Aprima’s claim clearinghouse partner is Practice Insight. This clearinghouse record exists in the
database, but it must be configured for use.
To use a claim clearinghouse, you must configure the clearinghouse, set up the claim format
value for your submitter ID, and associate the clearinghouse with insurance payers. Enter the
information as described below for the clearinghouse or clearinghouses that you are using.

Clearinghouse for Insurance Eligibility Requests
To use the Practice Insight eligibility clearinghouse, you must set up the clearinghouse, and
associate the clearinghouse’s electronic payer ID with the insurance payer records. Please see
the Insurance Eligibility section and the Configure the Practice Insight Eligibility Clearinghouse
subsection for more information and instructions.

Configure Practice Insight Clearinghouse
1. List Editor icon (

) → Billing → Clearinghouse

2. Select the Include Inactive Items checkbox.
3. Search for and select the Practice Insight entry, and then select the Modify button.
4. Do not change the entries in the Name, Organization, or Receiver ID fields.
Note: Do not use dashes (-) or other special characters in the Name or Organization fields.
5. Deselect the Inactive checkbox. This activates the clearinghouse record, which is necessary
for sending and receiving messages.
6. Select the Electronic Submitter ID field, and then press the F10 key. This accesses the Claim
Format Value Type window for the Practice Insight Submitter ID.
a. Select the Add Value button. This access the Claim Format Value window.
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b. In the Value field, enter 99999.
c. Select the OK button to return to the Claim Format Value Type window.
d. Select the OK button to return to the Clearinghouse window.
7. Select the Edit button. This access the Claim Transmission Settings window.
8

Select the Clearinghouse tab.
a. Select the Production radio button. This must be production to process claims. If you use
test mode, then when you switch to production mode, all the clearinghouse setup
information will be lost and you must re-enter it.
b. In the Server field, enter s2.ediinsight.com.
c. Enter the User Name assigned by Support for submitting claims.
d. Enter the Password assigned by Support to the claim submission user name.
e. In the HTTPS field, enter https:// s2.ediinsight.com.
f.

In the FTP Upload Path field, enter /batches.

g. In the FTP Download Path field, enter /responses.
h. In the FTP Port field, enter 9999.
Important: The Practice Insight interface uses port 9999 to transmit claims to the Practice
Insight clearinghouse. This port must not be blocked by the network firewall. If you are
able to create and export a file but are unable to transmit that file, please ask your IT
staff or service provider to ensure that port 9999 is able to send outgoing files.
i.

In the FTP Protocol field, enter SFTP.

9. Select the Options tab.
a. In the Default ERA Status section, define the status given to imported EDI/ERA files.


Hold: Files with a status of Hold are not processed by the ERA processing job during its
scheduled run. The Hold status enables users to review a file, and then determine
whether or not they want it processed. The default status is Hold.



Unprocessed: Files with a status of Unprocessed are processed by the ERA processing
job during its scheduled run.

b. In the Transmission Protocol section, select the SFTP radio button. The HTTPS option is not
valid for this release.
c. In the Submission Mode selection, select the 4010 radio button. The 5010 option is not
valid for this release.
10. Select the OK button to return to the Clearinghouse window.
11. Select the OK to save the clearinghouse configuration and close the window.
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Claim Formats
The Claim Format window allows you to define the identifying numbers used in fixed fields on
either electronic or paper-based claims, and whether the claims are generated as group claims
or individual provider claims. It is used in conjunction with Claim Format Value Types. When you
have defined value types, use the Claim Format to specify the value types and default values
that will apply to the claim format.
You must create separate claim formats for electronic and paper claims. If you have institutional
claims, you must also create a claim format for UB-04 institutional claims. You may also need to
create a specific claim format for particular payer, such as Medicare.

NPI Number Requirements
The Send NPI checkbox is used to determine whether NPI numbers are populated on claims.
When the Send NPI checkbox is selected, NPI numbers are populated on the claim for all entities
(group, provider, referring provider) identified in the claim. No other set up is needed; you do not
need to use NPI as a value type. The NPI numbers will be populated on the claim in addition to
any other identifiers selected as value types in the claim format.
When the Send NPI checkbox is not selected, NPI numbers will not populate on the claim for any
entities in the claim, even if NPI is used as a value type.

NPI Numbers for Groups and Individual Providers
When claims are filed by group, both the NPI number for the group and the provider NPI number
are required, and these numbers must be different. When claims are filed by individual, only the
provider NPI number is required. (Please note that the ETIN tax number, which is a financial
identifier, is still required on all claims even though the NPI is now also required.)
Your agreement with an insurance payer determines whether you file claims with that payer as
a group or for individual providers. Single physician practices usually file claims individually. Multiphysician practices often file claims as a group. However, multi-physician practices may file
claims as a group with some insurance payers and may file claims for individual providers with
other insurance payers. Larger practices may have more than one group for which they file
claims, rather than for the practice as a whole.
The NPI number for the group used on a claim is determined by the financial center entered on
the superbill. The provider NPI used on a claim, for both group and individual filing, is determined
by the billing provider entered in the superbill. (Remember that the provider identified as the
billing provider on the patient visit note and superbill is identified as the rendering provider on
insurance claims. The provider identified as the rendering provider on a patient visit note and
superbill is not identified on the subsequent claim.)
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Overriding the NPI
In some rare, but very specific circumstances, the NPI number reported on insurance claims
needs to follow different rules than the standard. This is often, but not exclusively, needed for
institutional billing. If you need to use a different rule for identifying the NPI used for an insurance
payer’s claims, you can override the NPI rules on the claim format. The NPI will appear in the
billing provider field of the paper or electronic claim.
In the NPI Override field, search for and select the claim format value type to be used to
determine the NPI. Then, enter a Default Value for the NPI. This NPI will be used on all claims
produced with this format.

Billing Provider for Lab Tests on Claims
Medicare requires that claims for lab test procedures identify the referring provider. When there
is no other referring provider identified on a claim, you can choose to use the provider who
ordered the test as the referring provider for the lab procedure. To do this, you must identify in
your claim formats for Medicare the lab test procedures for which you wish to use the billing
provide as the referring provider. The Paper CMS-1500 claim format type includes the billing
provider in Box 17 and Box 17a and the Electronic 837 claim format includes the billing provider
in the proper segment. (Note that the value type is predefined and cannot be changed. You
can only make entries in the Codes field.)
Please note that this will populate the referring provider on the claim, but not on the superbill.
The superbill is not changed.

Billed Service Type
In rare circumstances, claims are submitted to an insurance payer without charge information
for services performed. For these claims, only the diagnosis information is relevant. This is usually
for capitated HMO plans, although even most capitated plans want the services and fee
information included on claims.
The billed service type for claims with charge information is Encounter (RP), rather than Fee-ForService (CH). By default, all claim formats use the Fee-For-Service billed service type. If you have
an insurance payer and plan that is rejecting claims because of an incorrect billed service type,
you may define a claim format for the Encounter billed service type. You should do this only if
you have claims that are rejected for this reason.
The billed service type indicator is only used on electronic claims. It is not used on paper claims.
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Claim Amount Allowed
The claim amount allowed, which is the amount for the total claim that is approved by the
primary insurance payer, may need to be included on secondary claims. This is generally
needed when coordination of benefits is handled by the primary insurance payer
communicating with the secondary payer. This is most frequent with Medicare.
You must define a claim format for insurance payers or plans that require the claim amount
allowed. The claim amount allowed is not generally needed; therefore, you should create a
claim format for this only when an insurance payer specifically requires it.
The claim allowed amount is only used on electronic claims. It is not used on paper claims.

CLIA IDs in Electronic and Paper Claims
The Clinical Laboratory Improvement Amendment (CLIA) ID for a service site is required by
Medicare and a few Medicaid payers when there are laboratory procedures on the claim.
However, insurance payers who do not require the CLIA ID may reject a claim if the CLIA ID is
included. To address this, the paper and electronic claim formats contain fields for the CLIA
claim format value type and CPT procedure codes so that you can choose which insurance
payers will receive the CLIA ID when billing for a specified procedure.
Please note that if you have used CLIA IDs on paper claims in prior versions, the CLIA ID printed
on all your paper claims. You will now need to select the paper claim formats on which you
want the CLIA IDs to print.
In electronic claim formats, the CLIA ID will be included in the 2300 loop, REF segment with an X4
qualifier. In paper claim formats, the CLIA ID will print in Box 23 of the CMS 1500 paper claim
form.
In paper claims, if there is a prior authorization number on the superbill, this number will print in
Box 23 of the claim form, overriding the CLIA ID that would otherwise print. In this case, you will
need to create a separate superbill for the lab procedures, and claim them separately, without
using the prior authorization number. Note that this applies to paper claims only. Electronic claim
formats use two different data elements for the prior authorization number and CLIA ID.

Excise Tax Code in Electronic Claims
The Excise Tax Code field is used only for Hawaii insurance payers that require tax to be
identified separately on the claim. This requires specific set up to be used. If needed, please
contact Support.
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Mammogram Certification Numbers in Electronic and Paper Claims
The mammogram certification number for a service site is typically required only by Medicare
and only when billing for an in-house mammogram procedure. As with CLIA IDs, insurance
payers who do not require the mammogram certification number may reject a claim if the
number is included. Therefore, the paper and electronic claim formats contain fields for the
mammogram certification number claim format value type and CPT procedure codes so that
you can choose which insurance payers will receive the mammogram certification number
when billing for a mammogram procedure.
In electronic claim formats, the mammogram certification number will be included in the 2300
loop, REF segment with an X4 qualifier. In paper claim formats, the mammogram certification
number will print in Box 23 of the CMS 1500 paper claim form.
In paper claims, if there is a prior authorization number on the superbill, this number will print in
Box 23 of the claim form, overriding the mammogram certification number that would otherwise
print. In this case, you will need to create a separate superbill for the mammogram procedure,
and claim it separately, without using the prior authorization number. Note that this applies to
paper claims only. Electronic claim formats use two different data elements for the prior
authorization number and mammogram certification number.

Defining Group or Individual Claims
The ‘File as Group or Individual’ field is used to define whether the claim format is for group
claims or individual claims. The predefined claim format value type “Filing Type” will be the most
frequently selected value for this field.
Unlike other claim format value types, the ‘Filing Type’ claim format value type does not allow
you enter specific identifying numbers for a provider, service site, or other entity. Instead it
enables you to select whether that entity files as a group or individual. By default, the ‘Filing
Type’ claim format value type is set to file as a group for all providers, but you can change it to
default to individual, or define different settings for specific providers.
In addition, you may also create another claim format value type in which you define providers
or other entities and whether they file claims by group or individual provider. This is necessary
only if you have providers that file as part of a group for one insurance payer and individually for
other insurance payers.

Mutually Defined ZZ Qualifier
The claim format value type for the Mutually Defined ZZ qualifier can be selected from any type
field for paper or electronic claims. Use the Mutually Defined ZZ qualifier when and how
instructed to by an insurance payer. This will apply the ZZ qualifier to the claim.
The claim format value for the Mutually Defined ZZ qualifier cannot be modified.

Ref: 1192.13

115

Procedure Codes Used for Clinical Quality Program Reporting
In very rare instances, a primary commercial insurance payer will deny an entire claim because
it contains a $0.00 charge for a CPT II code used for clinical quality program reporting. If this
happens, you can modify the code type of the CPT II code or codes that are causing the
denied claim and modify the claim format used for Medicare to accept codes with a code
type of PQRS. Do not implement these modifications unless you have an entire claim denied.

Box 25 Custom Tax ID for Paper Claims
Some insurance payers may have different requirements for the tax ID populated in box 25. You
may define custom population of this field by using the Box 25 and Box 25 Type fields on the
Claim Format window. The Box 25 – Provider Tax ID Type claim format value type translates the
claim format values entered in Box 25.
1. Create a claim format value type to be used for this purpose only. For each provider, enter
the tax ID value to be used.
2. In the claim format to be used for the insurance payer, select the custom claim format value
type in the Box 25 field.
3. In the Box 25 Type field, select the Box 25 – Provider Tax ID Type claim format value type.
Then press the F10 key to edit the values in the claim format value type.
4. In the Box 25 – Provider Tax ID Type claim format value type, add each provider and in the
Value field, enter either 34 to check the SSN box on the claim form or 24 to check the EIN
box.

Box 29 Paid Amount for Paper Claims
Insurance payers may have different requirements calculating the total paid amount shown in
box 29. The application includes the following options:


All: The paid amount is the sum of insurance (distributions and adjustments) and patient
(distribution and adjustments) payments.



Default: The calculation is determined by the account type of the payer/plan on the claim.





When the account type is “MB”, for Medicare, the paid amount is the total of patient
payments. It does not include adjustments or insurance payments. This calculation is used
for both primary and secondary claims for Medicare.



For all other account types, the paid amount is the total includes all payments and
contractual adjustments. It does not include collectible adjustments.

Zero – Always 0.0.

You may also define a specific calculation if desired. To do this, select ‘Default’ in the Box 29
Value Type field, and enter the calculation in the Default Value field. Enter the calculation with
standard math symbols (+, -, *, and /), and the following values. Values must be included in curly
brackets ({, }) as shown below.


{Patient Adjustment}



{Insurance Adjustment}



{Patient Payment}
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{Insurance Payment}



{Adjustment}



{Payment}

For example, enter {Patient Paid} + {Insurance Adjustment} to sum the patient payments and the
insurance adjustments.

Secondary Medicare Claim Format
When filing claims for secondary Medicare insurance, Medicare requires that other insurance
payer payments not be included in box 29 of the CMS 1500 paper claim form. If insurance payer
payment amounts are included in the amount printed in box 29, Medicare will send payments to
the patient, rather than to the provider. To accommodate this Medicare requirement, the
Medicare Secondary NPI No Payment claim format prints 0.00 in box 29, regardless of the
payments made by the primary insurance payer and the patient. Users may select this format
from the Process Claims and Filing History windows.
Please note that the Medicare Secondary NPI No Payment claim format is not necessary if you
have set up the box 29 paid amount options for your claim formats. Setting the box 29 paid
amount options saves users a step when processing claims because they do not have to select
this claim format.

Service Facility Address in Electronic Claims
In electronically filed claims, the service facility address (ANSI 2310D loop) is populated when the
service site is anything other than ANSI code 11, office, or ANSI code 12, patient’s home. When
the service site is the office or home, then the service facility address is not included. However,
some insurance payers will reject a claim if the service facility address is not included for the
office or home. You can set the claim format for the insurance payer to always include the
service facility address regardless of the service site type.

Group Taxonomy Code
The Claim Format window now enables you to define the taxonomy code to be included on
electronic claims when billing as a group. If you have received notification from a payer
requesting that the group taxonomy code be submitted on a claim and that the 837 rendering
provider not be submitted, then you need to define the taxonomy code associated with each
group (financial center).
Normally the 837 rendering provider’s taxonomy code is the taxonomy code for the billing
provider identified on the superbill, whether billing as an individual or as a group. When you
define a claim format to override that taxonomy code default, then the 837 billing provider is
financial center identified on the superbill, the financial center’s taxonomy code is included in
the claim, and 837 rendering provider information is suppressed.
In order to use a group taxonomy code instead of the individual provider’s taxonomy code,
then you must create a claim format value type for group taxonomy code. Then you must enter
the taxonomy code in the claim format used for the insurance payer that requires it. This should
be included only when the claim format is specific to that payer’s requirements.
Ref: 1192.13
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Service Site ID on Paper Claim Format
The general acceptance of NPI numbers means that most insurance payers no longer require a
specific service site identifier. However, some state payers do still require a legacy service site
identifier on paper claims. When needed, the legacy identifier is included in Box 32B. If required,
a HIPAA-defined ANSI qualifier may also be included.
Because the service site identifier is not required by most payers, you should enter this
information only a claim format that is used for paper claims for a specific insurance payer, and
only when that payer has rejected claims because the service site identifier was not included.

Payer-Specific Identifier for UB Paper Claim Format
An insurance payer may require a specific identifier in the Box 57 of the UB institutional claim
form. The Submitter ID value type on the Paper UB04 claim format populates Box 57. Primary
payer information populates in Box 57A, secondary payer information in Box57B, and tertiary
information in Box 57C.
You must create a claim format value type for the identifier required by the insurance payer.
Then select that claim format value type in the UB04 claim format for the insurance payer.
Remember that the information will populate on the claims for all payers for which you use the
claim format. So, if different payers require different information or no information in Box 57, you
will need a claim format and possibly a claim format value type for each identifier required by a
payer.

Print Claim Form Layout
If this claim format is used with an insurance payer that requires a non-standard paper claim
layout, then select that claim layout in in the Print Claim Form Layout field.
Please see the Associating a Non-Standard Paper Claim Layout to an Insurance Payer section
for more information.

Creating a Claim Format
1. List Editor icon (

) → Billing → Claim Format

2. Select the New button.
3. Enter a Name for the claim format. You may want to name the format in a way that
indicates the type of claim for which it is used. For example, e-Commercial or p-Commercial.
4. Select the Type of claim. The type of claim you select determines the claim format option
fields in this window. Not all of the fields listed in the following steps are available for every
type of claim.
5. Enter an ID and Notes if desired.
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6. If you need to use the Encounter billed service type, select the ‘BHT Type “RP”’ checkbox.
This is needed only in unusual circumstances. It should be done only if claims are failing due
to an incorrect billed service type.
7. Indicate whether the claim format will be used to file claims for durable medical equipment
with one of Medicare’s durable medical equipment regional carriers (DMERC).


Select the DMERC checkbox to populate the 2420E Loop in an electronic claim with the
billing provider name and ID.



Deselect the DMERC checkbox if this information is not needed. The 2420E Loop will not
be populated. This checkbox is deselected by default.

8. Verify that the Send NPI checkbox is set correctly.


Select this checkbox to include NPI numbers in the claims.



Deselect this checkbox to not include NPI numbers in the claims.

9. The “Send PQRS Procedures” checkbox is no longer used by the application. This submission
method for the PQRS incentive program is obsolete.
10 To always include the service facility address regardless of the service site type, select the
‘Always Output Loop 2310D’ checkbox.
11. To include the claim amount allowed, select the ‘Always Output AAE in Loop 2320’
checkbox. This is needed only in unusual circumstances. It should be done only if an
insurance payer specifically requires it.
12. In the Claim Format Options area, complete the fields needed for your claim format. The
options available are determined by the claim type you selected. For information about the
various option fields, please refer to the sections above.




Where Codes are allowed (such as for Billing Provider as Ordering, CLIA, and
Mammography Cert), you may enter the CPT code or codes that will trigger the inclusion
of the item on the claim.


Separate a range of numbers with a hyphen (-). For example, 80000-89999.



Separate individual numbers or ranges of numbers with a semicolon (;). For example,
80000; 85000-85999; 86111.

Where a Default Value is allowed, you may specify a value that will be used if the Value
Type field is blank. When a claim is filed, the value from the corresponding Value Type is
entered into the claim. If the value type is blank, and a default value has been specified,
the default value is added to the claim. If you don’t specify a claim format value type,
and you do not have a default value specified, the claim format field will be blank in the
processed claim. This may be acceptable; it depends on requirements of individual
payers.

13. Select the OK button to save the claim format.
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Claim Format Value Types
Claim format value types are used in conjunction with the Claim Format window. They work
together to determine specific values that populate in claims. Claim format value types are also
used to populate other items, such as printed and electronic prescriptions.
A claim format value type defines the specific identifying number to be used for the practice, a
financial center, a service site, or a provider when filing claims. Some claim format value types,
such as DEA, ETIN, SSN, and NPI, are system-defined, and you may define other Claim Format
Value Types as needed.
For each predefined or user-defined claim format value type, you must enter the specific
identifying number for each entity (financial center, provider, etc.) that the claim format value
type is used for. Then you can assign the claim format value type to claim format options when
defining a claim format. You will need to define a different claim format value type for each of
the options on the claim format.
If you do not specify a claim format value type, and you do not have a default value specified,
the claim format field will be blank in the processed claim. This may be acceptable; it depends
on requirements of individual payers.
The owner and column definitions cannot be changed once the claim format value type has
been created. Values can be added to an existing claim format value type, and existing values
may be modified. To modify a defined value, select the desired value in the spread and type
the new value over the original value. To delete a defined value, select the desired value in the
spread and delete the value.
Claim format value types cannot be deleted. You can, however, make them inactive. For
details on how to search, modify, and merge claim format value types, see Common List Editor
Functions.

Claims by Financial Center or Practice
Electronic claims may be processed by financial center of for the practice as whole. This is done
by the owner defined for the electronic submitter claim format value type. When the owner is
Practice, then a single electronic submitter ID is entered, and a single file of claims is created
when claims are generated. When the owner is Financial Center, then an electronic submitter ID
is entered for each financial center. Then when electronic claims are generated, a separate
claim file is created for each financial center. Note that Practice and Financial Center are the
only valid owners for an electronic submitter claim format value type.
When you create an electronic submitter claim format value type using Financial Center as the
owner, you cannot have a default values row in the values.
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Group and Individual Provider Claim Filing
Unlike other claim format value types, the predefined ‘Filing Type’ claim format value type does
not allow you enter specific identifying numbers for a provider, service site, or other entity.
Instead it enables you to select whether that entity files claims as a group or individual. By
default, ‘Filing Type’ is set to file as a group for all providers. If you file all or most claims for
individual providers, rather than by group, you should modify ‘Filing Type’ so that Individual is
selected as the value for the default entry.
You can also define specific providers in the ‘Filing Type’ claim format value type so that
individual providers are set to group or individual rather than as defined for the Default entry. This
enables you to use the same claim format to file by group and by individual with a provider.
When you use Filing Type for providers, you can select whether to use the provider’s EIN or Social
Security number as the tax ID.
In addition, you may also create another claim format value type in which you define providers
or other entities and whether they file claims by group or individual provider. This is necessary
only if you have providers that file as part of a group for one insurance payer and individually for
other insurance payers.

Provider IDs
Claim format value types for provider IDs are used for claims, prescriptions, generated
documents, and other purposes. The IDs included on the prescription are defined by state
regulations. They may include the provider’s medical license number, DEA number, and/or NPI
number.
The claim format value types used for provider IDs include:


DEA: Use for the provider’s DEA number. DEA numbers are 2 letters followed by 7 digits. Do
not include spaces or hyphens.



DPS: Use for the provider’s Department of Public Safety number, if needed. This identifier is
used by some states, but not by all. Enter the DPS number in this claim format value type for
general purposes and for printed prescriptions, if needed. This clam format value type is not
used for electronic prescriptions. See the Electronic Prescriptions section below for more
information.



Medical License Number: Use for the provider’s state license number.



Provider NPI: Use for the provider’s NPI number. The NPI number must be 10 digits.



Surescripts Certificate to Prescribe: Use for any state-defined prescribing authority number,
regardless of the individual state’s identifier name. A prescribing authority number is not the
state license number. Some states require that a nurse practitioner or physician’s assistant
with prescribing privileges include their state prescribing authority number on prescriptions.
Please note that this claim format value type is used for printed prescriptions only, even
though it is named Surescripts. Please see the Electronic Prescriptions section below for
information on how to enter a state-defined prescribing authority number for use on
electronic prescriptions.
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Electronic Prescriptions
Additional claim format value types are needed electronic prescriptions. The Surescripts®
pharmacy clearinghouse requires that all providers who submit electronic prescriptions must
have their NPI number entered. Providers who are using the EPCS functionality for controlled
substances must also have their DEA numbers entered. The claim format value types for these
identifiers are explained in the Provider IDs section.
Surescripts also assigns prescribing providers a Surescripts provider ID (SPI). The SPI is required for
electronic prescriptions and other Surescripts services, such as formulary and prescription
benefits downloads, electronic prior authorization of prescriptions, and others.
Surescripts also requires the provider’s state license number and, if required by the state, the
state-defined prescribing authority number. You must enter these numbers in a specific claim
format value type that it is used for electronic prescribing and other Surescripts services. This is in
addition to the claim format value types described in the Provider IDs section.
The claim format value types used for specifically for electronic prescribing and other Surescripts
services include:


Surescripts Provider ID (SPI) Use for the provider’s SPI number.



Surescripts State License Number: Use for the provider’s state license number and for any
state-defined prescribing authority number or numbers. Enter the state license number first.
Then enter a space, followed by the acronym for the state-defined prescribing authority
number (such as APN or DPS.) Then enter the actual prescribing authority number. For
example: 12345678H APN12345. If the prescribing provider does not have a state license,
then enter the acronym for the state-defined prescribing authority number and the number
itself. If the provider has been issued more than one state-defined prescribing authority
number, then enter the state license number, a space, the first acronym and number,
another space, and the second acronym and number.

CLIA IDs and Mammogram Certification Numbers
The Clinical Laboratory Improvement Amendment (CLIA) ID for a service site is required by
Medicare and a few Medicaid payers when there are laboratory procedures on the claim.
Similarly, mammogram certification numbers are typically required only by Medicare and only
when billing for an in-house mammogram procedure.
Use the predefined Clinical Laboratory Improvement Amendment (CLIA) ID claim format value
to enter the CLIA IDs you use on claims for laboratory procedures.
Use the predefined Mammogram Certification Number claim format value to enter the
mammogram certification numbers you use on claims for in-house mammogram procedures.
The owner and column definitions cannot be changed once the claim format value type has
been created.
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Insurance Eligibility ID Number
The eligibility clearinghouses will assign an ID which will be included in all eligibility requests. For
Practice Insight Eligibility, this is the same as the submitter ID for claims, and it is entered in the PI
value type.

Group Taxonomy Code
The Claim Format window now enables you to define the taxonomy code to be included on
electronic claims when billing as a group. If you have received notification from a payer
requesting that the group taxonomy code be submitted on a claim and that the 837 rendering
provider not be submitted, then you need to define the taxonomy code associated with each
group (financial center).
Normally the 837 rendering provider’s taxonomy code is the taxonomy code for the billing
provider identified on the superbill, whether billing as an individual or as a group. When you
define a claim format to override that taxonomy code default, then the 837 billing provider is
financial center identified on the superbill, the financial center’s taxonomy code is included in
the claim, and 837 rendering provider information is suppressed.
To use a group taxonomy code instead of the individual provider’s taxonomy code, you must
create a claim format value type for group taxonomy code. Then you must enter the taxonomy
code in the claim format used for the insurance payer that requires it. This should be included
only when the claim format is specific to that payer’s requirements.

Comprehensive Primary Care ID
If you are participating in the Comprehensive Primary Care Plus (CPC+) program, then your CPC
ID for each service site must be included in the QRDA file you submit to report for the program.
To include the IDs in the QRDA file, you must enter a CPC ID for each service for which you
report in the CPCi Practice Site ID claim format value type.

Define the Values for a Value Type
You can add, modify, and delete values in an existing claim format value type.
1. List Editor icon (

) → Billing → Claim Format Value Types

2. Search for and select the desired value type, and then select the Modify button.
3. Select the Add Value button to add a value.
a. Select the geographic and financial organization, if applicable. These are the Owner,
Column 1, and Column 2 items shown in the Settings area of the Claim Format Value
Types window.
b. Enter the Value.
4. To modify a defined value, select the desired value in the spread and type the new value
over the original value.
5. To delete a defined value, select the desired value in the spread and click the delete button
(

).
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Create a Value Type and Define Values
You can create additional claim format value types as needed. Once you create a value type,
you cannot change the owner and column definitions. You can add, modify, and delete values
in an existing claim format value type. To modify a defined value, select the desired value in the
spread and type the new value over the original value. To delete a defined value, select the
desired value in the spread and delete the value.
1. List Editor icon (

) → Billing → Claim Format Value Types

2. Select the New button.
3. Enter a Name for the value type.
4. Enter an ID and Notes, if desired.
5. Select an Owner for the value type. The owner indicates the level at which the value type
will be applied to claim formats and claims. Owners include:


Practice – a single value that everyone in the practice shares.



Provider – each provider has a specific value.



Service site – each service site has a specific value.



Financial center – each financial center has a specific value. (This option will not appear
if you are using only the default financial center.)

6. Select the Column 1 and Column 2 values. Use these optional values to define the
geographic and financial organizations to which a claim format value will be applied. The
selected owner determines the options available. The options are:


Practice – Service site and financial center



Provider – Service site and financial center



Service site – Financial center



Financial center – Service site

7. Select the Has Default checkbox for a column if you want to always use the default
organization for the owner.
8. The Value Type field should remain empty in most cases. When the claim format value type is
used to identify whether claims are filed by group or individual provider, select “Filing Type
(Group/Individual)”.
9. Select the Apply Settings button to add the value type. The grid for the value type then
appears in the window.
10. Select the Add Value button to add a value.
a. Select the geographic and financial organization, if applicable. These are the column 1
and 2 selections made in step 6.
b. Enter the Value.
11. Repeat step 10 to create additional values for the claim format value type.
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Claim Form Layouts
The application includes a claim layout for the standard CMS-1500 paper claim form. It also
includes claim layouts for a number of less standard claim forms, such as the Medicare
Secondary and Medicaid EPSDT. Your practice may also have purchased additional nonstandard claim layouts for specific insurance payers and/or purposes.
You must include all the paper claim layouts that your practice uses to process claims in a print
set. This is necessary to ensure that the claim layout aligns properly with the pre-printed claim
form during printing.

Associating a Non-Standard Paper Claim Layout to an Insurance Payer
Occasionally, an insurance payer will require a non-standard layout for payer claims. A nonstandard layout populates certain boxes on the paper claim form with different information than
normal. Some state-specific Medicaid payers require non-standard paper claim layouts, and
other, commercial payers may also.
If the insurance payer requires the non-standard claim layout be used for all primary and
secondary claims, then you can associate the non-standard claim layout with the insurance
payer. This eliminates the need for users to process paper claims for that insurance payer
separately from other paper claims. Thus, reducing the chance of processing the claims
incorrectly.
Do not associate a non-standard claim layout with an insurance payer if the payer only requires
the non-standard layout for secondary claims. When a non-standard layout is associated with
an insurance payer, the application will use it for all paper claims.
To associate a non-standard paper claim layout to an insurance payer, you must:
1. Modify the claim format used for the insurance payer to identify the non-standard paper
claim layout.
2. Make sure the claim format is associated to the insurance payer.
3. Remember that all claim layouts must be included in a print set to ensure that they align
correctly when printing. Please refer to the Print Sets section of this guide for instructions.

Modify a Claim Format to Identify a Non-Standard Paper Claim Layout
1. List Editor icon (

) → Billing → Claim Format

2. Search for and select the desired claim format, and then select the Modify button.
3. If this claim format is used with an insurance payer that requires a non-standard paper claim
layout, then select that claim layout in in the Print Claim Form Layout field.
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Claim Scrub Profiles
Before an insurance claim is processed and submitted electronically to the claim clearinghouse,
the application validates that required data fields do contain data. The predefined Default
claim scrub profile scrubs all the data fields that are required by all insurance payers. Some fields
are scrubbed on every claim, and some fields are scrubbed under certain conditions, such as
when there is data or a certain type of data in another field. While it would not be practical to
list all of the fields and conditions which are require scrubbing for all insurance payers, the
required fields include such items as:


Account type ANSI code



Claim submitter service site



Electronic submitter ID



Practice settings phone number



Relationship to primary insured and the corresponding ANSI code



Service site facility ID

You cannot modify the Default claim scrub profile by including additional fields in it. You can,
however, define custom claim scrub profiles that contain all the data fields in the default claim
scrub profile, plus additional fields in the claim that will be validated for one or more specific
insurance payers. You may select any or all of the following fields for validation when creating a
claim scrub profile.


Claim format facility ID



Do not allow procedures with zero-dollar charge



Insurance group ID



Practice/group ID



Practice/group ID and rendering provider’s ETIN or SSN



Practice/group ID type



Referring provider ID



Referring provider ID type



Rendering provider ID



Rendering provider ID type



Rendering provider’s taxonomy code (specialty)



Validate eligibility date

The Validate Eligibility Date option is used only for superbills that have not yet been claimed. It
simply verifies that an eligibility request was made for the patient within ten days before or after
either the superbill’s service date or the current date. This scrub option does not verify that
eligibility information was received or that the patient had coverage for the service date.
Once created, the claim scrub profile must be associated with appropriate insurance payer or
payers.
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Claim scrub profiles to be associated with Medicare insurance payers must be defined to allow
procedures with zero amounts. Otherwise, claims that include CPT II codes that do not have fee
amounts will fail the application’s internal scrub when claims are generated.

Create a Scrub Profile
1. List Editor icon (

) → Billing → Claim Scrub Profile

2. Select the New button.
3. Enter a name for the claim scrub profile, and if desired any notes describing its purpose or
use.
4. Select the additional fields you want validated for this profile.
5. Select OK.

Claims Mapping Rules
Claims mapping rules are used when an insurance payer requires that the payer’s own code be
used on a claim rather than the standard CPT or HCPCS code. Claims mapping rules are set for
an insurance payer. Most insurance payers who require their own codes for certain procedures
require their own code for all of their insurance plans. If an insurance payer does require their
own code for some insurance plans and not for others, then you will have to create a specific
insurance payer record and associate it with the insurance plans that require the payer-specific
code.
A claims mapping rule identifies the insurance payer, the procedure code, and the payerspecific override code. Each claims mapping rule, (that is, the combination of these three
things) must be unique.
Claims mapping rules may be entered and viewed on both the Insurance Payer window and
the Procedure window. Information entered in either window can be viewed and modified in
the other window. You may also enter and view all procedure code override rules for all
insurance payers and all procedures from the Mapping window.
The claims mapping rule is applied when the claim is generated, and when ERA processing
applies payments to charges on superbills. Please note that claims mapping rules are not based
on the patient’s account effective period. If a claims mapping rule is active at the time that a
claim is generated or ERA processing is performed, the claims mapping rule is used.
The claims mapping rule that is used when generating a claim or when processing an ERA is
based on the insurance payer to which the claim will be submitted or from which the ERA was
received. Thus, if a patient has a secondary insurance payer and the primary and secondary
payers both have payer-specific codes, the claims mapping override rule will use the primary
payer’s rule when processing for the primary payer and the secondary payer’s rule when
processing for the secondary payer.
The payer-specific codes are not used in the patient visit note or superbill, and they do not
appear in any reports.
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Enter a Claims Mapping Rule on a Procedure Code
1. List Editor icon (

) → Clinical → Procedure

2. Search for the code you wish to modify, using the search criteria.
3. Either:


Highlight the code, and then select Modify.



Select the code description to open the modify window.

4. Select the Insurance Payer Mapping tab.
5. In the Map Item From column, select the desired insurance payer.
6. In the Substitution column, enter the payer’s specific code.
7. Repeat steps 5 and 6 to enter override codes for additional insurance payers.
8. If desired, use the up and down arrow icons to change the order of the claims mapping
rules.
9. If desired, use the Delete (

) icon to remove a claims mapping rule.

Enter a Claims Mapping Rule on an Insurance Payer
1. List Editor icon (

) → Demographics → Insurance Payer

2. Search for and select the desired insurance payer, and then select the Modify button.
3. Select the Procedure Mapping tab.
4. In the Map Item To column, select the desired procedure code.
5. In the Substitution column, enter the payer’s specific code.
6. Repeat steps 5 and 6 to enter override codes for additional procedures.
7. If desired, use the up and down arrow icons to change the order of the claims mapping
rules.
8. If desired, use the Delete (

) icon to remove a claims mapping rule.

Enter Claims Mapping Rules for Insurance Payers and Procedure Codes
1. List Editor icon (

) → Integration → Mapping

2. Search for and select the Claims Mapping entry, and then select the Modify button.
3. In the Map Item From column, select the desired insurance payer.
4. In the Map Item To column, select the desired procedure code.
5. In the Substitution column, enter the payer’s specific code.
6. Repeat steps 3 through 5 to enter override codes for additional insurance payers and
procedures.
7. If desired, use the up and down arrow icons to change the order of the claims mapping
rules.
8. If desired, use the Delete (
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) icon to remove a claims mapping rule.
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Reimbursement Rules
An insurance payer may pay for a certain procedure only when that procedure is associated
with a specific diagnosis, or it may not pay for a certain procedure under any conditions. When
a limited diagnosis or non-covered procedure is performed, the patient is responsible for the cost
of the procedure. These conditions for payment may be referred to as reimbursement rules, CCI
edits, correct coding initiative, or Medicare mapping.
Medicare requires that you give the patient written notice that the cost of the procedure may
not be covered by Medicare. This written notice, called an advance beneficiary notice (ABN),
must be given to and signed by the patient prior to performing the procedure. If you do not
have the patient sign this notice prior to performing the procedure, then Medicare does not
allow you to bill the patient because this does not satisfy Medicare’s medical necessity
requirements. Commercial insurance payers generally do not require that the patient receive
and sign an ABN prior to performing the procedures. However, you may want to inform the
patient in advance that the procedure may not be covered by their insurance simply to avoid
problems in collecting payment for the procedure.
Reimbursement rules enable you to specify the conditions under which an insurance payer will
or will not pay for a procedure. You can also associate an ABN form or other document with a
reimbursement rule. The reimbursement rule then notifies the provider that a procedure may not
be covered when the provider charts a patient visit note in Full Note Composer or other clinical
note type window.
You can also associate a procedure with the diagnosis or diagnoses for which an insurance
payer considers the procedure to be valid so that when the procedure is selected in a patient
visit note, the reimbursement rule will be triggered if no diagnosis is selected or if a diagnosis that
is not identified in the rule as valid is selected. This can be used to remind the provider to select
the needed diagnosis.
Reimbursement rules should be used for a small to medium number of procedures for which
specific payment conditions exists. A more thorough review of diagnosis and procedure codes
can be performed using the optional clinical claim scrubbing functionality. Please refer to the
Clinical Claims Scrubbing section for information on that functionality.
Note that you do not have to use the reimbursement rule functionality in order to generate ABN
documents. You can generate an ABN document using the standard document generation
functionality.

Define a Reimbursement Rule Set
1. List Editor icon (

) → Billing → Reimbursement Rule

2. Select the New button.
3. Select the Add Custom Reimbursement Rule Set radio button.
4. Enter a Name for the rule set.
5. Enter an ID and Notes for the rule set, if desired.
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6. Use the Generate Document, Unless Overridden field to select the default document to be
generated when any rule in the set is invoked. This selection will be overwritten for a
particular rule if you associate another document with that rule.
Note: If you associate a document with a reimbursement rule set or an individual rule, it is
recommended that you include the Document Generation field name
ReimbursementRuleServicesParagraph in that document so that the procedures causing the
rule to be invoked are specified in the generated document.
7. Define the individual rules.
a. Search for and select the Procedure or procedures that will be associated with the rule. If
you specify multiple procedures, the rule will be evaluated if any one of the procedure
codes is present. When you select a procedure code, the entry fields for additional
information appear.
b. If a diagnosis is required for the procedure, then:
1. Select the Find (

) icon. This accesses the Find Diagnosis Code 10 window.

2. Search for and select the desired diagnosis search definition.
3. Select the OK button to populate the diagnosis search definition in the Diagnosis field
of the Reimbursement Rule Set window.
c. Select the Enforce If Present checkbox if the rule is to be enforced only when one of
the associated diagnoses is present. Leave the checkbox deselected if the rule is to
be enforced any time all of the associated diagnoses are not present.
You may have only one enforce-if-present rule and one enforce-if-not-present rule for
each procedure code in a reimbursement rule set. However, each rule may have more
than one procedure and more than one diagnosis, if desired.
d. Select the Procedure Requires Diagnosis checkbox if the rule is to ensure that one of the
identified diagnoses is present in the patient visit note when the procedure is entered in
the patient visit note.
e. Enter a value for the Days Since Last field. This refers to the number of days since the
procedure was last performed.
f.

Enter an Age Range if you want the rule to be invoked only for a specific age range.

g. Enter a Gender if you want the rule to be invoked only for a specific gender.
h. Use the Generate Document field, to select a document to be generated if the rule is
invoked. If a document is selected for a specific rule, the document selected in step 5
will not be generated.
i.

Enter the text of a Message that will display in Full Note Composer if the rule is invoked.
The message may include information about the triggering condition, or the document
that is required.
A message is not required. If you do not enter a message, a generic message containing
the procedure code will be displayed.
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Import a Reimbursement Rule Set
If your practice has an electronic file of reimbursement rules, the file may be loaded into your
database, and then imported for use. Please contact Aprima Support for information about
loading a file into your database.
Once the reimbursement rule file has been loaded, you must import the rules associated with
the procedure and diagnosis codes used in your practice. Importing the reimbursement rule set
is similar to importing the diagnosis codes or procedure codes in that it enables you to use only
those rules that are applicable to your practice. However, when you import the reimbursement
rule set, you do not have to identify the diagnosis and procedure codes you use. The import
process identifies the diagnosis and procedure codes you have imported for use, and then
imports the reimbursement rules associated with those codes.
Note that the process only imports the association between procedure codes and diagnosis
codes. There are no modifiers or conditions on the rules when initially imported.
1. List Editor icon (

) → Billing → Reimbursement Rule Set

2. Select the New button.
3. Select the Create Reimbursement Rule Set From Master Rule Set checkbox.
4. In the New Rule Name field, enter a name for your rule set.
5. In the Master Rule field, select the desired master rule set.
6. Select the OK button to import the rules associated with the diagnosis and procedure codes
in use by your practice.
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Clinical Claims Scrubbing
The optionally purchased clinical claims scrubbing add-in functionality interfaces with the
Practice Insight clearinghouse and the Alpha II claim scrubbing engine. Clinical claim scrubbing
enables you to identify proper diagnosis and procedure code combinations and to validate
coverage policies. It is important to recognize that this validation is against a specific set of
insurance rules; it is not a general validation of the completeness or correctness of your coding.
Clinical claim scrubbing verifies both professional and institutional claims from the payer’s
perspective. In addition to Medicare’s local coverage determination (LCD) and national
coverage determination (NCD) rules, the claim scrubbing engine also uses an additional
proprietary clinical medical necessity database, which covers virtually all possible
diagnosis/procedure code combinations. Clinical claim scrubbing performs the following edits:


Diagnosis code validity



Procedure code validity



Correct Coding Initiative (CCI) bundling



RVU sequencing



Modifier usage



Outpatient prospective payment system (OPPS) validity



Medical necessity

Prior to processing a claim, the clinical claim scrubbing interface is available from within Full
Note Composer, so that providers can review and validate coverage when they are making
decisions about care, and from within Track Superbills, so that billing and coding staff can
validate the coding when processing superbills.
Pre-claim scrubbing within Full Note Composer can also be used to identify when an advance
beneficiary notice (ABN) is needed. ABNs are generally only needed for Medicare, not for
Medicare Advantage or commercial insurance. An ABN is a notice that you must give to the
patient prior to performing a procedure or service that Medicare may not cover. By signing the
ABN, the patient agrees to pay for the procedure if Medicare rejects coverage. To obtain a
payment decision from Medicare, the patient must sign the ABN form and receive the
procedure. Then you must indicate on the claim that the patient signed the ABN.
When pre-claim scrubbing is performed from Track Superbills, the clinical claim scrubbing
interface enables you to validate the coding when processing superbills. Pre-claim scrubbing
gives you information and warning messages for any potential issues identified. You can then
decide what, if any, changes to make to the coding. These messages are only informational;
even warning and error messages only provide information about possible problems. The
warning and error designations only indicate the severity of the possible problem. The messages
— whether informational, warning, or error — do not prevent you from submitting the claim with
the current coding if you determined it to be appropriate. Pre-claim scrubbing serves a valuable
purpose, but it is limited because it uses only the data that is available in a superbill.
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When processing claims, clinical claim scrubbing enables a far more robust validation because
it uses all the data that is available in the claim and the full set of code validation edits available
in the claim scrubbing engine. It also enables you to create and use your own custom edits for
specific payers or circumstances.

Clinical Claims Scrubbing Setup
To use the clinical claim scrubbing functionality, you must enroll with Alpha II and with the
Practice Insight claims clearinghouse. Please contact your sales representative if you wish to
enroll.
Once you have enrolled, you must enter your Alpha II submitter ID in your practice settings to
enable the functionality. You must also configure the behavior desired based on the scrub
message level.

Clinical Claim Scrubbing Rules
Clinical claim scrubbing rules for Alpha II ClaimStaker are selected on the Alpha II website, not
within Aprima. By default, Alpha II ClaimStaker uses a standard code validation rule based on
the payer type. The rules may be configured to some degree. Please contact Support if the
standard rule set does not fit your needs.

Enable Clinical Claim Scrubbing in the Practice Settings
1. Tools → Configure Practice Settings
2. Select the Billing tab.
3. Select the Use Code Validation checkbox if you wish to use the diagnosis and procedure
code validation functionality.
a. Enter the Server address provided by Support.
b. In the User Name field, enter the Practice Insight user ID for your practice.
c. Enter your Password.
d. Select the desired Report Code Level. This is the level of messages that will be stored in
the superbill history when code validation is performed.


Error: Only error messages are stored or displayed.



Warning: Only warning messages are stored or displayed.



Information: This is the default selection. All messages are stored or displayed.

e. Select the desired Reset Superbill Status Level. This is the level of message that causes a
superbill’s status to be changed to ‘Failed Code Validation’.


Error



Warning



Information
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Clinical Decision Support from Persivia™
You may choose to enroll with Persivia to enable downloading clinical decision support (CDS)
information. The functionality enables you to electronically send patient information to Persivia,
which processes the patient health information data against a known set of CDS rules. Persivia
then sends back information about any rules that are triggered by the patient’s current health
condition. The provider may review the rule information and recommendations, and then may
select recommended procedures to be performed or ordered.
For more information and for instructions on setting up this functionality, please refer to the
Persivia™ Clinical Decision Support document.

Clinical Decision Support Rules
Clinical decision support rules are created to provide automatic alerts when patients are due
visits for specific procedures, tests, or checkups.
Clinical decision support rules are usually defined on a recurring basis, such as annually, and are
created to apply to specific criteria, such as gender, age, and medical condition. You can
define complex observation criteria based on vitals, lab results, and other observations to
identify patients who are due for a procedure.
The rules may be associated with care teams or individual providers. The application frequently
runs rules against all patients, and you will receive a message alerting you when a patient is due
for a procedure. You can choose the time frame in which you want to receive the alert; for
example, you may want the alert sent 15 days before the rule is due so that you can schedule a
patient visit. Rules may also be associated with a URL that enables you to access information
about the procedure or medical condition.
Clinical decision support rules for preventative care services, such as annual flu shots,
mammograms, and PSA tests, may be identified preventative follow-up rules. These rules are
used to meet the documentation requirements for MIPS or other clinical quality programs that
report on the percentage of patients whom you remind of preventative care services.
When a patient meets the criteria for the rule, a message is sent to the defined recipient user so
that a reminder can be sent to the patient. Once the user sends the reminder or contacts the
patient, the user must complete the message in order for the reminder to be counted. The
Meaningful Use report includes the number of patients meeting preventative follow up criteria
and the number reminded, based on the completion of the clinical decision support rule.
Several childhood immunization clinical decision support rules are predefined. You must
associate the predefined rules with the care teams who wish to use them.
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Observation Criteria for Clinical Decision Support Rules
You can create expressions of arbitrary complexity for comparing vitals, lab results, or other
observations in the patient’s record to decide whether a rule should fire. Expressions are defined
in the Observation Criteria window.
This window enables you to select the observation item (HgA1C, weight, etc.), a comparison
operator (=, <, >, etc.), and a literal observation value. The literal value must be entered as a
metric value. However, the application will compare the metric value in your criteria to standard
values in patient records.
You can also include parenthesis and Boolean operators (‘and, ‘or’, and ‘not’) to create more
complex expressions, such as checking for a value that is either lower or higher than normal, or
for checking for one of two or more different observation items. To help you ensure that your
expression is valid, the buttons for parenthesis and Boolean operators are active only when the
button option is valid. When a button is inactive, that option is invalid at the current location in
the expression you are building.

Blood Pressure as Criteria
When using a blood pressure observation as criteria, you must enter literal values for both the
systolic and diastolic pressure. Enter the systolic value in the first field, and diastolic value in the
second field.
When “less than” (<) or “less than or equal to” (<=) are selected for the comparison operator,
then the rule will fire if either the systolic or diastolic value in the reading is lower than the entered
values. Likewise, when “greater than” (>) or “greater than or equal to” (>=) are selected, then
the rule will fire if either reading is greater than the selected values.

Results that are not Numeric
You can create expressions for results that are not numeric by using the ‘like’ operator. For
example, when looking for positive result, you can create an expression similar to “Rapid Strep
Test LIKE Positive”.

More Information for a Procedure or Medical Condition
You can enable a provider to access additional information about the procedure or medical
condition by associating a URL with the clinical decision rule. This enables the More Information
button in the Full Note Composer or other clinical note type window so that the provider may
access the information when reviewing the rule for a patient.
Clinical quality programs may require that when using this type of information, you must also
identify the bibliographic source of the reference. Include the bibliographic information in the
Notes field of the Clinical Decision Support Rule window.
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Clinical Decision Support Rule Modification Behavior
When you create a clinical decision support rule and select the OK button, the application
immediately runs the rule and applies the rule to all patients meeting the selected criteria. A rule
cannot be unapplied once it has been applied to patients. Therefore, you must define how you
want the application to handle incomplete clinical decision support rule alerts on patients when
a clinical decision support rule is modified. Since you may not want to always handle
incomplete alerts in the same way, it is recommended that you review this setting before
modifying a clinical decision support rule.
The selected action will take place as soon as you save the changes to a rule.


Select the ‘Leave Alerts for Patients as Incomplete’ radio button if you want no changes to
the alerts that have already been applied to patients. This may be appropriate when a
standard protocol has changed but you still want to process alerts applied to patient before
the protocol change.



Select the ‘Delete Alerts for Patients’ radio button if you want to delete all the incomplete
alerts for the modified rule. This may be appropriate when a rule was configured incorrectly,
and so all the rule alerts on all patients are incorrect.



Select the ‘Complete Alerts for Patients’ radio button when you want all remaining
incomplete alerts to be marked as complete. This may be appropriate when a standard
protocol has changed, and you do not want to process the incomplete alerts because the
appropriate patients will be identified by the modified rule.
When you select this radio button, you must select the user who will be identified in the
patient charts as having completed the alert.

Creating or Modifying a Clinical Decision Support Rule
1. List Editor (

) → Clinical → Clinical Decision Support

2. Either:


Select the New button to create a new rule.



Search for the select the desired rule, and then select the Modify button to modify an
existing rule.

3. Enter an ID, if desired.
4. Enter a Name for the rule.
5. Enter any Notes, if desired. If you will include a URL for the More Information functionality,
then you must include bibliographic source information in the Notes field.
6. If the rule is for a preventative care procedure, select the checkbox for ‘Report as
Preventative Followup’
7. Select the General tab.
8. Select the Procedures To Be Completed checkbox. This enables the other data fields
needed.
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9. Select the Procedures that will be provided or ordered when the rule is triggered. This is a
multi-select field, so you can add one or more procedures that will satisfy the requirements of
the rule.
Note that the performance of any one of the procedures will satisfy the rule. If more than
one procedure must be performed, then you must define a rule for each required
procedure.
10. Define the rule recurrence and advance warning:
a. Define the recurrence of the rule as a range, such as every 1 to 2 years or every 6 to 9
months. Qualifiers are Days, Months, Weeks, and Years.
b. Select the Limit Recurrences checkbox to limit the number of times the rule will occur.
Then enter the number of recurrences in Max Recurrences. The maximum number of
recurrences is 180.
c. Define the advance warning required. This is the amount of time in advance of the test
being due that an alert is sent to recipients. Select the number and time period desired,
such as 15 days, 2 weeks, or 1 month.
11. In the Reference URL field, enter the URL for information on the rule. This will enable the Info
button in the Full Note Composer window so that the provider may access the information
when reviewing the rule for a patient.
12. Select the Criteria tab.
a. Define the age range for which the rule is applicable, such as 3 to 6 months or 40 to 65
years.
b. Define Gender. This field is multi-select, so you can select Male and Female for any tests
that are gender specific.
c. Define Patient Medical History if appropriate. This field is multi-select, so you can add all
medical problems to which the rule will apply.
d. Define the drug or drug class if appropriate. These are multi-select fields, so you can add
all the medications to which the rule will apply. However, you can only select by either
drug or drug class; you cannot select by both drug and drug class.
e. Define a Drug Allergy if appropriate. This field is multi-select, so you can add all the
medications to which the rule will apply.
13. Define observation criteria if appropriate.
a. Select the Edit Observation Criteria button. This accesses the Edit Observation Criteria
window, where you can define an equation for observation values. You may want to
write down your equation before you start to enter it.
b. To enter a clause, select the open parentheses ( button.
c. Select the desired Observation item.
d. Select the Not button if appropriate.
e. Select a comparison operator (=, <, >, Like, etc.).
f.

Enter the literal value for the observation.

g. Select the Insert button to add the criteria to the equation. Your criteria will display in the
Current Observation Criteria area.
h. To close a clause, select the close parentheses ) button.
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i.

If needed, select the And or Or buttons to begin another clause. Then repeat substeps b
through g to enter the next clause.

j.

To edit the equation, select the << button to backspace through the equation.

k.

When finished, select the OK button to save the observation equation and return to the
Clinical Decision Support window. Your equation displays in the Observation Criteria
area.

14. Select the Care Team tab.
a. Select the Care Teams with which the clinical decision support rule will be associated.
b. Select the Msg (message) Recipients for the care team. When a rule becomes due for a
patient, a message is sent to the message recipients to alert them of the rule. The
message recipients do not need to be members of the care team; they can, for
example, be front desk or scheduling staff who will contact the patient to schedule an
appointment.
c. Select which providers, if any, in the care team wish to opt out of the clinical decision
support rule.
d. Complete substeps a through c for each care team that will use the rule.

Correcting an Incorrectly Defined Rule
The following steps are recommended for correcting an incorrectly defined clinical decision
support rule.
1. Inactivate the rule so that it does not continue to run and is not applied to any additional
patients.
2. Run the Clinical Decision Support Rule report to determine the patients that currently have
the rule applied to them.
3. Go into the patient record for each patient affected by the original rule and action it so that
it no longer applies.
4. Modify the clinical decision support rule with the correct selection criteria, and then activate
the rule.

Clinical Decision Support Rule Decline Reasons
Providers can enter a reason why a patient declines a test or service for which a clinical decision
support rule has been defined. The application includes several predefined decline reasons. You
may define additional reasons as needed.
1. List Editor (

) → Demographics → CDS Rules Decline Reasons

2. Select the New button.
3. Enter a Name. This is the reason for declining the procedure.
4. Enter an ID and Notes if desired.
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UpToDate®
UpToDate is a clinical decision support resource. If you subscribe to UpToDate services, then you
may choose to display the UpToDate button on the Desktop toolbar for providers and other
clinical users.
1. List Editor (

) → System → User Setting

2. Search for and select the desired user setting definition, and then select the Modify button.
3. Select the Add Ins tab.
4. In the Desktop Add Ins field, select the UpToDate entry.

Clinical Information, Other
Clinical information is primarily used by providers and other clinical staff to chart patient visit
notes. However, some clinical information items, such as diagnosis and procedure codes, are
also used on superbills and insurance claims.

Blood Pressure Methods
The predefined blood pressure measurement methods include electronic and manual. You may
define additional measurement methods if desired.
1. List Editor icon (

) → Clinical → Blood Pressure Methods

2. Select the New button.
3. Enter a Name for the method.
4. Enter an ID and Notes, if desired.

Diets
The application includes a number of predefined diet plan options, including ADA, liquid, soft,
and others. You may define additional diet plans if desired.
1. List Editor icon (

) → Clinical → Diet

2. Select the New button.
3. Enter a Name for the diet plan.
4. Enter an ID and Notes, if desired.
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Exercise Plans
The application includes a number of predefined exercise plan options, including aerobic,
isometric, and others. You may define additional exercise plan options if desired.
1. List Editor icon (

) → Clinical → Exercise

2. Select the New button.
3. Enter a Name for the exercise plan.
4. Enter an ID and Notes, if desired.

Family Degree Related
A family relationship degree identifies the degree of a particular family relationship. The
application includes first, second, and third degrees. You may create additional family
relationship degrees if needed to correctly define additional family relationships.

Create a Family Relationship Degree
1. List Editor (

) → Clinical → Family Degree Related

2. Select the New button.
3. Enter the relationship degree Name.
4. Enter an ID and Notes, if desired.

Family History Relationship
Family relationships are used to enter a patient’s family medical history. Family relationships are
identified by a relationship name (such as mother) and a degree (such as first). Each relationship
name is associated with a relationship degree. A relationship name may also define additional
information about the relationship, such as a SNOMED code, whether both maternal and
paternal relationships are allowed, and whether multiple instances of the relationship are
allowed.

Create or Modify a Family History Relationship
1. List Editor (

) → Clinical → Family History Relationship

2. Either:


Select the New button to create a new relationship.



Select the desired relationship, and then select the Modify button to modify an existing
relationship.

3. Enter a Name for the relationship.
4. Enter an ID and Notes, if desired.
5. Select the Degree Related.

140

Ref: 1192.13

6. If needed, select the SNOMED code for the relationship.


Use the SNOMED Concept ID field to enter a single code for the relationship.



Use the Maternal and Paternal SNOMED Concept ID field if you need different codes for
different sides of the family. You must select the Allow Maternal/Paternal checkbox to
enable these fields.

7. Select the Allow Maternal/Paternal checkbox to enable users to specify the side of the
family when using this relationship.
8. Select the Allow Multiple Use of Relationship checkbox to enable users to create more than
one of this relationship for a patient.

Growth Charts
The application includes a number of system-defined growth charts. The format of these charts is
taken from the Department of Health, Centers for Disease Control and Prevention (CDC)
(www.cdc.gov/growthcharts) and the United Nation’s World Health Organization (WHO)
distributed by the CDC (www.cdc.gov/growthcharts/who_charts.htm).
If you want to use a specific growth chart, such as for premature babies, then you may import
that growth chart image. Once imported, providers may then use that growth chart to plot
patient growth. You must define the characteristics of the chart you import in order for data to
be plotted correctly on it.
1. List Editor (

) → Clinical → Growth Chart

2. Select the New button.
3. Enter a Name for the growth chart.
4. Enter an ID and Notes, if desired.
5. Select the Browse for Growth Chart Image button. Then browse for and select the image you
want to import.
6. Select the Gender to which the chart applies.
7. Select the type of chart. This may be:


Weight



Height



Body Mass Index



Head Circumference



Weight to Stature

8. Define the age range for the chart.
a. Select the radio button for Months or Years.
b. Enter a Minimum Age and Maximum Age for the chart.
9. Select the Next button.
10. Define the X axis of the chart.
a. Enter the Lowest and Highest X axis values for the chart.
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b. Select the radio button for the type of units. This will be Months or Years for most types of
charts, and is Metric or English for weight-for-stature charts.
11. Define the Y axis of the chart.
a. Enter the Lowest and Highest Y axis values for the chart.
b. Select the radio button for either Metric or English units.
Please note the X axis and the Y axis may be set to two different units of measure.
12. Follow the instructions in the Step Three box to define the charting area of the image.
a. Move the pointer to the top left of the charting area.
b. Click and hold down the left mouse button.
c. While holding the mouse button down, move the pointer to the lower right of the
charting area. This places a box around the charting area.
d. Release the mouse button.
13. Select the Next button.
14. If desired, choose a different Plotting Color by selecting the Color window button.
15. Select the graphing style. This may be Smooth Graph or with a Connecting Line.
16. Test and adjust the chart:
a. Enter a value for the X axis.
b. Enter a value for the Y axis.
c. Select the Plot Point button.
d. If the data point is not correctly positioned on the chart, use the Top, Bottom, Left, and
Right arrow buttons to adjust the size of the charting area.
e. When the initial data point appears to be correctly positioned, plot several additional
data points.
f.

Use the Top, Bottom, Left, and Right arrow buttons to adjust the size of the charting area
until all the data points are optimally plotted.
If you are importing a growth chart file, you may be able to get all data points to plot
exactly. However, if you are importing a scanned chart, it is unlikely that all data points
will plot exactly. In this case, you must adjust the charting area to best plot data points
across the chart area.

17. Select the OK button to finalize and save the chart.
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Historian
A historian identifies the role or relationship of a person providing information to the patient. The
application includes a number of possible historians. You can define additional historians as
needed.
1. List Editor (

) → Clinical → Historian

2. Select the New button.
3. Enter a Name.
4. Enter an ID and Notes, if desired.

Observation Charting
The Observation tab for clinical note type windows enables providers and other clinical users to
enter and view observation findings in patient visit note using a simple flowsheet view. In the
Observation tab, you can select one or more observation templates containing the observation
items which you are monitoring for the patient.
Observations included in an observation template and charted in a patient visit note through
the Observation tab are displayed in the Patient Results window like lab test results and other
observation results.

Setup Steps
To use the Observation tab, you or your administrative super user must:
1. Create the observation items needed.
2. Create one or more observation templates that include the desired observation items.
3. Create or modify a clinical note type that includes the Observation tab. The Observation tab
is not part of any system-defined clinical note type.

Create an Observation Item
Please refer to the Observation Item section in the Vitals and Other Observations section of this
guide for instructions. Observation items that are to be graphed must be defined with the data
type ‘metric’.
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Create an Observation Template
An observation template is similar to an observation custom panel, in that both are a set of vitals
measurements, lab tests, and/or other observation items. An observation template, however,
can be used to enter observation findings and results for all items in a flowsheet format. Lab test
results cannot be entered in an observation custom panel. Observation templates are used in
the Observation tab, while observation custom panels are used in the Vitals tab.
A lab template is a type of observation template, and your lab templates display with other
observation templates when searching in List Editor or in the Observation tab in a clinical note
type window. It is recommended that you create and modify lab templates and lab test items
from the Lab Template window rather than the Observation Template window.
1. List Editor (

) → Clinical → Observation Template

2. Enter a Name for the template.
3. Enter an ID and Notes, if desired.
4. Add an observation item to the template.
a. Select the New button.
b. In the Find Observation window, search for and select the desired item.
c. Select the OK button to add the item and return to the Observation Template window.
5. Repeat step 4 to add all desired items.
6. Use the up and down arrows to move the items into the desired order.

Include the Observation Tab in a Clinical Note Type
The Observation tab is not included in any system-defined clinical note type. In order for
providers to use Observation tab, you must add it to a custom clinical note type. Then you must
add that clinical note type to the user setting definition used by the provider. Please refer to the
Clinical Note Types section of this document or instructions.

Patient/Provider Tracking Status
The Patient/Provider Tracking functionality enables users to keep track of all the providers
involved in a patient’s care. The predefined patient provider tracking statuses are shown in the
table below. You may define additional statuses, if desired.

Status

Description

Relationship

Used for relationship entries.

Initiated

An outbound referral has been created.

Appointment Requested

An appointment has been requested with the consulting (referred
to) provider.
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Status

Description

Appointment Confirmed

The appointment with the consulting (referred to) provider has
been confirmed.

Appointment
Completed

The appointment with the consulting (referred to) provider has
been completed.

Results Received

Results or other feedback have been received from the consulting
(referred to) provider.

Completed

The outbound referral is complete.

Historical Reference

This status is assigned to all patient/provider relationships created
by migration from previous versions of the application.

Define Patient Provider Tracking Statuses
1. List Editor icon (

) → Clinical → Patient Provider Tracking Status

2. Select the New button.
3. Enter an ID if desired.
4. Enter a Name for the status.
5. Enter the description or purpose of the status in the Notes field.

Patient Tracking Event Types
Patient Tracking Event Types identify types of events that can be used when graphing vitals or
lab results. An event is anything that may have an effect on the lab results or vitals, such as a
change in medication or diet or a procedure, and that can be identified as occurring or
beginning on a specific date.
Events are plotted on a patient graph by type rather than by specific event. The application has
two predefined event types, general and visit. You define additional event types as needed in
order to keep individual graphs from becoming too cluttered.
You may define event types to graph by default. When an event type is defined to graph by
default, any event of that type will always appear in an appropriate graph. Events of a type that
are not defined to graph by default will only be used on a graph when selected by the user.
You can modify the predefined event types to change the default behavior and to add an ID or
notes, if desired. You cannot change the names of predefined event types.
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Create a Tracking Event Type
1. List Editor (

) → Clinical → Patient Tracking Event Types

2. Select the New button.
3. Enter a Name for the event type.
4. Enter an ID or Notes, as desired.
5. Select the Graph By Default checkbox if you want all events of this type to always appear on
graphs.

Plan Return Visit Conditions
You can create user-defined return visit conditions for use in the Plan tab of Full Note Composer
or other clinical note type window. The system-defined plan return visit conditions are:


And as needed.



As needed.



Or as needed.

Create a Plan Return Visit Condition
1. List Editor (

) → Clinical → Plan Prn Condition

2. Select the New button.
3. Enter a Name for the plan condition.
4. Enter an ID and Notes, if desired.

Problem
Medical problems can be associated with diagnosis codes and problem groups so that
providers can create easy to monitor problem lists for their patients and indicate the status of
each particular problem. The application includes an extensive list of problems, and you can
add user-defined problems if desired.
You can associate one or more diagnosis codes with problems, and you can categorize them
into problem groups. You can also associate observation items and clinical decision support
rules to a problem.
SNOMED codes may be associated with a problem for MIPS and other quality program
reporting. A problem may have two SNOMED codes. One code identifies that the patient has
the problem. Another code may be used to identify when a member of patient’s family has the
problem.
You can also specify whether the problem is a family disease.
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Define a Medical Problem
1. List Editor (

) → Clinical → Problem

2. Search for and select the desired medical problem, and then select the Modify button.
3. Enter an ID and Notes, if desired.
4. Select one or more ICD-9 diagnosis codes associated with the problem.
5. If desired, select a Problem Group.
6. The Observation Item field is intended for the observation items used to monitor the problem.
This field is not used at this time.
7. The Clinical Decision Support field displays a list of all the clinical decision support rules that
use this problem.
8. In the SNOMED Concept ID field, select the appropriate SNOMED code for the problem for
the patient.
9. In the Family History SNOMED field, select the appropriate SNOMED code for the problem for
a member of the patient’s family.
10. If appropriate, select the Is Family Disease checkbox.

Problem Status
Problem statuses are used to indicate the status of a problem documented in a patient’s
medical chart. Active, Chronic, and Inactive statuses are predefined. You may create
additional statuses if desired.
For each status, you can define whether the status is considered active or inactive. For active
statuses, you can define the status to be applied to a problem when a resolved date for the
problem is entered in a patient’s chart. You can also define a problem’s duration as Unknown,
Acute, or Chronic.

Create a Medical Problem Status
1. List Editor (

) → Clinical → Problem Status

2. Either:


Select the New button to create a new status.



Search for and select the desired problem status, and then select the Modify button.

3. Enter a Name for the status.
4. Enter an ID and Notes, if desired.
5. Select the appropriate radio button to indicate whether this status is considered Active or
Inactive.
6. For an Active status, select the problem status to be applied to the problem in the patient’s
chart when a resolved date is entered.
7. Select the appropriate radio button for the Problem Duration.
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Recall Type
The Recall Type window enables you to create user-defined recall types, or reasons, for patient
recalls. The system-defined plan return visit conditions are:


CDS



Patients by conditions



Return visit

You may identify a recall type as being used for a clinical decision support rule. This is used for
MIPS and other quality program measures.
1. List Editor (

) → Clinical → Recall Type

2. Select the New button.
3. Enter a Name for the recall type.
4. Select the CDS Checkbox if this recall type is used with a clinical decision support rule.
5. Enter an ID and Notes, if desired.

SIG Quantity Units of Measure
SIG Quantity Unit of Measure is the unit of measure in which a prescription will be filled. This may
be different from the unit of measure for the dosage. For example, a liquid may be dosed in
teaspoons, but filled in ounces or as a bottle.
The NCPDP (National Council for Prescription Drug Programs) code identifies the unit of measure
for electronic prescribing. Most system-defined units of measure contain the NCPDP. A few old
system-defined units of measure do not. These old units of measure were used by the electronic
pharmacy clearinghouse before the adoption of the NCPDP standard.
You can modify a predefined unit of measure to add an ID or notes, but you cannot modify the
name or NCPDP code since these are used to transmit electronic prescription and refill
information to and from the Surescripts clearinghouse.
You can also define units of measure. If you want the unit of measure to be used for electronic
prescribing, you should associate the valid and appropriate NCPDP code. Codes are available
at http://evs.nci.nih.gov/ftp1/NCPDP/About.html. A prescription can be submitted electronically
even if the unit of measure does not have an NCPDP code. However, the user will be shown an
error message, and if sent, will be sent with an NCPDP code of ‘unspecified’.

Define a SIG Quantity Unit of Measure
1. List Editor icon (

) → Clinical → SIG Quantity Unit of Measure

2. Select the New button.
3. Enter a Name for the unit of measure.
4. Enter an ID and Notes, as desired.
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5. In the eRX NCPDP Code field, enter a valid and appropriate NCPDP code for the unit of
measure.
6. Leave the Code field empty for a user-defined unit of measure.
7. Use the Prescription Text field to define or explain the unit of measure name, if desired.

Weight Conditions
The application includes a number of predefined conditions for patient weight, such as clothed,
unclothed, and diaper off. You may define additional weight conditions if desired.
1. List Editor icon (

) → Clinical → Weight Conditions

2. Select the New button.
3. Enter a Name for the weight condition.
4. Enter an ID and Notes, if desired.

Clinical Note Types
Clinical note type windows are used by physicians, other providers, medical assistants, and
nurses to chart patient visits. The application includes a number of system-defined clinical note
type windows, and you may define additional clinical note type windows to meet the specific
needs and preferences of your practice and providers.

Clinical Note Type
Clinical notes types are the patient visit note windows used by physicians, other providers,
medical assistants, and nurses to chart patient visits. The application includes a number of
system-defined clinical note types, and you may define additional clinical note types to meet
the specific needs and preferences of your practice and providers.

System-Defined Clinical Note Type Windows
The application includes the following system-defined clinical note type windows:


Full Note Composer: This is the primary clinical note type window, and as the name implies, it
includes all the tabs and sliders needed to fully document a patient visit.



DSM Full Note Composer: This visit note window is specialized for psychiatric practices which
use the multiaxial approach to diagnosis defined in the Diagnostic and Statistical Manual of
Mental Disorders, Fourth Edition (DSM-IV). This window the same as the Full Note Composer,
except that it includes the DSM Dx tab instead of the Dx tab. The DSM Dx tab enables you to
enter the patient’s global assessment of functioning (GAF) score, as well as the patient’s
diagnosis.



Superbill Composer: This clinical note type window is similar to the Full Note Composer
window, in that enables the provider to fully document a patient visit. However, the Superbill
Composer window contains tabs that are less structured than the Full Note Composer, and
so enables the user to chart in a manner that is similar to writing progress reports.
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Order Note: This clinical note type window may be used to document an order for a service
when there is no actual patient visit. This window includes the Dx, Rx, and SO tabs and the Rx
Summary slider.



General Note: This clinical note type window may be used to document a patient visit
through text only. This window includes the General Note tab, which contains a note field
where you can enter free text or select a previously entered and saved text note. This
window also includes the Visit Information Slider.



General Note CC: This window is the same as the General Note window, except that the
General Note tab includes data entered in the Notes fields on the CC and PE tabs, if
included in the visit note.

You cannot make changes to the system-defined clinical note types, such as Full Note
Composer or Superbill Composer. You can, however, use the Save As functionality to save a
copy of a predefined clinical note type, and then make changes to your copy.

Custom Clinical Note Type Windows
You can define a custom clinical note type window for charting a patient visit note by selecting
the tabs and sliders that you want to include in the window. This enables you to define a clinical
note type window that includes only the charting areas needed for particular types of visits. You
can also define the order of the tabs in any clinical note type window. Custom clinical note type
windows are available to all providers and non-provider users who have clinical access rights.
To use the custom clinical note type window, you must:


Define the custom clinical note type. Please see the Clinical Note Type section for
instructions and more information.



Add the custom clinical note type to the user setting definition for the users who will access
the custom clinical note type window. Please see the User Setting Definition section for
instructions and more information.

A particular tab or slider may be automatically included or excluded based on other
characteristics of the clinical note type, the user settings, and the optional functionality
configured for your practice.


The CDS tab is automatically included in Full Note Composer if your practice is using the
optionally purchased clinical decision support functionality. When using this optional
functionality, you may add the CDS tab to other clinical note types if desired.



The CCM/CPO slider is automatically included in a clinical note type when the SP tab is not
included. It is not necessary for you to add the slider unless you want to include the slider in a
clinical note type that does include the SP tab. The slider only appears for a user when that
user’s user setting definition is configured for CCM/CPO.

Once the custom clinical note type has been defined and included in a user setting definition,
then users with that user setting definition will be able to access the custom clinical note type
window through any menu that includes the Full Note Composer and Superbill Composer.
When defining custom clinical note type windows, it is important to remember the very close
relationship between clinical note type windows and formatting models used to display visit
notes. Information entered into a patient visit note will display in Review Past Notes, One Page
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Summary, complete chart prints, or other documents only if the formatting model used for that
display or document contains the data fields that correspond to the fields, radio buttons,
checkboxes and other data entry controls used in the clinical note type window.

Defining a Custom Clinical Note Type Window
1. List Editor (

) → Integration → Clinical Note Type

2. Select the New button.
3. Enter an ID for the clinical note type window if desired.
4. Enter a Name for the clinical note type window.
5. In the Tabs field, select the tab or tabs that you want to include in the custom clinical note
type window.
6. To change the order in which the tabs will display in the clinical note type window:
a. Select the Expand (

) icon in the Tabs field.

b. Highlight the tab you want to move.
c. Select the up or down arrow icon to move the selected tab.
d. Select the OK button to return to the Clinical Note Type window.
7. In the Sliders field, select the slider or sliders from that you want to include in the custom
clinical note type window.
8. Enter any Notes if desired.
9. Enter the Minimum Tab Width in pixels. The tabs will always expand to the width needed for
the tab name. The minimum width controls the tab size when the width required for the tab
name is less than the width entered.
10. Select the Dictation checkbox to enable voice recording in this clinical note type window.
Voice recording is enabled only for those tabs which include the dictation functionality.
11. The Attachments checkbox will be automatically selected and becomes disabled if you
have included the Attachments slider in step 7. Selecting this checkbox without selecting the
Attachment slider will have no effect.
12. The SP checkbox determines whether a superbill is generated for visit notes created in this
clinical note type. This checkbox is automatically selected and disabled when the SP tab is
included in the visit note type. You may select the SP checkbox if you want superbills
created from visit notes of this type even if the system-defined SP tab is not included.
Visit billing messages are generated for visits created in the clinical note type when the SP
checkbox is selected and superbills are generated.

Defining a Custom Clinical Note Type Window for a Specific Common Problem Palette
1. List Editor (

) → Integration → Clinical Note Type

2. Select the New button.
3. Enter an ID for the clinical note type window if desired.
4. Enter a Name for the clinical note type window.
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5. In the Tabs field, create and select the tab for the desired common problem palette.
a. Highlight the Single CPP tab entry.
b. Select the File menu, then Save As.
c. Enter a New Name for the tab. You may want to use the name of the CPP for the tab.
d. In the list of tabs, highlight the tab you just created and select the Modify button.
e. In the Modify Clinical Note Control window, select the Browse (
Configuration AQN field.
f.

) icon for the

In the New CPP Configuration popup, select the desired CPP.

g. Select the OK button twice to close the popup and the Modify Clinical Note Control
window.
h. In the list of tabs, select the OK button to select the tab you just configured.
6. If desired, select any other Tabs you want to include in the custom clinical note type
window.
7. In the Sliders field, select the slider or sliders from that you want to include in the custom
clinical note type window.
8. Enter any Notes if desired.

Clinical Note Type/Formatting Model Associations
Document formatting models are used to display information from a patient visit note in various
windows and documents, such as Review Past Notes and checkout plans. For each clinical note
type, you can associate the specific document formatting model to be used for each purpose.
These associations are made in the user setting definition, so you can have different associations
for different groups of users if desired.
You first identify the clinical note types that may be used. Then for each clinical note you can
define the document formatting model to be used for:


Visit Text tab



Review Past Notes



Checkout plan documents



Embedded visit formatting models (used when the visit note is included in a formatting
model with embedded visits, such as for One Page Summary)



Complete chart print documents

For the Visit Text tab, Review Past Notes, and checkout plan documents, the clinical note
type/formatting model association in the user setting definition is sufficient. Additional set up is
needed for the embedded visit formatting models and complete chart print documents.
To completely set up the clinical note type/formatting model associations, you must:
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Define the clinical note type/formatting model associations in each user setting definition
used by providers, care team members, and others who need to review or print clinical
information.
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Define the user setting definition to be associated with specific formatting models that
contain embedded visit formatting models. For example, the formatting models used for
One Page Summary.



Define the user setting definition to be associated with each complete chart print definition.

Modifying or Removing Clinical Note Type/Formatting Model Associations
You may modify or remove the associations between a clinical note type and the formatting
models that are used to present the visit note information in various places. However, you must
be aware of the effects.
If you change the formatting model used for a particular purpose, such as Review Past Notes,
you need to make sure that your new formatting model displays at least all of the information
display in the previously selected formatting model. Otherwise, when looking at Review Past
Notes, providers may no longer be able to see information that was entered in the visit note and
available to them in the past.
Likewise, if you remove a clinical note type entry from the associations list, you are removing the
associated formatting model for all purposes. As a result, the system defaults for each purpose,
such as Review Past Notes or complete chart print, will be used for that clinical note type. The
formatting models that are the system-defaults for each purpose may or may not meet your
providers’ needs and desires.

Inactivating Clinical Note Type/Formatting Model Associations
There are two situations in which users no longer want a clinical note type to appear in the list of
available clinical note types when they create a new patient visit note. The first situation is when
a clinical note type has been used to document visit notes in the past, but now the clinical note
type itself has been inactivated. The second situation is when a clinical note type is still active
and in use by some providers and users, but the providers and users for a certain user setting
definition no longer want to use that clinical note type.
You can remove the clinical note from the list of available clinical notes types by either
inactivating or removing the clinical note entry in the user setting definition. However, the effects
on the formatting model associations for the clinical note type are very different. It is
recommended that you inactivate the clinical note type association definition, rather than
removing it.
Inactivating the clinical note type entry in the associations list maintains the associations
between that clinical note type and the formatting models for various purposes. So, for example,
a provider using Review Past Notes to view an old patient visit note will continue to see the
information from that visit note in the expected manner.
Removing the clinical note type entry in the association list removes all the associations between
that clinical note type and the formatting models for various purposes. As a result, the formatting
model that is the system-default for each purpose will be used for that clinical note type. If the
formatting model that is the system-default is very different or does not include all of the
information, then a provider may no longer be able to see information that was entered in the
visit note and available to them in the past.
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Associate Clinical Note Types to Document Formatting Models in the User Setting Definition
1. List Editor (

) → System → User Setting

2. Search for and select the desired user setting definition, and then select the Modify button.
3. Select the Clinical Note Types tab.
Note: You may want to increase the size of the window so that you can see more or all of the
columns.
4. To set defaults for all the associated clinical note types, select the (All) row, then:
Note that the Initial Tab setting does not apply to the (All) default settings.
a. Select the formatting model for the Visit Text tab.
b. Select the formatting model for Review Past Notes. This defines how visit notes created in
this clinical note type appear in Review Past Notes.
c. Select the formatting model for the Checkout Plan to be used with this clinical note type.
5. To add a clinical note type:
a. Select the New button.
b. In the Find Clinical Note Type window, search for and select the desired clinical note
type.
c. Select the OK button to return to the User Settings window.
6. To define a particular clinical note type, select the desired row, then:
a. Make sure that the checkbox at the far left of the clinical note type entry is selected. This
makes the clinical note type available to the users associated with this user setting
definition.
b. Select the desired Initial Tab. This is the tab displayed when a patient visit note is opened
in this clinical note type window.
c. Select the formatting model for the Visit Text tab.
d. Select the formatting model for Review Past Notes. This defines how visit notes created in
this clinical note type appear in Review Past Notes.
e. Select the formatting model for the Checkout Plan to be used with this clinical note type.
f.

Select the formatting model to be used when a visit is embedded into another
formatting model.

g. Select the formatting model to be used when a visit is printed from the Patient Portal. A
formatting model selected here must be defined as a clinical summary and meet clinical
summary requirements. For the formatting models defined here to be used on the Portal,
this user setting definition must be specified in your Patient Portal configuration.
h. Select the formatting model to be used when a visit is included in a complete chart print
definition.
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Inactivating a Clinical Note Type/Formatting Model Association
Use this process to remove a clinical note type from those available to the users associated with
this user setting definition. Once inactivated, the clinical note will not appear in the user’s list of
available clinical notes when creating a new patient visit note.
1. List Editor (

) → System → User Setting

2. Search for and select the desired user setting definition, and then select the Modify button.
3. Select the Clinical Note Types tab.
Note: You may want to increase the size of the window so that you can see more or all of the
columns.
4. To inactivate a clinical note type, deselect the checkbox at the far left of the clinical note
type entry.

Remove a Clinical Note Type/Formatting Model Association
This process removes all the formatting model associations for the clinical note type. As a result,
the formatting models that are system-defaults for each purpose, such as Review Past Notes, will
be used for visit notes document using this clinical note type in the past. Therefore, you should
be very careful about removing a clinical note type entry. It may be better to change the
formatting models associated for various purposes or to inactivate the entry.
1. List Editor (

) → System → User Setting

2. Search for and select the desired user setting definition, and then select the Modify button.
3. Select the Clinical Note Types tab.
Note: You may want to increase the size of the window so that you can see more or all of the
columns.
4. To remove the clinical note type and all of the associated formatting models, select the
delete ( ) icon at the far right of the clinical note type entry.

Define the User Setting for a Formatting Model
When you create a formatting model for a document that may include multiple visit notes, such
as for One Page Summary, you embed another formatting model that defines how the visit
notes are displayed. However, that embedded formatting model will format all visit notes in the
same way, regardless of the clinical note type in which an individual visit note was created. To
have individual visit notes formatted based on their clinical note type, you can embed a user
setting definition instead of another formatting model.
1. List Editor (

) → Document Definitions → Formatting Model

2. Search for and select the desired formatting model, and then select the Modify button.
Select a formatting model that has an origin for content of ‘Patient’.
3. In the Formatting Model window’s text editing pane, position the cursor at the point in the
static text in which you want to embed the user setting definition, and then select the
Embed Model button.
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4. In the Embed a Model window,
a. Select the desired user setting definition. User setting definitions are named “Use
UserSetting: usersettingdefinitionname”
b. Complete the fields that determine how the embedded user setting definition will be
used. These settings enable you to define how many visits to include, what visit types to
include, and whether the visits are filtered by the provider on the visit.
c. Select the OK button to return to the Formatting Model window and insert the selected
field.
5. Continue editing the formatting model as needed.

Define the User Setting for a Complete Chart Print Definition
Complete chart print definitions are used to format and print one or more of a patient’s visit
notes. This may be done for any number of reasons, such as a patient’s request for information,
to provide information to a consulting provider, or to respond to an insurance payer audit.
Because the actual printing may be performed by an office staff member, the complete chart
print definition used when printing must identify the user setting which contains provider’s
preferences for the various clinical note types that may have been used.
1. List Editor (

) → Document Definitions → Complete Chart Print

2. Search for and select the desired complete chart print definition, and then select the Modify
button.
3. In the User Setting for Visit Model field, select the user setting definition that defines the
clinical note type/formatting model associations you want to use for the visit portion of the
printed chart.

Confidential Information in a Visit Note
Confidential information functionality enables providers to enter information into a patient visit
note that is only accessible by those clinical users who have been granted specific access to this
information.
The Confidential tab available for clinical note type windows is not included in Full Note
Composer, Superbill Composer, or any other system-defined patient visit window. If you want
providers to be able to enter confidential information when needed, then you must perform the
following tasks:
1. Define a custom clinical note type window that includes the Confidential tab.
2. Make the custom clinical note type window available to providers and clinical staff by
adding it to the User Setting definition applied to those users.
3. Apply the user setting definition to the appropriate users.
4. Define the provider’s confidential access defaults.
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Define a Custom Clinical Note Type Window for Confidential Information
When defining a custom clinical note type window to include the Confidential tab, it is
important to understand that providers and clinical staff will use this window for all patient visit
notes. This is because once a visit note is started in a particular clinical note type window, it
cannot be opened in another clinical note type window. So, a provider cannot start a patient
visit note in a clinical note type window that does not include the Confidential tab, recognize
the need for entering confidential information, and then switch the visit note to another clinical
note type window that does include the Confidential tab. Instead, the Confidential tab must be
available from the beginning.
1. List Editor (

) → Integration → Clinical Note Type

2. Select the New button.
3. Enter an ID for the clinical note type window if desired.
4. Enter a Name for the clinical note type window.
5. In the Tabs field, select the Confidential tab and select any other tabs that you want to
include in the custom clinical note type window.
6. To change the order in which the tabs will display in the clinical note type window:
a. Select the Expand (

) icon in the Tabs field.

b. Highlight the tab you want to move.
c. Select the up or down arrow icon to move the selected tab.
d. Select the OK button to return to the Clinical Note Type window.
7. In the Sliders field, select the slider or sliders from that you want to include in the custom
clinical note type window.
8. Define other characteristics of the clinical note type window as desired.

Add the Custom Clinical Note Type Window to the User Setting Definition
Once you have created the custom clinical note type window containing the Confidential tab,
you must make it available to users through the User Setting definition applied to those users.
1. List Editor (

) → System → User Setting

2. Search for and select the desired user setting definition, and then select the Modify button.
3. Select the Clinical Notes Types tab to define clinical note type settings.
4. Select the New button to add a clinical note type to the list of clinical note type windows
available to the users to whom this user setting definition is applied.
5. In the Find Clinical Note Types window, select the custom clinical note type window that
includes the Confidential tab.
6. Select the OK button to return to the User Setting window and add the clinical note type.
7. As needed, define the formatting models used for this clinical note type.
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Apply a User Setting Definition to a User
1. List Editor (

) → System → User

2. Search for and select the desired user, and then select the Modify button.
3. Select the Settings tab.
4. In the User Setting field, select the desired user setting definition.

Define a Provider’s Default Confidential Access Defaults
Each provider may establish a list of other providers and clinical users with access to the
provider’s confidential comments in patient visit notes. The identified users are then defaulted as
users with access to the confidential information when that provider adds a confidential note to
a patient visit note. The provider may add other users or remove users from the list of users with
access when creating a confidential note on a patient visit note.
1. List Editor (

) → System → Provider

2. Search for and select the desired provider, and then select the Modify button.
3. Select the Defaults tab.
4. In the Confidential Access Defaults for Your Notes area, select the Providers and/or Care
Groups whom you want to have access to your confidential comments in patient visit notes.

Rx Summary Slider Configuration
You can configure the Rx Summary slider to define the sections that are included, and you may
add frequently ordered procedures.
Quick orders from the Rx Summary slider is an easy one-click way for providers to place the
order. To use quick orders, you must customize the Rx Summary slider to display the Lab Quick
Orders section and must define the procedures to be displayed.
It is recommended that you do not make changes to the system-defined Rx Summary slider.
Instead, make a copy of the slider, and then make your changes to your copy. There are two
important reasons for this. First, this ensures that the system-defined slider is remains available to
users in its original state. Second, changes to the slider appear for all users in all clinical note type
windows in which the slider is used. So, having one or more copies of the slider enables you to
customize the slider for different users.
After you create a customized copy of the Rx Slider, you must modify the clinical note type or
types that need to use the customized slider.
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Copy the Rx Summary Slider
Use this process to make a copy of the Rx Summary slider that you can then customize. If
different providers want different sections on the slider or want different procedures in the Lab
Quick Orders section, then you will need to make a copy of the slider for each provider or care
group. Use the name and notes field to identify the purpose of each copy of the slider.
1. List Editor (

) → Integration → Clinical Note Control

2. Select the Slider radio button, and then select the Search button.
3. Highlight the Rx Summary entry.
4. Select the File menu, then the Save As option.
5. In the Save As window, enter a New Name for the slider.

Customize Your Copy of the Rx Summary Slider
You may select the sections to be included in the Rx Summary slider. When you include the Lab
Quick Orders section, you can select the procedures to be available for ordering.
The Lab Quick Orders section will then appear in the Rx Summary slider for all users in all clinical
note type windows that include the slider. Once you customize the slider, you will need to
modify your clinical note types to include the customized version.
1. List Editor (

) → Integration → Clinical Note Control

2. Select the Slider radio button, and then select the Search button.
3. Search for and select your copy of the Rx Summary slider, and then select the Modify button.
4. In the Clinical Note Control window, select the Browse (
AQN field.

) icon next to the Configuration

5. In the Rx Summary window, select the checkboxes for the sections you want to display in the
Rx Summary slider.
6. When you select the Display Lab Quick Orders checkbox, select the procedure or
procedures to include in this section of the slider.

Modify a Clinical Note Type to Use the Customized Rx Slider
To use the customized Rx Summary slider, you must include it in one or more clinical note type
windows.
1. List Editor (

) → Integration → Clinical Note Type

2. Search for and select the desired clinical note type, and then select the Modify button.
3. In the Clinical Note Type window, remove the system-defined Rx Summary slider if it is used.
a. Select Expand Tree (

) icon in the Sliders field.

b. In the list of sliders, select the Delete (

) icon for the Rx Summary entry.

c. Select the OK button.
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4. Add the customized Rx Summary slider.
a. In the Sliders field, use the Find (
) icon to search for and select customized Rx
Summary slider that you want to add.
b. Select the OK button to add the slider and return to the Clinical Note Type window.

Security Setting for Completing Patient Visit Notes
The security item ‘Can Complete Note’ enables you to restrict the users who may complete
patient visit notes. By default, the rendering provider on the visit note has rights for completing
the note. If there is no rendering provider on a visit note, then the billing provider on the visit note
may complete the note. You may grant other users the security rights to complete a provider’s
patient visit notes.
1. List Editor icon (

) → System → Provider

2. Search for and select the desired provider, and then select the Modify button.
3. Select the Security tab.
4. Select the ‘Can Complete Note’ item.
5. Search for and select the user or user group to whom you want to grant rights to complete
this provider’s patient visit notes.
6. Select the Allow checkbox.

Complete Chart Print Definitions
It is sometimes necessary to print all or part of a patient chart for an insurance company or
consulting physician. You may define complete chart print definitions to identify the sections of a
patient chart to be printed. You can create definitions for various purposes so that you can use
them to easily print all or specific parts of a patient chart when needed.
Once you have defined a complete chart print definition, users can place an icon for it on the
toolbar in the Patient Demographics, Full Note Composer, One Page Summary, and Review Past
Notes. Please see the User Settings section for instructions and more information.
You may also include complete chart print definitions in print sets.
The complete chart print definition uses the formatting model functionality that is also used for
document generation and for One Page Summary and Review Past Notes. A complete chart
print definition may include any or all of the following sections. Each section uses a specific
formatting model. You may use the predefined formatting models and complete chart print
definitions, or define your own formatting models and/or complete chart print definitions.
A complete chart print definition may include:


Page header



Page header for patients with restricted visits
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Patient overview summary



Visit information



Messages



Attachments



Patient results

Note: Complete chart print definitions use document formatting models, but they are not
document formatting models. Complete chart print definitions and document formatting
models are not interchangeable and are not used in the same ways.

Filtering Visits by Visit Type
The visit information included in a complete chart print definition is generally controlled by the
user setting definition identified in the complete chart print definition. The user setting definition
defines the formatting model used for complete chart printing for each clinical note type. (This is
identified in the Complete Chart Print column in the Clinical Note Types tab of the User Setting
window.) However, if you want the complete chart print definition to filter out visits by visit type,
then you cannot use this method.
To filter out certain visit types, such as private visits, you must define a complete chart print
definition specifically for this purpose. In this complete chart print definition, the document
formatting model you select as the patient overview summary model must include an
embedded formatting model that has the visit origin for content. When embedding the visit
origin formatting model into the patient origin formatting model, you must set the visit type
filtering desired. Then, in your complete chart print definition, you will not select any user setting
definition.

Including Attachments in a Complete Chart Print Definition
Depending on the file type of an attached document, the attachment may not be included or
may not be included correctly when generating and printing a complete chart. To address this
issue, you can create complete chart print definitions that will produce a zipped file of
documents rather the generating and printing a single document for the complete chart. The
zipped file contains the generated chart document, without attachments, and includes
separate files for attached documents. You can then either print all the documents in the
zipped file or give the zipped file to the recipient of the chart.
The zipped file created for the complete chart will only include attachments that are a file type
identified in your complete chart print definition. Therefore, it is strongly recommended that you
include all file types. This will ensure that any complete chart generated from the complete
chart print definition will include all the attachments in the patient’s chart.
The system-defined Zipped Complete Chart complete chart print definition includes all file types.
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Including Struck Out Visit Notes, Messages, and Attachments a Complete Chart Print
When defining a complete chart print definition, you can select whether or not to include visit
notes, messages, and attachments that have been struck out of a patient’s chart. By default,
system-defined complete chart print definitions, other than the Legal Medical Record definition,
do not include struck out items. The Legal Medical Record definition does include struck out
items.

Available Complete Chart Print Definitions
The application includes the following predefined complete chart print definitions.


Chart to File: This definition is the same as the Complete Chart definition except that it does
not include lab test and other clinical order results. This format is used when the user chooses
to generate an electronic file instead of printing.



Complete Chart: This definition includes a header with the patient’s name, medical record
number, address, and date of birth; all patient history categories; visit information including
CC/HPI, ROS, current medications, allergies, diagnosis, problem history, surgical history, family
history, social history, vitals, physical exam, services ordered, services performed, plan, visit
note approval status, and provider signature; lab test and other clinical order results; and
attachments.



Complete Chart with Addenda: This definition is the same as the Complete Chart definition
except that it includes addenda from patient visits that were changed after they were
marked as complete.



OPS Print Button: This definition is similar to the document formatting model used for One
Page Summary except that it uses the Complete Chart Print header instead of the OPS
header. It is used may be used the user selects the Print button on the One Page Summary
window.



OPS Print Button All Options: This definition is similar to the OPS Print Button definition except
that it uses the Complete Chart History formatting model and it includes message and lab
test and clinical order results. It may be used when the user selects the Print button on the
One Page Summary window.



RPN Print Button: This definition is similar to the document formatting model used for Review
Past Notes except that it uses the Complete Chart Print header instead of the RPN header. It
is used when the user selects the Print button on the Review Past Notes window.



Single Visit: This definition is the same as the Complete Chart definition except that it does
not include lab test and other clinical order results or attachments. This definition is used
when generating a document for single, identified patient visit note, rather than for all of the
patient’s visit notes.
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Complete Chart File Generation
You can define a complete chart print definition so that the generated complete charts are
created as .PDF files, rather than printed documents. This prevents the Print window from
displaying as each patient’s document is generated, greatly speeds up the process when
generating files for multiple patients.
The complete chart print file name identifies complete chart print definition used to create the
file and the patent. The patient is identified by last, first, and middle name; birth date in
yyyymmdd format; and medical record number, if available, or patient ID, if no medical record
number. If the patient’s middle name or birth date are not available in the patient’s record, then
they are left out of the file name. Any special characters in the complete chart print definition
name or the patient name will not be include in the file name. The file naming format is:
NameOfCompleteChartDefinitionLast_First_Middle_yyyymmdd_nnnnnn.pdf

Create a Complete Chart Print Definition
1. List Editor (

) →System → Complete Chart Print

2. Select the New button.
3. Enter an ID, if desired.
4. Enter a Name for the print definition. This name will appear in the print button placed on
toolbars.
5. Enter Notes about the print definition, if desired.
6. Select the ‘Print Only Current Visit’ checkbox if you want to use the print definition for a single
patient visit, when the visit can be identified.
When this checkbox is selected, the print definition will select data from the currently
identified visit when it can be identified, such as when used from within Full Note Composer.
The print definition will select data from all visits when no specific visit can be identified, such
as when used from within One Page Summary.
7. If you want to use the print definition to create a file rather than a printed document:
a. Select the ‘Save Output to File’ checkbox.
When this checkbox is selected, the print definition will always create a file.
b. Select the Browse button to identify the file location.
c. In the Browse for Folder window, select the desired file location and select the OK button.
8. In the Header Model field, select the formatting model you want to use as a page header
for the printed chart.
9. In the Header Model for Restricted Visits or Patients field, select the formatting model you
want to use a page header when the patient’s chart includes one or more restricted visits.
10. In the Patient Overview Summary Model field, select the formatting model you want to use
as the patient overview in the printed chart.
Note: If you want this complete chart print definition to filter by visit type, then you must
select a patient origin of content formatting model that includes an embedded visit origin of
content formatting model that defines the desired visit type filtering.
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11. In the User Setting for Visit Model field, select the user setting definition that defines the
clinical note type/formatting model associations you want to use for the visit portion of the
printed chart. The content of each clinical note type is determined by the Complete Chart
Print column in the Clinical Note Types tab of the User Setting window.
You must leave this field empty if you want this complete chart print definition to filter visits by
visit type. In this case, the visit content is controlled by formatting model selected in the
Patient Overview Summary Model field.
12. To include visits that have been struck out, select the Include Stricken Visits checkbox.
13. In the Message Model field, select the formatting model you want to use for messages
included in the printed chart.
14. To include messages that have been struck out, select the Include Stricken Messages
checkbox.
15. In the Patient Lab Results Model field, select the formatting model you want to use for lab
results included in the printed chart.
16. In the Attachment Model field, select the formatting model you want to use for attachments
included in the printed chart.
17. To include attachments have been struck out, select the Include Stricken Attachments
checkbox.
18. In the File Types To Store As Files field, select the file types that you want to include as
separate files in a zipped file of a complete chart. The file type options are:


All: Includes all attached files, regardless of file type. This option is strongly
recommended.



Third-Party: Includes attached files created by third-party document applications. This
includes Microsoft Word files (.doc and .docx) and Adobe PDF files (.pdf).



Large Images: Includes attached files that are .tiff or .tif images. These are typically large
files of images.



All Images: Includes attached files for all image file types, regardless of size. This includes
.tiff, .jpeg, .jpg, .gif, and .bmp image files.



Technical Files: Includes attached files that are of a file type typically used for technical
file transfers, such as CCD documents. This includes .htm, .xml, and .ccd files.

19. Select the Page Number Location.
20. Select the Page Number Style.
21. To preview the print definition,
a. Select the Preview button.
b. In the Example View window, select a Patient to use for the preview.
c. Select the Display button.
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Add Print Icons to Toolbars
You can add any complete chart print definition as an icon to the Patient Demographics, Full
Note Composer, One Page Summary, and Review Past Notes windows. This enables users to
generate a complete chart for a patient without going through all the document generation
steps.
Please see the User Settings section for more information.
1. List Editor (

) → System → User Setting

2. Select the desired user setting definition, and then select the Modify button.
3. Select the Printing tab.
4. Define the complete chart print definitions that you want to be available as icons in the
toolbar of a window. You may add print icons to Demographics, Full Note Composer, One
Page Summary, and Review Past Notes.

Add a Complete Chart Print Definition to a Print Set
You can add a complete chart print definition to a new or existing print set, if desired. This
enables you to print batch jobs on a different printer than your default printer, and thus not
interrupt your workflow.
1. List Editor icon (

) → System → Print Sets

2. Select the New button.
3. Enter a Name for the print set.
4. Enter an ID and Notes, if desired.
5. Enter a print detail item:
a. Select the Use Custom Print radio button.
b. Use the Find icon to select the desired complete chart print definition.
c. Select the Printer button to access the Windows Print window, and then select the printer
on which you want this report to print.
Note: You may also select a number of copies to print, if desired. This will be saved as
part of the print detail.
d. If needed, enter a Top Offset and/or Left Offset amount to ensure that the report prints
correctly on the page. Offsets are generally not needed for reports, such the Complete
Chart, that print on regular paper.
6. Enter additional print detail items as needed.
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Credit Card Processing
You may choose to enroll with Easy Pay to enable the processing of credit card payments within
the application. The Easy Pay software is specifically designed for medical practices. Easy Pay
enables you to swipe credit cards or enter the credit card information for payment within the
application. In addition, you can configure the application to enable automatic processing of
recurring credit card payments authorized by the card holder. You can also configure the
Patient Portal to enable patients and responsible parties to make credit card payments from
their Portal accounts.
For more information and for instructions, please refer to the Credit Card Processing Setup
document.

Diagnosis
Diagnosis Codes
Diagnosis codes are used in patient charts and subsequent claims. Diagnosis codes may be
associated into diagnosis panels, and codes and panels may be incorporated into a charge
ticket.
Diagnosis codes are supplied by IMO®, the third-party supplier of diagnosis and procedure
codes for the application. Searches for diagnosis codes directly access IMO, so the code set is
always up to date and complete.

DSM Axis Identifier
Diagnosis codes include a DSM axis identifier for psychiatric practices which use the multiaxial
approach to diagnosis defined in the Diagnostic and Statistical Manual of Mental Disorders,
Fourth Edition (DSM-IV).
The default DSM axis is identified on the diagnosis code, but it may be changed by the provider
when charting a diagnosis in a specific patient visit note. The DSM axis for a diagnosis code
appears only in the DSM Dx tab for patient visit note windows. Please refer to the System-Defined
Clinical Note Type Windows section for more information.
All diagnoses initially have a default axis of III. You may change the default as desired for any
diagnosis using the Diagnosis Code 10 Attributes window.

Exclude Diagnosis from Patient History Display
In Full Note Composer and other clinical note type windows, the patient’s prior diagnoses
appear in the Hx tab. There may be diagnoses, such as well visits, that providers do not want
displayed. You can define whether or not a diagnosis is to display.
By default, all diagnoses display in the patient’s history. Use the Diagnosis Code 10 Attributes
window to exclude a diagnosis from display.
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Define a Custom Diagnosis Code
1. List Editor icon (

) → Clinical → Custom Diagnosis Code

2. Select the New button from the List Editor window to display the Add Diagnosis Codes
window.
3. Enter an ID, if desired.
4. Enter the appropriate ICD-9 Code, if desired.
5. Enter the appropriate ICD-10 Code.
6. Select the desired Default DSM Axis for the diagnosis code.
7. Select the desired radio button for clinical Specificity.
8. Select the appropriate radio button for Billing specificity. You should select the same
specificity as the actual ICD-10 code.
9. Enter a Short Description for the code. This will distinguish your custom code from the actual
ICD-10 code.
10. Enter the Long Description. It is recommended that you use the long description from the
actual ICD-10 code.
11. Enter any Notes explaining the custom code, if desired.
12. In the SNOMED Concept ID field, select the appropriate SNOMED code.
13. If you want this diagnosis code to display in the patient’s history in Full Note Composer or
other clinical note type windows, then select the Include In Patient Procedures checkbox.
14. Select the OK button to save the new code.

Diagnosis Code 10 Attributes
You can define attributes for an individual ICD-10 diagnosis code or for a range of codes. The
attributes include:


Whether or not the diagnosis is included in a patient’s diagnosis history



The DSM axis for the diagnosis



Whether or not the diagnosis is considered lifelong. A ‘lifelong’ diagnosis is one from which a
patient will not recover or which cannot be corrected, removed, or any way resolved. When
a diagnosis is defined as ‘lifelong’, then once that diagnosis has been charted for a patient,
then the application will automatically chart that diagnosis in the patient’s first visit note for
any calendar year.

When an attribute is set of a specific ICD-10 code, then that attribute is used. When an attribute
is not set for a specific ICD-10 code but it is set for a range of codes that includes that specific
code, then the attribute for the range of codes is used for that specific code.
You can define code ranges that are a subset of larger ranges. Then you can assign an order in
which the attributes are applied. Once an attribute is identified for a code, that attribute is used.
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Define the Attributes for a Code or Range of Codes
1. List Editor icon (

) → Clinical → Diagnosis Code 10 Attributes

2. Select the New button.
3. In the Diagnosis Code 10 Attributes window, enter a code or a range of codes in the Range
field.
4. To include the code in the patient diagnosis history:
a. Select the Patient Diagnosis checkbox.
b. Select the Include checkbox if you want this determined at this level. Do not select this
checkbox if you want inclusion or exclusion for this diagnosis code or range of codes
determined by another range of codes.
5. To set the DSM axis:
a. Select the DSM Axis checkbox.
b. Select the appropriate axis.
6. To define the code as lifelong:
a. Select the left Lifelong checkbox.
b. Select the right Lifelong checkbox if you want this determined at this level. Do not select
this checkbox if you want the definition for this diagnosis code or range of codes
determined by another range of codes.
7. In the Apply Order field, select a number indicating the order in which code attribute
definitions are applied.
8. Enter any Notes if desired.
9. Select the OK button to save the range and return to the List Editor window.
10. Repeat to define additional ranges until all the codes in the range have the desired
attributes.

Identify the Attributes for a Code
1. List Editor icon (

) → Clinical → Diagnosis Code 10 Attributes

2. Enter a code in the Code 10 field, and then select the Search button.
3. The Patient Diagnosis and DSM Axis for the code are displayed. The application determines
the attributes from the code range attributes and the apply orders of the ranges.
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Diagnosis Panels
Diagnosis panels enable you to group diagnosis codes (or other panels) that are always used
together. They may be used in patient charts and subsequent claims, and they may be
incorporated into a charge ticket.
1. List Editor icon (

) → Clinical → Diagnosis Panel

2. Select the New button.
3. Enter a Name for the new panel.
4. Enter an ID and Notes, if desired.
5. Select Add Item to add diagnosis codes and panels.
6. When you have added items to the diagnosis panel, you can change the order in which the
items are displayed.
a. Select (highlight) the item you wish to move.
b. Move the item to the required location in the display by using the up and down arrows in
Display Order.

Diagnosis Search Definition
A diagnosis search definition is similar to a saved search filter. The search definition saves the
search criteria, not the search results. Diagnosis search definitions can be used in diagnosis
charge tickets, reimbursement rules, dynamic diagnosis notes, and other functions within the
application. This enables you to define actions that are invoked by any diagnosis in the search
definition, rather than by a specific diagnosis.
A diagnosis search definition must include a range of ICD-10 codes. The search definition may
also include a search term, that is a word or short phrase. A search term is not required, but it is
used to prepopulate the IMO Diagnosis Search window when the search definition is used in a
diagnosis charge ticket or other functionality where a user searches for a code.
A diagnosis search definition can include more than one range, and it can include individual
diagnosis codes. In the Range field, type the first code in the range, then a hyphen (-), and then
the last code in the range. For example, J67-J68. To search for more than one range, type the
first range, then a semicolon (;), and then the second range. For example: J45.900J45.999;J45.20-J45.30;J45.51
For a diagnosis search definition that is to be used in a diagnosis charge ticket, you may define
how you want the IMO Diagnosis Search window to prepopulate. By default, the IMO Diagnosis
Search window prepopulates with the codes in the range that meet the search term criteria.
You may restrict the prepopulation of the window to specific codes if desired. These may be the
codes you expect to be most frequently used or codes that are recommended.
You may also limit the search results to specific codes within the defined code range. This is
useful for diagnosis search definitions that will be used in reimbursement rules or a plan diagnosis
range for a diagnosis plan. Limiting the diagnosis search definition to specific codes in the results
limits the triggering of the reimbursement rule or the diagnosis plan.
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1. List Editor (

) → Clinical → Diagnosis Search Definition

2. Select the New button. This accesses the Diagnosis Search Definition window.
3. Enter an ID, if desired.
4. Enter a Name for the search definition.
5. In the Search Criteria field, enter a word or short phrase. This is not required, but it is used to
prepopulate the IMO Diagnosis Search window.
6. In the Code Range field, enter one or more ICD-10 code ranges.
7. If desired, select the Prepopulate With radio button, and then select one or more diagnosis
codes within the defined range to prepopulate the IMO Diagnosis Search window.
8. If desired, select the Limit To radio button, and then select one or more diagnosis codes
within the defined range. This limits the search results of the diagnosis search definition to just
these selected codes.
9. Select the OK button to save your search definition.

Diagnosis Notes
Diagnosis notes are used to enter information about a patient’s diagnosis. Like a procedure
note, a diagnosis note enables users to reuse a common set of information, while providing an
easy way to update specific data for each patient. There are many situations that require a
standard format of a note regarding a diagnosis where the only differences between one use
and another are variable information, such as location, size, or measurement. You can create a
diagnosis note template that defines all the common information regarding the diagnosis, yet
allows users to complete variable information in certain fields.
A dynamic procedure note enables the user to enter qualitative data, make entries for only
those variables that apply to the situation, and select multiple responses when needed. It allows
a brief natural language phrase introducing each variable.
Unlike dynamic procedure notes, dynamic diagnosis notes cannot be associated with actions.
This prevents conflicting or duplicated actions associated with any procedure note used in the
same visit note.
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Create Dynamic Diagnosis Notes
To create a dynamic diagnosis note, you must create a dynamic diagnosis note group, define
the categories and findings for that dynamic diagnosis note group, and create a diagnosis note
template. All of these tasks are performed from the Dynamic Procedure Note Designer window,
which enables you to easily see how the group and its categories and findings fit together.
1. List Editor icon (

) → KDB → Dynamic Procedure Note Designer

2. Select the Criteria slider to define the provider or care team to which any modifications
apply.
Note: From the File menu, select Sliders, and then Criteria if the slider tab is not visible.
a. Select the appropriate radio button. Changes can be made for all users (Global) or for a
particular care team or provider.
b. If appropriate, select the Care Team or Provider to which the modifications apply.
c. If desired, select the Include Inactive Items checkbox and/or the Include Hidden Items
checkbox.
3. Create the dynamic diagnosis note group.
a. Select the New button.
b. In the Find window, select the New button.
c. Enter a Name for the new dynamic diagnosis note group.
d. If desired, enter an ID and Notes.
e. Enter the Max Finding Level. A group has one category level and up to four finding levels.
f.

In the Category Label field, enter the name of the new category. This can be anything
meaningful to your practice in the context of this diagnosis note.

g. In the Finding Level 1 Label field, enter the name of the first finding level. This can be
anything meaningful to your practice in the context of this diagnosis note.
h. Repeat substep g for all levels.
i.

In the What Causes Invocation area:
1. Select the Diagnosis Codes radio button.
2. Select the Find (

) icon. This accesses the Find Diagnosis Search Definition window.

3. Search for and or select a diagnosis search definition.
4. Select the Save Search Definition button. (Not the OK button.) This closes the
Diagnosis Search Definition window and populates the diagnosis search definition in
the Diagnosis field of the Dynamic Procedure Note window.
j.

Select the OK button to return to the Dynamic Diagnosis Notes Designer window.

4. Add the category items. These are the kinds of information needed about the diagnosis.
a. Select the New button.
b. Select the New button on the Find window.
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c. Enter an ID, if desired.
d. Enter the Name for the new category.
e. In the Natural Language field, enter a word or phrase that you want to appear before
any findings in this category.
f.

In the Conjunctor field, enter a conjunction, such as ‘and’ or ‘or’, if needed.

g. If the category’s findings will be entered through a Find field, select the appropriate Find
Control Name.
You may select a find control for type of data that already exists in the application, such
as provider. Then when you create the findings, you select the data items to be included
as possible findings for the category. Or you can create a new find control for the
category. Then when you create the findings, you create the items to be included as
possible findings for the category.
h. If the valid findings for the category are a subset of the items available in the find control
selected in subset g, you may define the items to be included.
1. Select the Find icon for the Named Find Sublist field.
2. Select the New button.
3. Enter an ID and Notes for the sublist, if desired.
4. Enter a Name for the sublist.
5. Select the Find Table of which this is a sublist.
6. Select the List Items from the selected find table that will appear in the sublist for
selection in the diagnosis note.
7. Select the OK button to return to the Category window.
i.

Enter any Notes, if desired.

j.

Select the Exclude from Report checkbox to exclude the category of information from
One Page Summary and Review Past Notes. This should be done for items that are not
clinical information.

k.

The Pre-Selected and Default checkboxes are not applicable to categories. Do not
select either of these checkboxes.

l.

Select the Required checkbox to make the category a required field when the diagnosis
note is used.

m. Select an Age Group (adult or pediatric) to which this category item applies, if desired.
n. Select a Gender to which this category item applies, if desired.
o. Define whether a single item or multiple items are allowed.


Select the Single Select radio button to allow the user to select only one finding for
the category.



Select the Multi Select radio button to allow the user to select more than one finding
for the category.

p. If you are defining the dynamic diagnosis note for a provider or care team, you can
define specific properties for that provider or care team.
q. Select the OK button to return to the Dynamic Diagnosis Note Designer window.
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5. Add the findings items for each category. These are the specific responses that can be
selected for a category.
Note: If you selected a Named Find Sublist in step 4.h, then the findings items are the items in
the sublist. Therefore, you only have to define the findings if you want to make an item a
default or preselected finding.
a. Select the New button.
b. Select the New button on the Find window.
c. Enter an ID, if desired.
d. Enter the Name for the new finding.
e. In the Natural Language field, enter a word or phrase that you want to appear before
any findings in this finding.
f.

In the Conjunctor field, enter a conjunction, such as ‘and’ or ‘or’, if needed.

g. The Find Control Name field will display the find control used to select the finding if you
selected a find control for the category.
h. Enter any Notes, if desired.
i.

Select the Exclude from Report checkbox to exclude the find from One Page Summary
and Review Past Notes. This should be done only when the finding is not clinical
information.

j.

Select the Pre-Selected checkbox to make the finding selected by default when a user
accesses the diagnosis note. No action will be required from the user to select this item.

k.

Select the Default checkbox to make the finding a default selection. When the diagnosis
note is used, the user will have to select the Default checkbox in order to make this
selection.

l.

Select the Required checkbox to make the finding a required field when the diagnosis
note is used. This is applicable when multiple levels of findings are used, and the finding
level represents some part of the question. The Required setting is not applicable to the
final finding level, which always represents the answer. Do not select this checkbox.

m. Select an Age Group (adult or pediatric) to which this category item applies, if desired.
n. Select a Gender to which this category item applies, if desired.
o. If you are defining the dynamic diagnosis note for a provider or care team, you can
define specific properties for that provider or care team.
p. Select the OK button to return to the Dynamic Diagnosis Note Designer window.
6. Repeat step 5 for each finding for the category.
7. Repeat steps 4 through 6 for each category and its findings to be included in the userdefined dynamic diagnosis note group.
8. Select the Save button to save the dynamic diagnosis note.
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Diagnosis Plan Definitions
Diagnosis plans are used in the Plan tab of Full Note Composer and other clinical note types. A
diagnosis plan definition contains sections for the information typically given to patients for the
specified diagnosis. This may include things like diet and nutrition, exercise or physical activity,
screenings and tests, medication, and vaccinations. An information section may enable users to
select one or more options or enter free text.
The application includes a number of diagnosis-specific system-defined diagnosis plans. It also
includes two system-defined diagnosis plans that are not diagnosis-specific. These are:


Generic: This diagnosis plan definition is used for any diagnosis that is not configured to use a
specific plan. It includes basic information categories and findings that are widely
applicable.



NOS: The NOS (not otherwise specified) diagnosis plan definition is not actually associated
with a diagnosis. It is included on all visit notes. The NOS plan definition includes general plan
notes, patient instructions, diet, exercise, and follow-up information for the patient. Providers
can use the NOS plan definition for any information not specified in a diagnosis plan
definition or they can use the NOS plan definition instead of using the plan definition or
definitions for specific diagnoses.

You can edit the system-defined Generic plan and the diagnosis-specific plans. You cannot edit
the system-defined NOS plan. However, you may edit the findings in the system-defined Diet and
Exercise categories used in the NOS plan. You may also associate all system-defined plans,
including the NOS plan, with a Patient Dashboard configuration.
You may create additional diagnosis plan definitions for your practice. When you create a
diagnosis plan definition, you decide what information categories to include and what findings
are appropriate. You can create a plan definition in such a way that it is appropriate for a
broad range of diagnoses or even different types of diagnoses. Or, you can create a plan
definition that is very specific to a narrow range of diagnoses. You may also create more than
one diagnosis plan definition for diagnosis if the providers in your practice have different
preferences.
Diagnosis plan definitions may be associated with Patient Dashboard configurations. The patient
dashboard appears in the Plan tab with the diagnosis plan. A patient dashboard configuration
may include a variety of patient medical information as well as demographic, appointment,
and visit information. You can define dashboard configurations that display information
pertinent for the diagnoses covered by a diagnosis plan or plans.
Diagnosis plan definitions are created in the KDB section of List Editor. Many of the rules and
conventions for creating and modifying other items in the knowledge database apply creating
and modifying diagnosis plan definitions. However, diagnosis plan definitions are different from
other items in the knowledge database in some important ways.
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Diagnosis plan definitions are not assigned to providers and care teams using the KDB
window’s Criteria slider or within the Plan Designer. They are assigned to individual providers
using a plan diagnosis range.
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Providers and clinical users cannot change diagnosis plan definitions from with Full Note
Composer or other clinical note type windows. They can, however, save changes to the
plan definition defaults. Changes to a plan definition’s defaults apply only to the user who
saved the changes.

Diagnosis Plan Setup
To create diagnosis plan definition, you must perform the following tasks:
1. Identify or create a diagnosis search definition that includes the diagnosis codes for which
you want to define a diagnosis plan.
2. Identify or define a patient dashboard configuration for the diagnoses covered by the
diagnosis plan.
3. Design the diagnosis plan definition.
4. Create or modify a plan diagnosis range that associates the diagnosis plan to a diagnosis
search definition. The diagnosis search definition must be based on a range of codes; not on
any other search criteria.
5. Associate the plan diagnosis range with the providers who will use it.

Identify or Create Diagnosis Search Definition
You must identify or create one or more diagnosis search definitions that include the diagnosis
codes for which you want to define a diagnosis plan. The diagnosis search definition identifies
the diagnoses for which the plan will be used.
Diagnosis search definitions are used for diagnosis notes, reimbursement rules, and other
functions within the application. You may use search definitions that were created for another
purpose if they meet the plan needs, or you may create search definitions specifically for use
with diagnosis plans.
The application includes system-defined diagnosis plans for several diagnoses, but it is does not
include system-defined diagnosis search definitions for these conditions. You must create
diagnosis search definitions for these conditions in order for your clinical user to use the systemdefined plans.
Please refer to the Diagnosis Search Definition section of this guide for more information and
instructions for creating a search definition.

Identify or Define a Patient Dashboard Configuration
A patient dashboard configuration may include a variety of patient medical information as well
as demographic, appointment, and visit information. You can define dashboard configurations
that display information pertinent for the diagnoses covered by a diagnosis plan or plans.
Please refer to the Patient Dashboard section of this guide for more information and instructions
for defining a patient dashboard configuration.
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Design a Diagnosis Plan Definition
1. List Editor (

) → KDB → Diagnosis Plan Designer

2. Create the diagnosis group.
a. In the Group column, select the New button.
b. In the Find window, select the New button.
c. Enter a Name for the new diagnosis plan definition.
d. If desired, enter an ID and Notes.
e. Enter the Max Finding Level. A group has one category level and up to four finding levels.
f.

Select a patient Dashboard View if desired.

g. In the Category Label field, enter the name of the new category. This can be anything
meaningful to your practice in the context of this diagnosis plan definition.
h. In the Finding Level 1 Label field, enter the name of the first finding level. This can be
anything meaningful to your practice in the context of this diagnosis plan definition.
Repeat this step for each level you want to define.
i.

Select the OK button to return to the Diagnosis Plan Designer window.

3. Add categories to the plan group. Categories are the kinds of information needed for the
plan.
a. In the Group column, highlight your new plan group.
b. In the Category column (or whatever name you gave it), select the New button.
c. In the Find window, select the New button.
d. Enter the Name for the new category.
e. In the Natural Language field, enter a word or phrase that you want to appear before
any findings in this category.
f.

In the Conjunctor field, enter a conjunction, such as ‘and’ or ‘or’, if needed.

g. If the category’s findings will be entered through a Find field, select the appropriate Find
Control Name.
You may select a find control for type of data that already exists in the application, such
as provider. Then when you create the findings, you select the data items to be included
as possible findings for the category. Or you can create a new find control for the
category. Then when you create the findings, you create the items to be included as
possible findings for the category.
h. If the valid findings for the category are a subset of the items available in the find control
selected in subset g, you may define the items to be included.
1. Select the Find icon for the Named Find Sublist field.
2. Select the New button.
3. Enter an ID and Notes for the sublist, if desired.
4. Enter a Name for the sublist.
5. Select the Find Table of which this is a sublist.
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6. Select the List Items from the selected find table that will appear in the sublist for
selection in the plan.
7. Select the OK button to return to the Category window.
i.

Enter any Notes, if desired.

j.

Select the Exclude from Report checkbox to exclude the category of information from
One Page Summary and Review Past Notes. This should be done for items that are not
clinical information.

k.

The Pre-Selected checkbox is not applicable to categories. Do not select this checkbox.

l.

Select the Required checkbox to make the category a required field when the diagnosis
note is used.

m. Select an Age Group (adult or pediatric) to which this category item applies, if desired.
n. Select a Gender to which this category item applies, if desired.
o. Define whether a single item or multiple items are allowed.


Select the Single Select radio button to allow the user to select only one finding for
the category.



Select the Multi Select radio button to allow the user to select more than one finding
for the category.

p. Select the OK button to return to the Diagnosis Plan Designer window.
5. Add the findings items for each category. These are the specific responses that can be
selected for a category.
Note: If you selected a Named Find Sublist in step 4.h, then the findings items are the items in
the sublist. Therefore, you only have to define the findings if you want to make an item a
default or preselected finding.
a. Select the New button.
b. Select the New button on the Find window.
c. Enter an ID, if desired.
d. Enter the Name for the new finding.
e. In the Natural Language field, enter a word or phrase that you want to appear before
any findings in this finding.
f.

In the Conjunctor field, enter a conjunction, such as ‘and’ or ‘or’, if needed.

g. The Find Control Name field will display the find control used to select the finding if you
selected a find control for the category.
h. Enter any Notes, if desired.
i.

Select the Exclude from Report checkbox to exclude the find from One Page Summary
and Review Past Notes. This should be done only when the finding is not clinical
information.

j.

Select the Pre-Selected checkbox to make the finding selected by default when a user
accesses the diagnosis note. No action will be required from the user to select this item.

k.

Select the Default checkbox to make the finding a default selection. When the diagnosis
note is used, the user will have to select the Default checkbox in order to make this
selection.
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l.

Select the Required checkbox to make the finding a required field when the diagnosis
note is used. This is applicable when multiple levels of findings are used, and the finding
level represents some part of the question. The Required setting is not applicable to the
final finding level, which always represents the answer. Do not select this checkbox.

m. Select an Age Group (adult or pediatric) to which this category item applies, if desired.
n. Select a Gender to which this category item applies, if desired.
o. Select the OK button to return to the Diagnosis Plan Designer window.
6. Repeat step 5 for each finding and finding level for the category.
7. Repeat steps 4 through 6 for each category and its findings to be included in the diagnosis
plan group.
8. Select the Save button to save the diagnosis plan.

Create or Modify a Plan Diagnosis Range
A plan diagnosis range is a set of associations between diagnosis search definitions and
diagnosis plans.
A plan diagnosis range may include any number of associations. A diagnosis search definition
may only be associated with one diagnosis plan in a plan diagnosis range. This association
determines which diagnosis plan to use for a diagnosis in that search definition.
A diagnosis plan may be associated with one or more diagnosis search definitions. This is
appropriate when a diagnosis plan is designed in a way that is appropriate for different
diagnoses or when you have diagnosis search definitions for similar diagnoses.
Both diagnosis search definitions and diagnosis plans may be used in any number of plan
diagnosis ranges.
In order for your providers to use the system-defined diagnosis plan definitions, you must include
them in a plan diagnosis range. The system-defined Generic and NOS diagnosis plan definitions
do not need to be included in a plan diagnosis range.
1. List Editor (

) → Clinical → Plan Diagnosis Range

2. Select the New button. This accesses the Plan Diagnosis Range window.
3. Enter a Name for the plan diagnosis range.
4. Enter an ID and Notes, if desired.
5. Create an association between a diagnosis search definition and a diagnosis plan.
a. Select the desired Diagnosis Search Definition.
b. Select the diagnosis Plan to use with that search definition.
c. Enter any Notes, if desired.
6. Repeat step 5 for each association you want to make.
7. Select the OK button to save the plan diagnosis range and close the window.
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Associate a Provider with a Plan Diagnosis Range
Each provider must be associated with a plan diagnosis range. If not, only the system-defined
Generic and NOS diagnosis plan definitions will be available to the provider.
1. List Editor icon (

) → System → Provider

2. Search for and select the desired provider, and then select the Modify button.
3. Select the Additional Information tab.
4. In the Plan Priority field, select the desired plan diagnosis range.

Direct Messaging
Direct messaging is an electronic transmission similar to email, but it transmits information in a
secure form between known, trusted entities. These trusted entities are issued specific addresses
for Direct messaging. Standard email addresses cannot be used to send or receive Direct
messages. Aprima’s partner for Direct messaging is the Surescripts electronic clearinghouse.
Direct messaging functionality is used for MIPS and other governmental and non-governmental
quality programs that include transition of care requirements or guidelines.
Please refer to the Direct Messaging Setup document for more information and complete setup
instructions.

Demographics, Other Settings
Amendment Source
An amendment source is the person or entity, such as patient, parent, or insurance payer,
requesting a change to a patient’s chart. The application includes several amendment sources.
You may create additional amendment sources as needed.
1. List Editor (

) → Demographics → Amendment Source

2. Select the New button.
3. Enter a Name for the amendment source.
4. Enter an ID and Notes if desired.
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Dominant Hand
The dominant hand is the person’s preferred, or most frequently used hand. Dominant hand may
be entered as part of the patient’s demographic record. The predefined options are right, left,
and ambidextrous. You may add other options if desired.
1. List Editor icon (

) → Demographics → Dominant Hand

2. Select the New button.
3. Enter a Name for the dominant hand option.
4. Enter an ID and Notes, if desired.

Employment Status
A number of values for employment status are system-defined. You may add your own entries
and, if required, you can associate the entries with the corresponding ANSI code, as defined by
the American National Standards Institute.
1. List Editor icon (

) → Demographics → Employment Status

2. Select the New button.
3. Enter a Name for the new status.
4. Enter an ID and Notes, if desired.
5. Enter a corresponding ANSI code if required.

Ethnicity
The Centers for Disease Control and Prevention’s (CDC) full set of ethnicity names and ANSI
codes are system-defined. The most commonly used ethnicities, as identified by the Department
of Health and Human Services’ (HHS), are active by default. All others are inactive by default.
You may activate others as needed, and if desired, you may add your own.
MIPS and other clinical quality programs may require that the patient’s ethnicity be identified
and reported. Ethnicity may be reported by any identifier with a valid ANSI ethnicity code,
including the Not Provided identifier. Therefore, it is recommended that you include a valid ANSI
ethnicity code in any ethnicity identifier that you create.

Activate an Inactive Ethnicity Identifier
1. List Editor icon (

) → Demographics → Ethnicity

2. Select the Include Inactive Items checkbox.
3. Select the Search button.
4. Search for and select the desired identifier, and then select the Modify button.
5. Uncheck the Inactive checkbox.
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Create a Ethnicity Identifier
1. List Editor icon (

) → Demographics → Ethnicity

2. Select the New button.
3. Enter a Name for the ethnicity.
4. Enter an ID and Notes, if desired.
5. Enter a corresponding ANSI code if required.

Gender
Male, Female, and Unknown values for gender are system-defined. You may add your own
entries (e.g., young lady, boy, etc.), but should associate the entries with a corresponding ANSI
code, as defined by the American National Standards Institute.

Gender and Growth Charts
When associated with a patient, the ANSI gender code is used to select the appropriate chart
when you select Growth Charts from a patient visit note. If the gender has not been correctly
associated with an ANSI code, you will not be able to chart the patient’s information.

Create a Gender Identifier
1. List Editor icon (

) → Demographics → Gender

2. Select the New button.
3. Enter a Name for the gender.
4. Enter an ID and Notes, if desired.
5. Enter a corresponding ANSI code if required.

Gender Identity
Gender identity values enable users to record the gender with which the patient identifies, if
different from the patient’s gender.
1. List Editor icon (

) → Demographics → Gender Identity

2. Select the New button.
3. Enter a Name for the gender.
4. Enter an ID and Notes, if desired.
5. Enter a corresponding ANSI code if required.
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Industry
Industries are used to classify a patient’s employer. Industry information may be needed for
certain types of reporting, such as PCMH or cancer or other public health registry. The
application includes a large number of system-defined entries for standard industries. It is
recommended that you use these standard entries for reporting purposes. You can, however,
create additional entries if needed.
1. List Editor (

) → Demographics → Industry

2. Select the New button. This accesses the Industry window.
3. Enter an ID if desired.
4. In the Code field, enter a valid ANSI code for the industry.
5. Enter a Name for the industry.
6. Enter any Notes, if desired.

Language
A number of entries for language are system-defined. You can enter additional language entries
as needed.
1. List Editor icon (

) → Demographics → Patient Status

2. Select the New button.
3. Enter the Name of the language.
4. Enter an ID and Notes, if desired.

Marital Status
Several values for marital status are system-defined. You may add your own entries. You should
associate your custom entries with a corresponding ANSI code, as defined by the American
National Standards Institute.
1. List Editor icon (

) → Demographics → Patient Status

2. Select the New button.
3. Enter a Name for the new status.
4. Enter an ID and Notes, if desired.
5. Enter a corresponding ANSI code if required.
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Occupation
Occupations are used to classify a patient’s work for an employer. Occupation information may
be needed for certain types of reporting, such as PCMH or cancer or other public health registry.
The application includes a large number of system-defined entries for standard occupations. It is
recommended that you use these standard entries for reporting purposes. You can, however,
create additional entries if needed.
1. List Editor (

) → Demographics → Occupation

2. Select the New button. This accesses the Occupation window.
3. Enter an ID if desired.
4. In the Code field, enter a valid ANSI code for the occupation.
5. Enter a Name for the occupation.
6. Enter any Notes, if desired.

Patient Condition
Patient conditions enable you to define a classification for patients. There are no predefined
patient conditions. You define the patient conditions that are useful to your practice.
A patient condition can be applied to a patient record from the Patient window. Once a
patient condition is applied, it appears in the Patient Toolbar on the Patient Demographics, Full
Note Composer, One Page Summary, Review Past Notes, and other windows that use the
Patient Toolbar.

Create a Patient Condition
1. List Editor (

) → Demographics → Patient Condition

2. Select the New button.
3. Enter an ID if desired.
4. Enter a Name for the patient condition.
5. Select the Color to be used to display the condition name in the Patient Toolbar and the
patient’s ID in the Find Patient window.
6. In the Notes field, explain the patient condition if desired.
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Patient Program
Patient programs enable you to identify programs that your practice has, such as nutrition
training, or programs that your practice participates in, such as drug trials. There are no
predefined patient programs. You define the patient programs that are useful to your practice.
Patient programs can be applied to a patient record from the Patient Demographics window’s
Program tab. Once a patient program is applied and effective for the patient, it appears in the
Patient Toolbar on the Patient Demographics, Full Note Composer, One Page Summary, Review
Past Notes, and other windows that use the Patient Toolbar.

Patient Programs and Facility Portal
If your practice is using the optionally purchased Facility Portal, then you may associate Facility
Portal users to a service site, such as research facility or nursing facility, which also provides
services to some of your patients. Then, those Facility Portal users can access patient information
and patient visit notes through your Facility Portal. They will only be able to access information
for patients who are associated to the service site (Patient window’s Additional tab).

Create a Patient Program
1. List Editor (

) → Demographics → Patient Program

2. Select the New button.
3. Enter an ID if desired.
4. Enter a Name for the patient program. This name will appear as the tooltip for the button on
the Patient Toolbar.
5. In the Toolbar Text field, enter the name to appear on the button on the Patient Toolbar. This
is limited to 10 characters.
6. Select the Color to be used to display the program name in the Patient Toolbar and the
patient’s ID in the Find Patient window.

Create a Facility Portal User Account for a Patient Program
If your practice is using the optionally purchased Facility Portal, then you may create Facility
Portal user accounts for a patient program.
1. List Editor icon (

) → Demographics → Patient Program

2. Search for and select the desired service site or patient program, and then select the Modify
button.
3. Select the Facility Portal Access tab.
4. Select the Add button to create a new user account.
5. In the Find Facility Portal Person window, either:
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Select the New button to create a new Facility Portal user account. Go to step 6.



Search for and select the desired Facility Portal user, if the person already has an
account associated with another service site or patient program.
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6. In the Facility Portal Person window:
a. Enter the First and Last names of the individual user.
b. Enter any desired contact information, such as phone numbers, email address, or
physical address.
c. Select the OK button to save the person information to the database.
7. In the Person Web Account window, create the Facility Portal user ID.
a. Enter a logon name for the responsible party or accept the default name. The default is
<firstname> <lastname>, and is provided unless there is already a patient web account
with the same name.
b. Accept the randomly generated password, or select Reset Password to generate
another password.
c. Select the OK button to save the user account, and return to the Service Site window.
8. Create additional Facility Portal users if desired. Select the OK button when you have
finished.

Associate Patients with a Patient Program
You may associate a group of patients with a patient program by importing a Microsoft ® Excel®
file that identifies the patients by first and last name and birth date. The patient records must
already exist in your database. This only associates existing patient records to the patient
program. It does not create new patient records.
1. List Editor icon (

) → Demographics → Patient Program

2. Search for and select the desired patient program, and then select the Modify button.
3. Select the Import button.
4. Search for and select the Excel file that is the list of patients for the program.
5. In the Import File window, map the file contents to the patient information needed.
a. In the Last Name field, select the column in the file that contains the last name.
b. In the First Name field, select the column in the file that contains the first name.
c. In the Birthdate field, select the column in the file that contains the birthdate.
d. Select the OK button.
6. In the Import Patients window, select the Effective Date for the program.
7. Select an Expiration Date, if desired.
8. Select the Import button assign the patients to the patient program.
9. At the confirmation prompt, select Yes to continue.
You cannot undo the operation once patients are added to the program. However, you
can remove the program or enter an expiration date for individual patients using the Patient
Demographics window.
10. When the file has been imported, the window displays the number of matched patients and
the number of unmatched patients. Unmatched patients could not be assigned to the
program.
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11. Select the Close button to close the window and return to the Patient Program window.
12. Select the OK button to save the assignments. Patients are assigned to the patient program
only when you select OK.

Patient Status
Patient status is used to filter information on reports, such as the Patients by Diagnosis or
Medication Report. Patient status may be entered in the Patient window. Once entered for a
patient, they display on the Demographics tab of the Patient Demographics window. Several
values for patient status are system-defined, and you may add your own entries.
In addition to the system-defined patient statuses, the application also recognizes status of
Inactive and Deceased. The Inactive status is assigned by selecting the Inactive checkbox on
the Patient window, and the Deceased status is assigned by entering a date of death on the
Patient window.
The system-defined patient status Test Patient should be used to identify patient records that are
used for application testing or training, rather than for actual patients. Patient records with this
status are not included in reports used for MIPS and other clinical quality programs and may be
excluded from other reports that filter on patient status.

Create a Patient Status
1. List Editor icon (

) → Demographics → Patient Status

2. Select the New button.
3. Enter a Name for the new status.
4. Enter an ID and Notes, if desired.

Phone Type
A number of values for phone type, including home, cell, fax, pager, are system-defined. You
may define additional phone types as desired. Phone type is a required field whenever you add
a phone number.
The system-defined phone type ‘Work’ is considered the daytime phone number.
There is also a ‘Main’ phone type which does not appear when selecting a phone type, but is
used by the system. The first phone number field in any person window (Patient, User, Provider,
etc.) or corporation window (Pharmacy, Employer, etc.) is considered the Main phone number.
The Main phone type is assigned to the first phone number in addition to the phone type that is
selected for that phone number. The Main phone type can be used in document formatting
models and other places where you want to use a phone number but do not necessarily know
which phone type it may be.
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Create a Phone Type
1. List Editor icon (

) → Demographics → Phone Type

2. Select the New button.
3. Enter a Name for the new phone type.
4. Enter an ID and Notes, if desired.

Race
The Centers for Disease Control and Prevention’s (CDC) full set of race names and ANSI codes
are system-defined. The most commonly used races, as identified by the Department of Health
and Human Services’ (HHS), are active by default. All others are inactive by default. You may
activate others as needed, and if desired, you may add your own.
MIPS and other clinical quality programs may require that a patient’s race be identified and
reported. The system-defined Not Provided identifier is acceptable for MIPS and other clinical
quality program reporting.
Race may also be used when reporting vaccinations to a registry, used with medical devices,
such as a spirometer, and for other purposes.
All of these purposes require that race be reported by any identifier with a valid ANSI race code.
Therefore, it is recommended that you include a valid ANSI race code in any race identifier that
you create.

Activate an Inactive Race Identifier
1. List Editor icon (

) → Demographics → Race

2. Select the Include Inactive Items checkbox.
3. Select the Search button.
4. Search for and select the desired race identifier, and then select the Modify button.
5. Uncheck the Inactive checkbox.

Create a Race Identifier
1. List Editor icon (

) → Demographics → Race

2. Select the New button.
3. Enter the Name of the race.
4. Enter an ID and Notes, if desired.
5. Enter a corresponding ANSI code if required.
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Relationship
Relationship values are used to indicate a patient’s relationship to a responsible party, insurance
subscriber, or other contact in Patient Demographics. Standard relationship values needed for
the filing of insurance claims are system-defined. You may add your own entries, but you should
associate the entries with a corresponding ANSI code, as defined by the American National
Standards Institute.
1. List Editor icon (

) → Demographics → Relationship

2. Select the New button.
3. Enter a Name for the relationship.
4. Enter an ID and Notes, if desired.
5. Enter a corresponding ANSI code if required.

ZIP Code
The application is preloaded with a complete set of five-digit ZIP codes, and their city, state, and
area code information. The preloaded ZIP codes are updated approximately once a year. You
may add new ZIP codes or make changes to existing ZIP code entries as needed.
If a ZIP code is associated with more than one city or with more than one area code, you may
make multiple entries for the ZIP code.
You can create nine-digit ZIP codes (ZIP+4). However, you cannot enter a hyphen between the
five-digit ZIP code and the plus-4 code. You must enter it as a simple nine-digit number.
1. List Editor (

) → Demographics → ZIP Code

2. Select the New button.
3. Enter the ZIP Code.
4. Enter the City associated with the ZIP code.
5. Enter the Area Code associated with the ZIP code.
6. Enter an ID and Notes if desired.

DICOM Image Interface
If your practice has an optional interface to a DICOM (Digital Imaging and Communications in
Medicine) image system, then you must enable the functionality and make it accessible by
users.


To enable the functionality, activate the DICOM Fetcher add in application. This task may be
performed by Support at the time your interface is implemented.



To make the functionality accessible by users, modify the user setting definitions to add the
DICOM icon, which accesses the functionality, to the Patient toolbar.
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Enable the DICOM Image Interface
This task may be performed by Support at the time your interface is implemented. If not, use this
procedure to enable the interface.
1. List Editor (

) → Integration → Add In

2. Select the Include Inactive Items checkbox, and then select the Search button.
3. Select the DICOM Fetcher item, and then select the Modify button.
4. Deselect the Inactive checkbox to activate the add in.

Add the DICOM Icon to the Patient Toolbar
To make the DICOM interface accessible to users, you must add the DICOM icon ( ) to the
Patient toolbar. This is done through the User Settings window. You must modify the user setting
definition for all groups of users who need access to the DICOM interface.
1. List Editor (

) → System → User Setting

2. Search for and select the desired user setting definition, and then select the Modify button.
3. Select the Add Ins tab.
4. In the Patient Toolbar Add Ins field, select DICOM Fetcher.

DMEhub™ for Electronic DME Orders
You may enroll with DMEhub for electronic orders of durable medical equipment (DME).
DMEhub creates an electronic certificate of medical necessity (eCMN) using patient, patient
account, diagnosis, provider, and service site information from the patient visit note. The
provider can then complete the order through the DMEhub website, where it is electronically
signed and then sent to the DME supplier.
To use DMEhub, you must:


Enroll with Dmhub through their website. Once you enroll, DMEhub will work with you to set
up provider signatures, DME suppliers, and other necessary items.
https://order.dmehub.com/providerRegister.php



Contact Sales (insidesales@aprima.com) to obtain the necessary license.



Activate the DMEhub add-in in the Aprima application.



Associate the DMEhub add-in with the user setting definition for providers who place DME
orders.
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Activate the DMEhub Add-In
Once you have enrolled and obtained the necessary license, you will able to activate the
DMEhub add-in. The add-in must be active in order for the application to communicate with
DMEhub.
1. List Editor (

) → Integration → Add In

2. Select the Include Inactive Items checkbox.
3. Search for the DME Hub entry, and then select the Modify button.
4. In the Add In window, deselect the Inactive checkbox.

Associate the DMEhub Add-In with User Setting Definitions
You must associate the DMEhub add-in with any user setting definition used by a provider who
orders DME. This puts a DMEhub button in Full Note Composer and other clinical note type
windows, enabling providers to place electronic DME orders.
1. List Editor (

) → System → User Setting

2. Search for and select the desired user setting entry, and then select the Modify button.
3. In the User Setting window, select the Add Ins tab.
4. In the Note Add Ins field, select DME Hub.

Document Generation
Document generation enables you to use document models to generate customized
documents for and about patients from the data in application. By using models that include
static text and variable fields, you can generate documents that follow the same format but are
populated with patient-specific information or with responsible party-specific information via the
variable fields.
There are two ways in which document generation can be done. Document generation can be
performed entirely within the application using document generation formatting models. It can
also be done using Microsoft Word™ using rich text format (.rtf) or Word (.doc, docx) files as
document models.
Regardless of which functionality is used, document generation can be used for several types of
documents:


Visit documents



Appointment documents



Patient documents



Responsible party documents



Collection letter documents
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Document generation models for these types of documents can pull data using a wide range of
variable data fields, including patient and responsible party demographic information, history,
visit, appointment, case, and provider and practice information. However, the set of data fields
that is available for document generation models using Word files is limited. For Word document
generation models, there are not data fields for system-defined data entry fields added to the
application in or after the 2011 release. For Word document generation models, there also are
not data fields for any custom data entry fields you have defined for custom form layouts.
(Please see the Defining Form Layouts for Custom Tabs and Assessment Forms document for
more information.)
Document models for Patient, visit, appointment, and responsible party documents cannot
include data fields for collections data. Data fields may be included in the body of the
document and in the document’s page header.
Patient, visit, appointment, and responsible party documents are generated on demand by a
user. They may be generated from a number of windows, including Full Note Composer,
Superbill Composer, Patient Demographics, One Page Summary, and Review Past Notes. When
you want to generate a document, you can either generate the document immediately or you
can send a task message to another user to have that user generate the document.
Documents generated from within Full Note Composer, Superbill Composer, or other clinical
note type windows may be generated within the window itself. Or, the documents may be
selected and generated from the Visit Checkout window when the provider exits the clinical
note type window. Providers may also select documents while charting a patient visit and have
them printed at the front desk during checkout. You must have security permissions to Full Note
Composer to generate documents, regardless of where the document generation is performed.
Collection letter documents are generated in batches by a scheduled job, rather than
individually by user action. They are also generated on the server on which the job engine
resides, rather than on a user’s client machine. Collection letters can only be generated using
the formatting template functionality that is internal to the application. They can no longer be
generated using the old document generation functionality that uses Microsoft Word for
document generation.

Types of Generated Documents
The following types of documents may be created using document generation. Most types of
documents may be created using either the formatting template functionality or the Microsoft
Word generation functionality. Collection letters, however, may only be generated using the
formatting template functionality that is internal to the application.

Visit Documents
Visit documents are specific for a particular patient visit. However, the document generation
fields for a patient visit document may pull information from Patient Demographics, Patient
Case, and History as well as the visit note itself. This enables you to create such things as referral
letters, worker’s comp forms, ABN forms, and similar items.
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Document generation for a patient visit can be done within an open visit note or from any place
the document generation functionality can be accessed. When a user generates a document
from within Full Note Composer or other clinical note type window, the application
automatically saves the visit note.
Visit documents that include information from more than one visit will include all visits, including
prescription refill visits, order visits, struck-out visits, etc. Restricted visits are included only when the
user generating the document has access to the visit notes.

Appointment Documents
Document generation for appointments enables you to create letters telling patients how to
prepare for a scheduled procedure, workers compensation forms, or similar items.
Generated documents associated with an appointment are attached to the patient and
available from the Attachments Slider in the Patient Demographics window.
Document generation models used with appointments can include fields that pull data from
Patient Demographics, including insurance and accounts, contacts, employer, and pharmacy
data, and from the Appointment window for the specified appointment. When a patient case is
associated with the specified appointment, fields that pull data from the patient case may also
be used.
Once a patient visit note has been associated with an appointment, then fields that pull data
from the visit note can be used when generating a document for an appointment. It is
important to remember that when data is not available for a document generation field, then
the generated document will simply not contain the expected information. The generated
document will contain a blank space for the missing information, but there is no obvious
indication that expected information is missing. Before selecting a document generation model
that includes document generation fields related to a visit, you should verify that a visit has been
associated with the appointment.

Patient Documents
Documents can be generated for a patient, unrelated to a particular visit or appointment.
Generated documents associated with a patient are available from the Attachments Slider in
the Patient Demographics window.
Document generation models used for patient documents can include fields that pull data from
Patient Demographics, including insurance and accounts, contacts, employer, and pharmacy
data. Fields that pull data from a patient visit note, case, superbill, or appointment should not be
included. These fields cannot be populated when no specific visit or appointment is identified.
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Responsible Party Documents
Letters and other documents may be generated for a responsible party, rather than for a
patient. Be aware, however, that documents associated with a responsible party are not
associated with a patient, patient visit, or patient appointment and so cannot pull data
associated with those items. Document generation models used for responsible party
documents can include fields that pull data from the Responsible Party window and information
calculated by the automated collection process.
Generated documents associated with a responsible party are available from the Attachments
Slider in the Responsible Party window.

Clinical Summary Documents
A clinical summary is specific type of a visit document or patient document that includes visit
information. Clinical summary documents are required by some MIPS and other quality program
measures. Clinical summary documents must be generated from document formatting models.
Documents generated using the old Word-based document generation models will not count
for MIPS and other quality program measures even if the document includes all the required
information.
To qualify as a clinical summary, the document must include diagnostic test results, problem list
(diagnoses), medication list, and medication allergy list, and may include other information as
appropriate. Please refer to the Clinical Summaries section for more information.
Note that while you may designate any number of formatting models as clinical summaries, you
will only be able to select a single clinical summary formatting model for use through the Patient
Portal on the Internet. Please see the Patient Portal Guide for more information.
Please also note that the document formatting model must be designated as a clinical
summary at the time a document is generated in order for the document to be counted toward
a MIPS or other quality program measure. If you modify an existing formatting model to
designate it as a clinical summary document, then documents generated after you make that
change will be counted. But any documents previously generated from the formatting model,
while it was not designated as a clinical summary, will not count.

Collection Letter Documents
Collection letter documents are generated in batches by a scheduled job, rather than
individually by user action. They are also generated on the server on which the job engine
resides, rather than on a user’s client machine. Collection letters can only be generated using
the formatting template functionality that is internal to the application. They can no longer be
generated using the old document generation functionality that uses Microsoft Word for
document generation.
For more information on collection letter document generation, please see the Accounts
Receivable Management document.
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Document Generation Formatting Models
The document generation formatting model functionality operates entirely within the
application. This is the fastest way to generate documents, even complex documents using
many fields.
The data fields used by the formatting models are named in a way that makes it fairly easy to
identify the data you want to include in the generated document. For example, the data field
‘Visit Standard Data.ReferredByProviderNames’ pulls the name of the referred-by provider from
the visit note, as shown on the Visit Information slider. The data field ‘Appointment Standard
Data.ReferredByProviderNames’ pulls the name of the referred-by provider from the visit note, as
shown on the Appointment window.
The data fields are also very flexible in how data is presented within the generated documents.
You may select a format from the available formats shown for a data field.
In addition to document generation for the types of documents described above, these
formatting models are also used for several standard documents and reports that are generated
by the application itself. These include One Page Summary, Review Past Notes, clinical note
type window text display, and complete chart print formats.
The application includes a number of formatting models for documents that are commonly
used. You may use these formatting models as they are, or you may modify them to meet your
specific needs. It is recommended that you copy an existing formatting model using Save As,
and then modify your new model. This ensures that you always have a good model to work with
should you need to start over.

Spellcheck
Spellcheck has been added for generated documents from formatting models. Spellcheck is
not available in the Formatting Model window when creating or modifying a formatting model
because all data field names and embedded model names will fail the spellcheck. This would
result in a large number of false errors in any formatting model that used a significant number of
data fields, making it difficult to identify true errors.
Therefore, it is recommended that after creating or modifying a formatting model, you use that
formatting model to generate a document for a test patient. Review the generated document
for any spelling errors. Then, if needed, make corrections in the formatting model before it is used
for actual patients.

Phone Number Fields
There is a ‘Main’ phone type which does not appear when selecting a phone type but that is
used by the system. The first phone number field in any person window (Patient, User, Provider,
etc.) or corporation window (Pharmacy, Employer, etc.) is considered the Main phone number.
The Main phone type is assigned to the first phone number in addition to the phone type that is
selected for that phone number. The Main phone type can be used in document formatting
models where you want to use a phone number but do not necessarily know a particular phone
type that would be used in very possible record.
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Use of Patient Age Fields
When the PatientInfoSentence or PatientAge data fields are used in a patient-origin formatting
model, then they pull the patient’s current age. When the data fields are used in a visit-origin
formatting model, then they pull the patient’s age at the time of the visit.

Next Appointments Field
The ‘Visit Standard Data.NextAppointmentsList’ lists the next five appointments scheduled for the
patient, regardless of date scheduled, calendar, or appointment type.

Responsible Party Fields
Most data fields for responsible party information are named ‘Patient Standard
Data.AccountResponsibledataitem’ or ‘Patient Standard
Data.AccountResponsiblePartydataitem’ (such as Patient Standard
Data.AccountResponsiblePartyNames) The responsible party external ID field, however, is
named ‘Patient Standard Data.ExternalID’.
Please note that to use the ‘Patient Standard Data.ExternalID’ data field, you must also use at
least one other responsible party data field. Otherwise, the application is not able to identify and
populate the responsible party’s external ID.

Checked Box Field Layout
The checked box field layout enables you to create formatting models with a list of options with
checkboxes, as in many forms. The checkbox for the option which matches the patient’s data is
then selected when generating a document from the formatting model.
The checked box layout is available for the system-defined Gender, Ethnicity, Race, Marital
Status, Language, Employment Status, and Insurance Payment Plan fields and for all user
defined fields. When the checked box layout is not used for any of these fields, then the field is
formatted as a text value.
When generated, the checked box layout will appear similar to the following example.

Some third-party faxing applications convert the generated RTF document file to a PDF file
before faxing. This conversion may change font selections, especially for special characters,
such as the checkbox. The recommended font for checkbox and other special characters for
symbols is Segoe UI Symbol. Using this font helps ensure checkboxes, especially the selected
checkbox, appear correctly when a generated document is faxed.
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Table Layout
Certain types of information, such as observation values, services ordered history, and services
provided history, can be presented in a table layout. It is important to recognize that the number
of columns and rows in the table will be determined by the data in the patient record when a
document is generated. This means, for example, that when using the table layout for
observation values, the actual table that appears in a generated document will depend on the
lab tests and other observations that have charted for a patient.
If the data requires more columns than can fit in the width of the page, then the table may
display and print in multiple sections. The first section of the table will include as many columns as
possible, and all rows for the observation items, services, or other items. The next section of the
table will include the next set of columns, and all rows. Sections of the table will continue until all
columns are displayed. When a table is split into sections, then the first column of the table is
repeated in order to identify the related information.
Multiple sections of the table can be confusing for people reading the document. At first
glance, the reader may think that there are several tables, instead of one. Or that the table
does not contain complete information, since it may appear to be missing columns. If the table
has enough columns that it appears in multiple sections, but contains only one or two rows, then
the reader may think the table is duplicating the row entries.

Signature and Date Signed Fields
You can add a signature field and a date signed field to any formatting model. The signature
can then be entered by a patient, responsible party, or other person when a document is
generated from the formatting model. The signature can be entered on a tablet PC, data entry
pad, or one of the supported Topaz signature pads.
There are two date signed fields. The Auto Date Signed field automatically enters the date when
the person signs and accepts their signature. This results in a printed date that is acceptable for
most documents.
Some documents, such as an ABN, require that the person signing also handwrite the date. The
Enter Date Signed field enables the person to write the date on the data entry pad or signature
pad such like entering their signature.

Defining the Size for Stored Signatures
You can define the size of data fields for provider signatures stored in the database. The size is
defined as a percentage of the image of the signature. The size is defined in the Insert a Field
Into a Model window, as part of the layout definition for the data field.
It is important to understand that the absolute size a signature image is determined by the
device used to capture the image (such as a tablet PC or a signature pad) and the provider’s
handwriting. Therefore, the absolute size of signature images varies. Some signature images may
be somewhat larger or smaller than others. When you define the size of the signature data field,
you are defining a percentage of the signature image. As a result, signatures that appear in
generated documents will not be all the same size. However, since most providers in a practice
are probably using the same type of signature capture device, their signature images will
probably be of similar size.
196

Ref: 1192.13

Medication History Filter Data Field
The document formatting model data field FilteredMedicationHistory enables you to determine
the medication history filter used to present medications in a generated document. When using
this data field, you may either:


Select the “Use User’s Patient Med Hx Filter” checkbox. Then when a user generates a
document, the user’s medication history filter from the Medication Hx tab in Patient History or
Full Note Composer is used to filter the medications in the generated document. If the user
does not have a medication history filter set, then medications will not populate in this field in
the generated document.



Select a specific Medication Hx Filter. Then the selected medication history filter is used to
filter medications in all documents generated from this formatting template.

User Defined History Data Fields
UserDefinedHistory data fields are available for formatting models if you have defined userdefined history items in your practice’s or provider’s knowledge database (KDB). These data
fields are available in any formatting model in which standard history data fields are available.
The data fields for your user-defined history items are named in the following manner: History
Standard Data.UserDefinedHistoryName where Name is the name you have given to the userdefined history item.

Custom Data Fields
Custom data fields are available for formatting models if you have defined custom vitals fields or
custom data fields in a form layout. (Please see the Defining Form Layouts for Custom Tabs and
Assessment Forms document for more information.)
The data fields that you include in a form layout using either the Designer Data Input UI control or
the Designer Note Input UI control can be used in document formatting models using the Patient
or the Visit origin for content.
The data fields that you include in a form layout using the Assessment Forms UI control can be
used in document formatting models using the Assessment Form origin for content. A formatting
model with the Assessment Form origin of content can then be embedded in a formatting
model using the Patient or the Visit origin for content.
Data fields in form layouts using the Vertical Data Input control cannot be used in document
formatting models.
The application creates a custom data field when you create an observation item that is
defined as a vital observation, include that observation item in an observation custom panel,
and then included in that observation custom panel in an observation default setting. (These
items are created in the appropriate windows in List Editor → Clinical.) The custom data field in
formatting models is named in the following manner:


Visit Standard Data.VitalsCustomObservationItemName

Ref: 1192.13

197

When you create a data field in a form layout, you will give the data field a design name. This
name enables you to use the text field in document formatting models. Then when creating a
formatting model, the data fields for your custom fields are named in the following manner:


Custom Patient Data.FormLayoutName.FieldName



Custom Visit Data.FormLayoutName.FieldName



Assessment Form Data.FormLayoutName.FieldName

The Formatting Model window below shows custom data fields being used in a formatting
model.

You can also give a design name to a group box used to hold checkboxes or radio buttons. The
design name of the group box is used with the design names of the checkboxes or radio buttons
in a document formatting model. When creating a formatting model, the data fields for the
custom checkboxes or radio buttons with a group box are named in the following manner:


Custom Patient Data.FormLayoutName.GroupboxNameCheckboxValueName



Custom Visit Data.FormLayoutName.GroupboxNameCheckboxValueName



Assessment Form Data.FormLayoutName.GroupboxNameCheckboxValueName

When a group box contains radio buttons, there is also a data field that represents the group
and the single radio button selected. The text that populates this data field when the document
is generated is the text you define in the custom radio button’s Text field. The data field for the
group is named in the following manner:


Custom Patient Data.FormLayoutName.GroupboxNameButtonValue



Custom Visit Data.FormLayoutName.GroupboxNameButtonValue



Assessment Form Data.FormLayoutName.GroupboxNameButtonValue
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The Formatting Model window below shows the custom checkbox or radio button fields that are
in a group box.

The Generate Document window below shows how the custom checkbox or radio button fields
appear when the document is generated.
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When using custom radio buttons, you also have the option of using the data field that
represents the group. This inserts only the response in the generated document. The Formatting
Model window below shows the data field that represents the single selected item from the
group box.

The Generate Document window below shows how the custom field for the group box response
appears when the document is generated.

Data Mapping for Fields
Data mapping for fields enables you to define additional codes or variations for the options for a
given data field. This enables you to create formatting models that replicate specific options on
forms that you must complete for a third-party. For example, an insurance company may
provide a form that uses numeric values to identify various languages.
To use the data mapping option in a formatting model, you must first establish your data
mapping. Once you have defined data mapping for a field, you can use that data mapping in
a document generation formatting model.
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Formatting Model Origin for Content
All document formatting models have an origin for content. This is the source of the data that
populates any document generated from the formatting model. Generally speaking, this source
is a window or some related windows. Thus, the origin for content that is selected for a
document formatting model determines the data fields that are available for use when creating
that document formatting model. Origin for content levels include things like patient, visit note,
and provider.
There are relationships between some of the origin for content levels. Each level pulls data from
its own source or sources of data. But some origin for content levels also pull data from other
origin for content levels. This is when one source of data, such as the Appointment window, is
associated with another source, such as the Patient window. Since there is no appointment data
unless the appointment is for a patient, the appointment origin for content level also includes
data fields from the patient origin for content level. The table below shows the data source or
sources for each origin for content level and any other origin for content levels included in the
level.
There are some standard data fields that are available regardless of the selected origin for
content. The standard data fields include things such as the document generation date and
practice name and contact information from the Configure Practice Settings window.
When you create a document formatting model, you must select the appropriate origin for
content for the formatting model. For example, if you want to create a document formatting
model for a visit summary document, then the origin for content level must be visit. This enables
you to include detailed information about a procedure ordered or performed during a patient
visit.
The patient origin or visit origin for content level must be used for any document formatting
model that is to be used as the header for another document formatting model. A header with
a visit origin for content level can only be used in formatting models that also have a visit origin
for content level.
When defining formatting models with the visit origin for content level, it is important to
remember the very close relationship between formatting models and the clinical note types.
Formatting models are used to display and print the information entered into patient visit notes
through various clinical note type windows. Information entered into a patient visit note will
display in Review Past Notes, One Page Summary, complete chart prints, or other documents
only if the formatting model used for that display or document contains the data fields that
correspond to the fields, radio buttons, checkboxes and other data entry controls used in the
clinical note type window.
The visit procedure origin for content level must be used for any document formatting model
that is to be used in conjunction with a dynamic procedure note for a clinical order or for
procedure results. Please refer to the Procedure Note for Clinical Orders and Results section for
more information.
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Origin of Content and Assessment Form and Case Module Names
The custom data fields that are created from a form layout for an assessment form use the form
layout name (which is the assessment form name) in the data field name. Therefore, if you
change the name of the form layout for the assessment form, the connection to the document
formatting data fields for that assessment form will be broken. The application will not be able to
populate the data fields when a document is generated from any formatting model using those
data fields. You can either re-edit your existing formatting models and make sure they are
pointed to the correct fields, or create new models pointed to the new name of the form layout.
The same is true for the custom data fields that are created from a form layout for a case
module. The custom data fields for the case module use the form layout name (which is the
case module name) in the data field name. Therefore, if you change the name of the form
layout for the case module, the connection to the document formatting data fields for that
case module will be broken. The application will not be able to populate the data fields when a
document is generated from any formatting model using those data fields. You can either reedit your existing formatting models and make sure they are pointed to the correct fields, or
create new models pointed to the new name of the form layout.

Default Attachment Type
You can define a default attachment type for a formatting model. The attachment type
assigned to the formatting model will default on the Generate Patient Document window when
a user selects the formatting model. The user may change the selection if desired.

Embedded Formatting Models
You may embed a document formatting model within another document formatting model. This
enables you to include data fields in a document formatting model that would otherwise not be
available. For example, if you create a visit summary document formatting model, using the visit
origin for content level, you can embed in that formatting model another formatting model that
uses the visit procedure origin for content level. In this way, your visit summary can include
information from any procedure notes associated with the patient visit note.
When you embed a formatting model, you can define additional content filtering on that
embedded formatting model. This is done in the Embed Model window in the same manner as
selecting the formatting option for a data field inserted into a formatting model. This enables you
to, for example, filter by visit type when embedding a visit origin of content model or filter test
results when embedding a patient results origin of content model.
The formatting model that is selected for generation, and which contains embedded formatting
models, controls the final appearance of the generated document. Header, page number, and
logo options are controlled by the formatting model selected for generation. Header, page
number, and logo options defined for the embedded formatting model are ignored during
document generation.
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Origin for Content

Data Source

This is the origin for
the content of the
base document to
be generated.

These are the
application windows
containing data fields
available for use in
formatting models.

Account Responsible
Party

Account Responsible
Party window

Included Origin for
Content Levels

Origin for Content
Levels for
Embedded Models

The formatting
model in the first
column, the base
formatting model,
also includes fields
available for the
origins for content
listed here.

The formatting
models listed here
can be embedded
in the base
formatting model
listed in the first
column.

None

None

Case

Patient

Patient

Visit

Assessment form used in
the Assessment tab of Full
Note Composer or other
clinical note type

Patient

None

Attachment

Document Linking
window

Patient

None

Message

Message window

Patient

None

Patient

Patient Demographics
window, all tabs

Account

Appointment

Account
Responsible Party

Assessment Form

Account Responsible
Party Filter (automated
accounts receivable
processing)
Appointment

Assessment Form

Appointment window

Account window

Visit

Attachment
Patient History window
Message
Patient Case
Patient Pregnancy
Case
Patient Results
Visit
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Origin for Content

Data Source

This is the origin for
the content of the
base document to
be generated.

These are the
application windows
containing data fields
available for use in
formatting models.

Patient Care Plan

Patient Care Plan
window

Included Origin for
Content Levels

Origin for Content
Levels for
Embedded Models

The formatting
model in the first
column, the base
formatting model,
also includes fields
available for the
origins for content
listed here.

The formatting
models listed here
can be embedded
in the base
formatting model
listed in the first
column.

None

Patient
Visit

Patient Case

Patient Case window

None

Appointment

Patient Medication

Patient’s medication
history

None

None

Patient Pregnancy
Case

Patient Case window

None

Appointment

Attachment

None

Case Management tab
of clinical note type
window
Patient Results

Patient Results window

Provider
Provider

Provider window

None

Appointment

Visit

Full Note Composer or
other clinical note type
window

Appointment

Assessment Form

Case

Attachment

Patient Provider Tracking
window

Patient

Patient Pregnancy
Case

Provider
Visit Procedure

SP or SO tab of Full Note
Composer or other
clinical note type
window
Procedure Note window
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Appointment

None

Patient
Visit
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Using Embedded Formatting Models for Specific Purposes
You can embed formatting models in multiple layers to achieve specific purposes. For example,
you might want a document that includes visit information for visits associated with a patient
case, but that does not include information from visits that were not associated with that patient
case. You can do that by embedding formatting models in the following way.
1. Create or identify a formatting model with the visit origin for content that includes the visit
information that you want.
2. Embed that visit origin for content model in an appointment origin for content model. The
appointment formatting model may include information to identify the appointment and
related visit.
3. Embed that appointment origin for content model in a case origin of content model. The
case formatting model may include information to identify the case.
4. Embed that case origin of content model in a patient origin of content model.
5. Users will generate that patient origin of content formatting model to generate a document
that includes visit information for the visits associated with a case.

Use User Setting Command
A formatting model that uses the Patient origin for content may include the Use User Setting
command. The command identifies a specific user setting definition. The command uses the
identified user setting definition to determine the formatting models to be used for visit
information generated in the patient origin for content formatting model. The formatting models
to be used are identified in the User Settings window’s Clinical Note tab.
The command has the following format:
Use User Setting: <User Setting Definition Name>
You enter the command into a patient origin for content formatting model as if it were a
formatting model you were embedding.

Generate Assessment Forms Command
A formatting model that uses the Visit origin for content may include the Generate Assessment
Forms command. This command is used to generate text about the most recent instance of
each assessment form documented in a visit note. A visit note may include multiple assessment
forms, and each assessment form may be completed multiple times within a single visit. The
Generate Assessment Forms command generates text for all of the assessment forms, but only
for the most recent completion of each assessment form.
The Generate Assessment Forms command uses the default formatting model for the assessment
form to generate the text. If no formatting model is defined for the assessment form or if the
assessment form is one of the three system-defined assessment forms, then this command
generates a single sentence in the following format:
<Assessment form name> was documented by <user who updated the form> on <last
modified date>.
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You enter the command into a visit origin for content formatting model as if it were a formatting
model you were embedding.

Header Models
A header model may be used to include a page header in a document generated from
another, primary formatting model. This enables you to include, for example, the patient’s
name, medical record number, date of birth, visit date, and/or other information, at the top of
every page of a document.
A header model is not a specific kind of formatting model. It is an embedded model, but it is
embedded in a special way so that the contents appear at the top of a page as a header and
repeat on each page.
You can select as a header model any formatting model that has an origin of content of either
Patient or Visit. You will probably want, however, to create one or more specific formatting
models for this purpose since you will want the header to be a reasonable size and to include
specific information. Also note that a header with a Visit origin for content level can only be used
in formatting models that also have a Visit origin for content level.
The application includes several system-defined formatting models designed for use as headers.

System-Defined Formatting Models
The following formatting models are included with the application. You cannot modify these
predefined models. However, you can copy a model, and then modify your copy.
One Page Summary Formatting Models


OPS History for Printing: This formatting model is used as the Patient Overview Summary
template in the “OPS Print Button” complete chart print definition. This format is similar to the
display in OPS when using the OPS Main Form.



OPS Main Form: This is the default OPS formatting model. It is similar to the natural language
display of OPS in previous versions of the application. It includes Active Problems, Health
Reminders, and the three most recent visit notes).



OPS Main Form All Options: This formatting model is similar to the OPS Main Form, except that
it includes all options. CC/HPI is natural language; other items are displayed as lists or tables.



OPS Main Form All Options Terse: This formatting model is similar to the OPS Main Form All
Options, except that it is in terse form rather than natural language.



OPS Main Form with Labs: This formatting model is similar to the OPS Main Form All Options,
except that it includes lab results.



OPS Message Form: This formatting model is embedded in the OPS Main Form All Options
format. It displays all messages for the patient. To restrict the messages displayed, copy this
formatting model by saving it with a new name, then modify your new formatting model to
display only the messages desired. Then copy the OPS Main Form All Options formatting
model, and then modify it to use the messages formatting model you just created.



OPS Print Header: This formatting model is used as the page header when the One Page
Summary is printed. It includes the patient name, medical record number, address, and date
of birth.
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OPS Results: This formatting model is embedded in the OPS Main Form, OPS Main Form All
Options, and OPS Main Form All Options Terse formatting models. It is used to lay out lab test
results.



OPS Visit Form: This formatting model is embedded in the OPS Main Form and OPS Main Form
All Options formatting models. It is used to lay out a visit note.



OPS Visit Form Terse: This formatting model is embedded in the OPS Main Form All Options
Terse formatting model. It is used to lay out a visit note in terse format.



OPS Visit Vitals Only: This formatting model displays a visit header and just the vitals taken in
that visit note.

Review Past Notes Formatting Models


Access Denied: This formatting model is used when a visit that is restricted from the current
user is displayed in RPN.



RPN Print Attachment: This formatting model is used to print attachments in Review Past
Notes.



RPN Visit Form: This is the default RPN formatting model. It is similar to the natural language
display of RPN in previous versions of the application.



RPN Visit Form (Long Header): This formatting model is similar to the RPN Visit Form, except
that the header includes provider and practice identifying information as well as patient
identifying information.



RPN Visit Form for Printing: This formatting template is used as the visit template in the “RPN
Print Button” complete chart print definition.

Complete Chart Formatting Models
Note: Complete chart print definitions use document formatting models, but they are not
document formatting models and cannot be generated in the same manner as document
formatting models.


Complete Chart Attachment: This formatting model enables the user to select the
attachment type or types that they want to include in the generation of complete chart. All
of the patient’s attachments of that type or types will be included in the generated
complete chart.



Complete Chart Header: This formatting model includes the patient identifying information
that is used in the header of a generated complete chart.



Complete Chart Header – Filtered Results: This formatting model is used when there are
restricted visits in the chart.



Complete Chart History: This formatting model includes the patient’s history in the complete
chart. All history items are included.



Complete Chart Print Visit with Addenda: This formatting model includes all of the patient’s
visit notes, with addenda, in the complete chart. This formatting model is appropriate for
legal and audit purposes.



Complete Chart Results: This formatting model includes the patient’s lab test and other
procedure results in the complete chart. All results items are included.
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Complete Chart Visit: This formatting model includes all of the patient’s visit notes in the
complete chart. All visit notes means that prescription refill visits, order visits, struck out visits,
etc. are included. Restricted visits are included only when the user generating the document
has access to the visit notes.



Patient Chart – Access Denied: This formatting model is used when there are patient charts
which are restricted in the selection of patients for completed chart generation.

Patient Visit Note Formatting Models


DSM IV Dx Visit Text Tab: Similar to the RPN Visit Form, but also includes GAF score, diagnosis
code DSM axis identifier, and DSM history category information. Used in the DSM Full Note
Composer window, and appropriate for any custom clinical note type using the DSM Dx tab.



FNC Visit Text Tab: This formatting model displays the information charted in a patient visit
note in the Text tab or slider within Full Note Composer or other clinical note type window.

Procedure Note Formatting Models


Service Order Header: This formatting model is used for message actions associated with a
dynamic procedure note. It includes the procedure code, procedure name, all information
in the defined procedure note, and the appointment status. Information from the procedure
note is included as one long line of text.

Informed Consent for Psychotropic Medication


PM Form 3.15.1 Med: Used to create a line item on the PM Form 3.15.1 Visit formatting model
for each prescribed medication.



PM Form 3.15.1 Visit: Used for medication consent. Based on the Informed Consent for
Psychotropic Medication Treatment for the state of Arizona.

Checkout Plan Model


Checkout Plan: This formatting model is used to generate and print the patient plan upon
visit checkout.



Checkout Plan with Labs: Similar to the Checkout Plan, but also includes lab information.

Patient Portal Email Formatting Models


Patient Welcome Email: This formatting model is used to generate the email that is sent to
the patient when a new patient record is created.



Portal Change Password Email: This formatting model is used to generate the email that is
sent to the patient when the patient’s portal password has been reset.



Portal Message Notification Email: This formatting model is used to generate the email that is
sent to the patient when the patient has a Patient Portal account and a change has been
made in the patient record or chart.



Portal New Message Initiated from App: This formatting model is used to generate the email
that is sent to the patient when a message is initiated by a user through the application.



Portal Welcome Email: This formatting model is used to generate the email that is sent to the
patient when a Patient Portal account is created for the patient.
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Collection Letter Formatting Models


First Notice All: This formatting model generates a collection letter appropriate for a first
notice, regardless of the amount owed.



First Notice High: This formatting model generates a collection letter appropriate for a first
notice when the amount owed is large enough that you want to offer a payment plan
option.



Second Notice All: This formatting model generates a collection letter appropriate for a
second notice, regardless of the amount owed.



Third Notice All: This formatting model generates a collection letter appropriate for a third
notice, regardless of the amount owed.



Final Notice All: This formatting model generates a collection letter appropriate for a final
notice, after which the account will turned over to a collection agency.



Payment Plan: This formatting model generates a letter appropriate for accounts that have
been put on a payment plan.

Defining Formatting Models for Document Generation
The Formatting Model window enables you to create, edit, and format the formatting models
used for the document generation functionality that operates entirely within the application. This
window is similar in appearance and function to text editing or word processing applications.
Standard text editing and formatting functions are available from the window’s menus and
buttons.

Formatting Model Window Menus


Edit Menu: Contains standard text editing functions, such as undo, redo, copy, cut, paste,
etc.



View Menu: Contains options for page layout view, draft view, header, and zoom.



Insert Menu: Contains options for inserting images (such as a logo), page and section breaks,
checkboxes, data fields, and formatting models.



Format Menu: Contains standard text formatting functions, such as character formatting,
paragraphing formatting, tab settings, header (which includes page setup options), bullets
and numbering, etc.



Table Menu: Contains standard table formatting functions, such as insert and delete columns
and rows, split table, include or exclude grid lines, and table properties.

Formatting Model Window Buttons


Insert Field Button: Inserts a document generation data field.



Modify Field Button: Enables modifying the selections for the highlighted data field.



Embed Model: Inserts another formatting model into the current formatting model.



Modify Embedded Model: Enables modifying the selections for the highlighted formatting
model.
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Migrate Doc Gen: Enable migrating a document generation model from a previous version
of the application into the new formatting model.



Delete: Deletes the selected data field from the formatting model.



Text View/Page View: Toggles between the text view and page layout view of the
formatting template.

Creating a Formatting Model
1. List Editor (

) → Document Definitions → Formatting Model

2. Select the New button.
3. Enter a Name for the formatting model.
4. Enter any Notes about the formatting model if desired.
5. Select the Origin for Content for the formatting model. This determines what fields are
available to be included in the formatting model and where data is pulled from when a
document is generated from the model.
The origin for content cannot be changed once you have saved the formatting model.
6. If you want the formatting model to trigger a patient disclosure record when used to
generate a document, select the ‘Audit Documents Generated By This Model’ checkbox.
7. If you want to inactivate the formatting model, select the Inactive checkbox.
8. If you want the formatting model to be designated as a clinical summary for MIPS and other
clinical quality program purposes, select the ‘Qualifies As Clinical Summary’ checkbox.
Please see the Clinical Summary Documents section above for information about and
requirements for clinical summary documents.
Note that this checkbox must be selected at the time the document is generated in order for
the document to be counted toward a MIPS or other quality program measure. If you select
this checkbox for an existing formatting model, then documents generated after you make
the selection will be counted. But any documents generated while the checkbox was not
selected will not be counted.
9. In the Attachment Type field, select the desired attachment type. Documents generated
from the formatting model will default to this attachment type.
10. If the origin for content is Assessment Form, then:
a. Select an Assessment Form Name. This associates the formatting model to the selected
assessment form and its data fields. Please note that you will not be able to change this
after adding any assessment form data fields to the formatting model.
b. Select the Is Default Model For This Assessment checkbox if you want this formatting
model to be the default for the selected assessment form. If there is only one formatting
model for the assessment form, the application will mark it as the default when you save
the formatting model.
11. If the origin for content is Patient Case, then:
a. Select a Case Form Name. This associates the formatting model to the selected case
module form and its data fields. Please note that you will not be able to change this after
adding any case form data fields to the formatting model.
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b. Select the Is Default Model For This Case checkbox if you want this formatting model to
be the default for the selected case module form. If there is only one formatting model
for the case module form, the application will mark it as the default when you save the
formatting model.
12. Select a Header Model if you want a page header to appear on each page of a document
generated from this formatting model.


The header model will be included when the formatting model is used from the
Document Generation feature.



The header model will not be included when the formatting model is used for online
visualization in the Visit Text tab, One Page Summary, or Review Past Notes.

13. When you select a header model, you may select to suppress the application logo by
selecting the Suppress Aprima Logo checkbox.


The Aprima logo may be included or suppressed in a formatting model selected for
document generation, such as for referral letter, consultation reports, and visit summaries.



The logo cannot be suppressed on a formatting model used in a complete chart print
definition.



The logo is not included when a formatting model is used for Visit Text, One Page
Summary, or Review Past Notes.

14. Define the page numbers to appear on each page of a document generated from this
formatting model. These setting are used only for the formatting model selected for
document generation; they are ignored for embedded formatting models and for
formatting models used for Visit Text, One Page Summary, or Review Past Notes.
a. Select the Page Number Location.
b. Select the Page Number Style.
15. Enter the desired Top and Bottom Margins for the formatting model. Margins are defined in
inches and fractions of an inch.
16. In the text editing pane, enter the static text that will comprise the body of the document.
17. Use the standard word processing functions on the Edit, Insert, Format, and Table menus to
format the static text.
18. Position the cursor at the point in the static text in which you want to insert a data field, and
then select the Insert Field button.
19. In the Insert a Field window:
a. In the Available Fields field, enter part of the name of the field you want. For example, to
search for the patient name field, enter ‘name’.
b. Search for and select the desired field.
c. If available, select the radio button for the desired layout of the selected data field.


When the layout is for a list or a table, the formatting model must include blank lines
following the data field so that the data can be inserted when a document is
generated from the model.



If available, select the Use Checked Box Style checkbox. Additional fields will appear.
In the item selection field, select the first option. This selection field and its options are
determined by the data field which you are inserting into the document.
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For example, if the field you are inserting into the document is Gender, then this item
selection field will be Patient Gender, and its options will be Female, Male, Unknown,
and any other options you have defined for Gender. If the field you are inserting is
Ethnicity, then this item selection field will be Patient Ethnicity, and its options will be
the ethnicities defined in your database.
Select the radio button for how you want the data to appear in a generated
document.


Show Check When Matched will display a selected checkbox in a generated
document when the patient’s gender matches the option selected in the
selection field.



Show Check When Not Matched will display a selected checkbox in a generated
document when the patient’s gender does not match the option selected in the
selection field.

d. If desired, enter Leading Text that you want to appear in the generated document in
front of the data inserted into the data field. This text will not appear in the generated
document when no data pulled into the generated document.
e. If desired, select the ‘Start Text on a New Line’ checkbox to force the data on to a new
line in the generated document.
f.

If desired, enter Default Text that you want to appear in the generated document when
there is no data to be inserted into the data field.

g. If desired, enter Following Text that you want to appear in the generated document
following the data inserted into the data field. This text will not appear in the generated
document when no data pulled into the generated document.
h. If desired, select the Change Font button for any item to select the desired font and font
characteristics for the preceding or following text.
i.

Select the OK button to return to the Formatting Model window and insert the selected
field.

20. Repeat these steps until you have entered all needed data fields into the model.
21. To modify a data field, select the field to access the Modify Field window. Edit the field as
described above.
22. To delete a data field:
a. Select the data field you wish to delete. This accesses the Modify Field window.
b. In the Modify Field window, select the Cancel button to return to the Formatting Model
window.
c. With the data field still highlighted, select the Delete button in the toolbar.
23. To insert a signature field:
a. In the text editing pane, position the cursor in the desired location
b. Select the Insert Signature button.
c. Enter a Title for Signature Box. This will appear in the signature box when the document is
generated. It should identify who needs to sign, such as the patient, parent, or
responsible party.
d. Select the Signature Sizing. This is the percentage at which the signature image will
appear in the generated document.
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e. Select the OK button to return to the Formatting Model window.
24. To insert an automatically populated date signed field.
a. In the text editing pane, position the cursor in the desired location.
b. Select the Auto Date Signed button.
25. To insert a date signed field that can be entered by the signer.
a. In the text editing pane, position the cursor in the desired location.
b. Select the Enter Date Signed button.
26. To view the formatting model as the generated document will appear on a printed page,
select the Text View button.
You can continue editing in the page view, or you can select the Page View button to return
to the text view.

Inserting a Graphic into a Formatting Model
You can insert a graphic, such as logo, into a formatting model. The graphic will then appear in
all documents generated from the formatting model.
Note: Do not use TIF files for images in formatting models.
1. List Editor (

) → Document Definitions → Formatting Model

2. Search for and select the desired formatting model.
3. In the Formatting Model window, select the Insert menu button.
4. Select the Image option from the Insert menu.
5. Search for and select the logo graphic file.
The logo now appears in the Formatting Model window.
6. Add fields and edit the text using the instructions in the Create a Formatting Model section.

Embed a Formatting Model or Command in Another Formatting Model
Use this process to embed a formatting model into another formatting model. You can also use
this process to enter a command, such as the Use User Setting or Generate Assessment Forms
commands.
1. List Editor (

) → Document Definitions → Formatting Model

2. Select the New button.
3. Enter a Name for the formatting model.
4. Select the Origin for Content for the formatting model.
The selected origin for content needs to be a broader origin than the origin of the formatting
model that will be embedded. Formatting models may be embedded in multiple layers. The
highest level must have an origin of content that is broad enough to complete and
generate the model. For example, if you select ‘Patient’ at this level, you can embed a
model that uses the more granular ‘Visit’ origin.
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5. In the text editing pane, enter the static text that will comprise the body of the document.
6. Position the cursor at the point in the static text in which you want to embed another model,
and then select the Embed Model button.
7. In the Embed a Model window:
a. Select the desired formatting model, command, or user setting definition to determine
the formatting model to use for each specific clinical note type. Only formatting models
and commands available to the origin of content selected in step 4 will be displayed.
b. Complete the fields that determine how the embedded formatting model will be used.
The fields available depend on the characteristics of the selected model.
c. Select the OK button to return to the Formatting Model window and insert the selected
field.
8. Continue editing the formatting model as needed using the steps in the Creating a
Formatting Model section.

Include Attachments in a Formatting Model
To include attachments to a visit note in a document generated from a formatting model, you
must embed an attachment formatting model into a visit formatting model.
1. Either create a new formatting model or search for and select the desired formatting model.
2. Verify that the formatting model has an Origin For Content of ‘Visit’.
3. In the text editing pane, enter the static text that will comprise the body of the document.
4. Position the cursor at the point in the static text in which you want to embed the
attachments formatting model, and then select the Embed Model button.
5. In the Embed a Model window:
a. Select the desired formatting model, such as Complete Chart Attachment or RPN Print
Attachment.
b. In the Attachment Types field, select the attachment types that you want to include.
Only attachments with the selected attachment types will be included when a
document is generated from the formatting model.
c. Select the OK button to return to the Formatting Model window and insert the selected
field.
6. Continue editing the formatting model as needed using the steps in the Creating a
Formatting Model section.

Modifying a System-Defined Formatting Model
You cannot modify a system-defined formatting model. You can, however, copy the model with
a new name and modify the copy.
1. List Editor (

) → Document Definitions → Formatting Model

2. Search for and select the desired formatting model.
3. From the File menu, select the Save As option.
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4. Enter a New Name for the copy of the formatting model.
5. Select the formatting model you just created, and then select the Modify button.
6. Modify the model as desired using the instructions in the Create a Formatting Model section.

Display Hyperlinks in an OPS Formatting Model
A formatting model that is used as the One Page Summary (OPS) display may include hyperlinks
that enable users to navigate to specific contents within that document. Hyperlinks can only be
included in formatting models used to display the OPS.
When you make a new formatting model to be used for OPS, then you may configure hyperlinks
to the sections or embedded formatting models that you have included in it.
When you copy and modify the system-defined OPS Main formatting model, the hyperlinks in
your copy still point to the formatting models that were originally embedded in the systemdefined formatting model. So, if your copy includes embedded formatting models that you
created or copied from the system-defined embedded models, then you must reconfigure the
hyperlinks in your copied OPS formatting model.
Use the following process to configure an OPS formatting model to show hyperlinks.
1. List Editor (

) → Document Definitions → Formatting Model

2. Either


Create a new formatting or



Copy an existing formatting model, and then modify your copy.

3. Create or modify the formatting model as desired. Once you have made all the edits,
continue with the next step to configure the hyperlinks.
4. Select the Format menu, and then the Define Hyperlinks option.
5. The Define Hyperlinks window displays all the items, including embedded formatting models,
which may be hyperlinked. Select the checkbox for each item you want to hyperlink.
6. Select the OK button to save your selections and return to the Formatting Model window.
7. Select the OK button in the Formatting Model window to save the formatting model and
configure the hyperlinks in it.

Importing and Exporting Document Formatting Model Files
To import or export a file, use the options on the File menu on the List Editor window. Imported
and exported files are XML format (.xml).
1. List Editor (

) → Document Definitions → Formatting Model

2. Highlight the desired formatting model.
3. Select the File menu, then:


Select the Import option to import a formatting model.



Select the Export option to export a formatting model.
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Defining Data Mapping for Fields
Data mapping for fields enables you to define additional codes or variations for the options for a
given data field. This enables you to create formatting models that replicate specific options on
forms that you must complete for a third-party. For example, an insurance company may
provide a form that uses numeric values to identify various languages.
To use the data mapping option in a formatting model, you must first establish your data
mapping.
1. List Editor icon (

) → Integration → Mapping

2. Select the New button.
3. Enter an ID, if desired.
4. Enter a Name for the mapping. You may want to indicate the data that is mapped or the
purpose of the mapping in the name.
5. Enter Notes on the mapping if desired. You may want to more completely identify the data
that is mapped and how and where the mapping is used.
6. In the Map From Source field, select the data item from the database for which you want to
create mappings for the data options.
7. The Map To Source field is not needed when the mapping will be used for document
generation.
8. In the Map Direction area, select the None radio button.
9. In the Map Item From column, select the desired option for the data field. For example, if you
are mapping the Language field, the options may be English, Spanish, etc.
10. The Map Item To column is not used when the mapping will be used for document
generation.
11. In the Substitution column, enter the text that you want to use instead of the actual data
option. This will be the numeric or alphabetic code or other text string that you want to
appear in the generated document.
12. Repeat steps 9 through 11 to enter each option and its substitution text.
13. If desired, use the up and down arrow icons to change the order of the claims mapping
rules.
14. If desired, use the Delete (

) icon to remove a claims mapping rule.

Using Data Mapping for Fields
Once you have defined data mapping for a field, you can use that data mapping in a
document generation formatting model.
1. List Editor (

) → Document Definitions → Formatting Model

2. Select the New button.
3. Enter a Name for the formatting model.
4. Complete the overall document settings in the usual manner.
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5. In the text editing pane, enter the static text that will comprise the body of the document.
6. Position the cursor at the point in the static text in which you want to insert a data field, and
then select the Insert Field button.
7. In the Insert a Field window:
a. In the Available Fields field, enter part of the name of the field you want. For example, to
search for language, type ‘lang’.
b. Search for and select the desired field.
c. Select the Use Mapping For Display checkbox. The Mapping field will appear.
d. In the Mapping field, select the data mapping definition to be used.
e. If desired, select Leading, Default, and/or Following Text in the usual manner.
f.

Select the OK button to return to the Formatting Model window and insert the selected
field.

8. Complete your formatting model by adding other needed fields in the usual manner.

Configure the Batch Processing Job and Job Schedule for Patient Documents
You can use the Batch Processing job to automatically generate patient documents, such as
CCDA documents. This enables you to generate the documents during off hours or to regularly
generate documents for a group of patients.
You can create multiple job schedules for the Batch Processing job. Each job schedule has its
own batch definition and creates a separate batch of patient documents.

Configure the Batch Processing Job
You must configure the Batch Processing job to identify the users or user groups to be notified
when errors occur in the processing.
1. List Editor icon (

) → Integration → Jobs

2. Select the Batch Statement Processing job, and then select the Modify button.
3. In the Job window, select the Users or User Groups to be notified when an error occurs in the
batch processing job.
4. Select the OK button.

Schedule the Batch Processing Job
Create a job schedule for each patient document batch that you want automatically
generated on a regular basis.
You may want to expand the window so that you can more easily see the batch filtering criteria.
1. List Editor icon (

) → System → Job Schedule

2. Select the New button to access the Job Schedule window.
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3. Enter a Name for the scheduled job. This will be the name of the batch that is generated.
Note: The batch name may include letters, numbers, and the following special characters:
&@#$%.+-[](). The batch details will not open if the name includes any other special
character.
4. Enter an ID and Notes, if desired.
5. In the Job field, select the Batch Processing job.
6. In the Repeat Parameters section, specify when the job is to run.
a. In the Perform This Job field, select the frequency (monthly, weekly, etc.)
b. Select the Start Date and time.
c. Enter the other parameters needed to schedule the job. These parameters are
dependent upon the frequency selected.
7. In the Batch Process Type field, select Patient Document.
8. Enter the filtering criteria for the batch. This identifies the patients for whom a document will
be generated.
9. Select the desired Formatting Model. This identifies the patient formatting model, complete
chart print definition, or CCDA document definition to be generated.
10. Select the File Name Format. This format defines how individual patient document files will be
named.
11. Select the OK button to save the job schedule.

Document Generation Using Microsoft Word
Microsoft Word™ -based document generation functionality is being phased out. Data items
associated with new functionality in the application are not available for use with these
document generation models. In addition, the application only supports Word 2003 and 2007. It
does not support newer versions of Word.
It is strongly recommended that you use the document formatting models that are internal to
the application instead of Word-based document generation models. Because this functionality
is being phased out, instructions are no longer included in this guide. If you need assistance with
a Word formatting model that you are currently using, please contact Support.

Migrating a Document Generation Model to a Document Formatting Model
Document generation models in the old Word format should be converted to the new
formatting model functionality. Please note that not all Microsoft Word formatting features can
be correctly migrated.


Text boxes used in Word documents should be converted to simple text in Word before
migrating the Word document to a new formatting model.



Images that are migrated as part of an old document generation model will probably not
be positioned correctly in the new formatting model. You can correct this by moving the text
in the new formatting model away from the image, and then positioning the image as
desired.
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Headers used in Word documents should be converted to text and fields within the main
body of the document before migrating the Word document to a new formatting model.
Then the part of the document that is the header should be copied into a header formatting
model, and removed from the body of the primary document formatting model.

Use the following this process to migrate a document generation model to the document
formatting model standard.
1. List Editor (

) → Document Definitions → Formatting Model

2. Select the New button.
3. Select the Migrate Doc Gen button.
4. In the Select Letter Model to Translate field, search for and select the document generation
model that you want to migrate to the new format.
Migration begins as soon as you select a document model. A message appears on the
window once the processing is complete. The message will tell you how many fields were
converted.
5. Select the OK button to close the migration window and return to the Formatting Model
window.
6. Verify that the Name selected for the migrated formatting model is correct, and if not, enter
the desired name.
7. Select the appropriate Origin for Content.
8. Review the migrated document to determine if all fields were converted.


Successfully converted fields are displayed in double square brackets. (For example,
[[PatientStandardData.PatientNames]].)



Unconverted fields are displayed in double angled brackets. (For example,
<<PatientLastName>>.)

9. Replace any unconverted fields.
a. Place the cursor to the left of the field to be replaced.
b. Select the Insert Field button.
c. Search for and select the new field that corresponds to the old field.
d. Select any surrounding text and layout options.
e. Select the OK button to add the field to the formatting model.
f.

Delete the old field.

g. Repeat until all fields are replaced.

Drug Sample Orders
Providers may order drug samples from Mitochon Systems through the application. The drug
samples that are offered to each provider are determined by the samples available from the
drug manufacturers and are based upon the patient population seen by that provider.
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Samples may be order through a message sent to the provider or from within the Rx tab of Full
Note Composer or other clinical note type.
The drug sample ordering functionality is enabled by default. You may modify the configuration
if desired, to opt out a provider from the banner image in the Rx tab of visit notes.
1. List Editor icon (

) → Interface Engine → Integration Partner

2. Search for and select the Mitochon entry, and then select the Modify button.
3. To opt out a provider from all services, select the provider or providers in the Provider Opt
Out field.
4. To opt out a provider from the banner in the Rx tab, select the provider or providers in the
Banner Opt Out field.
5. Select the OK button to save and close the window.

Electronic Prescribing
Electronic prescribing and related services are provided via the Surescripts pharmacy
clearinghouse. To use electronic prescribing, you must perform the following tasks. These tasks
are explained in this section unless otherwise noted.
1. Contact Support to enroll with Surescripts. Please contact Support at Support@Aprima.com
or 866-960-6890, Option 1.
2. Aprima Support must establish your clinic record and mailbox with Surescripts and receive
your mailbox password. This task must be complete before continuing with the remaining
tasks.
3. Activate the integration partner records for Surescripts.
4. Configure the pharmacy clearinghouse record for Surescripts. You must configure the
pharmacy clearinghouse before activating the jobs in the next task.
5. Activate the needed electronic prescribing jobs and their job schedules.
6. Each provider must perform provider identify validation. This must be done before you can
create the provider directory entry for the provider.
7. Create provider directory records for providers using any Surescripts service.
8. Define the recipients for prescribing error messages and prescription refill requests. This is
done in the Configure Practice Settings window. Please see the Practice Settings section of
this guide for instructions.
9. Set up electronic prescribing of controlled substances, if using. Please see the Electronic
Prescribing of Controlled Substances section of this guide for instructions.
10. Set up Direct messaging, if using. Please see the Direct Messaging Setup guide for
instructions.
Once you have electronic prescribing setup for your practice, then perform the following tasks
to setup a new provider.
1. The provider must perform provider identify validation. This must be done before you can
create the provider directory entry for the provider.
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2. Create provider directory records for providers using any Surescripts service.
3. Set up electronic prescribing of controlled substances, if using. Please see the Electronic
Prescribing of Controlled Substances section of this guide for instructions.
4. Set up Direct messaging for the provider, if using. Please see the Direct Messaging Setup
guide for instructions.

Integration Partner Records for Surescripts®
There are two integration partner records for Surescripts. The Surescripts eRx and Directory
Services integration partner is used for all Surescripts services. You must activate this integration
partner record to use any Surescripts service.
The Surescripts Direct Message integration partner is also needed to use Direct messaging from
Surescripts. Please see the Direct Messaging Setup guide for more information about this
integration partner record and instructions for activating it.

Activate the Surescripts eRx and Directory Services
Use this process to enable and configure the integration partner record for the Surescripts
electronic pharmacy clearinghouse.
1. List Editor (

) → Interface Engine → Integration Partner

2. Select the Include Inactive Items checkbox.
3. Search for and select the Surescripts eRx and Directory Services entry, and then select the
Modify button.
4. Deselect the Inactive checkbox to activate the integration partner record.
5. Select the OK button to save the change.
6. At the “Do you want to migrate all Production Prescribers to 10.6” prompt, either:


Select the Yes button to move to the 10.6 protocol. This cannot be undone.



Select the No button to cancel the move.

Pharmacy Clearinghouse
If you are using electronic transmission of prescriptions, the application will be configured with
the Surescripts clearinghouse. You should not change the clearinghouse transmission settings
unless directed to by Support. You do, however, need to set up your providers for electronic
prescribing and identify the area codes of the pharmacies to which you will be sending
prescriptions.
The Surescripts pharmacy clearinghouse provides licensed third-party services. Licensing for
Surescripts is handled within the application. It will not be possible to activate the pharmacy
clearinghouse record if the application does not include a Surescripts license, and it will not be
possible to submit electronic prescriptions, prescription benefits requests, or medication history
requests. Please contact Support if you have licensing questions or problems.
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Controlled Substances
DEA regulations require that a provider be set up for electronic prescribing of controlled
substance (EPCS) in order to send these prescriptions. If a provider is not set up for EPCS, the DEA
regulations prohibit prescriptions for controlled substances from being sent electronically. The
Drug Enforcement Agency (DEA) requires that a prescription for a controlled substance be
printed and that the provider physically sign it (wet signature, not electronic). To comply with
these DEA regulations, the application prevents any prescription for a Schedule I through
Schedule V medication from being sent electronically if the provider is not set up for EPCS.
Prescriptions for these medications will always be printed.
You can define a specific prescription format to be used when printing prescriptions for
controlled substances. The controlled substance prescription format may be defined for the
practice in the Configure Practice Settings window, and for individual providers on the Provider
window.
Medications defined as controlled substances by the Drug Enforcement Agency (DEA) are
identified as a controlled substance in the drug database supplied by First DataBank. First
DataBank does not identify as controlled substances other medications that are defined as
controlled substances by a particular state. You may create state-defined scheduled drugs, and
you may create entries for schedule drugs that have a different schedule level defined by the
state. Please refer to the Medication State Scheduled Drugs section for more information.

Master and List Pharmacy Records
The Surescripts pharmacy clearinghouse provides master pharmacy records for the pharmacies
in their network. The master pharmacy record identifies the pharmacy by name, address, and
phone number, and contains the information needed to enable electronic transmission of
prescriptions and refill requests.
You can import Surescripts master pharmacies into your practice pharmacy list by area code.
The pharmacy records imported into your pharmacy list are not the master records; they are
your pharmacy list records. The pharmacy list record also contains the pharmacy name,
address, and phone number. However, instead of containing the information needed for
electronic transmission, the list pharmacy record is associated with the master pharmacy record
that contains that information.
You cannot change the information in a master pharmacy record. You can change the
information in the list pharmacy record that corresponds to the master pharmacy record. So,
you can change the pharmacy name or address or both to make it more recognizable to users.
You can also change the phone number if needed to identify the phone number for calling
prescriptions.
The master pharmacy import process runs each night, and updates any existing list pharmacy
record linked to a Surescripts master record. This update will not affect any name, address, or
phone number changes you have made to list pharmacy record. The master pharmacy import
will create new list pharmacy entries for pharmacies in the area codes you have identified, and
will disable pharmacy records that are no longer valid in the Surescripts network. If you have
manually entered a pharmacy record for a pharmacy not in the Surescripts network, and that
pharmacy later joins the Surescripts network, the import process will create a duplicate entry for
the pharmacy since your user-created record was not associated with a master pharmacy.
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Fax-Only Pharmacies
A fax-only pharmacy is a pharmacy that cannot receive electronic prescriptions from the
pharmacy clearinghouse. Instead, it receives electronically submitted prescriptions by fax from
the clearinghouse. Fax-only pharmacies are inactivated by default so that prescriptions cannot
be submitted electronically and must be printed. You may activate the fax-only pharmacies if
desired.

Configure the Pharmacy Clearinghouse
You must have received the clinic ID, mailbox name, and password before you perform this
procedure. The mailbox name and password are frequently numbers.
You must configure the Surescripts pharmacy clearinghouse record with the mailbox and
password information assigned to the practice. You must also associate with the pharmacy
clearinghouse all of the providers who will use Surescripts for electronic prescribing, refills,
medication history, and prescription benefits information. Finally, you will identify by area code
of the pharmacies to be imported into the practice’s database.
Surescripts is a licensed third-party service. If you are not licensed, you will not be able to
activate the Surescripts pharmacy clearinghouse record.
1. List Editor icon (

) → Demographics → Pharmacy Clearinghouse

2. Select the Include Inactive Items checkbox, and then select the Search button.
3. Select the Surescripts pharmacy clearinghouse entry, and then select the Modify button.
4. Enter ID and Notes, if desired.
5. In the Clinic Name field, enter your practice name as it is known to Surescripts. The name is
limited to 35 characters including spaces.
6. In the Clinic ID field, enter the clinic ID provided by Aprima.
7. Deselect the Inactive checkbox at the bottom of the window. This activates the pharmacy
clearinghouse record, which is necessary for both test and production modes.
8. Select the Interface Detail tab.
9. Deselect the Connect in Test Mode checkbox.
10. Verify the following entries in the Production Mode Settings. If the information displayed is not
the same as shown below, then make any needed corrections.
a. In the Gateway URL field, enter: https://Services.Aprima.com/eRxService/eRxService.svc
b. In the Gateway Login ID field, enter ‘stageSS1’.
c. In the Password field, enter ‘1p0k3m8’.
d. In the Mailbox URL field, enter: https://Services.Aprima.com/eRxService/eRxService.svc
Please note that the Gateway URL and Mailbox URL are exactly the same. You can test
the URL you entered using the Verify the Gateway and Mailbox URLs procedure below.
e. In the Mailbox Name, enter the mailbox number provided to you.
f.

In the Password field, enter the password for the mailbox provided to you.
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11. Accept the Test Mode Settings unless told otherwise by Support.
12. Select the Manage Pharmacies tab.
13. Define the pharmacies to be imported and maintained. You may enter information in or
more of these fields.


Enter one or more Area Codes, separating each area code with a comma. Pharmacies
with these area codes will be imported.



Enter one or more ZIP Codes, separating each area code with a comma. Pharmacies
with these ZIP codes will be imported.



Enter one or more Pharmacy IDs, separating each ID with a comma. This is useful if you
need to import a specific pharmacy that is located outside your area. You must request
the pharmacy’s NCPDPID from the pharmacy.

14. Select the Import Mail Order Pharmacies to import the master pharmacy records for mail
order pharmacies. Unselect this checkbox only if you never submit any prescriptions to any
mail order pharmacy.
15. Define whether fax-only pharmacies are active or inactive.


Select the ‘Disable Fax-Only Pharmacies’ checkbox to disable electronic prescribing for
all pharmacies in the master pharmacy list that are identified as fax-only. Disabling faxonly pharmacies causes all prescriptions created for these pharmacies to be printed
rather than sent to the pharmacy clearinghouse.



Deselect the ‘Disable Fax-Only Pharmacies’ checkbox to enable electronic prescribing
for all pharmacies in the master pharmacy list that are identified as fax-only.

Note: Do not select the Execute Pharmacy Import button. The import will take place the first time
the job runs.
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Verify the Gateway and Mailbox URLs
You can use this process to verify that the gateway and mailbox URL you entered for Surescripts
is correct.
1. Copy the URL entered in the Mailbox URL field in the Pharmacy Clearinghouse window.
2. Open a browser window.
3. Paste the URL into the browser’s URL or address field, and then press the Enter key.
4. Either:


The URL is correct if the browser displays a Service page with a full screen of text.



The URL is incorrect if the browser displays a Server Error page with a description of HTTP
404.

Correct URL

Incorrect URL

Electronic Prescribing Jobs and Job Schedules
A number of jobs are used for electronic prescribing, medication history, and prescription
benefits. You must verify that each of the needed jobs have an active job schedule and is
appropriately scheduled.
Electronic prescription jobs:


AprimaVault Downloader



AprimaVault Outbound Queuing



AprimaVault Sender



eRxService: Create e-Med Hx Messages from Calendar, if using medication history
functionality



eRxService: Create Rx Benefits Messages from Calendar, if using prescription benefits
functionality



eRxService: Download Pharmacy Directory



eRxService: Download Prescriber/Organization Directory
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eRxService: Job Monitor



eRxService: Process Pharmacy Messages



eRxService: Process PRVBRD Update Messages

When an eRxService job encounters an error, it logs the error and continues to run. This is
because most errors are the result of temporary interruptions in internet connectivity, and the job
will complete successfully once connectivity is restored.
As the job continues to run, it will retry its actions four times for a given prescription or clinical
message. After four attempts to process a prescription, the application will generate a
prescription error message. The appropriate user can access the message from the Message
Center window or Desktop, and then attempt to resend the prescription. After four attempts to
process a clinical message, that message is available through the Interface Data Detail window.

Schedule the Electronic Prescribing Jobs
1. List Editor icon (

) → System → Job Schedule

2. Select the Include Inactive Items checkbox, and then select the Search button to display all
active and inactive jobs.
3. Select the desired job schedule, and then select the Modify button.
4. Deselect the Inactive checkbox.
5. Accept the default Repeat Parameters selections which specify when the job is to run.
6. Enter an ID and Notes, if desired.
7. Select the OK button.

Provider Identity Validation
The Surescripts pharmacy clearinghouse requires that providers undergo identity validation in
order to use any Surescripts services, including electronic prescribing, electronic prior
authorization, immunization registry reporting, etc. Identity validation is also required for Direct
messaging. Identity validation (sometimes called identity proofing) is a process by which a thirdparty organization verifies that a person is who they claim to be. Various forms of identity
proofing are commonly used for such things as applying for or renewing a driver’s license,
applying for loan or credit card, and being hired by a new employer.
Providers who are already using Surescripts services do not need to complete the identity
validation process in order to continue using their current services. However, the provider will
need to complete the identity validation process in order to make any changes in the provider’s
Surescripts provider directory entry. This includes changes to name, address, and phone
numbers, and it includes adding any new Surescripts services. The provider only needs to
perform the identity validation one time, unless the provider’s name or NPI changes.
The identity validation process is performed within the application. The process must be initiated
by a user who has administrative security rights for the List Editor and Provider windows. In most
practices, an administrative super user will initiate the process for a provider who does not have
these security rights. This sends a message to the provider. The provider can then complete the
validation from the Message window, without the need for additional security access. In some
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practices, the provider will have the necessary administrative security rights for the List Editor and
Provider windows. A provider with these security rights may initiate and complete the validation
process from the Provider window.
Provider identity validation itself is a two-part process. The first part of the process verifies that the
provider is a licensed physician or other healthcare provider, and the second part of the process
verifies the provider’s identity.
To verify licensing, the application sends the provider’s first and last name and NPI number to a
third-party service to verify that the NPI is valid, current, and in good standing, and is associated
with the identified provider. Because the verification is based on the information sent from the
database, it is recommended that you confirm the provider’s information before you start the
identity validation process. Make sure that the first and last name entered for the provider are
the same as the name the provider’s NPI is issued under. Short forms of a name or nick names will
not match (for example, William, Will, and Bill are considered different names, and will not
match). Initials will not match full names. You can verify a provider’s NPI number and the name
associated with it at NPInumberlookup.org.
Once the provider’s licensing is confirmed, then the process verifies the provider’s identity. The
application asks the provider to enter their home address, Social Security number, and date of
birth. The provider may also enter driver’s license information. Driver’s license information is not
required, but it does increase the likelihood of passing the validation. The application does not
store this personal information in the database. It sends the information to a credit reporting
company, which uses the information to initiate the identity proofing process. The credit
reporting company may request a significant amount of personal information. This is necessary
to verify the provider’s identity. Therefore, it is important that the provider enter accurate and
complete information.
Note for EPCS: It is important to understand this identity proofing process is for general Surescripts
services. This process is not sufficient for electronic prescribing of controlled substance (EPCS).
Please see the Electronic Prescribing of Controlled Substances section of this document for more
information about the identity proofing requirement for that functionality.

Identity Proofing Initiated by Super User and Completed by Provider
Administrative Super User Sends Identity Proofing Message to Provider
1. List Editor icon (

) → System → Provider

2. Search for and select the desired provider, and then select the Modify button.
3. Select the Validate Identity button in the toolbar. This accesses the Identity Validation
window.
This button will be disabled if the provider has already been validated.
4. Verify that provider name and NPI number are correct. If not, correct this information in the
Person and ID Values tabs before continuing.
5. Select the Send Message Task radio button.
6. Select the OK button. This sends a task message to the provider so that the provider can
complete the proofing process.
7. Select the OK button in the Provider window.
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227

Provider Performs Identity Proofing Process from Message Window
The identity proofing process must be performed by the provider. It cannot be performed by
another user on the provider’s behalf.
1. Select the provider identity verification email from the Desktop or Message Center.
2. In the Message window, select the Validate Provider tab.
3. Select the Validate Provider Identity button. This accesses the Identity Validation window.
4. Read the Provider Legal Disclosure statement, then select the I Agree checkbox.
5. Select the OK button. This sends your identifying information to NPPES.


If all your information is confirmed by NPPES, then the Personal Identity Information
window appears. Go to step 6.



If your information is confirmed by NPPES but inactive, then the Find NPPES Validation
window opens and displays an entry for you. This entry is shown in italics. Please take a
screen shot showing the entry, and then send it to Support. They will contact NPPES to
determine whether the entry is incorrectly inactive. You cannot continue with this process
until Support has addressed the problem.



If your information cannot be confirmed by NPPES, then the Identity Validation window
closes, and you are returned to the message window. Please contact Support, explain
what happened and include your name and individual NPI number. Support will contact
NPPES so that they can update their database. You cannot continue with this process
until Support has addressed the problem.

6. The Personal Identity Information window appears enabling you to enter the personal
information needed to start the identity proofing process with the credit reporting company.
The information you enter is not stored in the database. It is simply passed to the credit
reporting company to start the process.
a. Enter your home address, Social Security number, date of birth, and your driver’s license
information.
b. Select the OK button.
7

The Questionnaire Web Browser window displays the questions that you must answer for
identity proofing. Complete the information as required, and then select the Close button.


A confirmation message pops up if your identity is confirmed. Select the OK button to
close the message window.



An error message pops up if your identity is not confirmed. The message may give some
indication as to why your identity could not be confirmed. If you can correct this, then do
so. If not, please take a screen shot of the message, and send it to Support so that we
can help determine the problem. You cannot continue with this process until Support has
addressed the problem.

8. Select the Complete button to close and complete the message.

228



If your identity was confirmed, the database now recognizes you as validated.



If your identity was not confirmed, you may start the process again. Please note that the
questions in the previous step are likely to be different each time you perform the
process.
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Identity Proofing Initiated by and Completed by Provider
The identity proofing process must be performed by the provider. It cannot be performed by
another user on the provider’s behalf. The Provider may perform the process from the Provider
window if the provider has the necessary security rights for access.
1. List Editor icon (

) → System → Provider

2. Search for and select the desired provider, and then select the Modify button.
3. Select the Validate Identity button in the toolbar. This accesses the Identity Validation
window.
This button will be disabled if the provider has already been validated.
4. Read the Provider Legal Disclosure statement, then select the I Agree checkbox.
5. Verify that your first and last name and NPI are correct. If not, correct this information in the
Provider window before continuing.
6. Select the Validate Identity Now radio button.
7. Select the OK button. This sends your identifying information to NPPES.


If all your information is confirmed by NPPES, then the Personal Identity Information
window appears. Go to step 6.



If your information is confirmed by NPPES but inactive, then the Find NPPES Validation
window opens and displays an entry for you. This entry is shown in italics. Please take a
screen shot showing the entry, and then send it to Support. They will contact NPPES to
determine whether the entry is incorrectly inactive. You cannot continue with this process
until Support has addressed the problem.



If your information cannot be confirmed by NPPES, then the Identity Validation window
closes, and you are returned to the message window. Please contact Support, explain
what happened and include your name and individual NPI number. Support will contact
NPPES so that they can update their database. You cannot continue with this process
until Support has addressed the problem.

8. The Personal Identity Information window appears enabling you to enter the personal
information needed to start the identity proofing process with the credit reporting company.
The information you enter is not stored in the database. It is simply passed to the credit
reporting company to start the process.
a. Enter your home address, Social Security number, date of birth, and your driver’s license
information. Driver’s license information is not required, but it does increase the likelihood
of match.
b. Select the OK button.
9

The Questionnaire Web Browser window displays the questions that you must answer for
identity proofing. Complete the information as required, and then select the Close button.


A confirmation message pops up if your identity is confirmed. Select the OK button to
close the message window.



An error message pops up if your identity is not confirmed. The message may give some
indication as to why your identity could not be confirmed. If you can correct this, then do
so. If not, please take a screen shot of the message, and send it to Support so that we
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can help determine the problem. You cannot continue with this process until Support has
addressed the problem.
10. Select the Complete button to close and complete the message.


If your identity was confirmed, the database now recognizes you as validated.



If your identity was not confirmed, you may start the process again. Please note that the
questions in the previous step are likely to be different each time you perform the
process.

Request an SPI Number and Setup Electronic Prescribing
To request a Surescripts provider ID (SPI) number and setup electronic prescribing services for a
provider, you must create an entry in the Surescripts provider directory. This is done in the
Provider Directory window.
When you enter the information needed for the provider directory entry, Surescripts creates the
entry and assigns a Surescripts provider ID (SPI) number. Thus, each provider directory entry in the
application corresponds with an entry in the Surescripts Provider Directory. Once the entry in the
Surescripts Provider Directory exists, then any changes you make to the provider directory entry
in the application also change the corresponding Surescripts Provider Directory entry.
Entries in the Surescripts Provider Directory are by Surescripts provider ID (SPI) number. The entry
includes the provider’s name, the service site, and the Surescripts services that the provider uses.
A provider must have an SPI number and entry that is associated with the ‘default’ service site. A
provider may have additional SPI numbers associated with specific service sites. Each SPI
number has a separate provider directory entry in the application and in Surescripts Provider
Directory.
Surescripts uses the information in the Provider Directory entry to verify the provider when the
provider requests a service, such as submitting an electronic prescription. Pharmacies also use
the Surescripts Provider Directory entry to verify the provider and the provider’s services when
they receive a prescription from the provider through Surescripts.
In the Provider Directory window, the General tab displays the provider’s name, address, and
contact information. When you create a new provider directory entry, this information is initially
populated from the Provider window. Once the information is pulled in, then the application
maintains the information in the Provider window and the Provider Directory window
independently. This is the address, phone and fax number that the pharmacies use to associate
the provider with the practice in their database. This is also the information that is transmitted
electronic to the pharmacy on all prescriptions.
The Identifiers tab displays the provider’s NPI number, DEA number, and other Identifiers. This
information is initially populated with the information in the Provider window’s ID Values tab. Like
the information on the General tab, once the ID values are pulled into this window, the
application maintains the information in the Provider window and the Provider Directory window
independently.
Use the Services tab to select and maintain the Surescripts services for the provider. This section
contains instructions for setting up and maintaining services for new prescriptions, refills, and
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electronic prior authorization of prescriptions. Please see the Electronic Prescribing of Controlled
Substances section of this guide for instructions on setting up these particular services.
The Provider Directory window is also used to set up Direct messaging addresses. Please refer to
the Direct Messaging Setup guide for more information and instructions.

Create a Provider Directory Entry
The provider record must exist before you create the provider directory entry. It is recommended
that you ensure that the provider name and identifiers are correctly entered in the Provider
window before creating the provider directory entry.
1. List Editor icon (

) → Integration → Provider Directory

2. Select the New button to open the Provider Directory window.
3. In the Integration Partner field, select the Surescripts eRx and Directory Services entry.
4. Select the desired Provider.
5. If an entry already exists for the selected provider, then the Find Service Site window
appears. Select the specific service site to be associated with this SPI number and provider
directory entry. This entry will be used only when the provider’s service request is associated
with the specified service site.
If this is the first entry for the selected provider, then the entry will be associated with the
‘Default’ service site. This entry will be used for all service sites that are not associated with a
specific provider directory entry.
6. In the General tab, verify that the name, address, phone, and specialty designation are
correct for the Surescripts entry. Remember that the information is initially populated from the
Provider window, but any changes made here are for the provider directory entry only.
7. In the Identifiers tab, verify that the provider’s NPI number, DEA number, and other identifiers
are correct for the Surescripts entry. Remember that the information is initially populated from
the Provider window, but any changes made here are for the provider directory entry only.
8. Select the Services tab to define the Surescripts services to be associated with this entry.
9. In the Service Level area, select the checkboxes for all the services desired. The checkboxes
will be enabled for the services for which you are enrolled with Surescripts.


New Rx: Enables the provider to send new prescriptions to a pharmacy.



Refill Rx: Enables pharmacies to send prescription refill requests to the provider.



Change Rx: Enables pharmacies to send prescription change requests to the provider.



Cancel Rx: Enables the provider to send prescription cancellation messages to a
pharmacy.



EPCS: Enables the provider to send new controlled substance prescriptions to a
pharmacy. You cannot setup EPCS services for a provider until the Surescripts provider
directory entry exists. Please refer to the Electronic Prescribing of Controlled Substances
section of this guide for instructions.



SPE: Enables the provider to send specialty pharmacy enrollment messages to pharmacy
benefits managers and to receive responses.
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PatMedBenefitCheck: Enables the provider to send requests for patients’ medication
benefits and prescription history and receive responses.



Medication Management: Enables pharmacies and pharmacy benefits managers to
send patients’ medication management information to the provider.



Rx Fill: Enables pharmacies to send the provider information on how a prescription was
filled.



Direct Address: Enables the provider to send and receive Direct messages. This requires
the establishment of a Direct message address for the provider. If you select the Direct
Address checkbox, you may create a Direct message address for the provider. Please
refer to the Direct Messaging Setup guide for instructions.



Default Location: Enables multiple providers to use a single Direct message address to
send messages. This is set one time for the practice, rather than for individual providers.

10. Select the OK button to save the entry and transmit the information to Surescripts.
Note: If provider already has an SPI number and Surescripts Provider Directory entry for the
identified service site or the ‘default’ service site, then an error message will be displayed.
Contact Support for assistance.
11. In the List Editor Provider window, select the Search button to refresh the information. The
provider’s SPI number is now displayed in the Identifier column.
The SPI number is available for use. However, the application’s provider directory and
Surescripts’ provider directory are not completely synchronized. Synchronization will take at
least 24 hours and may take up to 48 hours. During that time, you will receive error messages
for all prescriptions sent by the provider, whether or not the prescriptions are successfully
submitted. Therefore, it is recommended that the provider wait 48 hours before submitting
prescriptions.

Pharmacies
The master list of pharmacies is supplied by the Surescripts pharmacy clearinghouse. The list that
is supplied by the clearinghouse enables electronic transmission of prescriptions to the listed
pharmacies, as well as automatic submission of refill requests by pharmacies on behalf of their
customers.
Surescripts master pharmacy records indicate the electronic prescribing services provided by
pharmacies. A pharmacy may accept both new prescriptions and refills or may accept only
new prescriptions. If the pharmacy accepts only new prescriptions, that pharmacy will never
send you electronic prescription refill requests.
Some pharmacies do not actually receive electronic prescriptions electronically. Instead, they
receive electronically submitted prescriptions by fax from the Surescripts clearinghouse. These
pharmacies are identified as fax-only. A nominal fee is incurred for each prescription sent to a
fax-only pharmacy. Therefore, fax-only pharmacies are inactivated by default so that
prescriptions cannot be submitted electronically and must be printed. You may activate the faxonly pharmacies if desired. You will be billed monthly for the applicable charges for prescriptions
sent to these pharmacies. Please see the Pharmacy Clearinghouse section for more information.
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Pharmacy records are also used for faxing prescriptions through the optional fax service, if you
use one. You must set up the pharmacies to which you will fax prescriptions using the fax service.
You may modify pharmacy records from the Surescripts master database and create new
records for pharmacies that are not in the Surescripts network.
Pharmacies are added to your database from the master pharmacy list by a job that runs
nightly. The pharmacies added based on the area codes entered in your pharmacy
clearinghouse record. Once the pharmacies are added to your database, they remain
associated with the master pharmacy record which is kept up to date by the nightly job. You
can edit the name, address, and phone numbers of a pharmacy without changing the
associated master pharmacy record. It is the master pharmacy record that enables electronic
transmission to and from the pharmacy.
Changing the pharmacy name or address may enable your users to more easily identify a
particular pharmacy. For example, if your practice is in an area with many CVS pharmacy
locations, you might change the name or address of particular location to indicate the part of
town in which it is located. You may change a location name from CVS Pharmacy #111 to CVS
Downtown or CVS St. Anthony’s Office Building. Or you may change the address from 15743
Maple Ave to Maple and Main. Once you change this information, it is not updated from the
master pharmacy is the name and address are not used by the application for electronic or
printed prescriptions.
You can create new pharmacies, but if you do not associate them with an entry in the master
pharmacy list then electronic transmission of prescriptions will not be available. In this case you
must print the prescription for the patient or fax it to the pharmacy using the fax service.
You cannot edit master pharmacy records. The master pharmacies are maintained by
Surescripts.
Pharmacies may be associated with a patient in Patient Demographics, and subsequently
associated with medications in a patient visit note.
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Viewing the Pharmacy List
1. List Editor icon (

) → Demographics → Pharmacy

2. Enter the desired selection criteria, and then select the Search button.
3. The window displays a list of pharmacies matching your criteria.
4. The Fax Only column identifies whether the pharmacies only receive electronic prescriptions
by fax from Surescripts.


False: The pharmacy receives prescriptions electronically, not by fax.



True: The pharmacy receives prescriptions only by fax, not electronically.

5. The Service Level Code column indicates whether the pharmacy accepts both new
prescriptions and refills or accepts only new prescriptions.


NewRx: The pharmacy accepts new prescriptions electronically.



RefReq/RefRes: The pharmacy sends prescription refill requests electronically and
accepts refill request responses electronically.



None: No services are available for the pharmacy through Surescripts. You may see this
for pharmacies that you have created and that are not associated with a Surescripts
master pharmacy or for pharmacies that are associated with MedAvant if you previously
used that clearinghouse.

Add a New Pharmacy
1. List Editor icon (

) → Demographics → Pharmacy

2. Select the New button.
3. Enter the Pharmacy Name. This is a required field.
4. In the Master Pharmacy field, identify whether the pharmacy is associated with a Surescripts
master pharmacy, used with the fax service, or print only.


If the pharmacy is included in the master list for electronic transmission of prescriptions,
select the search button and find the master pharmacy with which you want to
associate this pharmacy name.
Note: The master list may include many branch entries for the same company name.
Make sure you select the correct branch, as this contains all details for transmitting
prescriptions to the specific pharmacy.



If the pharmacy is to be used with an optional fax service, enter Fax. This associates the
pharmacy with the master pharmacy for the Fax clearinghouse.



If all prescriptions for the pharmacy must be printed, leave this field blank.

5. Enter the Pharmacy Contact information: Address, City, State, Phone Number, and Phone
Type.
Note: If you associated the pharmacy with one from the master list, the address and phone
numbers will be automatically populated. You may change this information if desired.
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Associate Another Master Pharmacy to the Pharmacy Record
Use this procedure to associate a new master pharmacy record to a pharmacy.
1. List Editor icon (

) → Demographics → Pharmacy

2. Search for and select the desired pharmacy record, and then select the Modify button.
3. In the Master Pharmacy field, select the Find icon.
4. Search for and select the valid master pharmacy record for this pharmacy.
Note: The master list may include many branch entries for the same company name. Make
sure you select the correct branch, as this contains all details for transmitting prescriptions to
the specific pharmacy.

Set Up Pharmacies for the Fax Service
This procedure is needed for Fax2Mail users only. This is not used for other fax services.
1. List Editor icon (

) → Demographics → Pharmacy

2. Either:


Select the New button to create a new pharmacy record.



Search for and select the desired pharmacy entry, and then select the Modify button.

3. Enter the Pharmacy Name if creating a new record. This is a required field.
4. In the Master Pharmacy field, enter Fax. This associates the pharmacy with the master
pharmacy for the Fax clearinghouse.
5. In the Pharmacy Contact information section, you must enter a Phone Number with a Phone
Type of ’fax’. This enables faxes to be sent to the pharmacy.
6. Enter the other Pharmacy Contact information: Address, City, State, Phone Number, and
Phone Type.
Note: If you associated the pharmacy with one from the master list, the address and phone
numbers will be automatically populated. You may change this information if desired.
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Electronic Prescribing of Controlled Substances (EPCS)
To setup your providers for electronic prescribing of controlled substances (EPCS), you must
perform the following tasks.
1. Designate the individuals in your practice who will be responsible for managing access
control to the application and EPCS functionality.
2. Verify that all application and database prerequisites have been taken care of.
3. Verify that each provider has performed the provider identity validation process.
4. Verify that each provider’s identity proofing and security prerequisites have been taken care
of.
5. Verify each provider’s DEA number.
6. Set up the first provider for EPCS functionality within Aprima PRM.
7. Set up all other providers for EPCS functionality within Aprima PRM.

Performing the Set Up for Replication Users
The tasks for setting up providers for EPCS functionality or for revoking the functionality must be
performed on a PC connected to the network and with access to the domain name service
(DNS). Therefore, if you are using the replication functionality, then you must perform the setup,
new device, revoke tasks on a PC that is connected to the network through the primary server.
These tasks cannot be performed on a PC that is not connected to the network.

Designate Individuals to Manage Access Control
The DEA requires that each location where providers will use EPCS functionality must designate
at least two individuals to manage access control to the Aprima application and EPCS
functionality. These individuals are responsible for the initial provider setup, and for setting up
and revoking provider’s EPCS access over time. These individuals are also responsible for
ongoing reporting and monitoring of EPCS use.
At least one of the designated individuals must be a provider who is authorized to issue
controlled substance prescriptions and who has obtained a two-factor authentication
credential from IdenTrust. The other individual may also be a provider or may be a clinical
administrator.
If your practice has more than one location, then you must designate two individuals in each
location.
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Verify the Application and Database Prerequisites
Before beginning this process, the following must be correctly configured in your database.
Please refer to the appropriate section of this guide for instructions.


A clinical administrator designated to manage access control must have clinical
administration rights for the application.



The clinical administrator designated to manage access control must have Allow security for
the Prescription eRx Provider Setup security item. This security item enables users to make
modifications to the Provider Directory window’s Services tab.



The Surescripts pharmacy clearinghouse must be configured and active.



The eRx Service integration partner must be active.



The following jobs and job schedules must be configured, active, and running. Please note
that this is not a complete list of the jobs necessary for electronic prescribing. These are jobs
necessary to perform the provider setup.





eRx Poll for Pharmacy Updates



eRx Poll for Provider Updates



eRx Process Pharmacy/Provider Messages

Each provider record must include at least one Surescripts provider ID (SPI) number. If a
provider record includes more than one SPI, then one of the SPIs must be identified as the
default.

Provider Identity Validation
Each provider must perform the provider identity validation process, if not already done. Please
see the Provider Identity Validation section of this guide for more information and instructions.

Verify Providers’ Identity Proofing and Security Prerequisites
Aprima works with the IdenTrust security certificate and HID Approve mobile app. HID Approve
enables the two-factor authentication needed to setup EPCS functionality and to sign
prescriptions.
Before beginning this process, each provider to be set up must have registered with IdenTrust,
received an IdenTrust security certificate, activated their security certificate on one or more PCs,
and downloaded the HID Approve app to their cell phone or other mobile device. This
document does not include instructions for these items. Please refer to the IdenTrust Certification
Process document for additional information or instructions.
Before you begin the setup process for a provider, that provider should verify their user ID and
password for the HID Approve app to their cell phone or other mobile device. If provider does
not know the password, then they can reset the password.
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Verify Provider’s HID Approve App Password
This process must be performed by the provider. The provider must have the IdenTrust security
certificate and the HID Approve app to perform this process.
1. Browse to IdenTrust.com
2. Select the My Account link.
3. On the My Account page, in the Manage Account section, select the My Account link.
4. On the Certificate Management Center page, select the Login button. This opens a new
browser tab, which displays the Manage Your Account page.
5. On the Certificate Management Center page:
a. Enter your Account Number. This is shown on the IdenTrust letter you received with your
security device.
b. Enter your Account Password. This is the password you established when you installed
your security certificate and registered your security device.
c. Select the Login button.
6. On the Manage Your Account page:
a. In the For Your Account field, select “Test Your HID Approve Authentication.”
b. Select the Continue button.
7. When your phone receives the prompt:
a. On the phone, swipe to Accept.
b. Enter your Password.
8. On the Manage Your Account page, either:


If the test was successful, then select the Finish button. This process is complete.



If the test was not successful, then continue with the following steps to reset your
password.

9. Select the IdenTrust Certificates tab in your browser window. This displays the Certificate
Management Center page.
10. On the Certificate Management Center page, select the Login button. This opens a new
browser tab which displays the Manage Your Account page.
11. On the Manage Your Account page:
a. Enter your Account Number. This is shown on the letter you received from IdenTrust.
b. Enter your Account Password. This is the password you established when you installed
your security certificate and registered the HID Approve app.
c. Select the Login button.
12. On the Manage Your Account page:
a. In the For Your Account field, select “Update Your HID Approve Password.”
b. Select the Continue button.
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13. On the Update Your HID Approve Password page:
a. Enter the desired password in the Your HID Approve Password field.
b. Enter the password again in the Re-type HID Approve Password field.
c. Select the Next button.

Verify DEA Numbers
The DEA requires that prior to setting up a provider for EPCS functionality, one of the individuals
responsible for access control must verify that each provider’s DEA registration, state
authorization to practice, and, if applicable, state authorization to dispense controlled
substances. The provider’s registration and authorizations must be current and in good standing.
The DEA expects that you can verify this by simply checking your providers’ latest certificates.

EPCS Setup for the First Provider
Please note that the clinical administrator may only setup of the first provider. All subsequent
providers must be set up by a provider who has already been set up for EPCS.
It is important to make sure that the provider directory entries are correct when setting up the
provider. The provider will not be able to electronically prescribe if any information is incorrect.
Once saved, the information cannot be changed. So, if any incorrect information is saved,
causing the provider to be unable to electronically prescribe, the only way to correct it is for you
to revoke the provider’s EPCS functionality, and then go through the setup process again.

Clinical Administrator Initiates the Grant of EPCS Rights
This task starts the process of granting EPCS rights to a provider. A providers EPCS rights are
always associated with a specific security device (app on a particular cell phone, hybrid token
device, etc.).
1. List Editor icon (

) → Integration → Provider Directory

2. Search for and select the desired provider, and then select the Modify button.
3. On the General tab, verify that the following information is correct:


First and last name. These must match the name used to register the provider with
IdenTrust and must match the first and last names entered in the Person tab of the
Provider window.



Email address: This must match the email address used to register the provider with
IdenTrust.

4. Select the Identifiers tab.
5. Verify that the provider’s DEA number is entered and correct. This must be a valid DEA
number, assigned to this provider, and used to register the provider with Surescripts.
6. Select the Services tab.
7. Select the Grant EPCS Rights button. This displays the Granting EPCS Rights window.

Ref: 1192.13

239

8. In the Granting EPCS Rights window:
a. Verify the provider’s name and DEA number.
b. Select the appropriate EPCS PIN type for the device the provider will use.
c. Enter the provider’s Authentication User Name. This is the authentication user name with
which the provider registered with IdenTrust.


For USB/OTP devices, this is the email address the provider used to register.



For HID Phone devices, this defaults to the email address the provider used to register,
but the provider may have changed it during the registration process.

d. Select the OK button. This sends a message to the provider to complete the granting of
rights.

Provider Accepts the EPCS Rights
Provider performs the following task to accept EPCS rights. This task requires the provider to sign
in using the HID Approve application on a cell phone or an IdenTrust security device.
If the provide is using the HID Approve application on a cell phone, that sign in will be done on
the phone.
If the provider is using a security device, rather than the phone app, then the provider must
know whether their security certificate is installed on the PC which they are using. If the provider
performs this task on a PC on which the provider’s security certificate has been activated, then
the provider may insert the device into a USB port. This will require the provider to enter the
device password. If this task is performed on a PC that does not have the security certificate,
then the provider must use the OTP (one-time-password) code generated by the device and
the device OTP password.
1. Desktop → Message Time Stamp or More Options icon (

) → Process Message

2. In the Message window, select the EPCS Grant Rights tab.
3. Verify the following information.


DEA number



EPCS PIN Type



Authentication User Name (This is the authentication user name you used to register with
IdenTrust.)

4. If all the all the information is correct, select the “I agree to meet these requirements”
checkbox. This enables the Provider Signature fields.
Note: If any of this information is not correct, then do not select the “I agree” checkbox.
Instead, forward the message back to the clinical administrator telling them what
information is not correct.
5. In the Provider Signature section, either:
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For an USB/OTP device, enter your Password and Pin Code. The select the Accept the
EPCS Rights button.



For an HID Phone device, respond to the prompt on your phone and then enter your
password.
Ref: 1192.13

6. A popup message confirms that you have been granted EPCS rights. Select the OK button to
close the popup and to complete the message.
Please note that it can take up to 24-hours for pharmacies to recognize your EPCS status and
accept prescriptions.

EPCS Setup for All Other Providers
Once the first provider in a practice has been granted EPCS rights, all other providers must be
vouched for by a provider who has EPCS rights. Any provider who has been set up for EPCS may
vouch for other providers in the practice who need to be granted EPCS rights.
There are three tasks that must be performed to setup any additional providers for EPCS.
1. The clinical administrator initiates the grant of EPCS rights, which sends a message to a
provider who already has EPCS rights.
2. The EPCS-enabled provider receives the message, and then vouches for the provider to be
granted EPCS rights. This sends the message on to target provider.
3. The target provider receives the message, and then accepts the EPCS rights.

Clinical Administrator Initiates the Grant of EPCS Rights
This task is performed by the clinical administrator when a provider needs to be setup for EPCS.
When performing this task, it is important to make sure that the provider directory entries for the
provider are correct. The provider will not be able to electronically prescribe if any information is
incorrect. Once saved, the information cannot be changed. So, if any incorrect information is
saved, causing the provider to be unable to electronically prescribe, the only way to correct it is
for you to revoke the provider’s EPCS functionality, and then go through the setup process
again.
1. List Editor icon (

) → Integration → Provider Directory

2. Search for and select the desired provider to be granted EPCS rights, and then select the
Modify button.
3. On the General tab, verify that the following information is correct:


First and last name. These must match the name used to register the provider with
IdenTrust and must match the first and last names entered in the Person tab of the
Provider window.



Email address: This must match the email address used to register the provider with
IdenTrust.

4. Select the Identifiers tab.
5. Verify that the provider’s DEA number is entered and correct. This must be a valid DEA
number, assigned to this provider, and used to register the provider with Surescripts.
6. Select the Services tab.
7. Select the Grant EPCS Rights button. This displays the Sending Message to Vouching EPCS
Provider window.
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8. Select the Vouching Provider. This may be any provider who has EPCS rights.
9. Verify the name and DEA number of the provider to be granted EPCS rights.
10. Select the appropriate EPCS PIN type for the device the provider will use.
11. Enter the provider’s Authentication User Name. This is the authentication user name with
which the provider registered with IdenTrust.


For USB/OTP devices, this is the email address the provider used to register.



For HID Phone devices, this defaults to the email address the provider used to register,
but the provider may have changed it during the registration process.

12. Select the OK button. This sends a message to the provider to vouch for the granting of
rights.

Provider Vouches for the Provider to be Granted EPCS Rights
This task is performed by a provider who already has EPCS rights. You will receive a task message
when you need to vouch for another provider. The message has the message sub-type Grant
EPCS Request. You will perform this task from the message.
If this task is performed on a PC that does not have the provider’s security certificate, then the
provider must use the OTP (one-time-password) code generated by the device and the device
OTP password or a HID Phone device and password.
1. Desktop → Message Time Stamp or More Options icon (

) → Process Message

2. In the Message window, select the EPCS Grant Rights tab.
3. Verify the following information.


DEA number



EPCS PIN Type



Authentication User Name (This is the authentication user name used to register with
IdenTrust.)

4. If all the all the information is correct, then continue to step 5. If any information is incorrect,
then forward the message back to the clinical administrator telling them what information is
not correct.
5. In the Provider Signature section, either:


For an USB/OTP device, enter your Password and Pin Code. The select the Approve EPCS
Rights button.



For an HID Phone device, respond to the prompt on your phone and then enter your
password.

6. A popup message displays confirming that you have vouched for the provider and
approved the granting of EPCS rights. Select the OK button to close the popup and to
complete the message.
This forwards the message to the target provider for completion.
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Provider Accepts the EPCS Rights
Provider performs the following task to accept EPCS rights.
If this task is performed on a PC that does not have the provider’s security certificate, then the
provider must use the OTP (one-time-password) code generated by the device and the device
OTP password or a HID Phone device and password.
1. Desktop → Message Time Stamp or More Options icon (

) → Process Message

2. In the Message window, select the EPCS Grant Rights tab.
3. Verify the following information.


DEA number



EPCS PIN Type



Authentication User Name (This is the authentication user name you used to register with
IdenTrust.)

4. If all the all the information is correct, select the “I agree to meet these requirements”
checkbox. This enables the Provider Signature fields.
Note: If any of this information is not correct, then do not select the “I agree” checkbox.
Instead, forward the message back to the clinical administrator telling them what
information is not correct.
5. In the Provider Signature section, either:


For an USB/OTP device, enter your Password and Pin Code. The select the Accept the
EPCS Rights button.



For an HID Phone device, respond to the prompt on your phone and then enter your
password.

6. A popup message confirms that you have been granted EPCS rights. Select the OK button to
close the popup and to complete the message.
Please note that it can take up to 24-hours for pharmacies to recognize the your EPCS status
and accept prescriptions.

Revoke a Provider
You must revoke a provider’s EPCS functionality if the provider is leaving your practice or will no
longer electronically submit prescriptions for controlled substances.
(Do not revoke a provider if the provider needs a replacement security device. Please see the
Replacement Security Device section below for more information.)
There are three tasks that must be performed to revoke a provider’s EPCS rights.
1. The clinical administrator initiates the revocation of EPCS rights, which sends a message to a
provider who has EPCS rights.
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2. The EPCS-enabled provider receives the message, and then approves revoking the target
provider’s EPCS rights. The provider selects EPCS-enabled provider to also approve the
revocation.
3. The second EPCS-enabled provider receives the message, and then approves revoking the
target provider’s EPCS rights.
When there is only one provider with EPCS functionality, then that provider can perform the
revoke process. The provider’s EPCS functionality is immediately revoked when the provider
completes the process.
When there is more than one provider with EPCS functionality, then the process must be
performed by two providers who have EPCS functionality. The provider who is being revoked
may be one of the providers to perform the process, but does not have to be. The process may
be performed by two other providers. The EPCS functionality is revoked when the second of the
two providers completes the process.

Clinical Administrator Initiates the Revocation of EPCS Rights
This task is performed by the clinical administrator when a provider’s EPCS rights need to be
revoked.
1. List Editor icon (

) → Integration → Provider Directory

2. Search for and select the record for the provider whose rights are being revoked, and then
select the Modify button.
3. Select the Services tab.
4. Select the Revoke EPCS Rights button. This displays the Sending Message to Vouching EPCS
Provider window.
5. Select the Vouching Provider. This may be any provider who has EPCS rights.
6. Verify the name and DEA number of the provider whose EPCS rights are being revoked.
7. Select the appropriate EPCS PIN type for the device the provider uses.
8. Enter the provider’s Authentication User Name. This is the authentication user name with
which the provider registered with IdenTrust.


For USB/OTP devices, this is the email address the provider used to register.



For HID Phone devices, this defaults to the email address the provider used to register,
but the provider may have changed it during the registration process.

9. Select the OK button. This sends a message to the provider to approve the revocation of
EPCS rights.

Provider Approves the Revocation of EPCS Rights
When there is only one provider with EPCS functionality, then that provider can perform this task
to revoke their own EPCS rights. The provider’s EPCS functionality is immediately revoked when
the provider completes the process.
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When there is more than one provider with EPCS functionality, then this process is the first of two
approvals needed to revoke EPCS rights. The EPCS functionality is revoked when the second of
the two providers completes the process.
1. Desktop → Message Time Stamp or More Options icon (

) → Process Message

2. In the Message window, select the EPCS Grant Rights tab.
3. Verify the following information.


DEA number



EPCS PIN Type



Authentication User Name (This is the authentication user name used to register with
IdenTrust.)

4. If all the all the information is correct, then continue to step 5. If any information is incorrect,
then forward the message back to the clinical administrator telling them what information is
not correct.
5. In the Provider Signature section, either:


For an USB/OTP device, enter your Password and Pin Code. The select the Approve EPCS
Rights button.



For an HID Phone device, respond to the prompt on your phone and then enter your
password.

6. Select the Second Co-Signer EPCS Provider. This may be any provider who has EPCS rights.
This field will be disabled if you are the only provider with EPCS rights
7. A popup message displays confirming that you have approved revoking the target
provider’s EPCS rights. Select the OK button to close the popup and to complete the
message.
This forwards the message to the target provider for completion.
If you are the target provider and the only provider with EPCS rights, then the popup confirms
that your rights have been revoked.

Second Provider Approves the Revocation of EPCS Rights
This task must be performed by a provider with EPCS rights. This may be the target provider or
any other EPCS-enabled provider. The target provider’s EPCS rights are revoked with this task is
complete.
1. Desktop → Message Time Stamp or More Options icon (

) → Process Message

2. In the Message window, select the EPCS Grant Rights tab.
3. Verify the following information.


DEA number



EPCS PIN Type



Authentication User Name (This is the authentication user name used to register with
IdenTrust.)
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4. If all the all the information is correct, then continue to step 5. If any information is incorrect,
then forward the message back to the clinical administrator telling them what information is
not correct.
5. In the Provider Signature section, either:


For an USB/OTP device, enter your Password and Pin Code. The select the Approve EPCS
Rights button.



For an HID Phone device, respond to the prompt on your phone and then enter your
password.

6. A popup message displays confirming that you have approved revoking the target
provider’s EPCS rights. Select the OK button to close the popup and to complete the
message.
The target provider’s EPCS rights are now revoked.

Replacement Security Device
If a provider’s security device does not work or is lost, then the provider must obtain the HID
Approve mobile app and security certificate. (Please note that the HID Approve app cannot be
associated with the security certificate for the token device.)
If the provider is using the HID Approve app and gets a new cell phone, then the provider can
download the HID Approve app to their cell phone or other mobile device. The app will use the
security certificate that was used with the original cell phone or other mobile device.
Do not revoke the provider’s EPCS rights for a replacement device.
Once the new security certificate has been downloaded, if needed, and the HID Approve
application has been downloaded, you can add the new device for the provider. There are
three tasks that must be performed to add a new device.
1. The clinical administrator initiates the adding of the new device, which sends a message to a
provider who has EPCS rights.
2. The EPCS-enabled provider receives the message, and then vouches for the provider who
has the new device. This sends the message on to target provider.
3. The target provider receives the message, and then accepts EPCS rights on the new device.

Clinical Administrator Initiates Adding a New Device for a Provider
1. List Editor icon (

) → Integration → Provider Directory

2. Search for and select the provider for whom a device is to be added, and then select the
Modify button.
3. Select the Services tab.
4. Select the Add EPCS Device button. This displays the Sending Message to Vouching EPCS
Provider window.
8. Select the Vouching Provider. This may be any provider who has EPCS rights.
9. Verify the name and DEA number of the provider for whom the device is to be added.
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10. Select the HID Phone radio button.
11. Enter the provider’s Authentication User Name. This is the authentication user name with
which the provider registered with IdenTrust.
This defaults to the email address the provider used to register, but the provider may have
changed it during the registration process.
12. Select the OK button. This sends a message to the provider to vouch for the granting of
rights.

Provider Vouches for the Provider with a New Device
This task is performed by a provider who already has EPCS rights. You will receive a task message
when you need to vouch for another provider. The message has the message sub-type Grant
EPCS Request. You will perform this task from the message.
If this task is performed on a PC that does not have the provider’s security certificate, then the
provider must use the OTP (one-time-password) code generated by the device and the device
OTP password or a HID Phone device and password.
1. Desktop → Message Time Stamp or More Options icon (

) → Process Message

2. In the Message window, select the EPCS Grant Rights tab.
3. Verify the following information.


DEA number



EPCS PIN Type



Authentication User Name (This is the authentication user name used to register with
IdenTrust.)

4. If all the all the information is correct, then continue to step 5. If any information is incorrect,
then forward the message back to the clinical administrator telling them what information is
not correct.
5. In the Provider Signature section, either:


For an USB/OTP device, enter your Password and Pin Code. The select the Approve EPCS
Rights button.



For an HID Phone device, respond to the prompt on your phone and then enter your
password.

6. A popup message displays confirming that you have vouched for the provider and
approved the new device. Select the OK button to close the popup and to complete the
message.
This forwards the message to the target provider for completion.

Provider Accepts the EPCS Rights for the New Device
Provider performs the following task to accept using their EPCS rights with the new device.
1. Desktop → Message Time Stamp or More Options icon (

) → Process Message

2. In the Message window, select the EPCS Grant Rights tab.
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3. Verify the following information.


DEA number



EPCS PIN Type



Authentication User Name (This is the authentication user name you used to register with
IdenTrust.)

4. If all the all the information is correct, select the “I agree to meet these requirements”
checkbox. This enables the Provider Signature fields.
Note: If any of this information is not correct, then do not select the “I agree” checkbox.
Instead, forward the message back to the clinical administrator telling them what
information is not correct.
5. In the Provider Signature section, respond to the prompt on your phone and then enter your
password.
6. A popup message confirms that your new device has been added. Select the OK button to
close the popup and to complete the message.

Electronic Prescription Benefits, Medication History, and
Medication Management
You can download patients’ prescription benefits and medication history information from the
Surescripts pharmacy clearinghouse. Requests for prescription benefits and medication history
must be associated with a provider who has a valid Surescripts provider ID.
You can download prescription benefits information without the patient’s permission. However,
due to HIPAA regulations, you can only download medication history for patients who have
given their permission. You indicate that the patient has granted permission in the Patient
window. If the patient record does not indicate that permission has been received, then the
application cannot request or download the medication history for that patient.
Medication management provides you with information about your patients’ adherence with
their prescriptions during and in-between patient visits. The prescription adherence information
comes from the patient’s pharmacy benefits manager (PBM) and/or insurance payer.

Drug Formulary
Drug formulary information is available through Surescripts when requesting prescription benefits
information.
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Prescription Benefits Information
You can download patients’ prescription benefits information from the Surescripts pharmacy
clearinghouse. Prescription benefits information includes a patient’s eligibility, benefits, and
formulary. This enables the provider to select medications that are on the patient’s formulary
and are covered by the patient’s drug benefit. It also informs the provider of lower cost
alternatives for selected medications, such as generic drugs. A patient’s prescription benefits
information can be requested once in a 72-hour period, and the information received is good
for 72 hours.
When you request prescription benefits information for a patient, you may also receive some
medication history information if that information is available, whether or not the patient has
granted permission for medication history requests. Please see the Electronic Medication History
section below for more information.
You can download prescription benefits information for the patients scheduled for visits on the
following day. It is important to recognize that the job can only download information for
patients who meet the download criteria. The patient’s name, date of birth, gender, and full
physical address must be entered in the patient’s record. In addition, the visit must be scheduled
with a provider who has a valid Surescripts provider ID (SPI).
These requests are made by a job that runs each night, and these requests are subject to the 72hour period during which only one request may be made.
You can also download the prescription benefits information for a single patient when that
patient’s information was not requested by the nightly job. (If you attempt to request information
for a patient who was included in the nightly job, then you will receive an error message stating
that you are attempting to download the information again within 72-hours.) As with requests
made by the nightly job, the on-demand request must also include all required patient
information and the name of a provider who has a valid SPI.
Prescription benefits eligibility statuses are:


Undetermined



Approved



Unapproved

Electronic Medication History
A patient’s electronic medication history may come from two sources. The first source of
information about prescriptions is pharmacies that report dispensed medications to the
pharmacy clearinghouse. The second source of information about prescriptions is insurance
payers who report medication claims to the pharmacy clearinghouse.
To request medication history from pharmacies, you must first obtain the patient’s permission.
You do not need to obtain the patient’s permission to request medication history information
from insurance payers since the patient will have already granted you permission to exchange
data with their insurance payer.
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Not all pharmacies report medication history, even if they otherwise participate in the Surescripts
program. So, if your patient’s pharmacy receives electronic prescriptions but does not report
medication history to Surescripts, you may receive incomplete information or the ‘patient not
found’ error.
Medication history information from insurance payers is available only for patients who have
prescription benefits. Be aware that if the patient has recently changed insurance payers, you
may receive medication history information that is incomplete or you may receive a ‘patient not
found’ message.
You make requests to pharmacies for medication history as distinct medication history requests.
You make requests to insurance payers for medication history as part of the prescription benefits
and formulary request. Therefore, it is recommended that you make both requests when you
want medication history information for a patient.
Because medication history information can come from two sources, you may receive two
messages from Surescripts. The two messages may conflict if medication history information is
available from one source but not from the other. So, for example, if you request information for
a patient, and that patient’s insurance payer has reported information but their pharmacy has
not reported information, you may get two messages that seem to conflict.
Once you have downloaded a patient’s electronic medication history, you can import all items
or selected items into the patient’s medication history within the application. This can give you
more accurate and more complete medication history information. However, some information
may not be available in a report, and some information in a report may not be accurate. For
example, a patient may request that prescription information not be disclosed to other parties,
low cost prescriptions and prescriptions paid for by the patient may not be reported by the
pharmacy or insurance payer, and over-the-counter medications are not included because
they are not dispensed by a pharmacist or paid for by an insurance payer. In addition, there
can be errors in the insurance claim information used for the report.
Therefore, while electronic medication history is supplemental information that can help you
verify the patient’s medication history, you should not think of it as comprehensive or as a
replacement for obtaining information directly from the patient. As the provider, you should
independently verify the medication history with the patient.
You can download medication history for the patients scheduled for visits on the following day. It
is important to recognize that the job can only download information for patients who meet the
download criteria. The patient’s name, date of birth, gender, and full physical address must be
entered in the patient’s record. In addition, the visit must be scheduled with a provider who has
a valid Surescripts provider ID (SPI).
You can also download the medication history for a single patient when needed. The ondemand medication history request must include all the required patient information and the
name of a provider who has a valid SPI.
Remember that the application will only make medication history requests, whether by the job
or on-demand, for patients who have granted their permission.
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Setup Tasks
To use the electronic medication history and prescription benefits functionality, you must perform
the following setup tasks:
1. Define the practice-wide setting for the time period from which medication history is to be
downloaded for patients.
2. If desired, define for individual providers a different time period for which medication history
is to be downloaded for patients.
3. Verify the providers’ identification.
4. When you have obtained a patient’s permission to download their medication history,
indicate this on the patient’s record.

Define the Practice-Wide Settings
1. Tools → Configure Practice Settings
2. Select the Prescriptions tab.
3. In the eRx Download Configuration area:
a. Select the Download e-Med Hx checkbox if you want to download medication history
from the Surescripts pharmacy clearinghouse.
b. Select the time period for which the medication history is downloaded. This may be:


Since the last successful download date for an individual patient. For the first
download, this will download all available medication history for the patient.



Up to 12 months prior to the request date. (The recommended time period is 3
months. This generally obtains a reasonable amount of relevant information that can
be downloaded fairly quickly. Be aware that the longer the time period requested,
the more information that must be requested from pharmacies and insurance
payers, and thus, the longer it can take to receive and download the information.)

c. Select the Ignore DAW checkbox if you want to ignore dispense-as-written information
when downloading the medication history.


When deselected, the application will only map a history item to a prescription
marked as dispense as written when the history item is an exact match to the
prescription.



When selected, the application will attempt to match drugs of the same class to a
prescription marked dispense as written if the electronic history item otherwise
appears to be a match for that prescription.

d. Select the Download Rx Benefits checkbox if you want to download prescription benefits
information from the Surescripts pharmacy clearinghouse.

Define a Provider’s Settings
1. List Editor (

) → System → Provider

2. Search for and select the desired provider, and then select the Modify button.
3. Select the Prescriptions tab.
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4. In the eRx Download Configuration area:
a. Deselect the Use Practice Settings checkbox.
b. Select the Download e-Med Hx checkbox if you want to download medication history
from the Surescripts pharmacy clearinghouse.
c. Select the time period for which the medication history is downloaded. This may be:


Since the last successful download date for an individual patient. For the first
download, this will download all available medication history for the patient.



Up to 12 months prior to the request date.

d. Select the Ignore DAW checkbox if you want to ignore dispense-as-written information
when downloading the medication history.


When deselected, the application will only map a history item to a prescription
marked as dispense as written when the history item is an exact match to the
prescription.



When selected, the application will attempt to match drugs of the same class to a
prescription marked dispense as written if the electronic history item otherwise
appears to be a match for that prescription.

e. Select the Download Rx Benefits checkbox if you want to download prescription benefits
information from the Surescripts pharmacy clearinghouse.

Verify Provider Identification
To use the prescription benefits and medication history services from Surescripts, providers must
be identified by both their NPI number and their Surescripts provider ID. This information may be
entered through either the Provider window (List Editor → System → Provider) or the Claim
Format Value Types window (List Editor → Billing → Claim Format Value Types).

Medication Management
(Please note that as of the publication date, Surescripts is piloting this service with one PBM in
Alabama, Florida, and North Carolina only.)
Medication management provides you with information about your patients’ adherence with
their prescriptions during and in-between patient visits. The prescription adherence information
comes from the patient’s pharmacy benefits manager (PBM) and/or insurance payer.
Medication management is a standard part of the optional Surescripts electronic prescribing
functionality. If you have completed the setup for electronic prescribing, then no additional
setup is required for medication management.
By default, providers and other clinical users may view medication management messages in
the Review Electronic Prior Authorization/Medication Management window. You may also
configure the Rx Summary slider to include medication management information. Then, if you
have not already done so, you can configure clinical note types to include the Rx Summary
slider. Please refer to the Rx Summary Slider Configuration section of this guide for instructions.
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Electronic Prescribing Related Services
The Surescripts pharmacy clearinghouse offers services related to electronic prescribing that
help you more quickly process insurance requirements for prescriptions.

Electronic Prior Authorization of Prescriptions
Electronic prior authorization of prescriptions is available through the Surescripts electronic
pharmacy clearinghouse. Electronic prior authorization (ePA) enables providers or other clinical
users to send an authorization request when prescribing a medication. Then, if authorization is
needed for the medication, an authorization questionnaire is returned. Or, if specialty enrollment
is needed for the medication, an enrollment questionnaire is returned. The provider or other
clinical user can complete the questionnaire to obtain the authorization results.

Specialty Patient Enrollment
Some specialty medications require that the patient be enrolled with a specialty pharmacy
before the prescription can be filled. Surescripts’s specialty patient enrollment service enables
you to complete the enrollment form from within the application. This service is only available for
specialty pharmacies that have been enabled for this new service.

Setup Tasks
To use the electronic prior authorization or specialty patient enrollment functionality, you must
perform the following tasks.
1. Contact Support to request the functionality for your providers.
2. Enable security for the users who will review and respond to the authorization and enrollment
questionnaires.
3. Associate the appropriate LOINC codes to the observation items for height and weight.
4. Verify that practice, service site, and provider information necessary for prescriptions and for
interfacing with Surescripts is entered in the appropriate records. This includes, but is not
limited to, full name, full physical address (not Post Office box), and provider identifiers (NPI,
SPI, etc.).
In addition, the following must be active and configured in your database. These items are not
explained in this section, either because they require no configuration or because they are not
specific to the ePA functionality. Please refer to the appropriate section of this document for
information and instructions. If you are not using any other Surescripts functionality, then contact
Support for assistance.


The ePA Surescripts add-in must be active. This add-in is active by default, and does not
require any configuration.



The Surescripts pharmacy clearinghouse record must be active and configured. (List Editor →
Demographics → Pharmacy Clearinghouse)



Prescription benefits downloads must be configured in the Configure Practice Settings
window’s Prescriptions tab.
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Prescription Benefits and Formulary Downloads
Electronic prior authorization and specialty patient enrollment are dependent upon patients’
prescription benefits and formulary. You must have the prescription benefits and formulary
downloads configured and running in order for the ePA and SPE functionality to work. If you do
not have prescription benefits and formulary downloads configured, please refer to the
Electronic Prescription Benefits and Medication History Information section of this document for
instructions.

Enable Security for Authorization Questionnaires
The Electronic Prior Authorization security item enables users to access and complete the
authorization and enrollment questionnaires. By default, users in the Administration user group
have permission to access these questionnaires. Use the following process to grant other users
and user groups the security rights to the access the questionnaires.
1. List Editor (

) → Security → Security

2. Search for and select the Electronic Prior Authorization entry, and then select the Modify
button.
3. Search for and select desired user or user group.
4. Select the Allow checkbox.

Associate LOINC Codes to Observation Items for Height and Weight
Specialty patient enrollment requires that observation items for height and weight have the
appropriate LOINC codes. Use the following process to add the LOINC codes to these items.
1. List Editor (

) → Clinical → Observation Item

2. Select the Only Include Vital Observation checkbox and unselect any other filtering
checkboxes.
3. Search for and select the Height (cm) entry, and then select the Modify button. This opens
the Observation Item window.
4. In the LOINC Code field, enter 8302-2.
5. Select the OK button to save the change and close the Observation Item window
6. Search for and select the Weight (kg) entry, and then select the Modify button. This opens
the Observation Item window.
4. In the LOINC Code field, enter 29463-7.
5. Select the OK button to save the change and close the Observation Item window
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Warning Message for ePA Appropriate
When a provider enters a prescription for a medication for a patient and that medication
requires a prior authorization, then the application enables the ePA icon in the SIG Writer
window or the prescription refill message. The application also displays a warning message that
the medication requires a prior authorization when the provider closes the SIG Writer window or
submits the prescription from the message. The enabled ePA icon and the warning message
both serve to notify the provider that a prior authorization is needed so that the provider can
take action if desired.
If providers do not want the prior authorization warning message to display (and want to rely on
the enabled ePA icon alone), then you may modify the providers’ user settings definition to turn
off the warning message.
1. List Editor (

) → System → User Settings

2. Search for and select the desired user setting definition, and then select the Modify button.
3. Select the Clinical Notes tab.
4. Unselect the ‘Warn when ePA is appropriate” checkbox.

Electronic Remittance Advice (ERA) Processing
The electronic remittance advice (ERA) is an electronic response from the insurance payer
explaining what they did and did not pay for a submitted claim and why. Thus it is an electronic
form of the explanation of benefits (EOB). The ERA also includes information about payment
checks, either paper or electronic, sent separately to the clinic. Files containing ERA information
from claim clearinghouses can be received and processed, and the payments applied to
patient accounts and superbills.
Insurance payers send the ERA to the clearinghouse, which then sends the ERA to the
application. When the ERA is received, the application uses a set of ERA rules to update the
accounts receivable module with the payment information. ERA rules enable you to configure
the application by payer to enter new insurance check payments, enter new transactions
(payments and adjustments on individual superbill charges), send messages to users to look in
detail at some items, change statuses, forward liabilities, and so on based on the amounts and
reason codes in the ERA message. When processing cannot be done automatically based on
the configured rules, you can view the ERA message in the window, much like a paper EOB, and
manually make the entries.
The rules engine in the ERA module is very configurable. It enables you to control how ERA
messages are interpreted and how payments are applied to accounts receivable. The rules
engine uses rules, rule groups, rule conditions, and rule actions. A rule group represents a
sequence of rules to run in order. A rule group contains all the rules for a particular insurance
payer or payers.
A single rule represents a set of conditions to evaluate, and a set of actions to execute if all
conditions are met. For ERA processing, the rules, conditions, and actions will act on the ERA
message data to make payment and other transaction entries. Rule conditions and actions can
be used in multiple rules and rule groups.
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Rules have a type, which basically indicates the level at which rule acts. This may be at the level
of the ERA message, at the level of a superbill, at the level of a superbill procedure, or at the
level of an individual transaction on a procedure (a payment or adjustment on a procedure
charge in that insurance payer’s liability).
Defining ERA rules requires an advanced knowledge of the application’s programming
language. Contact Support for assistance in defining rules for processing ERA information.
To process ERA information, you must:


Establish the rule groups, rules, rule conditions, rule actions, and reason codes for each
insurance payer. These items are explained below.



Associate a rule group with each insurance payer. Please refer to the Insurance Payers
section of this document for instructions.



Import ERA messages on a regular basis. This is a user function, rather than an administrative
function, and is explained in the Practice Management Guide.



Schedule the ERA job which processes the ERA messages by applying the established rules.
Please refer to the Jobs and Job Schedules section of this document for instructions.

Reason Codes
Reason codes identify reasons for certain actions taken by insurance payers when processing
claims. They are used in statement of benefits and electronic remittance advice to explain what
was paid or not paid by the insurance payer. A number of reason codes are system-defined,
and you may add custom codes if desired.
You can define default statement and internal payment notes to be used with specific reason
codes. Your default payment notes are then populated on a payment allocation any time the
reason code is entered, either by a user or by ERA processing.
1. List Editor icon (

) → Payment Entry→ Reason Code

2. Select the New button.
3. Enter a Code.
4. Enter a Description of the code. This is the reason for the action taken.
5. Enter an ID and Notes, if desired.
6. In the Statement Note field, enter the text that you want to use as the default payment note
for statements.
7. In the Internal Note field, enter the text that you want to use as the default internal payment
note.
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Rule Action
Rules are used to process electronic remittances when received from insurance payers. A rule
action is an action taken during processing when the conditions of the rule are met.
1. List Editor icon (

) → Payment Entry→ Rule Action

2. Select the New button.
3. Enter a Name for the rule action.
4. Select an action Type. This indicates the section of the ANSI 835 file to which the rule and its
actions apply.


ERA applies to the BPR section.



Procedure applies to the SVC section.



Service Amount applies to the AMT section.



Superbill applies to CLP section.



Transaction applies to the CAS section.

5. Enter the Action AQN.
6. Select the Control Group.

Rule Condition
Rules are used to process electronic remittances when received from insurance payers. A rule
condition is a criterion that must be met for the rule, and its actions, to be invoked.
1. List Editor icon (

) → Payment Entry→ Rule Condition

2. Select the New button.
3. Enter a Name for the rule action.
4. Select an action Type. This indicates the section of the ANSI 835 file that the rule and its
actions apply to.


ERA applies to the BPR section.



Procedure applies to the SVC section.



Service Amount applies to the AMT section.



Superbill applies to CLP section.



Transaction applies to the CAS section.

5. Enter the Condition AQN.
6. Select the Control Group.
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Rule Group
A rule group contains one or more rules used to process electronic remittances. The application
includes a standard rule group, and its associated rule actions and rule conditions. The rule
group is named 2012 Rule Group. The standard rule group is defined for processing Medicare
ERAs.
Please contact Support for assistance with setting up additional rule groups, actions, and
conditions.
1. List Editor icon (

) → Payment Entry→ Rule Group

2. Select the New button.
3. Enter a Name for the rule group.
4. Enter an ID and Notes, if desired.
5. Select the Add Rules button to add a rule. You may:


Search for an existing rule.



Add a new rule.
a. Select the New button.
b. Enter a Name for the Rule.
c. Select the rule Type.
d. Enter Notes, if desired.
e. Use the Default Case for standard rule processing, and create another case for each
different type of processing needed.
f.

For each case, select the Add Condition button to define when the rule should be
applied.

g. For each case, select the Add Action button to define the action to be taken when
the conditions are met.
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Event Log
The application does not write to the Microsoft Windows event log by default. If you want errors
to appear in the event log, then you must modify the PRMAppServer.exe.config file by hand to
enable that feature.
To enable the event log, uncomment the line below in the config file and restart the appserver.
<appender-ref ref=”EventLogAppender” />
Below is the section from the config file where you will find this line.
<logger name=”PRMAppServer” additivity=”false”>
<level value=”INFO”/>
<appender-ref ref=”Console” />
<!—
<appender-ref ref=”PRMAppServerFile” />
to override the default file logging, uncomment the line above and customize the
appender section above
<appender-ref ref=”OutputDebugString” />
to write to the PRMAppServer event log, uncomment the following line
<appender-ref ref=”EventLogAppender” />

</logger>

Fax Service
An optional fax service enables users to fax documents directly from the database. Some also
enable receiving faxes or importing received faxes into the database. The supported fax
services are


FaXit MD™



Fax2Mail



GFI FaxMaker™



Kno2™

Some fax services require additional hardware and/or software, such as Adobe Acrobat
Reader.
Please see the specific configuration document for your fax service for more information and
instructions.
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Form Layouts for Custom Tabs and Assessment Forms
The form layout feature enables you to design custom user interfaces for several areas of the
application. You can design:


Tabs for the Patient, Modify Service Order, Superbill, and Procedure Detail windows.



Tabs for custom clinical note type windows.



Assessment forms which may be displayed in the system-defined Assessment tab for clinical
note type windows.



Case modules for the system-defined pregnancy case management type or custom case
management types. The case modules appear in clinical note type windows when a patient
case of that case management type is associated with a patient visit note.

When you create a form layout for any purpose, you can create new data entry fields so that
users can enter information that the application does not otherwise capture and store in the
database. You can also use existing data entry fields so that users can enter information that you
need to capture and store for a specific purpose, even though the application captures that
information elsewhere in the application.
Please see the Defining Form Layouts for Custom Tabs and Assessment Forms document for more
information and for complete instructions for creating a form layout.

Genomic Testing and Drug-Genome Screening
Genomic testing and subsequent drug screening based on the results is an optionally purchased
service provided by ActX™. ActX performs genomic testing for enrolled patients, then provides
you with information on the patients’ hereditary risks and ongoing alerts for adverse drug
reactions when writing prescriptions.
Please refer to the Genomic Testing and Drug-Genome Screening Setup document for setup
instructions.
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Health Information Exchange
CommonWell®
You may choose to enroll with the CommonWell Health Alliance health information exchange.
This optionally purchased service enables secure access to your patients’ health records from
other providers, hospitals, and medical service providers who also participate with
CommonWell. It also enables those other providers, hospitals, and medical service providers to
access your medical records for their patients.
The CommonWell Batch job queries CommonWell for the patients with appointments scheduled
for the next day. This makes it faster for users to process the patients when they check in for their
appointments.
To configure the application to exchange data with CommonWell, you must perform the
following tasks.
1. To enroll, please contact your sales representative or email Aprima-InsideSales@aprima.com.
2. Set up the AprimaVault Downloader, AprimaVault Outbound Queuing, and AprimaVault
Sender jobs and job schedules. These jobs and job schedules will already be set up if you are
using electronic prescribing or insurance eligibility processing.
3. Activate the integration partner records for CommonWell.
4. Configure the CommonWell Batch job.
5. Schedule the CommonWell Batch job.
6. Modify the user settings to enable CommonWell document downloads during appointment
check in.

Activate the CommonWell Integration Partner Record
Perform the following process to activate the integration partner record for CommonWell. You
must have set up the AprimaVault jobs and jobs schedules before performing this task.
1. List Editor icon (

) → Interface Engine → Integration Partner

2. Select the Include Inactive checkbox, and then select the Search button.
3. Select the CommonWell entry, and then select the Modify button.
4. Deselect the Inactive checkbox to activate the integration partner record.
5. Select the Allow API Access checkbox.
6. Select the Patient Consent Required checkbox.
7. Select the appropriate radio button for the default consent setting for patients. The setting
for patients may either default to ‘does not consent’ or to ‘does consent’. Selecting the
‘does not consent’ will prevent accidental disclosure of patient information.
8. Select the OK button to save and close the window.
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Configure the CommonWell Batch Job
1. List Editor icon (

) → Integration → Jobs

2. Select the Include Inactive Items checkbox, and then select the Search button to display all
active and inactive jobs.
3. Select the CommonWell Batch job, and then select the Modify button.
4. Deselect the Inactive checkbox.
5. Select the users or user groups to be notified when an error occurs in the job.
6. Select the OK button.

Schedule the CommonWell Batch Job
1. List Editor icon (

) → System → Job Schedule

2. Select the Include Inactive Items checkbox, and then select the Search button to display all
active and inactive jobs.
3. Select the CommonWell Batch job schedule, and then select the Modify button.
4. Deselect the Inactive checkbox.
5. Accept the default Repeat Parameters selections which specify when the job is to run.
6. Enter an ID and Notes, if desired.
7. Select the OK button.

HL7 Partners
HL7 partners are defined as external entities with which the application interfaces. Lists of
supported partners and partner specific set up parameters are loaded into the application
during installation. Configuration details are specific to the partner to enable exchange of
messages.
Partner configuration details may be edited if the partner makes any changes to the
parameters. You may edit the name of the partner, add notes, and define the send and receive
directories, but you are strongly recommended not to change any of the other parameters
unless instructed to do so by Support or the partner.

Messages for HL7 Interface Errors
Errors for HL7 interfaces are available in the Interface Data Center. However, many users will not
have security rights to that window or will not be comfortable searching for errors related to a
particular interface. So, you may define users or user groups to receive messages when errors
are generated for sending or receiving through an HL7 interface. This is particularly useful for lab
interfaces so that providers or other clinical users are notified when a lab order or result has
failed.
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Patient Consent for HL7 Partners
HL7 partners are external entities with which the application interfaces. HL7 partners may be
used for a variety of purposes, such as laboratory interfaces, immunization registries,
governmental and non-governmental quality reporting, and more. For some of these purposes,
it is necessary for the application to send information about a patient to the HL7 partner. When
patient information is needed, then the HL7 partner (that is, the receiving entity) may require
that you obtain the patient’s consent prior to sending information to them.
When patient consent is required for the HL7 partner, you can identify this in the HL7 partner
record. You can also select the default setting consent setting for patients. A patient’s actual
consent or decline to consent may be documented in the Patient window.

Common HL7 Partners
The following Hl7 partners are predefined in the application. They require additional set up in
order for the associated interface to be used. The setup is usually done by Support when
implementing the associated interface. You may have additional HL7 partners defined for
custom interfaces.


ExportPatientDiagnosisData: Used to report syndromic surveillance information to a public
health agency.



LabCorp: Used to export lab orders and receive lab test results from LabCorp laboratories.



QRDA Partner: Used to export data for MIPS and other quality program reporting.



VXUV04: All the HL7 partner records used to report immunization information to an
immunization registry include 'VXU' in the name; for example, VXUV04, UniversalVXU, and
SurescriptsVXU.

Modify an HL7 Partner Record
1. List Editor (

) → Interface Engine → HL7 Partner

2. Search for and select the desired HL7 partner record, and then select the Modify button. This
accesses the HL-7 Partner window.
3. Select the Use ICD-10 checkbox when the HL7 partner is ready to accept ICD-10 codes.
4. Select the Test Mode checkbox if transactions to and from the HL7 partner are for testing
only.
5. Define recipients for messages for errors, if desired.
a. Select the checkbox for Send Error Message Alert to User.
b. Select one or more users or user groups to receive a message when an error occurs.
6. Do not change the following fields unless instructed to do so by Support.


Segment Separater



Ack Conn



Send Ack
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Receive Ack



Start Message



Stop Message



HL7 Message Structure

7. If patients must consent before sending information to this HL7 partner:
a. Select the Patient Consent Required checkbox.
b. Select the appropriate radio button for the default consent setting for patients. The
setting for patients may either default to ‘does not consent’ or to ‘does consent’.
Selecting the ‘does not consent’ will prevent accidental disclosure of patient
information.
c. If the partner may share the data with other providers or entities, then select the "Patient
Consent is Required for Partner to Exchange Data with Third-Parties" checkbox.
8. Select the Files tab if the sending mechanism is a file system or FTP.
a. The Send Msg Directory field should contain the full path to the location where the files
will be sent by the application.


For a file system, the path should be in the format c:\folder1\FromAprima



For FTP, absolute paths are required. For example, /usr/home/FTPUser

b. The Send File Prefix and Send File Suffix fields are used to differentiate file names when
sending messages to different locations.
c. The Recv Msg Directory field should contain the full path to the location where the files
will be sent by the application.


For a file system, the path should be in the format c:\folder1\ToAprima



For FTP, absolute paths are required. For example, /usr/home/FTPUser

d. The Receive File Prefix and Receive File Suffix fields are used to differentiate file names
when receiving messages from different locations.
9. Select the TCP Sockets tab if the sending mechanism is TCP sockets.
a. Enter the IP Address of the server where the Partner's HL7 interface resides.
b. The Send Port is the port on which the external system is expecting to receive messages
from the application. This port is used when the sending method being used is TCP.
c. The Receive Port is the port on which the external system is expecting to send messages
to the application. This port is used when the receiving method being used is TCP.
d. The Keep Alive field identifies the number of seconds the port is kept open.
e. The Queue Length field identifies the size of the buffer for sending and receiving data.
When the buffer is not large enough, the data will be written to it faster than data in it is
removed, resulting in a lost data.
10. Select the FTP tab if the sending mechanism is FTP.
a. The FTP Server Address is the IP address or name of the server that you are sending to or
receiving from.
b. The FTP Port is the port on the server that you are sending to or receiving from.
c. The FTP Protocol is the protocol used for transmission.
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d. The FTP Server Username is the user name used to log into the FTP server.
e. The FTP Server password is the password used to log into the FTP server.
f.

The FTP Download Path is the full path for downloading files from the FTP server.
If you are using FTP for electronic claims, this must be the same as the FTP download path
entered in the Clearinghouse record.

g. The Recv File Prefix and Recv File Suffix fields are used to differentiate file names when
there are multiple files in the download path.
11. Select the Web Service tab if the sending mechanism is a web service.
a. The Order Service URL specifies the URL of the order service.
b. The Result Service URL specifies the URL of the result service.
c. The Username is the user name used to log into the web service.
d. The Password is the password used to log into the web service.
12. Select the Corepoint tab if the sending mechanism is through the Corepoint server.
a. In the Endpoint URL field, enter the URL of the receiving partner entity.
b. In the Mailbox URL field, enter the URL of the Corepoint server mailbox.
c. In the Client ID field, enter your practice’s ID with the receiving partner entity.
d. Enter the Machine ID if needed.
e. In the Username field, enter your practice’s user name used to log into Corepoint.
f.

In the Password field, enter your practice’s password to log into Corepoint.

g. Enter an Inbound ID if needed.
h. Enter an Outbound ID if needed.
i.

Select the Create Mailbox checkbox to create a new mailbox for this partner entity on
the Corepoint server.

j.

The Pool field will be enabled only when the Create Mailbox checkbox is selected. Enter
the appropriate information for the partner.


For a vaccine registry, the pool is VXUregistry.

13. Select the REST tab if the sending mechanism is a REST API.
a. In the Endpoint URL field, enter the URL of the receiving partner entity.
b. Enter the Call Method for the interface.
c. Enter the Token for the interface.
d. In the Client ID field, enter your practice’s ID with the receiving partner entity.
e. In the Username field, enter your practice’s user name for the interface.
f.

In the Password field, enter your practice’s password for the interface.
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Insurance Clearinghouses
Insurance clearinghouses are used by the optional behavioral health functionality. If your
practice is licensed for this functionality and interfaces for insurance payers have been
implemented, then demographics and enrollment clearinghouses will have been defined for
you.
If you are not licensed for the optional behavioral health functionality, then you do not need
these clearinghouses.

Demographics Clearinghouse
Patient demographic clearinghouse records are used to electronically submit demographic
data to insurance payers. If you are using this optional, licensed functionality, then the
application will be configured with the needed clearinghouse record or records. You should not
make any changes to a clearinghouse record unless directed to do so by Support.
You may view the demographic clearinghouses at:
List Editor (

) → Billing → Demographic Clearinghouse

Enrollment Clearinghouse
Enrollment clearinghouse records are used to electronically submit patient enrollment data to
insurance payers. If you are using this optional, licensed functionality, then the application will be
configured with the needed clearinghouse record or records.
Insurance enrollment is used in very rare instances when the practice submits an 837 insurance
enrollment form for Medicare for a patient. The 837 insurance enrollment form is usually
submitted by employers when enrolling their employees for insurance coverage.
You should not make any changes to a clearinghouse record unless directed to do so by
Support. You may view the enrollment clearinghouses at:
List Editor (

) → Billing → Enrollment Clearinghouse

Insurance Eligibility
You may choose to enroll your providers with Practice Insight to enable downloading patients’
insurance eligibility information. The information is provided to the eligibility clearinghouse by
participating insurance payers. When you request eligibility information, the eligibility
clearinghouse downloads all the insurance eligibility information made available by the
patient’s insurance payer. Each insurance payer determines what information they will provide
in response to eligibility requests. Also, some insurance payers may provide some information
based on the credentials of the provider requesting the information.
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You may define the types of eligibility information received that you want to display for patients.
This simply controls the information that is displayed when available. It does not affect the
information requested or received; so, you may see more or less information for a patient whose
eligibility information has already been received if you change your display settings. General
medical benefits are always displayed.
It is important to understand that eligibility information is valid at the time it is sent to the
clearinghouse by the insurance payer. A patient may change insurance plans or payers, or may
meet insurance limits, or the terms of the patient’s plan may change between the time you
receive the eligibility information and the time the provider conducts the patient visit. Therefore,
eligibility information is never a guarantee of payment.
You may configure the application to automatically make requests for insurance eligibility
information prior to patients’ scheduled appointments. This can help you determine any patients
for whom you need to obtain additional information or authorization prior to the appointment.
Eligibility information can change at any time. Therefore, it is recommended that you make
automatic requests as close to the appointment as reasonably possible, generally within a few
days. However, since a patient’s eligibility information is unlikely to change during a calendar
month, only one automatic request is made per month for any patient.
When the automatic eligibility requests are made, they are made for all appointments the
defined number of days away and for all appointments within that period for which a request
has not yet been made. Thus, if requests are made two days prior to appointments, then
requests will be made for all appointments two days from now and for new appointments for
tomorrow for which requests have not yet been made. If requests are made one day prior to
appointments, then the requests will be made for appointments for tomorrow for which requests
have not yet been made. If requests are made for zero days prior to appointments, then
requests are made for today’s appointments for which requests have not yet made. Please note
that you must coordinate the days in advance of appointments and the time at which the
eligibility job runs. The eligibility job should run after midnight if you are using one or zero days in
advance of appointments.
All eligibility requests must be associated with a provider and a service site. The provider
associated with the request must be recognized as credentialed for billing and claims by the
insurance payer to whom the request for information will be made. Therefore, if you have nurse
practitioners, physician’s assistants, or other providers who do not bill under their own names,
then you cannot make eligibility requests for these providers. Instead, the request must be made
for the billing provider.
If a non-billing provider is identified as the provider on an appointment, then an eligibility request
made for the appointment during the nightly processing will attempt to use the provider
identified as the practice’s primary provider for the patient in the Patient window. If there is no
provider identified in the Patient window, then the automated request made from the
appointment will fail. To avoid large numbers of error responses, you should exclude non-billing
providers from the automatic requests for scheduled appointments.
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Setup Tasks
You must perform the following tasks to use the insurance eligibility functionality.
1. Enroll your practice and billing providers with the Practice Insight claim clearinghouse. Please
contact Support to enroll.
2. Some insurance payers require enrollment in order to request eligibility information on their
subscribers. Please contact Support for assistance with enrolling with insurance payers
associated with the Practice Insight clearinghouse. For some insurance payers, you must
contact the insurance payer directly to enroll.
3. Configure your practice settings for eligibility. Please see the instructions below.
4. Configure the eligibility service types and statuses. Please see the instructions below.
5. Set up the eligibility clearinghouse record. Please see the instructions below.
6. Create the electronic payer record for the insurance payer. Please see the Insurance Payers
and Plans section and its Electronic Payer subsection for more information.
7. Associate the electronic payer record with the insurance payer record. This may already
have been done to enable electronic claims, so it is not covered here. Please see the
Insurance Payers and Plans section and its Insurance Payers subsection for more information.
8. Activate the insurance eligibility job and job schedule. Please see the instructions below.
9. Enter your submitter ID for claims in the PI claim format value type. This ID will then be
included in all eligibility requests. This may already have been done to enable electronic
claims, so it is not covered here. Please see the Claim Format Value Types section for more
information.
10. Define any appointment statuses that should not be used for eligibility requests.

Configure Eligibility in Practice Settings
When configuring eligibility, you can define when automatic requests for eligibility information
are made and any providers for whom automatic eligibility requests will not be made. Please
note that users may make on-demand eligibility requests for the providers that are excluded
from automatic requests.

Eligibility Service Types
Part of the eligibility configuration is selecting the eligibility service types that are applicable to
your practice. The application associates certain eligibility service types to specialties. So, if you
selected a specialty for your practice when you configured the eligibility clearinghouse, the
eligibility service types associated with that specialty are defaulted to your eligibility
configuration. If you selected a specialty for which specific eligibility service types are not
known, then the application defaults the following basic eligibility service types.


Diagnostic lab



Diagnostic medical



Diagnostic X-ray



Flu vaccination
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General benefits



Health benefit plan coverage



Lenses



Medical care



Physician visit – office: sick



Physician visit – office: well



Professional (physician) visit – office



Professional (physician) v



Urgent care

You can add to or remove eligibility service types.

Configure Eligibility
1. Tools menu → Configure Practice Settings → Billing tab
2. Enter the Electronic Claim Submitter ID. This is the ID that is provided by the clearinghouse
when you registered for electronic claim submittal, and so may already be entered.
3. In the Eligibility Service Type Code field, select the types of eligibility information that you
want to display. All information received will be displayed if this field is left blank.
Note: You can automatically populate this information by selecting a specialty when setting
up the eligibility clearinghouse. You can then add to or remove eligibility services types here.
4. If you want the application to automatically check eligibility for patients with appointments,
select the Appointment Eligibility checkbox.
5. Configure when the automatic requests are made.
a. In the Days In Advance For Appointment Eligibility Check, enter the number of days in
advance of an appointment that you want the request made.
b. If you want the days-in-advance count to include Saturday and Sunday, then select the
Include Weekends checkbox.
6. The Check Eligibility Once A Month checkbox is no longer used. Each patient’s eligibility is
only automatically requested once a month (based on the settings in the previous step),
regardless of how many appointments are scheduled for the patient.
7. Select the Check Eligibility If Month Changed Since Last Checked checkbox if you want to
check the patient’s eligibility when the calendar month has changed even if the last check
was less than a month ago. For example, if the patient’s last eligibility check was on January
26, then eligibility information will be requested for a February 8 appointment even though
this is less than 30 days ago. The request for the appointment in the new month will be made
according to the schedule defined by the Days In Advance For Appointment Eligibility
Check setting described above.
8. In the Providers To Exclude From Appointment Eligibility Check, select any providers for whom
you do not want automatic requests to be made.
You should exclude any non-billing providers. This will avoid large numbers of error responses
since insurance payers will only send information in response to requests made for billing
providers.
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Configure the Eligibility Service Types
Eligibility service types are the types of service for which patients may have insurance benefits.
These services types are standard across insurance payers and are identified by standard ANSI
codes.
The eligibility service types are used to parse the information received from the clearinghouse
when you request insurance eligibility information for a patient. You must define the properties
for eligibility service type so that application can parse information in a manner that fits your
practice’s needs.
You may also want to inactivate any eligibility service types for services which you do not
provide. This will reduce the amount of unneeded information you receive when you request a
patient’s eligibility information.
1. List Editor (

) → Billing → Eligibility Service Type

2. Search for and select the desired eligibility service type, and then select the Modify button.
3. In the Process Eligibility Properties area, select the checkboxes for the item or items you want
parsed for this service type.
4. In the Display Order field, select a number to move the information closer to the top of the
list closer to the bottom of the list of all insurance eligibility information received for a patient.


1 moves the item to the top of the list.



100 moves the item toward the bottom the list.



The default is 100 except for a few high priority items, such as Medical Care. High priority
items default to 10.

Configure the Eligibility Statuses
Eligibility statuses indicate the status of a patient’s insurance coverage. The statuses are
standard across payers. However, you may modify the icon for a status in order to change how
the status is interpreted so that it aligns with your practice’s business processes. For example, if
you do not accept capitated plans, you may want to change the icon for the Active – Service
Capitated status from Active to Inactive.
1. List Editor (

) → Billing → Eligibility Status

2. Search for and select the desired eligibility status, and then select the Modify button.
3. Select the radio button for the desired Coverage Icon.
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Configure the Practice Insight Eligibility Clearinghouse
If your practice is using the optional eligibility functionality, this clearinghouse will have been set
up for you. Do not make any changes to the configuration unless instructed to do so by Support.
Please note that setting up the eligibility clearinghouse will not, by itself, enable the eligibility
functionality. The licensing information must be set up completely and you be enrolled for this
service with Practice Insight.
1. List Editor (

) → Billing → Clearinghouse

2. Select the Include Inactive Items checkbox.
3. Highlight the Practice Insight Eligibility entry.
4. Press and hold the CTRL key, and then select the Modify button. This opens the
Clearinghouse window in a manner that enables creating the necessary Corepoint mailbox.
Simply selecting the hyperlink or the Modify button will not enable you to enter configuration
information. You must hold the CTRL while selecting Modify.
5. Do not change the entries in the Name, Organization, or Receiver ID fields.
Note: Do not use dashes (-) or other special characters in the Name or Organization fields.
6. Deselect the Inactive checkbox. This activates the clearinghouse record, and is necessary
for sending and receiving messages.
7. The Eligibility checkbox must be selected.
8. Select the Electronic Submitter ID field, and press the F10 key. This accesses the Claim Format
Value Type window for the Practice Insight Submitter ID.
a. Select the Add Value button. This access the Claim Format Value window.
b. In the Value field, enter 99999.
c. Select the OK button to return to the Claim Format Value Type window.
d. Select the OK button to return to the Clearinghouse window.
9. Set the eligibility service type for your practice.
a. Select the Set Default Eligibility Service Types button.
b. Search for and select the appropriate specialty for your practice. This populates your
practice settings with the default eligibility service types for the specialty selected.
c. Select the OK button to return to the Clearinghouse window.
10. The Aprima Services radio button must be selected.
11. In the Default ERA Status area, select either:


Hold: To set the status of received ERA files to Hold. Files will not be processed until a user
processes them or changes the status to Unprocessed.



Unprocessed: To set the status of received ERA files to Unprocessed. The application will
process the files the next time the ERA processing job runs.

12. Select the Production radio button.
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13. Select the Create Corepoint Mailbox button.
This creates the mailboxes needed to submit eligibility requests and receive eligibility
information. Then, it populates the required Corepoint connection information fields.
It may take a few moments for this to complete. Wait until the connection information
populates before continuing.
14. Enter your Billing ID. This is assigned by Practice Sight.
15. Enter your Web Service User Name. This is assigned by Practice Sight.
16. Enter your Web Service Password. This is assigned by Practice Sight.
17. Select the OK to save the clearinghouse configuration and close the window.
Wait at least 10 minutes for the configuration to complete before you attempt to process
eligibility requests.

Configure the Insurance Eligibility Jobs and Job Schedules
There are two jobs for insurance eligibility. You must configure and schedule both jobs.


Eligibility Transmission: Processes daily on-demand requests.



Nightly Automatic Appointment Eligibility: Processes requests for scheduled appointments.

Configure the Insurance Eligibility Jobs
1. List Editor icon (

) → Integration → Jobs

2. Select the Include Inactive Items checkbox, and then select the Search button to display all
active and inactive jobs.
3. Select the Eligibility Transmission job, and then select the Modify button.
4. Select the users or user groups to be notified when an error occurs in the collection
processing job.
5. Select the OK button.
6. Select the Nightly Automatic Appointment Eligibility job, and then select the Modify button.
7. Select the users or user groups to be notified when an error occurs in the collection
processing job.
8. Select the OK button.

Schedule the Insurance Eligibility Jobs
1. List Editor icon (

) → System → Job Schedule

2. Select the Include Inactive Items checkbox, and then select the Search button to display all
active and inactive jobs.
3. Select the Eligibility Transmission job schedule, and then select the Modify button.
4. Deselect the Inactive checkbox.
5. Accept the default Repeat Parameters selections which specify when the job is to run.
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6. Enter an ID and Notes, if desired.
7. Select the OK button.
8. Select the Nightly Automatic Appointment Eligibility job schedule, and then select the Modify
button.
9. Deselect the Inactive checkbox.
10. Accept the default Repeat Parameters selections which specify when the job is to run.
11. Enter an ID and Notes, if desired.
12. Select the OK button.

Insurance Payers and Plans
Alternate Insurance
Medicare and some Medicaid and other insurance payers contract with separate insurance
payers to cover certain charges, such as durable medical equipment (DME). Claims for the
charges covered by the alternate insurance payer must be sent to that alternate payer, not to
the patient’s actual insurance payer. You can define the insurance payer’s record and amount
allowed schedule so that a separate superbill is created for any charges covered by an
alternate payer.
To cause a separate superbill to be created for any charge covered by an alternate insurance
payer and plan, you must:


Create an insurance payer record for the alternate insurance payer.



Create an insurance plan record for the alternate insurance payer’s insurance plan that
covers the specific charges.



Identify the alternate insurance payer and plan on the principal insurance payer’s record.



Identify the charges covered by an alternate insurance payer and plan on the amount
allowed schedule for the principal insurance payer.

It is important to recognize that a second superbill will be created only when both an alternate
payer is identified on the principal insurance payer and charges on the amount allowed
schedule are identified as covered by an alternate payer. So, if the principal insurance payer
has an alternative insurance payer identified but the amount allowed schedule does not identify
any charges covered by the alternate insurance payer, then separate superbills will not be
created. Likewise, if an amount allowed schedule identifies charges as being covered by an
alternative insurance payer, but an insurance payer associated with that amount allowed
schedule does not have an alternative payer and plan identified, then separate superbills will
not be created.
When a patient incurs a charge for a procedure that is covered by an alternate insurance
payer, then a new account is created for the patient. The new account is named ALT, and the
alternate insurance payer is the primary insurance on the account. The ALT account enables
you to file the primary claim for the procedure with the alternate insurance.
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Electronic Payer
Electronic payers are insurance payers who are able to receive either electronic claims or
requests for insurance eligibility information. Although an insurance payer may receive both
electronic claims and receive requests for insurance eligibility information, you must establish
separate electronic payer records for these two functions.
An insurance payer that is able to receive electronic claims may respond electronically or via
paper. All insurance eligibility requests are responded to with a download of information to your
database.
The application includes a list of payers with whom you can file electronic claims and from
which you may request insurance eligibility information. The list is supplied by the clearinghouses
that are used, and is updated with each major release of the application.
Please note that this release of the application does not include the electronic payer IDs for
Practice Insight eligibility. Therefore, you must create the needed electronic payer ID records.
The next release of the application will include the electronic payer IDs for Practice Insight
eligibility.
Should you need an electronic payer that is not in database, you can create a new electronic
payer record using information received from the clearinghouse.
When you view the list of available electronic payers, the window displays the clearinghouse
payer ID, clearinghouse name, payer name, and notes.
1. List Editor (

) → Billing → Electronic Payer

2. Select the New button.
3. Add the Name of the payer.
4. Enter the Payer Origination ID. This is usually obtained from the patient's insurance details.
(Not needed for insurance eligibility.)
5. Select the Clearinghouse.
6. Enter the Electronic Claim ID. This is defined by the clearinghouse.
7. Check the checkbox if registration is required. This requirement is defined by the
clearinghouse payer list and indicates that the practice must file registration with the payer
to enable electronic claims.
8. In the Eligibility ID field, enter the eligibility ID given to you by the Practice Insight Eligibility
clearinghouse. (Not needed for claims submission.)
9. Check the checkbox if registration is required. This requirement is defined by the
clearinghouse payer list and indicates that the practice must file registration with the payer
to enable electronic claims.
10. Enter an ID and Notes if desired.
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Employer Insurance
You may enter a patient’s employer into the database as a corporate entity simply to identify
the employer or to use the employer as a responsible party if needed. An employer’s workers’
compensation insurance may be entered in the employer record so that it can be applied to
multiple patient accounts as needed. Then when the employer is added to a patient record as
the responsible party, the employer’s insurance can be applied to the patient’s account.
1. Either:


List Editor (

) → Demographics → Employer → New button



Patient Demographics (
icon → New button

) → Employment tab → Add button → Employer field Find

2. Enter the Name of the employer.
3. Add ID and Notes, if desired.
4. Enter contact details as required:


Primary and Secondary Contact names



Address and Phone numbers



Emails

5. Select the Workers’ Comp tab.
6. Enter an Insurance Period using the New button. For a current account, it is not necessary to
add an End Date, but if the Insurance changes, you may wish to add an end date to prior
insurance using the Modify button.
7. Search for and select the desired Insurance Plan. Address and phone information will be
populated for the selected plan.
8. Search for and select the desired Insurance Contact, if desired. Phone and email information
will be populated for the selected contact.

Insurance Contact
Use the Insurance Contact window to create a record for any person that you contact at an
insurance payer. You may have contacts related to specific superbills and commitments made
on them. You may also have general contacts for an insurance payer, such as the
representative who verifies all patients’ insurance coverage or a representative who handles all
oncology cases.
1. List Editor icon (

) → Demographics → Insurance Contact

2. Select the New button.
3. Search for and select the Insurance Payer for which this person is a contact.
4. Search for and select the Insurance Plan for which this person is a contact.
5. Enter a First and Last name for the insurance contact. You may also enter additional
information, such as Title, Middle name, and AKA Name.
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6. Enter the contact’s Phone Number and Phone Type.
7. Enter the contact’s Email address if desired.
8. Select the contact’s gender, if desired.
9. Enter an ID and Notes, if desired.

Insurance Payers
The Insurance Payers window enables you to define the insurance carriers with which you have
contractual agreements to submit claims. This is where you associate an amount allowed
schedule, claim format, reimbursement rule set, and other items to the insurance payer.
You should create only one insurance payer per insurance carrier. The carrier is the entity that
distributes payments. For example, you should create only one Blue Cross/Blue Shield payer. You
will enter multiple insurance plans that are then associated with this payer. You should only
create a second insurance payer for a carrier when the electronic payer ID is different. For
example, Medicare Railroad and Medicare Part B have different electronic payer IDs.

Advance Beneficiary Notice
If you are using the optional medical necessity claim scrubbing from Alpha II, then you can
configure ABN validation. An advance beneficiary notice (ABN) is generally only required by
Medicare, not by Medicare Advantage or commercial insurance payers. ABN validation alerts
the provider or clinical user when an ABN is needed. Validation is performed only when the ABN
information is configured on the patient's insurance payer.

Alternate Insurance Payer and Plan
Medicare and some Medicaid and other insurance payers contract with separate insurance
payers to cover certain charges, such as durable medical equipment (DME). Claims for the
charges covered by the alternate insurance payer must be sent to that alternate payer, not to
the patient’s actual insurance payer. The alternate payer and plan must be identified on the
principal insurance payer’s record.

Automatic Adjustments
To make automatic adjustments for an insurance payer, you must select the credit type to be
used for the automatic adjustments. The credit type that you select must have the type
‘Contractual Adjustment’. If the adjustment type is not selected, automatic write-offs will not be
created for this insurance payer even if the feature is enabled on the amount allowed schedule
associated with the insurance payer.

Clinical Claim Scrubbing
Optional clinical claims scrubbing is provided by Practice Insight and Alpha II. The Alpha II claim
scrubbing engine verifies both professional and institutional claims from the payer’s perspective.
In addition to Medicare’s local coverage determination (LCD) and national coverage
determination (NCD) rules, Alpha II’s proprietary claim scrubbing engine which covers virtually all
possible diagnosis and procedure code combinations.
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Enrollment and Demographics Clearinghouses
If you are using the optional behavioral health functionality and the necessary interfaces have
been implemented, then you may associate enrollment and demographic clearinghouses with
insurance payers.
An enrollment clearinghouse is used for submitting electronic 834 transactions. This transaction is
typically used by employers to enroll employees with an insurance plan, but it is also used in
large integrated behavioral health clinics, which directly enroll patients with local regional
behavioral health administrators (RBHA).
A demographics clearinghouse may also be used in large integrated behavioral health clinics to
transmit detailed demographic, diagnostic, and treatment plan information to the RBHA. This
transaction is not a HIPAA transaction set, and the requirements vary from state to state and
even region to region.

ICD-10 Start Date
You can set a start date for sending ICD-10 diagnosis codes to insurance payers. The application
uses the start date to determine whether to include ICD-10 codes on claims for the insurance
payer.
The effective date for ICD-10 diagnosis codes was October 1, 2015. However, some payers may
not be ready to accept ICD-10 until after that date. Some payers, such as Workers
Compensation and auto medical bills (aka Property & Casualty), are not covered by the HIPAA
mandate for ICD-10 compliance, and so may not accept ICD-10 codes.
You may enter a start date for all insurance payers, or you may enter a start date on individual
insurance payers. When you enter a start date for all payers, the application applies that date
only to insurance payers that do not have a start date entered. Entering a start date for all
payers will not overwrite a specific start date entered on an individual insurance payer record.
However, if you have entered a start date for all payers, and then remove the start date (thus,
changing the date to not set), then all start dates are removed for all payers.
You can enter or change the start date for an individual insurance payer. Start dates for
individual payers are entered in the insurance payer record. Please refer to the Create an
Insurance Payer section below for instructions.

Set the ICD-10 Start Date
Use the following process to enter a general start date for all insurance payers.
1. List Editor → Demographics → Insurance Payer
2. Select the File menu, and the ICD-10 Date option.
3. In the ICD-10 Start Date popup window, enter the desired ICD-10 Start Date for all insurance
payers.
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Insurance Default Processing Options for Electronic or Paper Claims
You can identify an insurance payer’s or an insurance plan’s requirements for electronic and
paper claim creation. An insurance payer may, for example, accept electronic claims when
they are the primary payer, but accept only paper claims when they are the secondary (or
other non-primary) payer. The default processing option enables users to generate claims in the
proper format without opening individual superbills to set the paper claim option.
The options that can be set for default processing are:


None: All claims will default to electronic if an electronic payer is associated with this
insurance payer. This is the default selection.



Secondary: Secondary, tertiary, and all other non-primary claims will default to paper.
Primary claims will default to electronic.



All: Primary and non-primary claims will default to paper.

Insurance Participation Alert
You can configure the application to display a message when a user creates an appointment
for a patient who has an insurance payer with which the provider does not participate. By
default, users are prevented from scheduling an appointment for a provider who does not
participate with the patient’s insurance. You can grant users the security rights to override the
alert message if you want them to be able to schedule appointments for the provider.
You can identify the providers who do not participate on the insurance payer record, and you
can identify the insurance payers on the provider record. The information will appear in both
records, regardless of where it is entered.

Map Insurance Eligibility to the Account Type
Some insurance payers provide eligibility information for more than one industry-standard payer
type code. This is most frequent with Medicare, which provides eligibility information for Parts A
and B, but may also happen with other insurance payers as well. When a payer sends
information for more than one payer type code, the application displays all the information in
the patient’s eligibility information record. By default, the eligibility information is displayed in the
order sent by the payer, and the first type received is parsed into the detail fields. As a result, the
eligibility information for the payer type code you are interested in may not be the information
that is displayed in the eligibility detail fields at the top of the patient’s record. With Medicare,
many practices are most interested in Part B, but the Part A is sent first.
You may map eligibility information to the insurance payer’s payer type code so that the
eligibility information you are most interested in appears in the eligibility detail fields in a patient’s
record. To do this, you must make sure that the correct ANSI code for the industry-standard
payer type code is identified in the account type associated with the insurance payer. You must
also define the insurance payer to map eligibility information to the payer type.
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Payment Typology
The insurance payment typology code identifies the source of the payment. The data files
produced by generating the CQM 2015 report use the payment typology code to correctly
identify the source of payment for patients’ insurance payers.
To correctly report for MIPS and some other quality programs, Medicare Part B fee-for-service
(FFS) payers (including Railroad Retirement Board and Medicare Secondary) must be associated
with the Medicare payment typology code. Medicare replacement (Medicare Part C and
Medicare Advantage Plan) payers will have a different payment typology code, and should
also be identified correctly.
Commercial payers, other government payers, and other payers will have different typology
codes.
If you are not sure of the correct payment typology code, please contact your insurance payer.

Preferred Laboratories
Some insurance payers contract with specific laboratory companies, and pay a greater amount
or percentage of charges for tests performed by those laboratories then for tests performed by
laboratories with whom they do not contract. You can identify these preferred laboratories on
the insurance payer record. This enables your providers to identify the preferred laboratories
when ordering lab tests for a patient.
When an insurance has more than one preferred laboratory company, then you can identify the
preference order of them.

Claims Mapping Rules
Claims mapping rules are used when an insurance payer requires that the payer’s own code be
used on a claim rather than the standard CPT or HCPCS code. Claims mapping rules are set for
an insurance payer. Most insurance payers who require their own codes for certain procedures
require their own code for all of their insurance plans. If an insurance payer does require their
own code for some insurance plans and not for others, then you will have to create a specific
insurance payer record and associate it with the insurance plans that require the payer-specific
code.
A claims mapping rule identifies the insurance payer, the procedure code, and the payerspecific override code. Each claims mapping rule, (that is, the combination of these three
things) must be unique.

Renaming or Merging Insurance Payers
You may, if needed, change the name of an insurance payer or merge one insurance payer
record with another insurance payer record. You must be aware that when you do this, all
charges and payments associated with the original insurance payer are now associated with
the renamed or merged insurance payer. This is of particular importance when financial reports
are generated for past time periods.
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Create an Insurance Payer
1. List Editor icon (

) → Demographics → Insurance Payer

2. Select the New button.
3. Select the Contact Info tab.
4. Enter the Name of the insurance payer.
5. Enter an ID if desired.
6. Enter Primary and Secondary contact details: names, address, phone number, email.
7. Select the Settings tab.
8. Select Account Type, for example Commercial, Medicare, or Worker's Compensation.
When a superbill is created from an appointment or patient visit note, then the account type
on that superbill defaults from the account type on the appointment or patient visit note. So,
if a case is associated with the appointment or patient visit note, and that case is defined as
using a particular type of insurance account, such as automobile, that account type will be
reflected on the resulting superbill.
9. Choose whether this insurance payer will use the Provider's Fee List, or search for an
alternative Fee Schedule.
10. Select the Amount Allowed listor leave the default selected.
11. Select a Reimbursement Rule that applies to this payer, if needed.
Note: A named reimbursement rule may include a selection of different rules that apply to
different procedure codes.
12. If you are using electronic remittance advice (ERA) with this Insurance Payer, enter the ERA
Payer ID that was provided.


Copying and pasting the payer ID from the 835 file is recommended because the ID
must be exactly as provided for claims to process.



You may enter more than one payer literal, if needed. Separate each payer literal with a
semicolon (;).



You may enter up to 8,000 characters in this field.

13. If you are using ERA, select the ERA Rule Group to be associated with this Payer.
14. To use the automatic write-off functionality with this insurance payer, select the Auto Writeoff
Adjustment Type desired.
15. In the Network line, either:


Select the No Network checkbox if the insurance payer does not have any network
plans.



Deselect the No Network checkbox if any of the insurance payer’s plans are network
plans.

16. In the PQRS Insurance Carrier field, select the payment typology code appropriate for the
insurance payer.
Make sure that all Medicare Part B fee-for-service (FFS) payers are associated with the
Medicare payment typology code.

280

Ref: 1192.13

17. If insurance eligibility requests will made:
a. Select the Eligibility Clearinghouse used for insurance eligibility requests.
b. Select the Eligibility Payer used for insurance eligibility requests.
c. Select the Map to Payer Type Code checkbox if you want to map eligibility information
to the insurance payer’s payer type code so that the eligibility information you are most
interested in appears in the eligibility detail fields in a patient’s record.
18. Select the Enrollment Clearinghouse. This is applicable only if you are using the optional
behavioral health functionality.
19. Select the Demographics Clearinghouse. This is applicable only if you are using the optional
behavioral health functionality.
20. In the ICD-10 Start Date field, enter the date the insurance payer is ready to accept ICD-10
diagnosis codes on claims.
21. In the Alternate Insurance Plan field, select the alternate insurance payer and plan if
appropriate.
22. Select an Insurance Group if desired.
23. To use the electronic prescribing incentive program functionality with this insurance payer,
select the checkbox for ‘E-Prescribing Incentive Program’.
24. If the insurance payer requires a referral by a primary physician, select the Requires a
Referral checkbox. This will cause a popup message to be displayed scheduling an
appointment for a patient with this insurance payer.
25. If you are using the optional medical necessity claim scrubbing from Alpha II, then you can
configure ABN validation. An advance beneficiary notice (ABN) is generally only required by
Medicare, not by Medicare Advantage or commercial insurance payers.
a. Select the Require ABN Validation checkbox.
b. Select an ABN English Format. The system-defined ABN Form 2020v508 formatting model
meets all Medicare requirements.
c. Select an ABN Spanish Format. The system-defined ABN Spanish 2020v508 formatting
model meets all Medicare requirements.
26. Select the Claims tab.
27. If claims will be transmitted electronically:
a. Select the Claim Clearinghouse used for claims submission.
b. Select the Claim Electronic Payer used for claims submission.
Note: When an electronic payer is entered, then an electronic claim format must also be
entered so that the payer-specific identification numbers can be applied in the claim
format. For example, for Medicare, the Medicare number must be applied.
28. Select the Claim Options for electronic and paper processing.
a. Select the Electronic Claim Format from the list. The list of electronic payers is supplied by
the clearinghouse. This ensures that the payer-specific identification numbers can be
applied in the claim format. For example, for Medicare, the Medicare number must be
applied.
b. If the insurance payer will accept paper forms, select a Paper Claim Format.
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c. If the insurance payer requires paper forms when they are the secondary (or other nonprimary) payer, select the Paper Claim Default Option.
29. Select the Claim Scrub Profile for the insurance payer.
30. Check the appropriate Accept Assignment radio button: Accept Assignment, Accept
Assignment Lab Only, or Do Not Accept Assignment.
31. If you know that the format of Member IDs and Group IDs is always consistent, you can enter
the format of the IDs, where:


Use A for alpha character



Use 9 for numeric
For example, AA9999 indicates a six-character code made up of two alpha characters
followed by four numeric characters.
Note: If you enter a format for Member and Group IDs, all IDs for the insurance payer will
be validated against the specified format. If you think there may be a variation in some
of the IDs, you should leave these fields blank and IDs will not be validated.

32. Select the Labs/Providers tab.
33. Identify preferred laboratories, if used by the insurance payer.
a. In the Preferred Laboratories field, select the laboratory or laboratories preferred by the
insurance payer.
b. The display order of the laboratories indicates their preference. If the laboratories are not
listed in the insurance payer’s preference order, then select the expand tree icon ( ) to
display the list.
c. Highlight a laboratory entry, and then use the up and down arrow icons (
change the order of the laboratories.

,

) to

d. Select the OK button to save the order of the laboratory entries.
34. If you want the application to display a message when a user creates an appointment for a
patient who has an insurance payer with which the provider does not participate, then in
the Non-Participating Providers field select the providers who do not participate with this
payer.
35. Select the Procedure Mapping tab to create claims mapping rules if needed.
a. In the Map Item To column, select the desired procedure code.
b. In the Substitution column, enter the payer’s specific code.
c. Repeat steps 5 and 6 to enter override codes for additional procedures.
d. If desired, use the up and down arrow icons to change the order of the claims mapping
rules.
e. If desired, use the Delete (
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) icon to remove a claims mapping rule.
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Insurance Plans
The Insurance Plan window enables you to define plans offered by the insurance payers that
you have defined. For example, Blue Cross/Blue Shield has multiple plans, such as HMO, PPO,
and Indemnity, that patients may have. You must define the insurance payers before you can
define plans.

Renaming or Merging Insurance Plans
You may, if needed, change the name of an insurance plan or merge one insurance plan
record with another insurance plan record. You must be aware that when you do this, all
charges and payments associated with the original insurance plan are now associated with the
renamed or merged insurance plan. This is of particular importance when financial reports are
generated for past time periods.

Changing the Associated Insurance Payer
You may, if needed, change the insurance payer that is associated with an insurance plan. You
must be aware that when you do this, all charges and payments associated with the original
insurance payer and plan are now associated with the new insurance payer and plan. This is of
particular importance when financial reports are generated for past time periods.

Payment Typology
The insurance payment typology code identifies the source of the payment. The data files
produced by generating the CQM 2015 report use the payment typology code to correctly
identify the source of payment for patients’ insurance payers.
To correctly report for MIPS and some other quality programs, Medicare Part B fee-for-service
(FFS) payers (including Railroad Retirement Board and Medicare Secondary) must be associated
with the Medicare payment typology code. Medicare replacement (Medicare Part C and
Medicare Advantage Plan) payers will have a different payment typology code, and should
also be identified correctly.
Commercial payers, other government payers, and other payers will have different typology
codes.
If you are not sure of the correct payment typology code, please contact your insurance payer.

Preferred Laboratories
Some insurance payers contract with specific laboratory companies for an insurance plan, and
pay a greater amount or percentage of charges for tests performed by those laboratories then
for tests performed by laboratories with whom they do not contract. You can identify these
preferred laboratories on the insurance plan record. This enables your providers to identify the
preferred laboratories when ordering lab tests for a patient.
When an insurance plan has more than one preferred laboratory company, then you can
identify the preference order of them.
Ref: 1192.13
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Create an Insurance Plan
1. List Editor icon (

) → Demographics → Insurance Plan

2. Select the New button.
3. Enter the Payer with which the plan is associated.
4. Enter the Name.
5. Choose whether to use the Payer's address. Uncheck the Use Payer's Address checkbox to
enter a different address for the plan.
6. Enter a phone number if this is different from the Payer's phone number. This field is for
information only.
7. Select the Settings tab.
8. For the remaining fields, select the radio button for Use Payer's information, or select the
alternative radio button to enter plan-specific information as follows.


Account Type: search for the account type to include.



Fee List: search for the plan-specific fee list, or select the radio button to Use Provider's
Fee List.



Amount Allowed: search for the plan-specific amount allowed list.



Paper Claim Format: search for the plan-specific paper claim format.



Electronic Claim Format: search for the plan-specific electronic claim format.



Paper Claim Option: select the option for when paper claims are required. This may be
None, Secondary (or other non-primary), or All.



Member ID and Group ID are optional fields. If you know that the format of Member IDs
and Group IDs is always consistent, you can enter the format of the IDs, where:


A indicates an alpha character



9 indicates a numeric character

For example, AA9999 indicates a six-character code made up of two alpha characters
followed by four numeric characters.
Note: If you enter a format for Member and Group IDs, all IDs for the insurance plan will
be validated against the specified format. If you think there may be a variation in some
of the IDs, you should leave these fields blank and IDs will not be validated.


Reimbursement Rule: search for the reimbursement rule to include.
Note: A named reimbursement rule may include a selection of different rules that apply
to different procedure codes.
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Auto-Write Off Adjustment Type: To make automatic write-off adjustments for an
insurance plan, you must select to use the payer’s adjustment type or select a specific
adjustment type to be used for the adjustments. If the adjustment is not selected,
automatic write-offs will not be created for this insurance plan even if the feature is
enabled on the amount allowed schedule associated with the insurance payer.



Requires a Referral checkbox: Select this checkbox to cause a popup message to be
displayed scheduling an appointment for a patient with this insurance payer.
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No Network checkbox: Select this checkbox if the plan is not a network plan. Deselect
the checkbox if the plan is a network plan. Then select the Map Network button to
identify the providers in the plan network. Please refer to the In-Network/Out-of-Network
section for more information.

9. Select the Clinical tab.
10. Identify preferred laboratories, if used by the insurance payer.
a. In the Preferred Laboratories field, select the laboratory or laboratories preferred by the
insurance payer.
b. The display order of the laboratories indicates their preference. If the laboratories are not
listed in the insurance payer’s preference order, then select the expand tree icon ( ) to
display the list.
c. Highlight a laboratory entry, and then use the up and down arrow icons (
change the order of the laboratories.

,

) to

d. Select the OK button to save the order of the laboratory entries.
11. Select the Payment Typology code for the plan.

Insurance Group
Insurance groups enable you to associate multiple insurance payers for custom reporting
purposes. This is useful for practices which have converted to the application from another
practice management system that treated an insurance payer and plan combination as a
single entity, that than an insurance payer as an entity with multiple associated plans.
To use insurance groups, you must define the desired insurance groups, and then associate the
insurance group to the appropriate insurance payers. You can then add insurance groups to
any custom reports that you have or develop. (Note that insurance groups are not used in any
standard financial reports.)
Please note that the insurance group is not a property of a patient’s account. Therefore, if you
change the insurance group associate with an insurance payer, it will change for all prior items.
Note: This release of the application does not include insurance group in any reports.
1. List Editor (

) → Demographic → Insurance Group

2. Select the New button.
3. Enter a Name for the insurance group.
4. Enter an ID and Notes, if desired.
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In-Network/Out-of-Network
Insurance payers may have plans, such as preferred provider organization (PPO) plans, that pay
providers differently based on whether the provider is in the network or out of the network. The
application enables you to identify whether your providers are in-network or out-of-network for
the insurance plans that you accept. This information is then used with the patient’s insurance
benefits information to calculate the estimated amount the patient will owe for a visit.
You can identify on the insurance payer record whether the payer has any network plans. If the
payer does have network plans, then you can identify on each plan whether the plan is or is not
a network plan. For network plans, you can identify which of your providers are in the network.
By default, all insurance payers are identified as not having network plans. Also by default, all
insurance plans are identified as not being network plans. You must modify the payer and plan
to identity network plans and which of your providers participate in the network.

Identify an Insurance Payer with Network Plans
1. List Editor icon (

) → Demographics → Insurance Payer

2. Search for and select the desired insurance payer, and then select the Modify button.
3. Select the Settings tab.
4. In the Network line, deselect the No Network checkbox if any of the insurance payer’s plans
are network plans.

Identify an Insurance Plan as a Network Plan
1. List Editor icon (

) → Demographics → Insurance Plan

2. Search for and select the desired insurance plan, and then select the Modify button.
3. Select the Settings tab.
4. In the Network area, select the other radio button so that the plan is not using the payer
setting.
5. Deselect the checkbox if the plan is a network plan.
6. Select the Map Network button to identify the providers in the plan network. This accesses
the Map Provider/Plan In-Network Status window.
7. In the Map To One More Providers field, select the provider or providers that participate in
the insurance plan.
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Identify Network Plans and Participating Providers
1. List Editor icon (

) → Demographics → Insurance Networks

2. Select a Provider.
3. In the Map To One Or More Insurance Plans, select the insurance plan or plans that the
provider participates in.
4. To map by insurance plan, select the Map by Insurance Plan button.
a. Select an Insurance Plan.
b. In the Map To One More Providers field, select the provider or providers that participate
in the insurance plan.

Internal Corporation
An internal corporation is an entity that is part of your practice, and that is used for submitting
claims to insurance payers. An internal corporation can be used in the claim provider address
box (Box 33) of the CMS 1500 paper claims forms, instead of your practice address.
To use the internal corporation for claims, you must specify the internal corporation as the Claim
Provider Address in the Defaults tab of the Provider window for each provider associated with
the internal corporation.
1. List Editor icon (

) → Demographics → Internal Corporation

2. Select the New button.
3. Enter a Name for the corporation.
4. Enter an External ID, if desired.
5. Enter the names of the Primary and Secondary Contacts for the corporation, if desired.
6. Enter address and telephone information. This information will be used in claims.
7. Enter any Notes, if desired.

Integration, Other
Add-In Applications
Add-in applications are a means of collecting or viewing information from equipment or other
applications that are interfaced with either the electronic medical record or practice
management modules of the application. Add-in applications for equipment may be
attachment acquisition devices (such as a vitals monitor or ECG machine) or attachment
viewers (such as equipment to view lab results).
Once an add-in application is installed and activated, it may then need to be configured in one
more user settings definitions to associate it with a specific area of the application. An add-in
must be associated with the appropriate area of the application, For example, an add-in
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application for a vitals monitor may only be used from the Vitals tab of the Full Note Composer
or other clinical note type window; it is of no use if associated with patient Demographics.
Specific areas with which add-in applications may be associated are:


Vitals, where a monitor may be used to read patient vital signs and automatically import the
values into the Vitals tab of the FNC or other clinical note type window.



Patient Demographics, where information is automatically added to a patient’s
demographics.



FNC or other clinical note type window.

Operating System Considerations
Windows 7™


No device add-in applications are supported when using the Microsoft Windows 7 64-bit
operating system.

General Add-In Application Setup
1. List Editor icon (

) → Integration → Add In

2. Search for and select the desired add-in application, and then select the Modify button.
If you do not see the desired add-in, the select the Include Inactive Items checkbox, and
then select the Search button.
3. Deselect the Inactive checkbox to activate the add-in, if not already active.
4. Enter an ID, if applicable.
5. AQN and Display AQN fields provide information about the add-in application interface.
These may not be edited for preconfigured add-in applications.
6. In the Configuration AQN field, enter information provided by Support, if appropriate.
Information in this field should be changed only when directed by Support.
7. The Data field should be changed only when directed by Support.
8. Add Notes, if desired.
Note: Some add-in applications require a license key. The license key will be provided by
your project manager or Support. Enter the license key in the Notes field.
9. The AddIn Type field identifies the type and use of the add-in application. Do not make
changes to this field.
10. If the add-in application is to be used for attachments:
a. In the Content Extension field, specify the type of file extension that will be associated
with this add-in application, such as jpg or tiff. (Do not include the period "." before the
extension) This may be a proprietary file extension, depending on the add-in application.
b. Select an attachment Type, if applicable.
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A1C Results Note Processor
The A1C Results Note Processor add-in enables the appropriate procedure code for HgbA1C
lab test results to be automatically added to the SP tab of the patient’s next visit note. The next
visit note must be within 12 months of receiving the test results.
The table below shows the procedure codes for test results ranges.

Procedure Code

HgbA1C Results

3044F

< 7.0

3045F

7.0 - 9.0

3046F

>= 9.0

To use the add-in, you must configure it with the insurance payers that require the procedure
code for HgbA1C lab test results. You must also configure it with the LOINC codes that identify
the HgbA1C lab tests that will trigger the add-in.
1. List Editor icon (

) → Integration → Add In

2. Select the Include Inactive Items checkbox.
3. Search for and select the A1C Results Note Processor entry, and then select the Modify
button.
4. Deselect the Inactive checkbox to activate the add-in.
5. In the Configure AQN field, select the Browse (
window.

) icon to access the Vital Configuration

6. Select the Assign CPT checkbox if you want procedure codes added to patient visit notes.
7. To configure insurance payers, select the insurance payers and plans that you want to
include or exclude.
8. Select the Valid Result LOINC codes that are to trigger this add-in. These codes must be
entered in your lab templates for A1C tests.
9. Select the OK button to save the changes and return to the Add-In window.
10. Select the OK button to save the changes and close the window.
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Alcohol Misuse Note Processor
The Alcohol Misuse Note Processor add-in enables the appropriate procedure code for alcohol
screening or counseling to be automatically added to a patient’s next visit note when the
necessary alcohol use information has previously been entered in the patient’s history.
To use the add-in, you must configure it with the insurance payers that require the procedure
code for alcohol screening or counseling. You must also modify the Frequency of Drinks question
in the social history group of the KDB for any providers or care teams who will use this add-in.
1. List Editor icon (

) → Integration → Add In

2. Select the Include Inactive Items checkbox.
3. Search for and select the Alcohol Misuse Note Processor entry, and then select the Modify
button.
4. Deselect the Inactive checkbox to activate the add-in.
5. In the Configure AQN field, select the Browse (
window.

) icon to access the Vital Configuration

6. Select the Assign CPT checkbox if you want procedure codes added to patient visit notes.
7. To configure insurance payers, select the insurance payers and plans that you want to
include or exclude.
8. Select the OK button to save the changes and return to the Add-In window.
9. Select the OK button to save the changes and close the window.
10. List Editor icon (

) → KDB → History Designer

11. Select the Criteria slider, and then select the level at which you wish to edit the KDB.
12. In the History Group pane, highlight the Social History entry.
13. In the Question pane, select the Frequency of Drink entry, and the select the Modify button.
14. In the Question window, change the answer group associated with the question.
a. In the Answer Group, select Alcohol Frequency.
b. Select the OK button to return to the History Designer window.
15. Select the Save button to save the changes to the KDB.

Blood Pressure Note Processor
The Blood Pressure Note Processor add-in enables the appropriate blood pressure procedure
code to be automatically added to a patient visit note when the patient’s blood pressure is
entered.
To use the add-in, you must configure it with the insurance payers that require the blood
pressure procedure code.
1. List Editor icon (

) → Integration → Add In

2. Select the Include Inactive Items checkbox.
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3. Search for and select the Body Mass Index Note Processor entry, and then select the Modify
button.
4. Deselect the Inactive checkbox to activate the add-in.
5. In the Configure AQN field, select the Browse (
window.

) icon to access the Vital Configuration

6. Select the Assign CPT checkbox if you want procedure codes added to patient visit notes.
7. To configure insurance payers, select the insurance payers and plans that you want to
include or exclude.
8. Select the OK button to save the changes and return to the Add-In window.
9. Select the OK button to save the changes and close the window.

Body Mass Index Note Processor
The Body Mass Index Note Processor add-in enables the appropriate body mass index (BMI)
diagnosis code and the appropriate BMI documented procedure code to be automatically
added to a patient visit note when the patient’s height and weight are entered.
To use the add-in, you must configure it with the diagnosis codes, procedure codes, or both,
and the insurance payers and plans to be included or excluded.
1. List Editor icon (

) → Integration → Add In

2. Select the Include Inactive Items checkbox.
3. Search for and select the Body Mass Index Note Processor entry, and then select the Modify
button.
4. Deselect the Inactive checkbox to activate the add-in.
5. In the Configure AQN field, select the Browse (
window.

) icon to access the Vital Configuration

6. Select the Assign ICD checkbox if you want diagnosis codes added to patient visit notes.
7. Select the Assign CPT checkbox if you want procedure codes added to patient visit notes.
8. Select the Use Default checkbox if you want procedure code G8422 used.
9. To configure insurance payers, select the insurance payers and plans that you want to
include or exclude.
10. Select the OK button to save the changes and return to the Add-In window.
11. Select the OK button to save the changes and close the window.
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Depression Screening Note Processor
The Depression Screening Note Processor add-in enables the appropriate procedure code for
remission of depression to be automatically added to a patient’s visit note when the following
conditions are met:


The patient’s score on the first PHQ-9 assessment must be 9 or greater, and



A second PHQ-9 assessment is completed within 11 to 13 months of the patient’s first PHQ-9
assessment.



Then:


If the patient’s score on the second assessment is between 0 and 5, the application adds
the G9509 code to the SP tab.



If the patient’s score on the second assessment is 5 or greater, the application adds the
G9510 code to the SP tab.

To use the add-in, you must configure it with the insurance payers that require the procedure
code for depression screening.
1. List Editor icon (

) → Integration → Add In

2. Select the Include Inactive Items checkbox.
3. Search for and select the Depression Screening Note Processor entry, and then select the
Modify button.
4. Deselect the Inactive checkbox to activate the add-in.
5. In the Configure AQN field, select the Browse (
window.

) icon to access the Vital Configuration

6. Select the Assign CPT checkbox if you want procedure codes added to patient visit notes.
7. To configure insurance payers, select the insurance payers and plans that you want to
include or exclude.
8. Select the OK button to save the changes and return to the Add-In window.
9. Select the OK button to save the changes and close the window.
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LDL Results Note Processor
The LDL Results Note Processor add-in enables the appropriate procedure code for LDL-C results
to be automatically added to the SP tab of the patient’s next visit note. The next visit note must
be within 12 months of receiving the test results.
The table below shows the procedure codes for test results ranges.

Procedure Code

LDL-C Results

3048F

< 100 mg/dL

3049F

100-129 mg/dL

3050F

>= 130 mg/dL

To use the add-in, you must configure it with the insurance payers that require the procedure
code for the LDL-C results. You must also configure it with the LOINC codes that identify the LDLC lab tests that will trigger the add-in.
1. List Editor icon (

) → Integration → Add In

2. Select the Include Inactive Items checkbox.
3. Search for and select the LDL Results Note Processor entry, and then select the Modify
button.
4. Deselect the Inactive checkbox to activate the add-in.
5. In the Configure AQN field, select the Browse (
window.

) icon to access the Vital Configuration

6. Select the Assign CPT checkbox if you want procedure codes added to patient visit notes.
7. To configure insurance payers, select the insurance payers and plans that you want to
include or exclude.
8. Select the Valid Result LOINC codes that are to trigger this add-in. These codes must be
entered in your lab templates for LDL tests.
9. Select the OK button to save the changes and return to the Add-In window.
10. Select the OK button to save the changes and close the window.
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Patient URL Launcher
The Patient URL Launcher add-in application enables you to launch a URL in Windows Explorer
(or other Internet browser) to pass the patient external ID to a master patient database or other
location. You must modify the Patient URL Launcher to identify the URL that you want to launch.
Users can then add the Patient URL Launcher to the Patient toolbar from the User window.
1. List Editor icon (

) → Integration → Add In

2. Select the Patient URL Launcher entry, and then select the Modify button.
3. In the Notes field, enter the desired URL and include {externalid} in the appropriate location
in the URL string.
For example: http://www.pm.com/test.asp?mrn={externalid}

PDR Network
The add-in application PDR Network enables users to access the PDR ® Network website to view
drug information. This add-in is active by default. You may inactivate the add-in if your providers
do not wish to use this functionality. You may also set the add-in to use test mode in a test
database.
1. List Editor icon (

) → Integration → Add In

2. Select the PDR Network add-in entry, and then select the Modify button.
3. In the Data field, enter ‘Test’ to use test mode. This is necessary if using in a test database.

Positive Smoking Note Processor
The Positive Smoking Note Processor add-in enables diagnosis code Z72.0 for tobacco use to be
automatically added to the patient’s next visit note when the necessary tobacco use
information has previously been entered in the patient’s history.
To use the add-in, you must configure it with the insurance payers that require the diagnosis
code for tobacco use.
1. List Editor icon (

) → Integration → Add In

2. Select the Include Inactive Items checkbox.
3. Search for and select the Positive Smoking Note Processor entry, and then select the Modify
button.
4. Deselect the Inactive checkbox to activate the add-in.
5. In the Configure AQN field, select the Browse (
window.

) icon to access the Vital Configuration

6. Select the Assign ICD checkbox if you want diagnosis codes added to patient visit notes.
7. Select the Assign CPT checkbox if you want procedure codes added to patient visit notes.
8. To configure insurance payers, select the insurance payers and plans that you want to
include or exclude.
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9. Select the OK button to save the changes and return to the Add-In window.
10. Select the OK button to save the changes and close the window.

Add-In Types
Add-in types identify various kinds of add-in applications. You should not add or modify an addin type without specific instructions from Support.
1. List Editor (

) → Integration → Add-In Type

2. Select the New button.
3. Enter a Name for the add-in type.
4. Enter an ID and Notes, if desired.
5. Check the Acquirer AQN and Viewer AQN, as applicable.

CDA Sections
A consolidated clinical document architecture (C-CDA) document is a type of continuity of
care document (CCD). The C-CDA is an HL7 standard document for exchanging health
information. The application uses C-CDA documents to transmit patient information to and from
other providers through Direct messaging and through interfaces. You may also use the C-CDA
document functionality for clinical summaries.
C-CDA document types identify the information to be included and the format of that
information when a C-CDA document is generated for a patient. The application includes the
following system-defined C-CDA document types.


The C32 document type uses the standard continuity of care document format, and it
includes all information sections available for this format.



The CCDA document type uses the consolidated summary document format, and it
includes all information sections available for consolidated summary document format. This
format includes referral, plan of care, and care team information that it is not available for
the C32 standard continuity of care document format.



The CancerCCDA document type is similar to the CCDA document type, but it includes
additional information required by cancer registries. This includes:





Address History



Cancer Diagnosis, including the date the cancer was first diagnosed, the anatomic
location of the cancer, laterality, histologic type, and stage of the cancer at diagnosis.



Plan of Treatment, including planned encounters, planned medication activity, and
planned procedures.



Radiology Oncology may be included in either the Problems or the Procedures section.



Social History also includes employment history, including occupation and industry.

The Care Plan document type includes information from care plan only. It does not include
any other medical sections.

Ref: 1192.13

295



The Referral Note document type is similar to the CCDA document type, but is intended for
use with a single visit when referring the patient to another provider.

The application includes a CDA sections definition for each of the C-CDA document types. The
CDA sections definition lists all the information sections available for the document type. By
default, all available sections are included in the CDA sections definition. You may include or
exclude individual sections.
You may also define additional CDA section definitions for various purposes, such as transition of
care, summary of care, and others.
Please note that the table of contents section of a document generated from a CDA section
definition will list all available sections. However, exclude sections will display the statement
"Results data not included", instead of patient data.

C-CDA Document for Transition of Care
In general, a C-CDA document for transition of care should include the following information.


Patient name.



Referring or transitioning provider's name and office contact information.



Procedures.



Encounter diagnosis



Immunizations.



Laboratory test results.



Vital signs (height, weight, blood pressure, BMI).



Smoking status.



Functional status, including activities of daily living, cognitive and disability status



Demographic information (preferred language, sex, race, ethnicity, date of birth).



Care plan field, including goals and instructions.



Care team including the primary care provider of record and any additional known care
team members beyond the referring or transitioning provider and the receiving provider.



Reason for referral.



Current problem list (may also include historical problems at provider’s discretion).



Current medication list.



Current medication allergy list.

C-CDA Document for Clinical Summary
A C-CDA document definition to be used as a clinical summary must include the following
information.



Patient name.



Provider's name and office contact information.
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Date and location of the visit.



Reason for the office visit.



Current problem list.



Current medication list.



Current medication allergy list.



Procedures performed during the visit.



Immunizations or medications administered during the visit.



Vital signs taken during the visit (or other recent vital signs).



Laboratory test results.



List of diagnostic tests pending.



Clinical instructions.



Future appointments.



Referrals to other providers.



Future scheduled tests.



Demographic information maintained within certified electronic health record technology
(CEHRT) (sex, race, ethnicity, date of birth, preferred language).



Smoking status.



Care plan fields, including goals and instructions.



Recommended patient decision aids (if applicable to the visit).

Filters to Limit Contents in C-CDA Sections
You can use filters in a CDA Sections definition to limit the contents of some sections. You can
use a filter on the following sections.


Problems



Medications



Medication Administered



Results



Procedures



Vital Sings



Encounters
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Define a CDA Section Definitions
Use this process to define a CDA sections definition for C-CDA documents. You may create
different definitions for different purposes.
1. List Editor icon (

) → Integration → CDA Sections

2. Select the New button.
3. Enter a Name for the C-CDA document definition.
4. Enter an ID and Notes, if desired.
5. Select a Document Type. This selection cannot be changed once made.
6. Select the Attachment Type to be used when a document is generated using this definition.
7. Select the Store Intermediate Data checkbox only when instructed to do so by Support.
When selected the application stores intermediate data used to generate a CDA document
for a patient. The intermediate data is used for troubleshooting.
8. Select the Use Cat1 Document Generator for all CDA sections definition.
9. In the File Extension field, enter the file extension for the type of file you want to be
generated. The valid file extensions are:


XML: This is the recommended file type because XML files can be viewed through a web
browser, such as Microsoft Internet Explorer.



CCD: This file type can be viewed within the application and within other applications
that can process CCD document files. If the person to whom a generated document is
given does not have an application that can process this file type, that person will not be
able to view the document.

10. Select the checkbox for each section that you want to include in the C-CDA document.
11. If desired, select a Filter to limit the contents of a particular section of the document.
a. Highlight the section whose content you want to limit.
b. In the Filter column for the section, search for and select the desired filter.
12. To change the order of the sections, highlight a section name, then use the up and down
arrows to move the section.

298

Ref: 1192.13

Data Mapping
The Mapping window enables you to map a data item from one database table to a data item
in another database table or to a substitution text string. This is useful in a number of areas.

Defining Claims Mapping Rules for Insurance Payers and Procedure Codes
Data mapping for claims is useful when an insurance payer requires a specific code rather than
the standard procedure code.
1. List Editor icon (

) → Integration → Mapping

2. Search for and select the Claims Mapping entry, and then select the Modify button.
3. In the Map Item From column, select the desired insurance payer.
4. In the Map Item To column, select the desired procedure code.
a. In the Substitution column, enter the payer’s specific code.
b. Repeat steps 3 through 5 to enter override codes for additional insurance payers and
procedures.
c. If desired, use the up and down arrow icons to change the order of the claims mapping
rules.
d. If desired, use the Delete (

) icon to remove a claims mapping rule.

Data Mapping for Formatting Model Data Fields
Data mapping for document formatting model data fields enables you to define additional
codes or variations for the options for a given formatting model data field. This enables you to
create formatting models that replicate specific options on forms that you must complete for a
third-party. For example, an insurance company may provide a form that uses numeric values to
identify various languages.
To use the data mapping option in a formatting model, you must first establish your data
mapping. Once you have defined data mapping for a field, you can use that data mapping in
a document generation formatting model.
1. List Editor icon (

) → Integration → Mapping

2. Select the New button.
3. Enter an ID, if desired.
4. Enter a Name for the mapping. You may want to indicate the data that is mapped or the
purpose of the mapping in the name.
5. Enter Notes on the mapping if desired. You may want to more completely identify the data
that is mapped and how and where the mapping is used.
6. In the Map From Source field, select the data item from the database for which you want to
create mappings for the data options.
7. The Map To Source field is not needed when the mapping will be used for document
generation.
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8. In the Map Direction area, select the None radio button.
9. In the Map Item From column, select the desired option for the data field. For example, if you
are mapping the Language field, the options may be English, Spanish, etc.
10. The Map Item To column is not used when the mapping will be used for document
generation.
11. In the Substitution column, enter the text that you want to use instead of the actual data
option. This will be the numeric or alphabetic code or other text string that you want to
appear in the generated document.
12. Repeat steps 9 through 11 to enter each option and its substitution text.
13. If desired, use the Delete (

) icon to remove a claims mapping rule.

Data Mapping for Form Layouts
Data mapping for form layouts enables you to map the items in a custom find table to specific
procedures in the procedure code table. For example, you may have a find table of physical
therapy exercises that you want to map to procedure codes. Then you can use the
ControlProcedureUnits in a form layout. This enables a user of the form layout to select a
procedure code and then enter a number of units for that procedure. Please see the Defining
Form Layouts for Custom Tabs and Assessment Forms document for more information.
1. List Editor icon (

) → Integration → Mapping

2. Select the New button.
3. Enter an ID, if desired.
4. Enter a Name for the mapping. You may want to indicate the data that is mapped or the
purpose of the mapping in the name.
5. Enter Notes on the mapping if desired. You may want to more completely identify the data
that is mapped and how and where the mapping is used.
6. In the Map From Source field, select the custom find table for which you want to create
mappings to the procedure code table.
7. In the Map To Source field, select the Procedure Code table.
8. In the Map Direction area, select the Both radio button.
9. In the Map Item From column, select an item from the custom table. For example, an
exercise from a table of exercises
10. In the Map Item To column, select the specific procedure code used for the item in the
customer table.
11. Repeat steps 9 and 10 to enter each item in the custom table and its corresponding
procedure code.
12. If desired, use the Delete (
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) icon to remove a claims mapping rule.
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Data Mapping for Lab Tests and Lab Templates
A lab test may be identified in different ways on different lab templates. For example, a test may
be identified in one lab template as “Complete Blood Count” and in another lab template as
“CBC”. When a provider reviews lab test results, the results of a particular test may be viewed in
a single lab template if the various test items in the different templates are all associated with
the same LOINC code. However, there are times when a provider wants to view the results of
two different tests, which have different LOINC codes, but which measure the same thing. For
example, the SurePath™ and ThinPrep® pap tests both test for the same thing, so the provider
could want to monitor their results together even though the two tests use different
methodologies and have different LOINC codes. Data mapping enables you to associate
different tests so that providers can view the test results through a single lab template.
Before you can map one test to another, you must have created laboratory order records for
each of the tests. Each laboratory order record is an observation item. You must also have
created one or more lab templates that use the laboratory orders.
1. List Editor icon (

) → Integration → Mapping

2. Select the New button.
3. Enter a Name for the lab test mapping.
4. Enter an ID and Notes, if desired.
5. In the Map From Source field, select the Observation Item entry.
6. In the Map To Source field, select the Observation Item entry. The Map From Source and
Map To Source will be the same.
7. In the Map Direction area, select the None radio button.
8. Define the test items you want to map to each other.
a. In the Map Item To column, select the test item as it appears in the lab template which
the provider prefers to use for reviewing lab results.
b. In the Map Item From column, select the test item as it appears in a lab template.
c. Leave the Substitution Test column empty.
e. Repeat for each set of test items you want to map.

Desktop Controls
Use the Desktop Controls window to set the auto refresh rate for the various items that can be
placed on the Desktop. This sets the refresh rate for all users of the application.
Users can change the refresh rate for any item that they configure on their Desktop. They
cannot, however, set their own refresh rate to less than the minimum refresh rate defined for the
item.
Calendars that may be updated by multiple users may need a frequent refresh rate to ensure
that all users are aware of all changes. Calendars that are updated by only one user or which
are not updated often may use a less frequent refresh rate.
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Set the Refresh Rate for a Desktop Control
1. List Editor (

) → Integration → Desktop Controls

2. Search for and select the item you for which you want to set the automatic refresh rate.
3. Either:


If you do not want the item to automatically refresh, select the Disable Auto Refresh
radio button.



If you want the item to automatically refresh,
a. Select the Refresh Every radio button.
b. Enter the number of seconds between refreshes in the Refresh Every field.
c. Modify the Minimum Refresh Interval if desired. Users are not able to set the refresh
rate on their Desktop to less than this minimum.

4. Enter an ID and Notes, if desired.

SNOMED Description
SNOMED codes are used by the application for MIPS and other quality program reporting.
SNOMED codes are associated to procedure codes, diagnosis codes, and other items. This
window enables you to search SNOMED codes by concept ID, term, or category. You cannot
add or modify codes.
List Editor (

) → Integration → SNOMED Description

Integration Partner
Integration partners are external entities with which the application interfaces. Lists of supported
partners and partner-specific set up parameters are loaded into the application during
installation. Configuration details are specific to the partner to enable exchange of messages.
Partner configuration details may be edited if the partner makes any changes to the
parameters. You may edit the name of the partner and add notes, but you are strongly
recommended not to change any of the other settings unless instructed to do so by Support or
the partner.
A number of integration partners are predefined in the application. They require additional set
up in order for the associated interface to be used. The setup is usually done by Support when
implementing the associated interface. You may have additional partners defined for custom
interfaces.
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Patient Consent for Integration Partners
When the interface for an integration partner is used to send patient information, the integration
partner may require that you obtain the patient’s consent prior to sending information to them.
You can identify that patient consent is required in the integration partner record. You can also
select the default setting consent setting for patients. A patient’s actual consent or decline to
consent may be documented in the Patient window.

Modify an Integration Partner Record
1. List Editor (

) → Interface Engine → Integration Partner

2. Search for and select the desired integration partner record, and then select the Modify
button. This accesses the Integration Partner window.
3. Deselect the Inactive checkbox to activate the integration partner.
4. Select the Test Mode checkbox if transactions to and from the integration partner are for
testing only.
5. If patients must consent before sending information to this integration partner:
a. Select the Patient Consent Required checkbox.
b. Select the appropriate radio button for the default consent setting for patients. The
setting for patients may either default to ‘does not consent’ or to ‘does consent’.
Selecting the ‘does not consent’ will prevent accidental disclosure of patient
information.
c. Select the checkbox for ‘Patient consent is required for partner to exchange data with
third-parties’ if appropriate.

Interface Messages
Interface messages are used with laboratories, clearinghouses, medical equipment and
devices, third-party practice management systems, and other external third-party entities.
Messages may be sent from the application and received into the application. The Interface
Data Center window lists interface messages sent from or received into the application. The
window displays basic information about the message, such as the partner to whom the
message was sent or from whom it was received, the message type, the status of the interface
message, and if there is an error, it displays information about the error.
From the Interface Data Center window, you can access the Interface Data Detail window to
review the message details. For interfaces that use HL7®, the Interface Data Detail window
displays an interface message in both the raw HL7 format and in parsed XML format. Both
formats require some knowledge and experience to read and understand. For other types of
interfaces, the Interface Data Detail window may display the parsed message or the raw
message, depending on the message format.
When a message has errors, you must review the error information and the message to
determine the error, and then correct the cause of the error. In some cases, such as received
lab results, you can correct the data in the incoming message so that the message can then be
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processed by the application. In other cases, such as outgoing lab orders, you cannot correct
the message itself. Instead you must correct the data in the database that caused the error.
For messages that do allow changes, you can only make changes to messages with a status of
Processing Error. You cannot correct messages with a Sending Error, Generation Error, or other
status. If you cannot understand the cause of the error in a message with one of these statuses,
please contact Support for assistance.
For lab order and other messages which cannot be corrected, you must correct the cause of
the error and then redo the process that resulted in the original error. For example, if you receive
an error message for a lab order, then you must review the message, correct the data in the
database that caused the error, and finally have the provider submit the lab order again. (If the
lab requisition has already been printed, then the new lab order will have a new accession
number.)
For messages with a status of Processing Error, you can attempt to correct the data in the
message itself so that the message can then be processed. Modifying messages without fully
understanding the change you are making can result in serious problems. For example, if a lab
result message fails because the patient is incorrectly identified, you can change the patient
name in the message to a valid patient name in the database and reprocess the message.
However, if the patient you select from the database is not the correct patient, the message will
process and attach the information in the message to the patient you selected. This action
cannot be undone.
Therefore, correcting errors in interface messages requires specific security permissions. Large
practices with IT staff that are familiar with HL7, XML, and other message data formats may be
comfortable assigning security permissions to a staff member. Practices that do not have staff
members familiar with the message formats may want to contact Support for assistance when
correcting interface messages. Then the staff member working with Support may temporarily be
given permission to modify messages.
All changes to interface messages are recorded in the audit trail.

Searching for Messages
You can search for interface messages using a variety of filtering criteria. It is important to
understand that some criteria can be used to search for raw messages or for parsed and
corrected messages, while other criteria can only be used to search for messages that have
been parsed and corrected.
The content of raw messages for lab result, radiology result, and other types of test results can be
searched for patient, provider, or service site. However, the content of most raw messages
cannot be searched for these criterion. For most raw messages, patient, provider, or service site
criterion can only be used to search for messages where override information for the item has
been entered for the message.
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Targeting Searches
The Interface Data Center window is used to search for incoming, outgoing, and error messages
for all interfaces. Practices with multiple interfaces or who have been using interfaces for a long
time, will have many, many messages stored in the database. Because there are so many
messages, broad searches that may return a large number of matches may slow down the
application.
To help prevent problems, the Interface Data Center window requires that you enter a date
range or time period and that you enter at least one message type or one message status. The
window also does not allow you to set the Maximum Items Returned to no limit. (If you attempt
to enter -1, the application will change your entry to 1).
However, even these search requirements can result in a large number of matches if your date
range or time period is large, or if you set the Maximum Items Returned to a large number. It is
recommended that you define your search criteria as narrowly as possible, and then change or
expand that criteria if the search results do not include the message or messages for which you
are looking.

Correcting an Interface Message
Use this procedure to correct messages with processing errors. Changes to an interface
message cannot be undone. Use this procedure only if you understand HL7 interface messages
or if you are working with Support to correct a problem.
You cannot correct sending errors, generation errors, or other types of errors. If you cannot
understand a message of this type, please contact Support for assistance.
1. Desktop → Interface Data Detail
2. In the Interface Data Center window, enter the desired search criteria.


You must enter either a full date range (start and stop date) or a time period.



You must enter at least one message type or message status.

3. Select the Search button to display a list of the messages matching your criteria.
4. To review a particular message, select the Partner hyperlink.
5. The Interface Data Detail window displays the Error message, and may display the Parsed
Message, the Raw Message, and/or XML Message.


The Error identifies the reason the message could not be processed. Use this information
to determine the correction that needs to be made.



The Parsed Message, Raw Message, and XML Message areas can help you identify
where the correction needs to be made.

6. In the Highlight in Parsed Message area, you can select the checkboxes for Patient Name
and Doctor Name to highlight these elements in the parsed message table.
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7. You can change the data in the message in either of two ways:


You can modify all the occurrences of a data item in the message by using the
Replacement Values for Message fields. Most problems can be resolved in this way.
a. Search for and select the replacement value for all occurrences of the:


Patient



Service Site



Provider

b. Select the Apply button to make the data changes and reprocess the message.


You can change some other data elements by typing in the New Value column of the
Parsed Message table. You will not be able to change all data elements. The application
will allow you to enter data in the New Value field only for elements that can be
changed.
When you select an editable item in the Parsed Message table, that data is highlighted
in the Raw Message.
a. Enter a new value for a particular data element by typing in the New Value column.
b. Select the Apply button to make the data changes and reprocess the message.

8. When you have made all the necessary changes in an interface message, select the OK
button to close the window. If you have made changes that have not been applied, your
changed data will be saved and the message will be reprocessed.

Reprocessing Interface Error Messages
If you identify and correct an error in received lab results, you can reprocess the HL7 message.
You cannot reprocess the HL7 message for lab orders; the order must be submitted again.
1. Select the checkbox for the message or messages you want to reprocess.
2. Select the Reprocess button.

Deleting Interface Error Messages
If you are unable to correct an error, you can delete the HL7 error message. However, deleting
an HL7 message is strongly discouraged unless first verified by Support.
Successful messages are automatically purged after 30 days.
1. Select the checkbox for the message or messages you want to reprocess.
2. Select the Delete button.
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Jobs and Job Schedules
The application is installed with a series of jobs, which are designed to run standard utilities or
process-specific tasks. For example, there are jobs for maintaining the database, sending
prescriptions, receiving prescription refill requests, sending insurance claims, sending lab orders,
etc. Jobs may be run on demand or they may be scheduled to run at regular intervals. All jobs
run in the background.
You can define users or user groups to receive messages when jobs either complete successfully
or fail. It is recommended that you define someone to receive messages for failures for all jobs
that you schedule to run automatically.
Depending on your configuration and business practices, you may not use all of the jobs
available. You may have to activate the jobs that you require, as some jobs are set to inactive
when they are installed.
Once you have made sure that all needed jobs are active, you can schedule the jobs that you
want to run. Job schedules are predefined for some commonly used jobs. For other jobs, you
must create the job schedule. Default schedules are installed for each job. It is recommended
that you use the default values, and discuss new settings with Aprima Support before changing
the intervals.
Some jobs, such as maintenance jobs and collections jobs, should be run during off hours, such
as overnight. The Collection Processing job must run prior to the Create Collection Letters job.
Schedule these jobs in such a way that the Collection Processing job runs and completes before
the Create Collection Letters job begins. Schedule the database backup job during off hours
and when no other jobs are running.
Important: Aprima Support does not and cannot monitor your database or jobs to ensure that
the jobs are set up and running correctly. The user or users defined to monitor the jobs must be
system administrators or administrative super users or another knowledge user who is in your
practice or who regularly accesses your database to monitor the application. Do not select the
iTech user ID or other user ID used by the Aprima Support team. Support accesses your
application and database only when you report a problem; they do not regularly access your
database to monitor jobs.

Jobs
The following standard jobs are predefined in the application. Defining jobs requires specific
security permissions and an advanced knowledge of the application's programming language.
If you need to add a new job, you should contact Support.


Audit Exporter, exports audit records in an ATNA compliant format so that they can be sent
to a common repository.



Automated accounts receivable jobs


Collection Processing: This job determines the responsible parties that are in collections,
determines the payments and charges that have been made, calculates the amount
due, and determines the collection status.
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Create Collection Letters: This job generates the collection letters using the data from the
Collection Processing job.



Promise Nightly Processing: This job identifies whether the insurance liable portion of the
balance on a superbill has been paid by the defined follow-up date. When all the
superbills associated with the promise have been paid, the job marks the promise as
complete. The promise is considered broken when any associated superbill is not paid by
the follow-up date. The job also sends messages regarding paid and unpaid promises
when message recipients have been defined.



The Batch Clinical Decision Support Request job processes requests for scheduled
appointments. Needed only if using the optional Persivia™ clinical decision support
functionality.



The Combine Services job is used to combine two or more superbills for the same patient
with the same procedure code and the same service site into a single superbill.



Corepoint Interface Jobs


AprimaVault Downloader: Downloads electronic prescription refill, medication history,
prescription eligibility, and Direct messages from Corepoint. The schedule for this job is set
for every two minutes, and it cannot be changed.



AprimaVault Outbound Queuing: Queues outgoing electronic prescriptions, medication
history requests, prescription eligibility requests, and Direct messages in preparation for
sending to Corepoint.



AprimaVault Sender: Sends outgoing electronic prescriptions, medication history
requests, prescription eligibility requests, and Direct messages to Corepoint.



The Credit Card Recurring Payment Processing job is used to automatically process recurring
credit card payments.



Dictation and transcription jobs





Export Dictation, exports dictated files (.wav files) from the application to specified
folders. The folders may be associated with transcriptionists, and they must be accessible
from the application server.



Import Transcription, imports transcribed files from specified folders into the application.

Direct messaging job




Document importing job




Import Files for Document Linking imports document and image files from a source folder
on the server or other storage device into a destination folder in the application. To
automate importing, you must establish a job schedule for each source and destination
folder combination defined.

Electronic medication history and prescription benefits jobs
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DirectCommunication: This job is used to send and receive Direct messages.

eRxService: Create e-Med Hx Messages from Calendar: This job creates medication
history requests for patients on the next day’s schedule. The job should be run once a
day. It can be run at any time, but you should be aware that creating requests for large
numbers of patients may slow system response times if the job is run during regular office
hours. This job must be inactive if you do not want to use the electronic medication
history functionality.
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eRxService: Create Rx Benefits Message from Calendar: This job creates the Rx Benefits
requests for patients on the next day’s schedule. The job should be run once a day. It
can be run at any time, but you should be aware that creating requests for large
numbers of patients may slow system response times if the job is run during regular office
hours. This job must be inactive if you do not want to use the electronic Rx Benefits
functionality.



eRx:Services Process PRVVBRD Update Messages: This job downloads medication history
and prescription benefits information that the Surescripts pharmacy clearinghouse sends
in response to requests made. The job must run frequently during the day and overnight.
During the day, the information downloaded as a result of a few patient requests will be
small. Overnight, a large amount of information will be downloaded as a result of the
large number of requests generated by the eRx: Create e-Med Hx Messages job. This
may slow system response times. Therefore, it is important that the eRx: Create e-Med Hx
Messages job be scheduled correctly.

Electronic prescription jobs


eRxService: Download Pharmacy Directory



eRxService: Download Provider/Organization Directory



eRxService: Job Monitor watches the error log. It sends an error message to the eRx user
when an eRx job fails for over 24 consecutive hours. Failures of this frequency indicate a
real problem which you should look into with Support.



eRxService: Process Pharmacy Messages

Note: When an eRx job encounters an error, job logs the error and continues to run. The job
will retry its actions infinitely. This is because most errors are the result of temporary
interruptions in Internet connectivity, and the job will complete successfully once
connectivity is restored.






Electronic remittance jobs


Apply eRA Rules: Controls how ERA messages are interpreted and how payments are
applied to accounts receivable.



ERA Message Processor: Takes the electronic remittance advice messages received by
the Listener and updates the database.

Fax documents and prescriptions jobs


Fax: Send Fax sends faxes to the fax service using the Internet.



Fax: Check Fax Status verifies the status of fax jobs.

HL7 Interface jobs


FileMessageCreator, monitors the application for events that trigger the creation of an
outbound superbill or order message and generates an standard XML format message.



Interface Message Listener, receives messages from a third-party system and converts
the messages into a standard XML format.



Interface Message Processor, takes the messages received by the Listener and updates
the database.



Interface Message Sender, converts standard XML messages to HL7 formatted messages,
then transmits the messages to the third-party application or device.
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Insurance eligibility jobs


Eligibility Transmission. Processes daily on-demand requests.



Nightly Automatic Appointment Eligibility. Processes requests for scheduled
appointments.

Maintenance jobs


Database Backup, used to back up the database. (Please see the Database Backup
Recommendations document for more information.)



Maintenance Job, maintains the database, and downloads and installs updates to the
procedure codes, diagnosis codes, drug database, and online help. This job is necessary
for clinical decision support rules.

Patient Portal job




Prescription education form job






Scan Appointments in Replication, automatically updates relevant information for
named providers who use replication.

Scheduled report job


You do not need to enter a schedule for the Scheduled Reports job, since each report
filter that is scheduled is its own job with a defined schedule. (Note that if the report filter
is deleted, the job schedule associated with that filter must also be deleted. Otherwise,
the job will continue to run, but will fail with errors.)



The message recipients you define for the Scheduled Reports job will receive messages
for all reports that are scheduled.



You cannot associate a report to the Scheduled Reports job or to modify the filtering for
a scheduled job from this window.

Support/Testing jobs
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LDM Cache Update synchronizes with LDM to load the most recent ScriptGuide ®
prescription education forms.

Replication jobs




Patient Portal Age to Consent is used to identify patients who have reached the legal
age of consent to medical treatment (as defined in Patient Portal settings), and then
disable the patient’s responsible party from accessing the patient’s information on the
Portal.

Test Job. This is a support feature that is used to check that the job engine is functioning
and that error messages are being generated and transmitted. Adding any parameter
to the job will cause a fail message to be sent to the named users.

Ref: 1192.13

Notification Recipients
You can define users or user groups to receive messages when a job completes successfully or
fails. To reduce the number of messages sent, job successful messages are not r sent for jobs that
are scheduled to run hourly or by minutes or seconds. Success messages for these jobs are not
sent even when using the Run Immediately option. Failure messages are sent for these jobs.
1. List Editor icon (

) → Integration → Jobs

2. Search for and select the desired job, and then select the Modify button.
3. Add an ID and Notes, if desired.
4. AQN (Assembly Qualifier Name) is disabled, and you cannot alter this field.
5. In the Notify Users field, select one or more users and/or user groups to notify on the success
or failure of the job when it runs.
6. Select the On Success checkbox, the On Failure checkbox, or both.
7. Select the OK button.

Viewing and Activating Inactive Jobs
1. List Editor icon (

) → Integration → Jobs

2. Select the Include Inactive Items checkbox.
3. Select Search. Inactive items appear in italic text.
4. To activate a job, highlight the desired job and Select the Modify button.
5. Deselect the Inactive checkbox.
6. Select the OK button.

Job Schedules
A job must have a schedule to run automatically. Default schedules are installed for each job.
Some job schedules are defined as active; others are inactive. The job schedule must be active
for the job to run automatically. The Job Schedule window allows you to activate the jobs you
want to use, and to define the time intervals at which each job should be run. It is
recommended that you use the default values, and to discuss new settings with Support before
changing the intervals.
Keep the following points in mind when scheduling jobs.


Some jobs, such as maintenance jobs, ERA processing jobs, and collections jobs, should be
run during off hours, such as overnight.



The parameters for a scheduled report may be changed from this window, but you cannot
associate a report to the Schedule Report Job. You must associate the report and its filtering
criteria to the job from the Reports window.



You must delete the schedule for a report if the report filter used to schedule the report is
deleted. Otherwise, the job will attempt to run, and will result in errors.
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The Collection Processing job must run prior to the Create Collection Letters job. Schedule
these jobs in such a way that the Collection Processing job runs and completes before the
Create Collection Letters job begins. The jobs must run on the same calendar day in order for
letters to be produced; so, schedule both jobs to run before midnight or both to run after
midnight.



The Promise Nightly Processing job cannot run at the same time as the Collection Processing
job or the Create Collection Letters job.



All system jobs that create financial batches, such as ERA and Collection Processing, should
be scheduled to run overnight after midnight. This ensures that the processes do not attempt
to create a batch for a financial center that has been closed through the previous day’s
date.



Schedule the database backup job during off hours and when no other jobs are running.



The Daily Maintenance and Backup job schedules have default timeout period of one hour
(3600 seconds). You can increase the timeout period for these jobs if your database is large
and requires more time for these jobs to complete.



The eRxServices: Create e-Med Hx Messages from Calendar job downloads medication
history for patients on the next day’s schedule. The job should be run once a day. It can be
run at any time, but you should be aware that downloading large amounts of data for large
numbers of patients may slow system response times if the job is run during regular office
hours.



The eRxServices: Send e-Med Hx Messages from Calendarjob downloads medication history
on demand. It must run frequently during the day so that requests for downloads are
processed promptly. This should not affect system response times since only one or a few
patient requests will be processed at any time.



Schedule the Update PQRI History job so that it does not run at the same time as any other
regular maintenance jobs.



It is highly recommended that you use the default schedule for the Eligibility Transmission and
Nightly Automatic Appointment Eligibility jobs. If you think another schedule is needed,
please discuss your scheduling concerns with Support before changing the schedule.



It is important to understand how scheduling the Nightly Automatic Appointment Eligibility
affects the appointments for which eligibility requests will be made. The job makes requests
based on the calendar date on which the job is run and on the calendar date of the
appointments. Thus, if you are configured to make requests two days prior to the
appointment and the job runs at 11:59 p.m., then when job runs on Monday night, requests
are made for Tuesday and Wednesday. But, if the job runs at 12:01 a.m., then the Monday
night job actually runs early Tuesday morning, so the requests are made for Wednesday and
Thursday.



The Weekly Maintenance job includes automatic download and installation of procedure
code, diagnosis code, and drug database updates. This requires sufficient free space on the
c:\ drive of the server. If free space is not available or if you are using ASP hosting, please
contact Support for assistance in configuring the download folder.
If you choose not to have this done automatically by the job, then you can deselect the
Auto Apply Database Updates checkbox to exclude these tasks when the job runs.
Remember that you must download and install the updates manually as they are made
available if this not done automatically.
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When you select Run Immediately, the job is immediately queued, but the job will actually
run according to overall schedule parameters in the application, which may not take effect
for up to a minute.



Similarly, when you schedule a job frequency, the first occurrence will depend on the
preconfigured parameters, but the following schedule will be as you define. For example, if
you specify a job frequency of 3 seconds, the first occurrence may be delayed by up to a
minute, but subsequent occurrences will take place at the scheduled frequency of 3
seconds.



When the Job Scheduler tries to run a job that is currently running, it queues the job to run
once the currently running instance of the job completes. This prevents any conflicts that
might result from having multiple instances of a job running at the same time. Because the
jobs are queued, you may schedule multiple instances of a job, such as the Scheduled
Reports job, to run at the same time.



Do not enter a value in the Arg field. This is for programming purposes only.

The job schedules for some jobs include additional job parameters. In most cases, the defaults
for these job parameters should be accepted without modification or should be modified only
with assistance from Support. You must set the job parameters for the following job schedules.


Create Collection Letters job schedule parameters: The Date Last Entered New Collections
Status parameters should be empty for normal processing of the job. When this field is empty,
the job uses the current system date for processing. In rare instances when it is necessary to
rerun the job for a specific date, the desired date can be entered in this field and the Run
Immediately button selected. Once the job has run, the date must be deleted from this
parameter field. If the date is not removed, that date will be used every time the scheduled
job runs, resulting in duplicate letters for the accounts with a collection status.



Import Files for Document Linking must have a specific schedule for each source and
destination folder combination defined. If the import job will run against a particular source
folder throughout the day and will import a few document files at a time, then the job may
be scheduled to run every few minutes. If the job will run against a particular source folder
only once a day and so will import a large number of document files at a time, then the job
should be scheduled to run after normal office hours and prior to the nightly backup and
maintenance jobs.

Virus Scanning
Virus scanning using a recognized and well regarded anti-virus application is highly
recommended. Virus scanning will be scheduled through the anti-virus application or through
the operating system, not through this application. However, you must coordinate your virus
scanning and your job schedules. Virus scanning should be done at off or low use periods, such
as at night. Virus scanning must not be done at the same time as the ERA processing, Collection
Processing, Create Collection Letters, Daily Maintenance, and Backup jobs.
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Schedule a Job
1. List Editor icon (

) → System → Job Schedule

2. Either:


Search for and select the desired job schedule, and then select the Modify button. If you
do not see the job you require in the list, check Include Inactive Items in Search, and
search again. Job schedules are inactive when installed.



Select the New button to create a new job schedule.

3. Enter a Name for the job schedule. Do not change the name of a system-defined job
schedule.
4. Select the Job to be scheduled by using the Find icon to list available jobs.
5. Deselect the Inactive checkbox.
6. Select when the job is to run. (For system-defined job schedules, it is recommended that you
accept the default Repeat Parameters.)


To run the job immediately, select the Run Immediately button.



To schedule the job to be run at specified time intervals, define Repeat Parameters.
a. Use the Find icon to select the frequency (such as daily, or every “nth” minute, or
“nth” second). If you select the minute or second option you will see another entry
field to enter the frequency.
b. Enter a value for the frequency (such as 10 for every 10th second), if applicable.
c. Enter a start date and time to begin the schedule.

7. Enter an ID and Notes, if desired.
8. Select the OK button.

Job History
The Job History window enables you to monitor and query job logs. The display is a log of all jobs
executions. The job history records the job name, job schedule, the status of the job, the date
and time it was executed, and the date and time it either completed or stopped. The record
also includes an informational message regarding the execution of the job.
The job status codes are 0 for successful, and 1 for failed. When the job completes successfully,
the Job Info message is 'Success'. When the job fails to complete due to errors, the Job Info
message contains information about the error. Select the error message to display the entire
contents of the message.
You may delete a job history record from this window. Records are also removed on a regular
basis by the Maintenance Job. This prevents the history from becoming extremely large.
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View the Job History
1. Desktop menu → Job History
2. Enter the desired filtering criteria.
3. Select the Search button to display the items meeting your criteria.

Delete an Item from the Job History
1. Desktop menu → Job History
2. Enter the desired filtering criteria.
3. Select the Search button to display the items meeting your criteria.
4. Select the checkbox for the item or items you want to delete.
5. Select the Delete button.

Knowledge Database
The knowledge database (KDB) is the repository for most of the information used when charting
a patient visit note. It includes lists of chief complaint systems and symptoms, associated history
and history of present illness categories, ROS Systems and Symptoms, as well as PE descriptions.
Where required for full documentation, the entries are linked to Evaluation and Management
(E&M) scoring, as defined in the 1997 or 1995 Documentation Guidelines for E&M Services.
You may customize the KDB for your own practice by creating names of listed items that are
familiar to you, or by removing (making inactive) items that are not applicable to your practice.
You can update many of these items before you start to use the application by making changes
via List Editor, but users can also update the KDB (depending on their security permissions) when
they are using the Full Note Composer.
Additions to the KDB may be global, that is affecting the whole system, or by care team. An
addition made at the provider level is made for that provider’s care team, not for the provider
only. Edits to existing KDB items, such as changing an item’s name or other characteristics, may
be global, for a care team, or for a provider only. For example, if your practice includes different
disciplines identified by care team, the different care teams may only want to see their own
subset and preferences for the chief complaints list. An individual provider may have name or
default preferences that are different from the care team.
When a provider creates a patient visit note that will be billed to a different provider, the
provider who creates the visit note will see his or her own KDB preferences displayed.
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Security Permissions to Edit KDB Categories
When a care team or provider is first defined, the entry is automatically associated with
permissions to edit all categories of the individual KDB. So, a care team has permissions to modify
the instance of the KDB that is specific to the care team; a provider has permission to modify his
or her own instance of the KDB.
Any additional permissions, such as to allow an administrative super user to modify the individual
instances of the KDB, must be explicitly granted using the Security tabs on the Care Team or
Provider windows.

Rules for Editing KDB Categories
A range of KDB entries are system-defined. Because of the interaction of data across the KDB
(e.g., CC names associated with HPI entries, etc.), there are a number of restrictions and rules
that apply to system-defined information across all categories of the KDB. Unless specified
otherwise, the following notes refer to all levels of customization: global, by care team, or by
provider, and apply to all sets of information (e.g., systems and symptoms, history questions and
answers, etc.)


You cannot rename a system-defined item. If you wish to use a different name, you must
copy the item, using the Save As option, then save the item with a different name.



You cannot merge two system-defined items, although you may merge a user-defined item
with a system-defined item. You may find this useful if you create your own entry then find, at
a later release, that the item is now available in the system-defined list.
Note: Merged or Modified items in the KDB apply only to patient visit notes created after the
merge. Any notes that have been created using the original item names or settings will retain
the original names and associations.



You cannot delete an item. However, the following options are available:


You can make entries Inactive, which means they do not display in KDB/FNC lists unless
you check the Show Inactive Items in List checkbox. This selection applies globally (i.e.,
no users will see Inactive items).



You can hide entries. This is applicable to customization by care team or provider only. It
serves to hide certain entries from the care team or providers display, so restricting entries
to those that are relevant to the specific care team or provider. You can display hidden
items by using the Show Hidden Items in List option.



To view inactive items, check the Include Inactive Items in List checkbox; to view hidden
items, check the Include Hidden Items in List checkbox.



Systems on ROS may only be renamed; you cannot add new systems.
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Edit the Knowledge Database
Accessing a Knowledge Database Window
The KDB windows can be accessed from within Full Note Composer and from List Editor. The KDB
windows are the same whether accessed from Full Note Composer or List Editor. The steps for
editing any item are the basically the same from either entry point, although there may be some
difference in the default selections depending on the entry point. Because the KDB defines the
content on Full Note Composer tabs, many users find it easier to understand the edits they need
to make in the KDB and what the effects of those edits will be when they access the KDB
windows from Full Note Composer. Use the method that is most comfortable for you.
From List Editor:
1. Expand the KDB tree.
2. Select the desired KDB window (such as HPI Category Type or PE Finding/Description).
From Full Note Composer:
1. Select the desired tab (such as CC, HPI, Hx, etc.).
2. Select the link for the item you want to edit. Each FNC tab enables you to access one or
more KDB windows. Some of the KDB links from two different tabs are shown below.

Hiding an Item
1. Access the desired KDB window using either of the methods described above.
2. Select the radio button for the desired level of customization. Once you make a selection,
the display changes to include a checkbox alongside each item.
When accessed from Full Note Composer, the level of customization defaults to your user
name, with the name of the Care Team included if applicable.


For global changes, select the No Care Team/Provider radio. Selecting this option means
that any changes you make will be available to all users who can access the FNC.



For changes to a care team’s KDB, select a Care Team using the Find icon and select
the Care Team radio button. Selecting this option means that any changes you make will
be available to all users in the selected care team.
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For changes to an individual provider, select a Provider using the Find icon and select the
Provider radio button. This enables the Properties for Provider section in many KDB
windows. Changes made to this section are for this provider only. Any other changes will
be made for the provider’s care team, not just the selected provider.

As an administrative super user, you will be able to make global changes. You will be able to
make changes for a care team or provider only if you have security access for that care
team or provider.
3. Select the items you wish to hide by checking the checkboxes associated with each entry
you want to hide.
4. Select the Modify button.
5. Check the Hide checkbox.

Displaying and Unhiding Hidden Items
1. Access the desired KDB window using either of the methods described above.
2. Select the Criteria slider.
3. In the Criteria slider, select the Include Hidden Items checkbox.
4. The KDB window now displays all items, and the Hide checkbox is selected for hidden items.
5. To unhide an item, deselect the Hide checkbox.

Clearing the Override on an Item
1. Access the desired KDB window using either of the methods described above.
2. Select the Criteria slider, and pin it to be open.
3. Drag an item over the Clear Override button in the slider.
4. A popup message will ask if you want to clear all overrides.
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Select Yes to clear any override for the item and all child items of it.



Select No to cancel the action.
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Chief Complaint Systems and Symptoms
The CC System/Symptom window lists all the chief complaints that are available in your system.
The window displays a list of systems in the left pane, and its associated set of related symptoms
in the right pane.
The application includes a standard list of chief complaints. You may make additions to the list
for your whole practice or for specific care teams. You may make other modifications to existing
items for the whole practice, for specific care teams, or for specific providers. If you have the
provider level selected when you make an addition, then that addition will be made for the
provider's care team, not just the individual provider.
When you add a new system, you will have to add new symptoms for the new system. If you are
creating a new system based on an existing system, you may wish to use the Save As option and
create a copy, then add or modify the associated symptoms, rather than creating all
associated symptoms as new entries.
When you add a new system, you should be aware of the associations between CC and HPI.
These associations are illustrated below.
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Designing a CC and HPI
The CC and HPI Designer window displays the system, symptom, HPI category, and HPI item in a
single window. This display of the relationships between these items improves your ability to
define them. From this window, you can access the windows to create or modify any of these
items.
The CC and HPI Designer window can only be accessed through the List Editor. It cannot be
accessed from within Full Note Composer or other clinical note type window.
Use the F3 key to select or deselect the active item.
1. List Editor (

) → KDB → CC and HPI Designer

2. Select the Criteria slider to define the provider or care team to which any modifications
apply.
a. Select the appropriate radio button. Changes can be made for all users (Global) or for a
particular care team or provider.
b. If appropriate, select the Care Team or Provider to which the modifications apply.
c. If desired, select the Include Inactive Items checkbox and/or the Include Hidden Items
checkbox.
3. Select the CC and HPI in which you are interested.
a. In the System column, use the search box or highlight the system of interest. This
determines the items displayed in the Symptom column.
b. In the Symptom column, use the search box or highlight the symptom of interest. This
determines the items displayed in the HPI Category column.
c. In the HPI Category column, use the search box or highlight the category of interest. This
determines the items displayed in the HPI column.
Note: You may need to expand the window to view all columns.
4. To create a new item, select the New button for the appropriate column.
5. To edit an item, highlight the desired item and select the Modify button.
6. To copy an item from one higher-level item into another higher-level item, select the desired
item, press and hold the CRTL key, and drag the item into the higher-level item into which
you want to copy it. For example, to copy the symptom Cigarette Smoking from the
Respiratory system to the Ear/Nose/Throat/Neck system, select the Respiratory system then
select the Cigarette Smoking symptom and drag it into the Ear/Nose/Throat/Neck system.

Exporting a Chief Complaint
You can export a chief complaint, including its system, symptoms, HPI categories, and HPI items,
into an .xml file. An exported .xml file of a chief complaint can then be imported to another
database.
1. List Editor (

) → KDB → CC and HPI Designer

2. Select the System that you want to export. You can narrow the export by selecting a
symptom, HPI category, and HPI item if desired.
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3. From the Tools menu, select Export Chief Complaint.
4. Browse to the drive and folder in which you want to save the exported file.
5. Enter a Name for the chief complaint .xml file that you want to export.
6. Select the Save button.

Importing a Chief Complaint
You can import a chief complaint .xml file that has been exported from another database.
Importing includes the system, symptoms, HPI categories, and HPI items.
1. List Editor (

) → KDB → CC and HPI Designer

2. From the Tools menu, select Import Chief Complaint.
3. Browse to and select the chief complaint .xml file that you want to import.
4. Select the Open button.

Comparing Symptoms
You can compare the HPI associated with a symptom as it appears in two different systems. This
enables you to determine it the symptoms are actually the same, correctly defined differently, or
incorrectly defined differently. You can then make any adjustments needed in the symptom
names or associated HPI definitions.
1. List Editor (

) → KDB → CC and HPI Designer

2. Select the System and Symptom in which you are interested.
3. From the Tools menu, select Compare Symptom.
4. In the Find CC System/Symptom window, search for and select the system and symptom to
which you want to make the comparison. You can select a system and symptom for a
particular provider or care team if desired.
5. A window displays the results of the comparison.


When the two selected symptoms have the identical HPI, the window displays a
statement that the symptom in the two systems is identical.



When the HPIs for the two selected symptoms are different, the window displays a list of
the differences and where the difference is located. The term OnlyInSource means that
the item appears only in the symptom selected in the CC and HPI window. The term
OnlyInDestination means that the item appears only in the symptom selected in the Find
window.
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Hide Systems or Symptoms
1. FNC → CC tab → System or Symptom hyperlink
2. Select the level of customization. (When accessed from Full Note Composer, the level of
customization defaults to your user name, with the name of the Care Team included.)


For global changes, select the No Care Team/Provider radio. Selecting this option means
that any changes you make will be available to all users who can access the FNC.



For individual Care Team or Provider customization:
a. Select the care team or provider name, using the Find icon.
b. Select the radio button for the desired customization level.
The display changes to include a checkbox alongside each item.

3. Hide systems and symptoms:
a. Select the items you wish to hide by checking the checkboxes associated with each
entry you want to hide.
b. Select the Modify button.
c. Check the Hide checkbox.

Resequence Systems or Symptoms
1. FNC → CC tab → System or Symptom hyperlink
2. Select the level of customization. (When accessed from Full Note Composer, the level of
customization defaults to your user name, with the name of the Care Team included.)


For global changes, select the No Care Team/Provider radio. Selecting this option means
that any changes you make will be available to all users who can access the FNC.



For individual Care Team or Provider customization:
a. Select the care team or provider name, using the Find icon.
b. Select the radio button for the desired customization level.
The display changes to include a checkbox alongside each item.

3. Resequence systems and symptoms:
Define the order in which systems and/or symptoms are displayed in the FNC using the
sequence buttons to the right of the pane. Options are:
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Sort alphabetically in ascending order (A - Z).



Sort alphabetically in descending order (Z - A).



Move individual items up or down in the list by selecting the item you wish to move and
using the up and down arrows to move the item in the list.
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Edit or Create a System
1. FNC → CC tab → System hyperlink
2. Select the level of customization. (When accessed from Full Note Composer, the level of
customization defaults to your user name, with the name of the Care Team included.)


For global changes, select the No Care Team/Provider radio. Selecting this option means
that any changes you make will be available to all users who can access the FNC.



For individual Care Team or Provider customization:
a. Select the care team or provider name, using the Find icon.
b. Select the radio button for the desired customization level.
The display changes to include a checkbox alongside each item.

3. Either:


Add a new system:
a. Highlight the entry below which you want the new entry to appear. You can quickly
find an entry by entering all or part of the name in the system or symptom entry field
at the top of the window. This searches the displayed list for the entry.
b. Select New, then select New from the Find window.



Modify a system:
a. Select the item you wish to modify.
b. Select the Modify button.

4. Enter or edit the Name the system. (You cannot edit the names of system-defined items.)
5. Enter an ID, if desired.
6. Enter any Notes, if desired.
7. If needed, select the Inactive checkbox to make the item unavailable for all users.
8. Select the OK button to save all entries.

Ref: 1192.13

323

Edit or Create a Symptom
1. FNC → CC tab → Symptom hyperlink
2. Select the level of customization. (When accessed from Full Note Composer, the level of
customization defaults to your user name, with the name of the Care Team included.)


For global changes, select the No Care Team/Provider radio. Selecting this option means
that any changes you make will be available to all users who can access the FNC.



For individual Care Team or Provider customization:
a. Select the care team or provider name, using the Find icon.
b. Select the radio button for the desired customization level.
The display changes to include a checkbox alongside each item.

3. Either:


Add a new symptom:
a. Highlight the entry below which you want the new entry to appear. You can quickly
find an entry by entering all or part of the name in the system or symptom entry field
at the top of the window. This searches the displayed list for the entry.
b. Select New, then select New from the Find window.



Modify a symptom:
a. Select the item you wish to modify.
b. Select the Modify button.
c. Edit the content as required.
d. Check the Inactive checkbox to make the item unavailable for all users.

4. Enter or edit the Name the symptom. (You cannot edit the names of system-defined items.)
5. Enter an ID, if desired.
6. Enter any Notes, if desired.
7. If needed, select the Inactive checkbox to make the item unavailable for all users.
8. If needed, select the Remove From CC checkbox to remove this symptom form the system
with which it is associated.
9. Enter the desired preposition in the Natural Language Preposition field. The preposition "with"
will be used if this field is left blank.
10. Select the desired CC System.
11. If needed, select an Age Group (adult or pediatric).
12. If needed, select a SNOMED Concept ID.
13. If desired, select a Diagnosis code that the symptom represents. Then, the application will
add the diagnosis code to the Dx tab in a patient visit note when the clinical user selects the
symptom.
8. Select the OK button to save all entries.
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Create a New Symptom by Importing the HPI Categories and Items
You may create a new symptom in a system by importing the HPI categories and items from
another symptom in the system.
1. List Editor icon (

) → KDB →CC and HPI Designer

2. Highlight the desired system.
3. Select the New button under the Symptom panel. Then in the Find window, select the New
button. This opens the Symptom window.
4. Enter a Name for the new symptom. The name must be different than the name of the
symptom with the HPI you want to import.
5. Select the Import HPI From radio button.
6. Use the Find button to search for and select the symptom with the HPI you want to import.
7. If desired, enter any other information for the symptom, such as Age Group or SNOMED
Concept ID.
8. Select the OK button to save the new symptom with the HPI.

Copy a Symptom and Its Related Items to another System
1. List Editor icon (

) → KDB →CC and HPI Designer

2. Select the Criteria slider tab to open the slider, then select the Pin ( ) icon to pin the slider in
place.
3. Select the radio button for the level at which you want to make the changes. This may be
Global, for all users in the practice, Care Team, or Provider.
4. Highlight the item you want to copy.
5. Drag the highlighted item into the Copy Buffer area of the Criteria slider. The selected item
all of the related lower items are copied, even though only the selected item is listed in the
Copy Buffer.
6. Repeat steps 4 and 5 if you want to copy multiple items.
7. Select the higher-level item into which you want to paste on or more of the copied items.
8. Select the item in the Copy Buffer that you want to paste, and drag it into the appropriate
pane. (For example, drag a symptom into the Symptom pane.)
This removes the item from the copy buffer, and pastes the item and all of its related lowerlevel items into selected the higher-level item.
9. Repeat steps 7 and 8 if you have other items available to paste.
10. Either:


Select the Save button to save the changes. Once saved, the changes cannot be
undone.



Select the Close button to close the List Editor window without saving the changes.
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Common Problem Palettes
A common problem palette (CPP) is a set of information, such as diagnosis, prescription, services
performed/ordered that may reoccur frequently enough to package the information into a
group, or palette. Using the common problem palette (CPP), you can define and reuse chart
information that may be common to a specific diagnosis or test. By default, many standard
checkups are included as CPPs in the application.

Creating a Common Problem Palette
When you create a common problem palette (CPP), you can determine the order in which
diagnosis, services ordered, services performed, and prescriptions appear.
1. Either:


List Editor icon (

) → KDB → CPP → New



FNC → File → Save as Common Problem Palette

2. Enter a name for the CPP. This is the only required field; all other fields are optional.
3. Enter an ID, if desired.
4. Select the CC/HPI hyperlink to add, remove, or reorder the CC and HPI items in the palette.
a. In the CC/HPI Selector window, use the search box or highlight the desired System,
Symptom, and HPI Category. The selection of an item in a column determines the items
in the column to the right.
You can use the F3 key to select or deselect the active item.
b. Select the checkboxes of the HPI items to be included in the palette or the Select All icon
to select all items. This will automatically select the appropriate System, Symptom, and
HPI Category checkboxes.
c. Repeat steps a and b until all desired items have been added.
d. Once you have selected all the desired items, select Tools → Show Selected Items Only
to display only the items that you have selected for the palette.
e. Use the sort order buttons to arrange the contents of each column as desired.
5. Select the ROS hyperlink to add, remove, or reorder the ROS items in the palette.
a. In the ROS Selector window, use the search box or highlight the desired System. This
determines the Symptom displayed in the column to the right.
b. Select the checkbox of the Symptoms to be included in the palette or use the Select All
icon to select all items.
c. Highlight each symptom, and then select the appropriate Yes or No radio button to
determine how the palette will default the symptom.
d. Repeat steps a through c until all desired items have been added.
e. Once you have selected all the desired items, select Tools → Show Selected Items Only
to display only the items that you have selected for the palette.
f.
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Use the sort order buttons to arrange the contents of each column as desired.
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6. Select PE hyperlink to add, remove, or reorder the physical exams and findings in the palette.
a. In the PE Selector window, use the search box or highlight the desired PE Type, Parent
System, System, and Symptom. The selection of an item in a column determines the items
in the column to the right.
b. Select the checkboxes of the Findings to be included in the palette or use the Select All
icon to select all items. This will automatically select the appropriate Parent System,
System, Symptom checkboxes.
c. When the selected finding is a bilateral item, then Left, Right, and Bilateral radio buttons
will display beneath the Finding column. Select the appropriate radio button for the
default value.
d. Repeat substeps a through c until all desired items have been added.
e. Once you have selected all the desired items, select Tools → Show Selected Items Only
to display only the items that you have selected for the palette.
f.

Use the sort order buttons to arrange the contents of each column as desired.

7. Select one or more Assessment form layouts.
8. Select one or more diagnoses.
Sort items by selecting the Expand icon ( ), then highlight the item you wish to move and
use the up and down arrow keys to move it.
9. In the Rx field, select the Find icon (
). If there are medications already associated with the
CPP, they will be listed in the Find window.
Note: If you are creating the CPP from within Full Note Composer, a message will appear
asking if you want to associate the prescription with the diagnosis for the CPP. Select yes, if
you do want the prescription associated with the diagnosis-specific CPP. Select no, if the
prescription for the patient is unrelated to the CPP you are creating.
a. Access the SIG Writer window by either:


Selecting the New button to add a medication and its prescription to the CPP.



Selecting the medication and the Modify button to modify a prescription for a
medication currently part of the CPP.



Sort items by selecting the Expand icon ( ), then highlight the item you wish to move
and use the up and down arrow keys to move it.

b. The medication field will either:


Be empty if you selected New. Use the Find icon (
desired medication.

) to search for and select the



Display the medication you selected from the Find window.

c. Complete the prescription details in the usual manner.
10. Select Services Performed (SP) and Services Ordered (SO).
Sort items by selecting the Expand icon ( ), then highlight the item you wish to move and
use the up and down arrow keys to move it.
11. Enter Visit Notes.
12. Enter Patient Instructions.
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13. Enter Return Visit information.
14. Enter Exercise information.
15. Enter Diet information.
16. Specify if the CPP is to be associated with one or more Care Teams. For use by all users,
leave this field blank.
17. Similarly, specify if the CPP is associated with one or more Providers.
18. Specify if the CPP is associated with particular Specialties.
19. Select Type, and then select from:


Common Problem Palette, which defines the palette as a standard CPP.



Diagnosis Specific Plan. If this option is used, the diagnosis specific plan is automatically
created when a visit note is saved (as complete or incomplete), and there is only one
diagnosis charted. The Diagnosis Specific Plan is then available from the Dx tab.

20. Select OK to save the CPP.

Patient History
The KDB contains three tiers for collecting patient history information:


History groups: These are broad areas, such as medical, infection, and medication, for which
patient history may be obtained. History groups have associated questions.



Questions: Specific items for which discreet items of information are gathered. Questions are
associated with an answer group.



Answer groups: Sets of discreet items of information which are answers to the history
questions. An answer group may be used for more than question.

The application includes standard lists of history groups, questions, and answer groups. You may
make additions to the list for your whole practice or for specific care teams. You may make
other modifications to existing items for the whole practice, for specific care teams, or for
specific providers. If you have the provider level selected when you make an addition from Full
Note Composer, then that addition will be made for the provider's care team, not just the
individual provider.
When you add a new history group, you will have to add new questions for the new history
group. If you are creating a new history group based on an existing entry, you may wish to use
the Save As option and create a copy, then add or modify the associated questions, rather than
creating all associated questions as new entries.
When you add a new question, you will have to add new answers for the new history group. You
can associate the question with an existing answer group or, if necessary, create a new answer
group with relevant responses. If you add a new response to a question, the response is
associated with the corresponding answer group, and the answer will display wherever the
answer group is used.
When you add a new answer to an answer group or modify an answer within the group, the
new or modified answer will be available for all questions that use the specific answer group.
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When you create a new patient history item, you should be aware of the associations between
history groups, questions, and responses. These associations are illustrated below.

You cannot modify a patient history group that has been defined to "Use Diseases." The
questions related to these history groups include the list of problems that are system-defined in
the application. To make any changes, you must edit the list of medical problems, via List Editor
→ Clinical → Problem.

SNOMED and HL7 Codes
You can enter SNOMED and HL7 codes on the history questions and answers in the knowledge
database. SNOMED (Systematized Nomenclature of Medicine) and HL7 (Health Level 7) codes
are used for reporting for MIPS and other clinical quality programs.

Procedures in the Patient History
The patient’s history may include specific procedures in the system-defined diabetes,
preventative care, and surgical history group and in user-defined procedure history groups.
When entering the patient’s history, you may select a procedure code to include in a procedure
history group. When performing a procedure for a patient, you may choose whether to include
that procedure in the patient’s history.
To use this functionality, you must:


Create one or more user-defined history groups for procedures.



Define the procedure codes that may be included in the patient history when charted in a
patient visit note.



Define procedure history terms that may be charted in the patient history.

Designing a History
The History Designer window displays the history group, questions, and answers in a single
window. This display of the relationships between these items improves your ability to define
them. From this window, you can access the windows to create or modify any of these items.
The History Designer window can only be accessed through the List Editor. It cannot be
accessed from within Full Note Composer, Superbill Composer, or other clinical note type
window.
Use the F3 key to select or deselect the active item.
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1. List Editor (

) → KDB → History Designer

2. Select the Criteria slider to define the provider or care team to which any modifications
apply.
a. Select the appropriate radio button. Changes can be made for all users (Global) or for a
particular care team or provider.
b. If appropriate, select the Care Team or Provider to which the modifications apply.
c. If desired, select the Include Inactive Items checkbox and/or the Include Hidden Items
checkbox.
3. Select the History Group in which you are interested.
a. In the History Group column, use the search box or highlight the history group of interest.
This determines the items displayed in the Question and Answer columns.
b. In the Question column, use the search box or highlight the question of interest. This
determines the items displayed in the Answer column.
Note: You may need to expand the window to view all columns.
4. To create a new item, select the New button for the appropriate column.
5. To edit an item, highlight the desired item and select the Modify button.

Defining a Patient History Group
Patient history groups are used in Full Note Composer window and other clinical note type
windows and the Patient History window to capture information about various aspects of a
patient’s history.
1. List Editor (

) → KDB → History Group/Question

2. Select the level of customization. (When accessed from Full Note Composer, the level of
customization defaults to your user name, with the name of the Care Team included.)


For global changes, select the No Care Team/Provider radio. Selecting this option means
that any changes you make will be available to all users who can access the FNC.



For individual Care Team or Provider customization:
a. Select the care team or provider name, using the Find icon.
b. Select the radio button for the desired customization level.
The display changes to include a checkbox alongside each item.

3. In the Patient History panel, either:


Select the New button to create a new history group.



Select the desired history group, and then select the Modify button to modify an existing
history group.

4. Enter the Name for the group.
5. Enter an ID and Notes, if desired.
6. If the components of the history group will be a list of medical problems, check the Use
Diseases checkbox. This includes the system-defined list of problems.
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7. If the History Group is gender specific, select the Gender. If you leave this field blank, the
patient history group will display for all patients.
8. Question Header and Answer Header define how the columns will be displayed in the Hx tab
of the FNC. If you leave these blank, the entry fields at the top of each column will not
display an associated header.
9. History Type refers to whether the patient history group will be displayed for all patient history,
or if it is visit specific, such as the components of a flow sheet.
10. Select the Procedure Group checkbox if you want procedures to be added this history
category when procedures are charted in the SP tab of Full Note Composer or other clinical
note type window.
11. The Display Type refers to how the information is displayed when specific items are selected
from the Hx tab in the FNC. If you select linear, the information is added in rows; tabular adds
information in columns.
12. Select the Allow Duplicate checkbox if you want to allow the user to add an item form the
group to the patient's history more than one time. (For example, in the Family History patient
history group, Relationship allows duplicates so that a relationship, such as brother, can be
selected more than once.)
13 The Custom AQN radio button will be selected when a custom history control is being used.
A control is a method used for data entry, such as a radio button or field and its label. Do not
change the information entered in the Custom AQN field.
14. To use an Observation Default Setting for entering data. (Note that this cannot be set on
system-defined history groups.)
a. Select the Observation radio button.
b. Select the desired observation default setting. Please refer to the Creating a Vitals
Observation Default Settings section for more information and instructions.

Defining History Questions and Answers
1. List Editor icon (

) → KDB → History Questions/Answers

2. Select the desired History Group.
3. In the Question pane, either:


Select the New button to create a new question.



Select the desired question, and then select the Modify button.

4. In the Question window:
a. Enter the question Name.
b. Enter an ID and Notes, if desired.
c. If the responses to the question have already been defined in an answer group, select
the appropriate Answer Group.
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d. The Drug Allergies fields are only valid if the history group is Drug Allergy, and the Answer
Group is Allergen Reaction. For all other history questions, this field is disabled. Select
either:


Drug Name



Allergen Name

e. If the question is a food item for the Food Allergy history group, you may enter a UNII
code for the food item.
UNII codes are unique ingredient identifiers for foods assigned by the U.S. Food and Drug
Administration (FDA). This information is used in continuity of care documents, which
require that food allergies include coded terminology to correctly identify the allergen.
Continuity of care documents that include the food allergy information require the UNII
code to be compliant with Healthcare Information Technology Standards Panel (HITSP)
standards for continuity of care documents.
f.

Use the Header field to define how the column is displayed in the Hx tab of the FNC. If
you leave this blank, the entry field at the top of the question column will not display an
associated header.

g. Use the Column Width field to specify the width of the column available for the responses
to this question when you select Tabular display in the associated history group.
h. Select the Allow Multiple Answers checkbox to enable users to select more than one
answer for the question.
i.

Select the Requires Answer checkbox to require users to enter an answer to the question.

j.

Enter the appropriate SNOMED Concept ID, if desired.

k.

Enter the appropriate HL7 Code if desired.

l.

To customize a history group for a care team or provider:


Enter a new name for the history group in the Properties entry field.



To hide the history group, check the Hide checkbox.

m. Select the OK button to return to the History Questions/Answers window.
5. In the Answer pane, either:


Select the New button to create a new answer.



Select the desired answer, and then select the Modify button.

6. In the Answer window:
a. Enter a Name for the answer.
b. Enter an ID and Notes, if desired.
c. Enter the appropriate SNOMED Concept ID, if desired.
d. Select the OK button to return to the History Questions/Answers window.
7. Select the Save button to save all of your changes.
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Procedure History Result
Procedure history result is used to enter the result of procedure or procedure history term entered
into the patient history. The application includes system-defined entries for Negative, Positive,
and Unknown. These system-defined entries should be used for any procedure or procedure
history term that is used for MIPS, PCMH, and other quality program. If needed, you may create
additional entries.
1. List Editor icon (

) → KDB → Procedure History Result

2. Select the New button.
3. Enter a Name.
4. If needed, enter a SNOMED code.
5. If needed, enter a LOINC code.

Defining a Procedure History Term
A procedure history term identifies one or more related procedure codes, and it associates
those procedure codes with a patient history group. This enables providers and other clinical
users to enter a procedure term into a patient’s history when the exact procedure code is not
known.
A procedure history term may also be associated with a SNOMED and/or LOINC code. These
codes are used for MIPS and other quality programs.
The application includes a number of procedure history terms for the Diabetes, Preventative
Care, and Surgical history groups. Procedure history terms that are used for MIPS or other quality
program measures may be associated with one or more procedure codes and with a SNOMED
or LOINC code. You may modify the system-defined procedure history terms to add any of this
information.
You may also create your own procedure history terms for the system-defined procedure history
groups and for any custom procedure history groups that you have defined.
Once you have associated a procedure code with a procedure history term, you cannot add or
change the patient history group associated with that procedure code from the Procedure
Code window.
1. List Editor icon (

) → KDB → Procedure History Term

2. Either:


Search for and select the desired procedure history term, and then select the Modify
button.



Select the New button to create a new procedure history term.

3. Enter a Name for the procedure history term. This is the term that appears in the Patient
History window and the Hx tab of Full Note Composer.
4. In the Find Related Procedures field, search for and select one or more procedure codes.
5. Select the appropriate History Group.
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6. If appropriate, select a SNOMED code.
7. If appropriate, select a LOINC code.

History of Present Illness
The HPI Category window displays the HPI categories and HPI descriptions associated with a
specific symptom. When you access the window from Full Note Composer, it is populated with
the system and symptom for the chief complaint selected in the patient visit note. When you
access the window from List Editor, the window is blank. You must first select the required
symptom before the window displays associated information. Select from the symptoms that
have been defined in the application.
The application includes a standard list of HPI categories and descriptions. You may make
additions to the lists for your whole practice or for specific care teams. You may make other
modifications to existing categories for the whole practice, for specific care teams, or for
specific providers. If you have the provider level selected when you make an addition or you
make the addition from Full Note Composer, then that addition will be made for the provider's
care team, not just the individual provider.
When you add a new category, you will have to add new descriptions for the new category. If
you are creating a new category based on an existing category, you may wish to use the Save
As option and create a copy, then add or modify the associated descriptions, rather than
creating all associated descriptions as new entries.
When you create a new category, you should be aware of the associations between CC and
HPI. These associations are illustrated below.
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If you want a new category to be scored for the E&M calculation, you must associate the
category with an HPI Category Type.
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If you want the category to be available for follow up visits in the FNC, add the permissible
options when you create the category (i.e., improve, resolve, unchanged, worsen).



You can associate an HPI description item with a procedure code, if appropriate. Then,
when a user selects that HPI item in a patient visit note, the application will automatically
add the procedure code to the SP or SO tab in the visit note. This is useful, for example, for
procedures such as depression screening that may be performed as part of the HPI portion
of the visit.



For user-defined items, you can use Modify to change the name and configuration, add ID
or notes etc. For system-defined items you cannot globally change the name; if you wish to
rename a system-defined item for global use, then use Save As to save a copy of the item.



You can rename items for individual care teams or providers. Although an item may display
with a different name for the specific care team or provider, if this is a system-defined item,
all associations will remain intact for the renamed item within the KDB.



To view inactive items, check the Include Inactive Items in List checkbox; to view hidden
items, check the Include Hidden Items in List checkbox.



Merging items allows you to retain the properties of both entries. You cannot merge two
system-defined items, but you can merge two user-defined items, or merge a user-defined
item into a system-defined item. When you merge two items, the resulting item retains the
properties of both items, and takes the name of the item you merge into. You may find
merge useful if you create your own entry then find, at a later release, that the item is now
available in the system-defined list.

Editing Existing HPI Categories and Descriptions
1. FNC → HPI tab → Category or Description hyperlink
2. Select the symptom for which you want to edit information:
a. Use the Find icon by the symptom field at the top of the window to search for the
symptom.
b. If there is more than one entry for the symptom name, select the required system.
3. Select the level of customization. (When accessed from Full Note Composer, the level of
customization defaults to your user name, with the name of the Care Team included.)


For global changes, select the No Care Team/Provider radio. Selecting this option means
that any changes you make will be available to all users who can access the FNC.



For individual Care Team or Provider customization:
a. Select the care team or provider name, using the Find icon.
b. Select the radio button for the desired customization level.
The display changes to include a checkbox alongside each item.

4. Add a new HPI category:
a. Select the entry below which you want the new category to appear. You can quickly
find an entry by entering all or part of the name in the category entry field at the top of
the window. This searches the displayed list for the entry.
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b. Select the New button in the Category pane, and either:


Search for and select the desired item from the Find window.



Select the New button on the Find window.

c. Enter the Name of the HPI Category.
d. Select an associated HPI Category Type. If the new category is to be included in E&M
scoring, you must associate the category type with one of the system-defined category
types. You can leave this blank if the category is for documentation only.
e. Enter the Default Natural Language if desired. This is the text that is used in a patient visit
note; for example, the category type Location is associated with the natural language "It
is located."
f.

Enter any Notes, if desired.

g. If the HPI Category will be used for follow up notes, via the Follow Up slider on the FNC,
enter the allowable options (such as improved, resolved, etc.) that will be associated
with the category type.
h. If you want to be able to identify the presence or absence of a category finding,
1. Select the Positive/Negative checkbox.
2. If desired, enter a text string as the Positive Prefix.
3. If desired, enter a text string as the Negative Prefix.
4. If you want the category and prefix to be bold, select the Positive radio button to
bold if present or the Negative radio button to bold if absent.
i.

If you want to override the default natural language for a specific symptom, then in the
Instance Natural Language field, enter the text you want to use in patient visit notes for
this category for this symptom.

j.

Select an Age Group for the category if appropriate.

k.

Select the Single HPI Selection checkbox if you want to restrict selection in the category
to a single HPI description item.

l.

To customize the HPI category for a provider or care group:


Enter a custom Name for the category in the Properties entry field.



To hide the category, check the Hide checkbox.

Note that these fields are displayed only when editing the KDB for a provider or care
group.
5. Add a new HPI description item:
a. Select the entry below which you want the new description to appear. You can quickly
find an entry by entering all or part of the name in the system or description entry field at
the top of the window. This searches the displayed list for the entry.
b. Select New (Description), then New on the Find window.
c. Add a Name for the new description.
d. Enter an ID and Notes, if desired.
e. Select an Age Group for which the HPI description is applicable, if desired.
f.
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Select a Gender for which the HPI description is applicable, if desired.
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g. Select a SNOMED code for the HPI description, if needed. A SNOMED code may be
needed for CQM or other quality program reporting.
h. If the HPI category and description identify a procedure, then define how the procedure
code is added to visit notes:
1. Select the Procedure code to be added to the visit note.
2. Select the Performed or Ordered radio button. This determines whether the
application adds the code on the SP or the SO tab of the visit note.
i.

If the HPI category and description identify a diagnosis, then select the diagnosis code to
be added to visit notes.

6. Hide an item:
a. Select the items you wish to hide by checking the checkboxes associated with each
entry you want to hide.
b. Select the Modify button.
c. Check the Hide checkbox.
7. Rename an item:
a. Select the item you wish to rename.
b. Select the Modify button.
c. Enter the new name in the Properties entry box.
8. Resequence the items using the ascending or descending order buttons, or the up and
down arrow buttons.

KDB Configuration
The KDB Configuration window enables you to define a name for a KDB configuration. In the
current release of the application, a KDB configuration defined in this way may be associated
with default SIGs. In future releases, the KDB configurations defined in this way will be associated
with all aspects of the KDB and its customization. This will enable you to define KDB
configurations that are not necessarily associated with a single care team or provider.
In this release, users must be associated with a KDB configuration in order to see and use default
SIGS. Users will only be able to see, use, and modify the default SIGs associated with their KDB
configuration. All of the defaults SIGs that a user creates, whether through List Editor or through
Full Note Composer, are associated with the KDB configuration that is associated to that user.
KDB configurations may be associated with user setting definitions and with provider records. The
KDB configuration associated with a provider record overrides the KDB configuration associated
with the user setting definition for that provider.
When you upgraded to the v18.1 version of the application, a KDB configuration was created
for each provider associated with one or more default SIGs. These automatically created KDB
configurations are named with the provider’s name (lastname, firstname). Each provider’s KDB
configuration is also associated with the provider record for that provider. This enables providers
to see and use the existing default SIGs that they have been associated with.
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You may create new KDB configurations and you may rename the KDB configurations created
by the upgrade. You must associate KDB configurations with user setting definitions in order for
non-provider users to use or create default SIGs. When you add a new provider to your
database, you must associate that provider with a KDB configuration, either through the user
setting that the provider is associated with or with the provider record.

Create a KDB Configuration
1. List Editor (

) → KDB → KDB Configuration

2. Select the New button.
3. In the KDB Configuration window, enter a Name for the configuration.
4. Enter an ID and Notes, if desired.
5. Select the OK button to save the configuration and close the window.

Associate a KDB Configuration with a User Setting Definition
1. List Editor (

) → System → User Setting

2. Search for and select the desired user setting definition, and then select the Modify button.
3. Select the Clinical Notes tab.
4. Select the desired KDB Configuration.
5. Select the OK button to save the change and close the window.

Associate a KDB Configuration with a Provider
1. List Editor (

) → System → Provider

2. Search for and select the desired provider, and then select the Modify button.
3. Select the Additional Information tab.
4. Select the desired KDB Configuration.
5. Select the OK button to save the change and close the window.

Physical Exam
The application includes a standard list of physical exams and associated findings. Physical
exams are called PE types. PE types are associated with PE parent systems. Parent systems are
associated with systems. Systems are associated with symptoms. Finally, symptoms are
associated with findings and descriptions.
All predefined physical exams follow the 1997 E&M guidelines. However, you can design a
physical exam that follows either the 1995 or the 1997 E&M guidelines. You also define how the
E&M coding bullets are counted for exam findings when that physical exam is used to chart a
patient visit.
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The guidelines used for an exam are defined through the physical exam type. Those guidelines
determine what items can be counted for E&M bullets and how those items are counted when
an exam is used. Specialists who use the E&M coding feature may want to modify their selected
exam findings to identify the findings to be counted as E&M bullets. This should be set up
according to the E&M guidelines for the specialty.
Please note that the 1995 and 1997 guidelines are different in what they count and in how they
count. The 1995 guidelines count only systems; the 1997 guidelines count systems and items
within systems. Therefore, an exam must be completely defined to use either the 1995 guidelines
or the 1997 guidelines, but not a mixture of both. Once an exam is defined, only the count
defined in that exam is available when that exam is used. You cannot change an exam from
one set of guidelines to another once the exam has been defined.
To define an exam, you must:
1. Add the new physical exam type.
2. Associate the new physical exam parent system or systems.
3. Associate the physical exam parent system with one or more physical exam systems.
4. Associate the physical exam system with one or more symptoms.
5. Define the physical exam findings and descriptions, and the appropriate E&M bullet count.

Naming Considerations
Physical exams, parent systems, systems, symptoms, findings, and descriptions must have unique
names. When you copy an item using the Save As functionality, the application appends the
phrase “Copy of” to the item’s name. You may change this if you wish. If you do not change the
default name of the copied item, and you later attempt to make another copy of the same
original item, the application will warn you that the name is a duplication. For example, you
make a copy of the Constitutional system in the Full Exam physical exam, and leave the name
of the new system “Copy of Constitutional.” If you later attempt to copy Constitutional from the
Full Exam – Cardiology physical exam, and the application will not allow to make another system
named “Copy of Constitutional” even though they are in different physical exams.

Customization
You may make PE types and findings for your whole practice or for specific care teams. You
may make other modifications to existing categories for the whole practice, for specific care
teams, or for specific providers. If you have the provider level selected when you make an
addition, or you make the addition from Full Note Composer, that addition will be made for the
provider's care team, not just the individual provider.

Lifelong Findings
You may define a finding in a physical exam as ‘lifelong’. This indicates that the finding is one
from which a patient will not recover or which cannot be corrected, removed, or any way
resolved. When a finding is defined as ‘lifelong’, then once that finding has been charted for a
patient, then anytime the same physical exam is used in a visit note for that patient, the lifelong
finding is automatically charted. This can save the provider time when charting a visit note.
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However, there are several important points to consider when defining a finding as ‘lifelong’:


The definition as ‘lifelong’ applies only to that finding in the specific physical exam in which
you identify it. The same finding in other physical exams will not automatically be defined as
‘lifelong’. So, if a provider uses a different physical exam in a later visit note, the lifelong
finding will not be automatically charted. The provider must select the finding if the provider
wants it charted in that visit note.



Once a lifelong finding has been charted for a patient, then for that patient that finding will
automatically be charted in every visit note in which that specific physical exam is used. If
the provider does not want that finding charted in a particular visit note, then the provider
must use a different physical exam or must delete the finding from the visit note.



A finding defined as ‘lifelong’ is identified as a lifelong finding for a patient every time that
specific physical exam is used and that finding is charted. The application does not identify a
finding as ‘lifelong’ when it is charted for the first time for a patient, and the user cannot
change or override this setting when charting a visit note for a patient.

Designing a Physical Exam
The PE Designer window displays the physical exam type, parent system, system, symptom, and
findings in a single window. This display of the relationships between these items improves your
ability to define them. From this window, you can access the windows to create or modify any of
these items.
The PE Designer window can only be accessed through the List Editor. It cannot be accessed
from within Full Note Composer or Superbill Composer.
Use the F3 key to select or deselect the active item.
1. List Editor (

) → KDB → PE Designer

2. Select the Criteria slider to define the provider or care team to which any modifications
apply.
a. Select the appropriate radio button. Changes can be made for all users (Global) or for a
particular care team or provider.
b. If appropriate, select the Care Team or Provider to which the modifications apply.
c. If desired, select the Include Inactive Items checkbox and/or the Include Hidden Items
checkbox.
3. Select the PE Type in which you are interested.
a. In the Parent System column, use the search box or highlight the system of interest. This
determines the items displayed in the System column.
b. In the System column, use the search box or highlight the system of interest. This
determines the items displayed in the Symptom column.
c. In the Symptom column, use the search box or highlight the symptom of interest. This
determines the items displayed in the Findings column.
Note: You may need to expand the window to view all columns.
4. To create a new item, select the New button for the appropriate column.
5. To edit an item, highlight the desired item and select the Modify button.
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6. To copy an item from one higher-level item into another higher-level item, select the desired
item, press and hold the CRTL key, and drag the item into the higher-level item into which
you want to copy it. For example, to copy the symptom Cigarette Smoking from the
Respiratory system to the Ear/Nose/Throat/Neck system, select the Respiratory system then
select the Cigarette Smoking symptom and drag it into the Ear/Nose/Throat/Neck system.

Setting Default Findings for a PE Type
You can set the default findings for a PE type from this window without having to open each
individual finding item.
1. List Editor (

) → KDB → PE Designer

2. Select the Criteria slider to define the provider or care team to which any modifications
apply.
Note: From the File menu, select Sliders, and then Criteria if the slider tab is not visible.
a. Select the appropriate radio button. Changes can be made for all users (Global) or for a
particular care team or provider.
b. If appropriate, select the Care Team or Provider to which the modifications apply.
c. If desired, select the Include Inactive Items checkbox and/or the Include Hidden Items
checkbox.
3. Select the PE Type in which you are interested.
4. From the Tools menu, select the Set Default option.
5. Expand the Defaults window so that you can view all of the columns.
6. Select the System and Symptom for which you want to define defaults.


Default items are highlighted in blue.



Select a default item to remove its default status.

7. Select the items you want to be default findings and deselect items that you do not want to
be default findings.
8. If desired, select another higher-level item (parent system, system, or symptom) to edit its
default findings.

Clearing All Default Findings for a PE Type
You can clear all the default findings for physical exam type at once, if desired. It is important to
understand that the Clear Override function clears all the findings in the selected PE Type, not
just those in the selected Parent System, System, and Symptom. Clearing all default findings
cannot be undone. You can, however, set individual default findings for a physical exam after
they have all been cleared.
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1. List Editor (

) → KDB → PE Designer

2. Select the Criteria slider to define the provider or care team to which any modifications
apply.
Note: From the File menu, select Sliders, and then Criteria if the slider tab is not visible.
a. Select the appropriate radio button. Changes can be made for all users (Global) or for a
particular care team or provider.
b. If appropriate, select the Care Team or Provider to which the modifications apply.
c. If desired, select the Include Inactive Items checkbox and/or the Include Hidden Items
checkbox.
3. Select the PE Type in which you are interested.
4. From the Tools menu, select the Clear Override option.
5. In the confirmation window, select Yes to clear all the findings.

Copying a System and Its Findings to Another Exam
1. List Editor icon (

) → KDB →PE Designer

2. Select the Criteria slider tab to open the slider, then select the Pin ( ) icon to pin the slider in
place.
3. Select the radio button for the level at which you want to make the changes. This may be
Global, for all users in the practice, Care Team, or Provider.
4. Highlight the item you want to copy.
5. Drag the highlighted item into the Copy Buffer area of the Criteria slider. The selected item
all of the related lower items are copied, even though only the selected item is listed in the
Copy Buffer.
6. Repeat steps 4 and 5 if you want to copy multiple items.
7. Select the higher-level item into which you want to paste on or more of the copied items.
8. Select the item in the Copy Buffer that you want to paste, and then drag it into the
appropriate pane. (For example, drag a parent system into the Parent System pane.)
This removes the item from the copy buffer and pastes the item and all of its related lowerlevel items into selected the higher-level item.
9. Repeat steps 7 and 8 if you have other items available to paste.
10. Either:
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Select the Save button to save the changes. Once saved, the changes cannot be
undone.



Select the Close button to close the List Editor window without saving the changes.
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Exporting a PE Type
You can export a physical exam type, including its parent systems, systems, symptoms, and
findings, into an .xml file. An exported .xml file of a physical exam type can then be imported to
another database.
1. List Editor (

) → KDB → PE Designer

2. Select the Type that you want to export. You can narrow the export by selecting a parent
system, system, symptom, and finding if desired.
3. From the Tools menu, select Export PE Type.
4. Browse to the drive and folder in which you want to save the exported file.
5. Enter a Name for the physical exam .xml file that you want to export.
6. Select the Save button.

Importing a PE Type
You can import a physical exam type .xml file that has been exported from another database.
Importing includes the parent systems, systems, symptoms, and findings.
1. List Editor (

) → KDB → PE Designer

2. From the Tools menu, select Import PE Type.
3. Browse to and select the physical exam .xml file that you want to import.
4. Select the Open button.

Add a Physical Exam Type
When you add an exam type, you can base it on a predefined exam (all predefined exams use
1997 guidelines), on an examination type based on the 1997 guidelines, or on the 1995
guidelines.
1. List Editor (

) → KDB → PE Type/Parent System

2. Select the New button under the PE Type pane.
3. In the Find window, select the New button.
4. Add a Name for the new type.
5. To base the new exam type on an existing exam using the 1997 coding guidelines, select the
Base PE Type with which the new type will be associated. Leave this field blank if you want to
use 1995 coding guidelines or if you want to create an entirely new exam based on a 1997
exam type.
6. Select an Age Group and Gender, if required. If you select an age group or gender, the PE
Type will only be available if the patient's age and gender match those defined. To make
the PE Type available for all patients, do not enter a value in these fields.

Ref: 1192.13

343

7. To create an entirely new exam, populate the Examination Type field by either:


Selecting an existing examination type to define the new exam on 1997 coding
guidelines. When you select an existing base examination type, the exam for that base
examination is automatically selected.



Selecting ‘1995 EM Rules’ to define the exam on the 1995 coding guidelines. You will
have to create the examination.

8. Add ID and notes, if desired.

Associate a Physical Exam Parent System with the Exam Type
If your new physical exam type is based on an existing exam or is based on an existing base
examination, then one or more parent systems are already associated with the new exam type.
You can associate another existing parent system or create a new parent system and associate
it with the exam type.
You must create the parent systems to be associated with physical exam types based on the
1995 E&M guidelines. You may create a parent system based on an existing parent system or
you may create an entirely new parent system.
1. List Editor (

) → KDB → PE Type/Parent System

2. Select the New button under the PE Parent Type pane.
3. In the Find window, either:


Search for and select the desired parent system.



Select the New button.
a. Enter a Name for the parent system.
b. Enter and ID and Notes, if desired.
c. Select an Age Group and Gender, if required. If you select an age group or gender,
the system will only be available if the patient's age and gender match those
defined. To make the PE Type available for all patients, do not enter a value in these
fields.
d. Select the Allows Bilaterality checkbox if bilateral should be an option for the system.
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Associate the Parent System with Systems
A new physical exam parent system must be associated with one or more physical exam
systems. You can associate existing systems or create new ones.
1. List Editor (

) → KDB → Parent System/System

2. Search for and select the desired PE Type.
The parent system or systems associated with the PE type will be displayed.
3. In the PE Parent System pane, highlight the parent system with which you want to associate
a PE system.
4. Select the New button beneath the PE System pane.
5. Either:


Search for and select the desired system.



Select the New button to create a new system.
a. Enter a Name for the system.
b. Enter an ID and Notes, if desired.
c. If desired, select an Age Group and Gender. When these items are specified, the
system will be available for charting only when the patient matches these
specifications.
d. Select the Allows Bilaterality checkbox if bilateral should be an option for the system.

Define the PE Findings and Descriptions
The final task in creating a new physical exam is to define the findings and descriptions
associated with each PE system. You may use existing findings and descriptions, or you may
create new ones.
You may associate SNOMED codes with findings and descriptions. This may be needed for MIPS
or other quality-reporting program.
1. List Editor (

) → KDB → PE Finding/Description

2. Search for and select the desired PE System.
The PE Type and PE Parent System associated with the PE system will be displayed. Any PE
Symptom and PE Descriptions already associated with the PE system will also be displayed.
3. Select the New button beneath the PE Finding pane to associate a finding with the system.
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4. In the Find window, either


Search for and select the desired existing finding.



Select the New button to create a new finding. The fields on PE Symptom window are
slightly different depending on whether the selected PE type is based on 1995 guidelines
(systems only) or 1997 guidelines (systems and items within systems).

1995 E&M Guidelines

1997 E&M Guidelines

a. Enter a Name for the symptom.
b. Add ID and notes, if desired.
c. Select the Normal Finding checkbox if this is a normal finding.
d. Select the Default Finding checkbox if you want this finding to be selected by
default. The user can change this when charting a patient note.
e. Select the Lifelong checkbox if you want this finding in this physical exam to be
selected by default for a patient once a user has charted it for that patient. Note
that a cannot change this when charting a patient visit note.
f.

Select an Age Group and Gender, if desired. If you select these criteria, the PE
finding will only be available if the patient's matches this definition. To make the PE
Finding available for all patients, do not enter a value in this field.

g. If appropriate, select the EM System (1995 guidelines) or EM Bullet (1997 guidelines) to
be associated with the finding. This determines how the finding will be counted for
E&M coding.
h. Select the Count as Bullet checkbox if the finding contributes to E&M bullet counting.
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i.

Enter the appropriate SNOMED Concept ID, if desired.

5. Select the New button beneath the PE Description pane to associate a description with the
selected Finding.
6. In the Find window, either


Search for and select the desired existing description.



Select the New button to create a new description. The fields on PE Description window
are slightly different depending on whether the selected PE type is based on 1995
guidelines (systems only) or 1997 guidelines (systems and items within systems).

1995 E&M Guidelines

1997 E&M Guidelines

a. Enter a Name for the description.
b. Check the appropriate checkboxes:
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Check Normal if this description is for a normal finding. Normal findings are
displayed in normal font on the Full Note Composer PE tab. Abnormal findings are
displayed in bold font.



Check Default to have the description automatically highlighted and entered
into a patient visit note when the provider selects the PE finding or the entire PE
system. The provider has the ability to remove the entry if desired.



Check Lifelong to indicate that the finding is one from which a patient will not
recover or which cannot be corrected, removed, or any way resolved. Once a
lifelong finding is charted for patient, then anytime the same physical exam is
used in a visit note for that patient, the lifelong finding is automatically charted.
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c. Select an Age Group and Gender, if desired. If you select these criteria, the PE
finding will only be available if the patient matches this definition. To make the PE
Finding available for all patients, do not enter a value in this field.
d. The Finding EM System (1995 guidelines) or Finding EM Bullet (1997 guidelines)
associated with the description will be displayed. This determines how the finding will
be counted for E&M coding.
e. If appropriate, select the EM System (1995 guidelines) or EM Bullet (1997 guidelines) to
be associated with the description. This determines how the description will be
counted for E&M coding.
f.

Select the Count as Bullet checkbox if the Description should be counted as a bullet
under the 1997 E&M guidelines.

g. Enter the appropriate SNOMED Concept ID, if desired.
h. Add ID and notes, if desired.

Review of Systems
The ROS System/Symptom window lists all the Review of System items that you need to consider
when charting a patient visit note. The window displays a list of systems in the left pane, and its
associated set of related symptoms in the right pane.
The application includes a standard ROS list, as defined by the requirements of the 1997
Documentation Guidelines for Evaluation and Management Services. These are required for
E&M scoring. Therefore, you cannot add a new ROS system, although you can add a new
symptom. The only modify option available for a ROS system is to make the system inactive.
You may make additions to the list of symptoms for your whole practice or for specific care
teams. You may make other modifications to existing symptoms for the whole practice, for
specific care teams, or for specific providers. If you have the provider level selected when you
make an addition or if you make the addition from Full Note Composer, that addition will be
made for the provider's care team, not just the individual provider.
You can modify a symptom by changing the default settings. You cannot rename a symptom,
although you can save a new version using Save As. This applies to global edits as well as care
team and provider specific edits.
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Designing an ROS
The ROS Designer window displays the system and symptoms so that you can easily see the
relationships between these items. From this window, you can access the windows to create or
modify either of these items.
The ROS Designer window can only be accessed through the List Editor. It cannot be accessed
from within Full Note Composer or Superbill Composer.
Use the F3 key to select or deselect the active item.
1. List Editor (

) → KDB → ROS Designer

2. Select the System in which you are interested. This determines the items displayed in the
Symptom column.
3. Select the Criteria slider to define the provider or care team to which any modifications
apply.
a. Select the appropriate radio button. Changes can be made for all users (Global) or for a
particular care team or provider.
b. If appropriate, select the Care Team or Provider to which the modifications apply.
c. If desired, select the Include Inactive Items checkbox and/or the Include Hidden Items
checkbox.
4. To create a new item, select the New button for the appropriate column.
5. To edit an item, highlight the desired item and select the Modify button.
6. To copy a symptom from one system into another system, select the desired item, press and
hold the CRTL key, and drag the item into the system into which you want to copy it. For
example, to copy the symptom Cigarette Smoking from the Respiratory system to the
Ear/Nose/Throat/Neck system, select the Respiratory system then select the Cigarette
Smoking symptom and drag it into the Ear/Nose/Throat/Neck system.

Setting Default Findings for an ROS system
You can set the default findings for an ROS system from this window without having to open
each individual finding item.
1. List Editor (

) → KDB → ROS Designer

2. Select the Criteria slider to define the provider or care team to which any modifications
apply.
Note: From the File menu, select Sliders, and then Criteria if the slider tab is not visible.
a. Select the appropriate radio button. Changes can be made for all users (Global) or for a
particular care team or provider.
b. If appropriate, select the Care Team or Provider to which the modifications apply.
c. If desired, select the Include Inactive Items checkbox and/or the Include Hidden Items
checkbox.
3. Select the PE Type in which you are interested.
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4. From the Tools menu, select the Set Default option.
5. Expand the Defaults window so that you can view all of the columns.
6. Select the System and Symptom for which you want to define defaults.


Default items are highlighted in blue.



Select a default item to remove its default status.

7. Select the items you want to be default findings and deselect items that you do not want to
be default findings.
8. If desired, select another higher-level item (parent system, system, or symptom) to edit its
default findings.

Clearing All Default Findings for an ROS System
You can clear all the default findings for an ROS system at once, if desired. It is important to
understand that the Clear Override function clears all the findings in the selected ROS system,
not just those in the selected Parent System, System, and Symptom. Clearing all default findings
cannot be undone. You can, however, set individual default findings for an ROS system after
they have all been cleared.
1. List Editor (

) → KDB → ROS Designer

2. Select the Criteria slider to define the provider or care team to which any modifications
apply.
Note: From the File menu, select Sliders, and then Criteria if the slider tab is not visible.
a. Select the appropriate radio button. Changes can be made for all users (Global) or for a
particular care team or provider.
b. If appropriate, select the Care Team or Provider to which the modifications apply.
c. If desired, select the Include Inactive Items checkbox and/or the Include Hidden Items
checkbox.
3. Select the PE Type in which you are interested.
3. From the Tools menu, select the Clear Override option.
4. In the confirmation window, select Yes to clear all the findings.

Editing ROS Systems and Symptoms
1. FNC → ROS tab → System or Symptom hyperlink
2. Select the level of customization. (When accessed from Full Note Composer, the level of
customization defaults to your user name, with the name of the Care Team included.)


For global changes, select the No Care Team/Provider radio. Selecting this option means
that any changes you make will be available to all users who can access the FNC.



For individual Care Team or Provider customization:
a. Select the care team or provider name, using the Find icon.
b. Select the radio button for the desired customization level.
The display changes to include a checkbox alongside each item.
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3. Add a new symptom:
a. Select the symptom below which you want the new entry to appear. You can quickly
find a symptom by entering all or part of the name in the symptom entry field at the top
of the window. This searches the displayed list for the entry.
b. Select New, then select New from the Find window.
c. Enter the Name of the symptom.
d. Add an ID and Notes, if desired.
e. To make the symptom inactive, check the Inactive checkbox.
f.

Select the age group for the symptom: options are adult (18 and above) and pediatric.
If you specify the age group, the symptom will only display for patients within the
specified age group. If you want the symptom to display for all patients, do not specify
an age group.

g. Select the default setting that will display in the FNC when this symptom is selected.
Select from:


N/A, which means that the symptom will not be documented in the patient visit note.
This is the default unless changed.



Y (yes), which means the symptom will be documented.



N (no), where the symptom will not be documented.

4. Hide an item:
a. Select the items you wish to hide by checking the checkboxes associated with each
entry you want to hide.
b. Select the Modify button.
c. Check the Hide checkbox.
5. Resequence the items using the ascending or descending order buttons, or the up and
down arrow buttons.

Resetting the Knowledge Database
The knowledge database can be reset for a provider or a care team. Resetting the knowledge
database restores all the predefined entries and removes any additions or changes.
Please note that changes made to knowledge database for the entire practice cannot be
reset.

Reset a Provider’s Knowledge Database
1. List Editor (

) → System → Provider

2. Search for and select the desired provider, and then select the Modify button.
3. Select the Defaults tab.
4. Select the Reset KDB button to reset the provider’s knowledge database.
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Reset a Care Team’s Knowledge Database
1. List Editor (

) → System → Care Team

2. Search for and select the desired care team, and then select the Modify button.
3. Select the General tab.
4. Select the Reset KDB button to reset the care team’s knowledge database.

Lab Decision Support
The optional lab decision support functionality identifies clinical orders that may require
authorization from the patient’s insurance payer or that the insurance payer will pay for only
under specific conditions. Order information is transmitted to the insurance payer’s lab decision
support company for assessment. If additional information is needed, then the lab decision
support company’s questionnaire is displayed. The provider’s responses are assessed by the lab
decision support company, and the response displayed.
The provider can then determine whether to continue with the order, to order an alternative test
or procedure, or to cancel the order. When the provider places the order, the questionnaire and
responses are then generated as a .PDF document, and that PDF is attached to the visit note.
The questionnaire and responses are not saved when the provider cancels the order.
Please refer to the Lab Decision Support Setup document for instructions.

Lab Result Notification Calls
Automated lab result notification calls are an optional service provided by West™ (previously
CallPointe). West interfaces with the application to identify lab results that need to be given to
patients. West then uses the patient contact information from the application to notify the
patient by phone, email, or text.
West works with your practice to develop the content of the notification message or messages
given to patients. West is a HIPAA business associate, and it is familiar with the HIPAA regulations
and requirements.
To use this optional service, you must:
1. Enroll for lab result notification, and obtain your account ID from West. Please call West at
888-655-7300 to enroll.
2. Work with West to develop your notification messages.
3. Activate the CallPointe HL7 partner record. See instructions below.
4. Activate the Interface Message Sender, Interface Message Processer, and Interface
Message Listener job schedules, if they are not already active. These jobs are used for all HL7
interfaces, so the job schedules will already be active for most practices. Please refer to the
Job Schedules section for instructions on activating a job schedule.
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5. Configure the CallPointe Export user record with your CallPointe account ID. See instructions
below.
6. Identify a user responsible for the lab result notifications, and then give that user security
access to the CallPointe Export user’s messages. This is also done in the CallPointe Export user
record.
7. Create a filter for the lab result notification messages. See instructions below.

Activate the CallPointe HL7 Partner Record
You must activate the CallPointe HL7 partner record. Please note that this is necessary if even
you are already using CallPointe for appointment reminders.
1. List Editor (

) → Interface Engine → HL-7 Partner

2. Select the Include Inactive Items checkbox.
3. Search for and select the CallPointe entry, and then select the Modify button.
4. Deselect the Inactive checkbox to activate the partner record.

Configure the CallPointe Export User Record
Use this process to activate the CallPointe Export a user record, enter your CallPointe account
ID, give one or more other users the security access to the CallPointe Export user’s messages. This
user will be responsible for the lab result notifications.
1. List Editor (

) → System → User

2. Select the Include Inactive Items checkbox.
3. Search for and select the Export, CallPointe entry, and then select the Modify button.
4. In the Login ID field, associate the CallPointe Export user with a user defined in your Active
Directory or other user authentication scheme. The CallPointe Export user should never be
used to log into the application, but it must be associated with an Active Directory user.
6

Deselect the Inactive checkbox to activate the user record.

7. In the External ID field, enter your CallPointe account ID.
8. Select the Messaging tab.
9. In the Message Security area:
a. Select the User or User Group responsible for lab notification messages.
b. Select the checkboxes for Modify and Complete.
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Create a Message Filter for the Lab Result Notification Messages
Create a message filter to be used to monitor lab result notification messages. The filter should
identify notification messages of a certain age that have not been completed because
CallPointe was unable to contact the patient.
1. Message Center (

) icon

2. Enter the following search criteria:


Created By: Select the Or radio button, and leave the search field blank.



Assigned To: Select the Or radio button, and enter Export, CallPointe in the search field.



Message Status: Select the Incomplete radio button.



Maximum Items Returned: Enter -1 to search for all incomplete notification messages.

3. Save the search criteria as a filter:
a. Select the Save As button.
b. In the Filter Name popup window, enter a name for the filter, such as Auto Lab
Notification Messages.
c. Select the OK button to save the filter.

Laboratories and Laboratory Orders
You must set up a number of items that clinical users will use to order lab tests and enter test
results. Unless otherwise noted, these items are explained in this section.


Activate the Future Orders Processor job and job schedule. This job is required for users to
electronically submit lab test orders that are scheduled in the future. Please refer to the Jobs
and Job Schedules section of this guide for instructions.



Create a laboratory record for every laboratory with which you have an electronic
interface.



Create a laboratory record for any other external or in-house laboratories if users need to
send the order. This may be needed, for example, to print a lab requisition or used to notify a
staff member of the lab test. You do not need a laboratory record for these laboratories if
users will simply enter the procedure, then enter any results.



Create a laboratory order for every lab test procedure that your practice orders or performs.
The laboratory order must be associated with a laboratory record. So, you may need to
create more than one laboratory order for a procedure if you use more than one laboratory
for that lab test.



Create a lab template for each lab test procedure that your practice orders or performs. The
lab template is associated with both the procedure code and the laboratory order. So, if
you have multiple laboratory orders for a procedure code, then you will also need to have
multiple lab templates. The lab template is used to enter the results of the lab test procedure
for a patient.
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In the procedure code record, associate each laboratory order used for the procedure
code. This enables a user to select the laboratory desired when placing an order for the
procedure in a patient visit note. Please refer to the Procedure Code section of this guide for
instructions.



Add lab requisitions to a print set so that users do not have to select a printer each time they
place a lab test order.

Future Orders Processor Job
The Future Orders Processor job and job schedule must be active and configured for users to
electronically submit lab test orders that are scheduled in the future. Please refer to the Jobs and
Job Schedules section of this guide for instructions. The Future Orders Processor job and job
schedule do not require any special configuration.

Laboratories
The laboratory definition associates a laboratory with lab templates and laboratory orders so
that orders may be placed, and so that lab requisitions and specimen labels may be printed
when an order is placed. A laboratory record is necessary for every laboratory that you use. This
must include laboratories with which you an electronic interface, laboratories that do not have
an electronic interface, and your in-house laboratory, if you perform any tests in your practice
office.

Create or Modify a Laboratory
1. List Editor (

) → Clinical → Laboratory

2. Either:


Select the New button.



Search for and select the desired lab record, and then select the Modify button.

3. In the Requisition Form field, select the requisition report appropriate for the laboratory.
4. In the Specimen Label Form field, select the ‘Generic Specimen Label’ report or the specific
label report for the laboratory, if one is available.
5. Select the Insurance Bill Code Required checkbox if the laboratory requires laboratory bill
codes for orders.
6. Select the Accepts Future Order checkbox if the laboratory accepts two or more orders, with
future order dates, when submitting an order for a lab test.
7. Select the Order Cancellations Allowed checkbox if the laboratory accept order
cancellation messages through the interface.
8. Enter the Name of the laboratory. Please note that the name cannot be changed once the
laboratory record is created.
9. Enter Primary and Secondary Contact names if desired.
10. Enter the address as you want it to appear on the requisition form.
11 Enter one or more Phone numbers and their Phone Type.
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12. Enter Email addresses, if desired.
13. Enter any Notes, if desired.
14. Select the Order Codes tab. The tab displays all laboratory orders already associated with
the laboratory.
15. To add laboratory orders, either:


Please refer to the Laboratory Orders section for information on creating individual
laboratory orders.



Please refer to the Creating Laboratory Orders by Importing Compendium Files section
for more information on creating all the laboratory orders for a laboratory.

Laboratory Orders
A laboratory order is needed to place an order for a lab test. It includes the laboratory to which
the order will be sent (even if in-house), the laboratory order code, and the procedure code or
codes for the lab test. When the procedure code is requested in Full Note Composer to order
the lab test, the laboratory order code is included in the order.
You must create a laboratory order for every lab test procedure that your practice orders or
performs. Because a laboratory order must be associated with a laboratory record, you may
need to create more than one laboratory order for a procedure if you use more than one
laboratory for that lab test.
You can associate an attachment type with a laboratory order. This enables you to sort lab
orders and results by attachment type. The application includes attachment types for Lab
Results and Radiology Results. You may define additional attachment types for sorting and
reporting purposes if desired.
If you want to track radiology orders, you must mark the radiology procedure codes to allow as
lab results.
You can also associate a custom form layout with a laboratory order. The custom form layout is
a tab that appears in the Modify Service Order window when a clinical user places a lab order
for a patient. This enables the clinical user to enter information about the lab test that is
specifically required by the associated laboratory.

Create a Laboratory Order
1. List Editor icon (

) → Clinical → Laboratory Order

2. Select the New button.
3. Enter an ID, if desired.
4. Enter the laboratory’s Order Code.
5. Enter a Name for the laboratory order.
6. Select the Laboratory this laboratory order is associated with.
7. In the Attachment Type field, select the attachment type to be used for sorting lab results.
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8. Select a Form Layout, if desired. This will be used by clinical users when placing a laboratory
order.
9. Select the Auto Send Order checkbox only if you are using a laboratory information system
that operates between the application and a laboratory interface, and therefore do not
want to use the application's lab order functionality. If the application communicates
directly with the lab interface, leave this checkbox deselected. Otherwise, your lab orders
will not contain the necessary information when sent to the lab.
10. In the CPT List field, enter the CPT code or codes used to place this order. Use a comma to
separate individual codes or ranges of codes (81000,81002).
11. Enter any Instructions, if desired.
12. Enter any Lab Data, if desired.
13. Enter any Notes, if desired.

Creating Laboratory Orders by Importing Compendium Files
If you have purchased a lab interface, the laboratory may provide compendium files of their lab
order codes and ask-on-order-entry (AOE) questions. The compendium files may be imported to
create the laboratory order records for all of the lab tests performed by the laboratory. It is
recommended that you import compendium files only under the direction of and assistance
from Support.
The laboratory record must exist and must contain an ID before you can import a compendium
file.
The compendium data file must be an Excel file of one of the following types:


.xls



.xlsx



.xlsm



.xlxb

Lab Order Compendium File Characteristics
When importing a lab order compendium file, you may import


Both CPT and lab order codes,



Only the CPT codes, or



Only the lab order codes.

The following data may be included in the lab order compendium file. Required data is
identified. The columns in the file do not have to be in a certain order. However, the first row
should contain column headings that are easily identifiable so that you can map the columns
for the import.


Order Code: The laboratory’s order code for a lab test. This column is required.



Order Name: The laboratory’s name for the lab test order. This column is required.
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CPT Code: The procedure code for the lab test.



Instructions: This will populate the Instructions field of the Laboratory Order window.



Notes: This will populate the Notes field of the Laboratory Order window.



Lab data: This will populate the Lab Data field of the Laboratory Order window.

AOE File Compendium Characteristics
You must have imported the lab order compendium file before you can import the AOE
compendium file. When the AOE compendium is imported, the questions are associated to
procedure codes by the lab order code.
The following data may be included in the AOE compendium file. Required data is identified.
The columns in the file do not have to be in a certain order. However, the first row should contain
column headings that are easily identifiable so that you can map the columns for the import.


Order Code: The lab order code of the test being ordered. This column is required.



Lab Test/Order Name: The laboratory’s name for the test being ordered. This column is
required.



Required: Flag for whether the question is required. This column should contain a ‘1’ if the
question is required for the test being ordered and a ‘0’ if it is not required. This column is
required.



AOE Code: The laboratory’s code for the question being asked. This column is required.



AOE Question Text: The actual text of the question being asked. This column is required.



Answer Type: This identifies the type of answer for the question. ‘DD’ indicates the question is
multiple choice; ‘DATE’ indicates the answer is a date, ‘CHECKBOX’ indicates the answer is a
checkbox, and ‘FT’ indicates the answer is free text. This column is required.



MC List Answers: If the question is a multiple-choice question, this column should contain the
answer abbreviations/codes to the question. Each abbreviation must be separated by the
pipe (|) symbol. If the question is not multiple choice, this column should be left blank.



MC List Description: If the question is a multiple-choice question, this column should contain
the full answers to the question. Each answer must be separated by the pipe (|) symbol. If
the question is not multiple choice, this column should be left blank.

Importing Lab Order Codes
1. List Editor icon (

) → Clinical → Laboratory

2. Search for the desired laboratory, and then select the Modify button.
3. Select the Order Codes tab.
4. Either:
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Select the Overwrite checkbox if you want the imported file to overwrite existing lab
order codes. This checkbox is selected by default.



Deselect the Overwrite checkbox if you want the import to ignore existing lab order
codes. This imports new lab order codes, but not does make changes to existing lab
order codes.
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5. Select the Default button, and then select the desired import option from the dropdown
menu. The file import options are:


Default: Import order codes and associate CPT codes to the order. Order codes lacking
CPT codes will be imported as type of ‘lab code’ allowing the lab order to be sent.



CPT Codes Only: Import order codes and associate CPT codes to the order. Order codes
lacking CPT codes will not be imported as type of ‘lab code’. Therefore, you must
associate a procedure code to the lab order before it is capable of being ordered.



Order Codes Only: Import order codes as type of ‘lab code’. Designating a CPT column
is not a requirement. However, if the CPT column is specified, the behavior emulates that
of Default option.

6. Select the Import button.
7. Search for and select the lab order compendium file, and then select the Open button.
8. In the Import window, map the columns of the compendium file to the lab order data fields.
a. In each field, search for and select the appropriate column in the compendium file. If
you do not map a field, then that field will be left empty in the lab orders created in your
database.
b. Select the OK button to create the lab orders, and return to the Laboratory window.
9. The Laboratory window now displays a list of the lab orders. Select the OK button to save the
lab orders and close the window.

Importing AOE Questions
1. List Editor icon (

) → Clinical → Laboratory

2. Search for the desired laboratory, and then select the Modify button.
3. Select the AOEs tab.
4. Either:


Select the Overwrite checkbox if you want the imported file to overwrite existing lab
order codes. This checkbox is selected by default.



Deselect the Overwrite checkbox if you want the import to ignore existing lab order
codes. This imports new lab order codes, but not does make changes to existing lab
order codes.

5. Select the Import button.
6. Search for and select the AOE compendium file, and then select the Open button.
7. In the Import window, map the columns of the compendium file to the AOE data fields.
a. In each field, search for and select the appropriate column in the compendium file.
The MC Answers and MC fields are not identified as required fields. However, if any of the
AOE questions in the file are multiple choice, then you must map the columns in the file
for these fields. Otherwise, the question will be created, but it will not have answers.
b. Select the OK button to create the questions and answers.
c. A popup message displays stating how many, if any, of the AOEs failed to import. The
application saves an Excel file on your Windows desktop of the failed AOEs. You can
then review and correct the file, and then import it to create the remaining AOEs.
Ref: 1192.13

359

d. In the popup message, select the OK button to return to the Laboratory window.
8. In the Laboratory window, select the OK button to save the questions and answers and close
the window. The window does not display the questions until you reopen it.

Lab Templates
Laboratory templates are used in two ways: to display and enter results from laboratory tests and
to associate test procedures to a phase in the pregnancy case type. Templates may be
created automatically when results are received electronically from a laboratory, and you may
create templates for manually entering results.
You must have at least one lab template for each lab test procedure that your practice orders
or performs. The lab template is associated with both the procedure code and the laboratory
order. So, if you have multiple laboratory orders for a procedure code, then you will also need to
have multiple lab templates.
To use a template to display and enter results, define a template for each set of results you will
capture, and specify the fields and normal ranges for the results. When you use the template to
track results, any entered data that falls outside normal ranges displays in red.
You can add multiple test components on the same lab template, and you can indicate
whether individual components are optional. When a component is optional, result notification
messages are not sent if the component is not resulted.
You can use LOINC codes with lab templates and lab procedures within templates. If you
choose to use LOINC codes with lab procedures and templates, then you can view and graph
patient results for procedures performed at different labs.
LOINC (Logical Observation Identifiers Names and Codes) is a standardized set of names and
codes for laboratory tests and clinical observations. LOINC is used with the HL7 interface
protocol to ensure that lab procedure requests and results flow correctly from one system to
another. These codes are used by Quest, LabCorp, and other laboratories, and are also used by
a number of insurance payers and government agencies. The LOINC names and codes are
provided by the Regenstrief Institute for Health Care. You cannot modify or add to this list of
codes.
Lab templates also enable you to schedule test procedures for a particular phase (or trimester)
of a pregnancy. Before you can use the scheduled labs functionality, you must associate the
desired procedures with a lab template, and then associate the lab template with the
pregnancy case type. Define a lab template for each phase (or trimester) of the pregnancy
case. Include in each phase’s lab template all of the lab tests that you routinely perform on
patients during that phase or trimester.
If you have purchased optional content for your specialty, then you may have defined lab
templates in your database. These will be identified in the License Code field.
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Create a Lab Template
Please note that the value type fields on the Lab Template window are not used at this time.
1. List Editor icon (

) → Clinical → Lab Template

2. Select the New button.
3. Enter an ID, if desired.
4. Enter the Template Name.
5. The License Code field will be populated if the template is part of optional specialty content.
6. In the Map To CPT field, select the procedure code for the lab test. The template must be
mapped to a procedure to be able to order the lab from the Lab Order slider.
7

Select the Laboratory Order used to place the order for the lab test.
Note: This association enables the application to prepopulate this lab template in the Patient
Results window when a user enters test results for a patient. However, if the selected
laboratory order is associated with more than one lab template, then the application will
prepopulate the Patient Results window with the first lab template it finds. The user can then
change the selection if needed.

8. Enter a LOINC Code for the template, if desired.
9. Select the Attachment Type for the lab results.
10. Enter test information:
a. Select <New> in the Description column of the results table.
b. In the Test Items area at the bottom of the window, select the "Set to Indicate if Test is
Optional" checkbox if the test component is optional.
c. Enter a LOINC Code for the test if applicable. Please note that a correct LOINC code is
required on types of vaccine that are used to report for MIPS and other clinical quality
programs.
d. Enter a Description of the test item.
e. Select the Laboratory.
f.

Define the Normal minimum and Normal maximum range for the test.

g. Define the Unit of measure for the test.
h. Add Notes for the test, if desired.
i.

Select the Update button to add the test component to the template.

11. Repeat the previous step with any other test items.
12. To define the display order of test items when the lab template is used to enter or display lab
results:
a. Highlight the test item that you want to move, then use the Up or Down arrow buttons to
move the test item to the desired location.
b. Repeat until all items are in the desired order.
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Add Lab Requisitions to a Print Set
Use the following process to modify a print set to include the lab requisition and specimen label.
If you have specific lab requisitions and specimen labels for specific labs, then you will need to
include each one individually in the print set.
The print set directs the lab requisition or specimen label to a specified printer so that users do
not have to select a printer each time. If you do not use a print set, then lab requisitions and
specimen labels will print on the user’s default printer.
1. List Editor (

) → System → Print Sets

2. Search for and select the desired print set, and then select the Modify button.
3. Scroll to the bottom of the list so that you can add the new item.
4. Add a lab requisition.
a. Select the Use Report radio button.
b. Select the desired requisition report.
c. Select the Printer button to access the Windows® Print window, then select the desired
printer. The printer name then appears in the field next to the Printer button.
5. If you have specific lab requisition forms for specific laboratories, then repeat step 4 for each
lab requisition form.
6. Add a specimen label.
a. Select the Use Report radio button.
b. Select the Generic Specimen Label report.
c. Select the Printer button to access the Windows® Print window, then select the desired
printer. The printer name then appears in the field next to the Printer button.
7. If you have specific specimen label forms for specific laboratories, then repeat step 5 for
each lab requisition form.

List Editor
Much of the setup and configuration of the database is done through the List Editor window. List
Editor lists the categories of information that must be defined and associated before users can
access the application for their daily work. It is primarily accessed by the admin and super users
to create and maintain clinical and practice management data.
The List Editor contains a number of categories, each of which contains links to set up different
types of data. The methods involved in adding and editing information in List Editor are common
across all categories.
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Common List Editor Functions
Although the List Editor contains a number of categories, each of which contains links to set up
different types of data, the methods involved in adding and editing information in List Editor are
common across all categories.
The functions you have available to you are dependent on the permissions with which your user
name has been associated. For example, if you have Read only permission for the clinical
category, you will not see New and Modify buttons in the window. If you have full permissions to
create new and modify information in Demographics, you will see New, Modify, and Merge
buttons.

File Menu
Function

Description

Print

Prints the contents of the List Editor list.

Export

Enables you to export the highlighted item to an XML file that can then be
imported into another Aprima database. To export an item:
1. Highlight the item you wish to export.
2. From the File menu, select Export.
3. Use the Browse ( ) icon to browse to the desired location where the
exported file will be saved. This may be a directory on the local
machine or server or an external drive or flash drive.
4. Select the OK button to export the file.

Export
Selected

Enables you to export all the items listed to individual XML files that can then
be imported into another Aprima database.

Export All

Enables you to export all the items listed to a single XML file that can then
be imported into another Aprima database.
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Function

Description

Import

Enables you to import an XML file that was exported from another Aprima
database. Some items also allow importing comma separated (.csv) files.
This is specifically noted when applicable.
Please note that when you import a file, you may overwrite an existing item
or items in the database. Before importing a file, make sure that it contains
only items that you want to import and that it does not contain duplicates
of any existing items that you want to retain.
1. From the File menu, select Import.
2. Use the Browse (

) icon to browse to the location of the desired file.

3. Select the OK button to import the file.
4. Select the Search button again to display the imported item in the list.
Save As

Enables you to copy the highlighted item, and to give it a new name. You
can then edit the new item if needed.
1. Highlight the item you want to copy.
2. From the File menu, select Save As.
3. Enter a New Name for the copied item.
4. Select the OK button to copy the item.
5. Select the Search button again to display the new item in the list.

Most
Frequently/
Recently Used

Enables you to modify your most frequently or most recently used list to
change the order in which items appear on the list, remove an item from
the list, or exclude an item from the list. Your selection is maintained until
you change it again.
1. From the File menu, select Reorder Columns.
2. In the Modify Columns window, select the checkbox for the columns
that you want hidden and not displayed in the window.
3. To change the order of the columns, highlight the column you want to
move and then use the up or down arrow buttons to move it.
4. Increase or decrease the width of a column by changing the entry in
the Width column. (You can also change the column width in the
window itself by selecting the column header and dragging it to the
desired width.)
5. Use the Reset button to reset the columns displayed, their order, and
widths to the defaults.
6. To set the order for a particular column, select the desired Column, and
then select the Ascending or Descending radio button.
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Function

Description

Reorder
Columns

Accesses the Modify Columns window where you can control the columns
displayed and the order of columns.

Modify Find

Enables you to modify the Find Table options for the item for which you are
searching.

Hide Items

Enables you to hide active items so that they do not appear in the List
Editor window when searching for an item. Hiding items only affects the
display for the user who hides the items; it does not affect other users. This
enables you to limit your choices to only those items that you use.
Note that hidden items are different from inactivated items in two ways. An
inactive item is inactive for all users. A hidden item is hidden only from the
user who hid it. An inactive item is no longer available for use; for example,
an inactive job will not run. A hidden item is available for use. So, for
example, a user may hide all jobs except their own scheduled reports, but
all the active jobs will continue to run as scheduled.
To hide items:
1. From the File menu, select Hide Items. This adds the Hide column of
checkboxes to the List Editor window.
2. Select the item or items you want to hide. The selected item or items will
not appear in the List Editor window the next time you access it.
To unhide items:
1. From the File menu, select Hide Items. This adds the Hide column of
checkboxes to the List Editor window.
2. Select the Include Inactive Items checkbox.
3. Select the Search button.
4. Deselect the Hide checkbox for the item you wish to unhide.

Warnings
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When selected, displays warning messages regarding editing rights when
working in the KDB.
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Buttons
Function

Description

Search

When you first enter the List Editor and select any of the items, the window
includes search fields that are relevant to the item you are referencing. For
example, all windows include an ID, but some may include a search field
for an ICD-9 code (i.e. diagnosis code), or a Laboratory Unit Code (lab
template).
When you first select a List Editor item, you will see a list of all items that
have already been defined: some of these will have been pre-configured
with the system, and some will have been created by your administrative
super user. If you wish to edit an item and need to search the list, you can
enter information into one or more of the search fields on the window and
select the Search button. You do not need to enter complete words or
references, you can enter the first one or two characters and the search will
return all items that match your search criteria.
If you wish to include inactive items in a search, select the Include Inactive
Items in Search checkbox. Inactive items are displayed in italics.

Clear

The Clear button clears data from the Search Criteria so that new data can
be entered. It does not remove any data from the application.

New

Select the New button to add a new item to the category. Screens for
adding new items are specific to the item being added. See the help
topics associated with the item you want to add for detailed information.

Modify

Select the item you want to modify using the search fields if necessary.
Select either the hyperlink on the item's name or highlight the item and
select the Modify button. This opens a window that will allow you to modify
the item. The modify window is the same as the window you see when you
create a new item, and is specific to the item being modified. For details of
the windows, see the help panel associated with the corresponding list
editor item.
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Function

Description

Merge

Merge allows you to combine two items. You may wish to merge data if
you have two similar records that you want to combine, but you want to
retain the attributes of both. For example, if you merge Record A with
Record B, the name of the merged item is that of Record B, so Record A is
effectively deleted. Everywhere that Record A was used in the system is
replaced by a reference to Record B.
You must be aware of the implications of merging items, especially items
that may affect your financial reporting. For example, if you merge one
insurance payer with another insurance payer, all the charges and
payments that were associated with the original insurance payer are now
associated with the merged insurance payer. Merging financial centers,
service sites, responsible parties, even patients and providers, may affect
your financial reporting, particularly when reporting for past time periods.
Merging items should be done with extreme caution since the merge
cannot be undone.
To merge two items:
1. Highlight the item you wish to merge with another item.
2. Select Merge. A merge window will display.
3. Use the Find icon to select the destination item.
4. Select OK.

Inactivate Items
It is not possible to delete records, such as users, patients, patient visit notes, etc., from the
database. However, all items have a setting to make the item inactive. By default, inactive items
do not display in a search, although you can request that a search includes inactive items.
When inactive items are displayed as the result of a search, all items that are inactive are written
in italics.
1. Highlight the item you wish to make inactive.
2. Select the Modify button. The modify window displays; the format of the window will depend
on the item you are modifying.
3. Check the Inactive checkbox.
4. Select OK.
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Using IDs
All items have provision for an ID field. If used, this is an easy way to identify an item in a search.
This field is optional except for:


People (users, patients, etc.)



Accounts



Superbills

For each of these items, you can enter your own alphanumeric ID, but the ID must be unique in
the system. If you don’t enter an ID, the system will automatically generate a unique numeric ID.

Translation of Find Tables
The Aprima Patient Portal and the Aprima NOW mobile application will soon be able to display
information in English or Spanish. The Patient Portal and Aprima NOW use the database
application’s find tables and their entries (such as ethnicities, medication routes, and
appointment types). System-defined entries (such as the gender entry ‘Male’) include a systemdefined Spanish translation. You may enter a Spanish translation for user-defined entry in your
database.
Note: Not all tables and entries use the translation function. Some items, such as a medical
Problem, you may simply define or rename in Spanish. Other items, such as system-defined KDB
entries cannot be renamed, but you can create new entries in Spanish.
The process for entering a Spanish translation is the same for any find table and entry. If an entry
can have a Spanish translation, then the Translation ( ) icon appears next to the Name field.
1. List Editor (

)

2. Select any category (such as Clinical or Demographic).
3. Select the desired find table (such as Historian or Gender).
4. Search for and select the desired entry, and then select the Modify button. This accesses the
appropriate window.
5. Select the Translation (

) icon next to the Name field. This accesses the Translation window.

6. In the Spanish field, enter your Spanish translation for the selected item.
7. Select the Verified checkbox when appropriate.
8. Select the OK button to close the Translation window.
9. Select the OK button in the item window to save the translation for the item.
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Medication Consent
You can configure the application so that the prescribing provider is presented with a patient
consent form when writing a prescription for a medication that requires a signed consent, such
as a psychotropic medication. This enables the provider to easily document the symptoms to be
addressed by the medication, and to obtain the patient’s signature on the consent form.
The application includes a system-defined formatting model for a medication consent form. The
formatting model form for medication consent is named PM Form 3.15.1, and it is based on the
Informed Consent for Psychotropic Medication Treatment for the state of Arizona. The PM Form
3.15.1 uses another system-defined formatting model, named PM Form 3.15.1 Med, which is
embedded in the PM Form 3.15.1 formatting model to create a line item for each prescribed
medication. You cannot modify these system-defined formatting models. You can, however,
save them with a new name, and then modify your saved version. You can also create your
own formatting model for a medication consent form.
To use this medication consent feature, you must define the medications that require consent
and identify the consent form to be used. Both of these are done in the user setting definitions.

Define the Medications and Consent Form in User Settings
In the user setting definition, you can define the medications that require patient consent, and
the consent form to be used. The information defined in each user setting definition applies only
to the users to whom that user setting definition is associated. So, if needed, you can identify
different medications and/or a different consent form for different users.
1. List Editor (

) → System → User Setting

2. Search for and select the desired user setting definition, and then select the Modify button.
3. Select the Rx Consent tab.
4. Select the Formatting Model that is the medication consent form.
5. Select the Attachment Type. This will be used when the application attaches the signed
consent form to the patient visit note containing the prescription.
6. Select the Medication Names of the medications that require patient consent.
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Medications and Prescriptions
Default SIGs
Default SIGs are used for medications and dosages that providers frequently prescribe or
administer. The provider can use the default SIG to quickly write the prescription or chart a
medication for a particular patient. The provider can make changes to the default SIG when
using it for to write a prescription or chart a medication.
Default SIGs are associated for a KDB configuration definition. The KDB configuration definition is
then assigned to a user setting definition. Clinical users who are associated with that user setting
definition can use the default SIGs that are defined for the KDB configuration.

Create a Default SIG
You can create and modify default SIGs with the prescription details (drug, dose, frequency,
etc.) commonly used. The default SIGs that you create will be associated with the KDB
configuration that is assigned to your user setting definition.
1. Tools → List Editor → Clinical → Default SIG List
2. Select the New button.
3. In the Find Dispensable Drug window, search for and select the desired medication. The SIG
Writer window opens with the selected medication.
4. Enter the prescription details for the drug, by selecting the dosage amount and measure,
route, frequency, and number of days.
a. Selecting any of these fields accesses a popup window where you can quickly select
each item.
Note: When you enter a number of refills, you are authorizing the pharmacy to fill the
original prescription plus the number of refills indicated. So, if you write a prescription for
three refills, the pharmacy will dispense to the patient a total of four times.
b. Select the OK button to return to the SIG Writer window.
5. Enter the numeric quantity to be dispensed. The quantity is automatically calculated for pills,
tablets, and liquids. It is not calculated for other forms.
Quantity is required for printed and electronic prescriptions. If you do not enter the quantity,
then a warning message is displayed when you attempt to save the prescription.
6. If needed, enter instructions for the patient within the prescription line.
a. Select the Insert Text (

) icon to enter text before any prescription detail entry.

b. Type the instructions to the patient.
c. The number of characters available for the prescription is automatically calculated as
you add information, and it is displayed in the upper right corner of the window.
7. Select the Unit of Measure if not preselected by the medication selection. This is the unit of
measure in which the prescription will be filled. The code for this unit of measure will be
transmitted to Surescripts for electronic prescriptions.
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8. Select a medication Category, if desired. The category may be used to filter prescriptions in
the patient’s medication history.
9. Select the Dispense as Written checkbox if appropriate.
10. Select the Chronic Medication checkbox if this is a maintenance medication that a patient
takes for a chronic condition.
11. Identify the type of prescription:


For a standard prescription, leave both the Administered and the Sample Given
checkboxes unselected.



For an administered medication, select the Administered checkbox.



To document samples, select the Sample Given checkbox.

12. Select the associated CPT code if appropriate. This is the procedure code that is associated
with the NDC number.
13. Enter an Internal Notes if needed.
14. Select the Save Default SIG button.
15. In the popup window, enter an ID for the default SIG, if desired.
16. Enter a Name for the default SIG.
17. Enter any additional information in the Notes field, if desired.
18. Select the Save button to close the SIG Writer window and save the default SIG.

Create a Default SIG Using the Dosing Calculator
You can create and modify default SIGs using the optionally licensed dosing calculator. In the
default SIG, you define the dosing per weight per day. Then, when the default SIG is used for a
patient, the application automatically calculates the dose based on the patient’s weight.
The default SIGs that you create will be associated with the KDB configuration that is assigned to
your user setting definition.
1. Tools → List Editor → Clinical → Default SIG List
2. Select the New button.
3. In the Find Dispensable Drug window, search for and select the desired medication. The SIG
Writer window opens with the selected medication.
4. In the Default SIG window, select any of the prescription details to access the popup
window.
5. Select the Dosage link. This opens the Weight Based Dosing window.
Review the General Dosing Information. This includes the suggested dose in milligrams (MG)
and the conversion of MG to the dosage form of the selected medication.
6. In the Quantity field, enter the total quantity of the medication to be prescribed per day. The
application will calculate individual doses per patient based on this amount.
7. If appropriate, enter a Maximum Dose.
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8. If there different dosing suggestions based on age, then you may enter Override Quantity
and Override Maximum Dose for any or all of the age groups, if desired.
9. Select the OK button to close the Weight Based Dosing window, and return to the
prescription details.
10. The prescription details show the variable dosing you entered. Select the Frequency, number
of Days, and number of Refills.
11. Select the OK button to close the window, and return to the Default SIG window.
12. Select a medication Category, if desired. The category may be used to filter prescriptions in
the patient’s medication history.
13. Select the Dispense as Written checkbox if appropriate.
14. Select the Chronic Medication checkbox if this is a maintenance medication that a patient
takes for a chronic condition.
15. Identify the type of prescription:


For a standard prescription, leave both the Administered and the Sample Given
checkboxes unselected.



For an administered medication, select the Administered checkbox.



To document samples, select the Sample Given checkbox.

16. Select the associated CPT code if appropriate. This is the procedure code that is associated
with the NDC number.
17. Enter an Internal Notes if needed.
18. Select the Save Default SIG button.
19. In the popup window, enter an ID for the default SIG, if desired.
20. Enter a Name for the default SIG.
22. Enter any additional information in the Notes field, if desired.
23. Select the Save button to close the SIG Writer window and save the default SIG.
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Discontinue Reason
When a provider discontinues a medication that has previously been prescribed for a patient,
the provider must identify why the medication is being discontinued and the date on which the
medication is discontinued. Discontinue reasons identify why a prescription has been
discontinued for a patient. The application contains a number of standard discontinue reasons.
You may create additional discontinue reasons as needed. Predefined discontinue reasons may
be modified to add notes or to change the ID, but the reason name cannot be modified.
1. List Editor (

) → Clinical → Discontinue Reason

2. Select the New button.
3. Enter a Name for the discontinue reason.
4. Enter an ID and Notes, if desired.
5. In the SNOMED Concept ID field, select the appropriate SNOMED code.

Medication
A medication record is needed to write prescriptions or to enter a medication history item for a
patient. The Medication window enables you to create a medication record for any medication
that is not in the preconfigured drug database. This may include, for example, medications that
must be compounded by a pharmacist, a medication being tested, or a medication newly
released on the market, but not yet available in the preconfigured drug database.
The preconfigured drug database is supplied by First DataBank. It contains medications and
information used to prescribe medications, such as the medication form and strength, and
information used to do drug screening. The drug database is updated on a regular basis.
It is very important to understand that user-defined medications do not trigger drug screening
when they are prescribed to a patient. They are also not considered in drug screening when a
patient is prescribed another drug. Therefore, drug screening will be incomplete when done for
a patient who has been prescribed a user-defined drug.
In the drug search window, drugs that are preconfigured in the drug database are listed with
Type = Brand Name. User-defined drugs have Type = User Defined. In addition, user-defined
drugs do not show an entry in the AKA column.
You must have security permissions for Prescription Writing (part of the Functions security group)
to add new drugs.

Compounded Medications
When you define a medication record for a medication that must be compounded by a
pharmacist, you may also want to define one or more default SIGs for the medication. The
default SIG can include the standard prescription information and can include the
compounding instructions. Please see the Default SIG section for more information.

Ref: 1192.13

373

Define a Medication
1. List Editor icon (

) → Clinical → Medication

2. Select the New button.
3. Enter the Name of the drug you wish to add. The name is limited to 34 characters, including
spaces.
4. Enter the Strength of the Drug (for example, 50).
5. Enter Strength Unit (for example, mg).
6. Use the Find icon to select a Dose Form (for example, tablet).
7. Use the Find icon to select a Dose Route (for example, oral).

Medication Categories
Medication categories enable you to sort and filter prescription entries in a patient’s medication
history. The application includes a number of system-defined categories, and you or your
administrative super user may define additional categories as needed.
1. List Editor (

) → Clinical → Medication Categories

2. Select the New button.
3. Enter a Name for the medication category.
4. Enter an ID and Notes if desired.

Medication Day – Number of Days Duration
You can define the number of days duration that appear in the SIG Writer window’s Days
column when charting a prescription.

Define a Duration
1. List Editor (

) → Clinical → Medication Day

2. Select the New button.
3. In the Name field, enter the number of days.
4. Enter an ID and Notes, if desired.

Set the Display Order for Days Duration
1. List Editor (

) → Clinical → Medication Day

2. Select the Set Display Order button.
3. In the Display Order window, highlight the entry you want to move.
4. Select the up or down arrow buttons to move the selected item.
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Medication Frequencies, Routes, and Units
The medication frequencies, routes, and units are provided by First Databank. You may
inactivate predefined frequencies, routes, and units that you do not use and do not want to be
available for selection in the SIG Writer window. You may also define your own frequencies,
routes, and units if desired.
You may also define the display order of frequencies, routes, and units in the SIG Writer window.
The display order setting is for all users.
Printed prescriptions may use text that is more readily understandable by patients than the
commonly used medical names and abbreviations for a medication’s route, frequency, and
units. The standard names and abbreviations are used in SIG Writer window, but they can be
expanded to the full text in the printed prescription.
If you have been granted the necessary security permissions, you may add, modify, or delete
this information. When no prescription text is available for a route, frequency, or unit, then the
name or abbreviation that appears in the SIG Writer window is used in the prescription.

Medication Frequency
The medication frequencies used to enter prescriptions in the SIG Writer window are provided by
First DataBank. With the necessary security permissions, you may inactivate predefined
frequencies that you do not use and do not want to be available for selection in the SIG Writer
window. You may also define your own frequencies if desired.
You may also define the display order of frequencies in the SIG Writer window. The display order
setting is for all users.
Frequency definitions may include patient instructions which more fully define or explain the
frequency name which appears in the SIG Writer window. When entered, the patient instructions
are used on printed prescriptions rather than the frequency name.
User-defined frequencies may include the doses per day associated with the frequency. When
the doses per day are included, the SIG Writer window uses this information to calculate the
quantity. Note that the doses per day are not included on predefined frequencies provided by
First DataBank. The information needed to calculate quantity for these frequencies is known and
used by the SIG Writer window. However, if you enter doses per day in a predefined frequency,
the information you enter will override the predefined, but undisplayed, information.
1. List Editor icon (

) → Clinical → Medication Frequency

2. Select the New button.
3. Enter the Name of the frequency as you want it to appear in the SIG Writer window.
4. Enter an ID and Notes, if desired.
5. If desired, enter Patient Instructions to be used on printed prescriptions when the frequency is
selected.
6. If desired, enter the Doses Per Day for the frequency.
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Medication Manufacturer
Medication manufacturer identifies the company which made the medication.
1. List Editor icon (

) → Clinical → Medication Mfr

2. Select the New button.
3. Enter the Name of the manufacture.
4. Enter an ID and Notes, if desired.

Medication PRN Reason
A medication PRN reasons identifies the reason for prescribing a medication ‘as needed’ (or
PRN). The application includes a number of system-defined reasons, and you can define
additional reasons if desired.
1. List Editor (

) → Clinical → Medication PRN Reason

2. Select the New button.
3. Enter a Name for the medication PRN reason.
4. Enter an ID and Notes, if desired.
5. Select a SNOMED Concept ID.

Medication Route
The medication routes used to enter prescriptions in the SIG Writer window are provided by First
DataBank. With the necessary security permissions, you may inactivate predefined routes that
you do not use and do not want to be available for selection in the SIG Writer window. You may
also define your own routes if desired.
You may also define the display order of routes in the SIG Writer window. The display order
setting is for all users.
Route definitions may include prescription text which more fully defines or explains the route
name which appears in the SIG Writer window. When entered, the prescription text is used on
printed prescriptions rather than the route name.
1. List Editor icon (

) → Clinical → Medication Route

2. Select the New button.
3. Enter the Name of the route as you want it to appear in the SIG Writer window.
4. Enter an ID and Notes, if desired.
5. If desired, enter the Prescription Text to be used on printed prescriptions when the item is
selected.
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Medication State Scheduled Drugs
The drug database supplied by First DataBank identifies scheduled drugs defined nationally by
the DEA. However, the drug database does not identify scheduled drugs that are defined by
individual states. You may create state-defined scheduled drugs, and you may create entries for
schedule drugs that have a different schedule level defined by the state.
When you create state-defined schedule drugs, the application handles them in the same
manner that it handles the DEA defined scheduled drugs identified by First Databank. This means
that if you are using the electronic prescribing functionality for controlled substances, then that
same functionality is applied to your state-defined controlled substances. If you are printing
prescriptions for controlled substances, then the printed prescriptions for state-defined
scheduled drugs use the same prescription format and other requirements as DEA defined
controlled substances.
When prescribing a state-defined scheduled drug, the DEA requires that both the patient’s
address and the retail pharmacy’s address both be used to determine the schedule level and
requirements for the prescription. When the patient’s address and the pharmacy address are in
the same state, then the prescription must simply meet that state’s requirements. When the
patient’s address and the retail pharmacy’s address are in different states, then the prescription
must meet the requirements for the most restrictive state. So, if one state does not consider the
medication a scheduled drug, but the other state does, then the prescription is handled as a
controlled substance.
Please note that this applies only to retail pharmacies; it does not apply to mail order
pharmacies. Prescriptions sent to mail order pharmacies, which service the nation or multi-state
regions, must only meet the requirements for the state in which the patient resides.
1. List Editor icon (

) → Clinical → Medication State Scheduled Drugs

2. Select the New button.
3. Select one or more Drug Names. You may want to select all the forms, brand names, and
generic names for a drug.
4. Enter the two-character State abbreviation.
5. Select the radio button for the Schedule level.
6. Enter a Name for the drug.
7. Enter an ID and Notes, if desired.
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Medication Unit
The medication units used to enter prescriptions in the SIG Writer window are provided by First
DataBank. With the necessary security permissions, you may inactivate predefined units that you
do not use and do not want to be available for selection in the SIG Writer window. You may also
define your own units if desired.
You may also define the display order of units in the SIG Writer window. The display order setting
is for all users.
Unit definitions may include prescription text which more fully defines or explains the unit name
which appears in the SIG Writer window. When entered, the prescription text is used on printed
prescriptions rather than the unit name.
1. List Editor icon (

) → Clinical → Medication Unit

2. Select the New button.
3. Enter the Name of the unit as you want it to appear in the SIG Writer window.
4. Enter an ID and Notes, if desired.
5. If desired, enter the Prescription Text to be used on printed prescriptions when the item is
selected.

Define the SIG Writer Display Order
1. List Editor icon ( ) → Clinical → Medication Frequency, Medication Route, or Medication
Unit (choose one)
2. Select the Set Display Order button.
3. Highlight the item you wish to move.
4. Select the up or down arrow button to change the selected item’s position in the list.

Medication Refill – Number of Refills
You can define the number of refills that appear in the SIG Writer window’s Refill column when
charting a prescription.

Define a Number of Refills
1. List Editor (

) → Clinical → Medication Refill

2. Select the New button.
3. In the Name field, enter the number of refills.
4. Enter an ID and Notes, if desired.
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Set the Display Order for Number of Refills
1. List Editor (

) → Clinical → Medication Refill

2. Select the Set Display Order button.
3. In the Display Order window, highlight the entry you want to move.
4. Select the up or down arrow buttons to move the selected item.

NDC Units of Measure
To use NDC numbers you must define the NDC units of measure needed. Grams, international
units, milliliters, and units are predefined. You may add any other units of measure needed for
National Drug Codes (NDC).
1. List Editor icon (

) → Clinical → NDC Unit Measure

2. Select the New button.
3. Enter an ID, if desired.
4. Enter an ANSI Code, if desired.
5. Enter a Name for the units of measure.
6. Enter any Notes, if desired.

Prescription Education Documents
Prescription education documents are available from ScriptGuide®, OptimizeRx®, and others.
These documents are automatically added to the Education Forms slider in Full Note Composer
or other clinical note type when the patient and the prescribed medication qualify. The
documents are also made available to the patient on your Patient Portal, if it is configured to
enable education materials.
The medication information and any coupon or discount included in the prescription education
documents are provided by the drug manufacturer. These documents are not stored in your
database. They are delivered from the vendor at the time a prescription is written.
By default, all providers are set up to use these prescription education forms, and for the
documents to print automatically with other visit documents. You may modify the
RxCouponService integration partner if individual providers do not want to automatically print
the documents, do not want them available on your Patient Portal, or do not want to use the
service at all.
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Modify the Integration Partner to Opt Out of Services
1. List Editor (

) → Interface Engine → Integration Partner

2. Search for and select the RxCouponService integration partner record, and then select the
Modify button. This accesses the Integration Partner window.
3. Configure the patient consent for the integration partner:
a. Select the Patient Consent Required checkbox.
b. Select the appropriate radio button for the default consent setting for patients. The
setting for patients may either default to ‘does not consent’ or to ‘does consent’.
Selecting the ‘does not consent’ will prevent accidental disclosure of patient
information.
c. Select the checkbox for ‘Patient consent is required for partner to exchange data with
third-parties’ if appropriate.
4. To opt out a provider from all services, select the provider or providers in the Provider Opt
Out field.
5. To opt out a provider from automatic printing of the documents, select the provider or
providers in the Auto Print Opt Out field.
6. To opt out a provider from providing the documents on the Patient Portal, select the provider
or providers in the Portal Opt Out field.
7. Select the OK button to save the changes.

Messaging
Messages are used extensively in the application. They may be created by users or generated
automatically by the application. Messages are used to:






Communicate between users, such as:


Requests for tasks to be performed



Information about patients



Requests for approval of results



Refill requests from patients

Communicate about information sent or received between the application and third-party
applications, such as:


Refill requests from pharmacies



Results from laboratories



Transmission errors

Inform of errors, such as:


Status messages if a transmission fails

Messages may be viewed on a user's Desktop and from the Message Center. Messages may be
categorized and viewed on the Desktop and in the Message Center using filters.
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A user’s messages can be accessed by other users only if those other users have been given
message security access rights. Message security is defined on the User window.
The application includes a list of message types, such as phone and Rx. You may extend these
message types by further categorizing the list with sub-types. For example, you may add subtypes to phone messages to categorize the calls as follow-up calls, personal calls, etc. In
addition, you can apply urgency to messages, so certain messages will always be classed as
urgent or routine.

Message Access
By default, users have access to the messages that they send and that are sent directly to them.
Users may be granted security rights to enable them to access, complete, and otherwise
process messages sent to a user group or to another user.
Members of a user group do not have access to the user group’s message simply by being a
member of the group. You must grant security rights to the messages to the users who are in the
user group. This is done in the User Group window’s Message Security tab (List Editor → System →
User Group). Please see the User Group section of this document for instructions.
If a user needs access to another user’s messages, then you must grant that user security rights
to the other user’s messages. This grants access to all messages sent to or from the user. Message
access cannot be restricted by message type. Security right are granted in the User window’s
Messaging tab (List Editor → System → User).Please see the User section of this document for
instructions.

Message Filters
Message filters enable you to select the type, urgency, and status of messages that you display
on the Desktop or message center. By defining a filter that looks for only messages of a certain
type, you can categorize messages, such as all approval messages, that have been sent to or
by your user name.
By default, when messages are marked as complete, they no longer display on the Desktop, but
you can choose to view all complete messages by setting up a different filter.

Everyone and Personal Filters
Message filters (and filters in other search windows) may be global or personal. A global filter is
available for use by all users. A personal filter is available for use only by the user who created it.
You can identify whether a filter is global or personal by the Filter Is Visible To radio buttons at the
bottom of the Message Center window. The Everyone radio button identifies the filter a global
filter available to all users. Global filters are referred to as Everyone filters because they are
identified by the Everyone radio button. The Me radio button identifies the filter as available only
to you. Any changes made by any user to a global filter (Everyone radio button) affect all users.
You must give security rights to users that need the ability to create or change an Everyone
message filters. For instructions, please see the Security section and the Search Filter Security
subsection.
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My Messages Filter
The system-defined My Messages message filter is a global filter. It filters for the current user, not
for a particular user name. Any changes that you make to the filter apply to all users.
If individual users need to customize the filter, they should make a copy of it (using the File →
Save As functionality). Then, make their changes to the new message filter. It is recommended
that that the new filter name identify the user.

Filtering for Messages Sent to a User Group
Messages sent to a user group are identified by the user group name, not by users in the user
group. Therefore, the My Message filter, which identifies the current user, or a custom message
filter that identifies a specific user name, will not display messages sent to a user group.
Members of the user group must create a new filter or copy and modify the My Messages filter in
order to display messages sent to the user group. The filtering criteria must include the user group
name in the Assigned To field.

Create a Message Filter
1. Either:


Message Center icon (

)



Desktop → Message Center (

)

2. Enter the desired selection criteria, and then select the Search button.


Created From: The timespan in which the message was created.



Created By: The user who created the message.



Assigned To: The user to whom the message was assigned (sent).



Patient: The patient the message is about.



Message Type: Message types are system-defined and cannot be changed. They
include task, refill request, electronic refill request, and others.



Message Subtype: If you select a message type, the subtypes are limited to the selected
type or types.



Message Urgency: Defines whether the message is urgent, routine, etc.



Message Status. You can choose to display only completed, only incomplete messages,
or both.



Unread Messages: Select this checkbox to display only messages that have not been
read.



Message Due In: Enter a number to display messages that are due in a specified number
of days.
Note: When you specify a number of days, the filter will select all messages due between
now and the specified number of day (for example, for the next three days). It will also
select any messages without due dates because these are assumed to be due
immediately.
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Maximum Items Returned: Select the maximum number of items to be displayed by in a
message filter. The default value for all message filters is 100. You can increase or
decrease this as needed. A very high limit may increase the amount of time it takes for
messages to display on the Desktop.

3. In the Filter Is Visible To area, identify whether the filter is for all users or for you only.


Select the Everyone radio button to make the filter available to all users.



Select the Me radio button to make the filter available to you only.

4. To save the filter, select the Save As button.
5. Enter an ID if desired.
6. Enter a Name for the filter.

Message Routing
Message routing lists and provider message routing lists are used for system-generated messages
for lab test orders and for messages generated by the receipt of Direct messages and Patient
Portal messages. When the application generates or receives a message for one of these
purposes, it determines the message recipients based on the message routing list.
A message routing list enables you to identify message recipients for a particular message
purpose. A provider routing list enables you to identify message recipients for a particular
provider for a particular message purpose. For example, you may want all lab test reminder
messages to go to your reception staff members for follow up. In this case, you would use a
message routing list. For messages generated by the receipt of Direct messages, you want the
messages for different providers to be sent to different clinical staff members. So, for this case,
you would use a provider routing list.

Message Routing List
A message routing list enables you to identify message recipients for a particular message
purpose.
1. List Editor icon (

) → Messaging → Message Routing

2. Select the New button.
3. Enter the Name for the message routing list.
4. In the Recipient field, select the users or user groups to receive messages.
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Provider Message Routing List
A provider message routing list enables you to identify message recipients for individual providers
for a particular message purpose.
When using a provider message routing list, it is not necessary to identify every provider and their
message routing preferences. You can assign a message routing list to the default provider
entry. This default routing list will be used for any provider not specifically entered in the provider
message routing list.
1. List Editor icon (

) → Messaging → Provider Message Routing

2. Select the New button.
3. Enter a Name for the message routing list.
4. Set the default routing list:
a. Highlight the Default Provider entry.
b. Search for and select the desired Routing List. This list will be used for any provider not
specifically named.
The users and user groups in the selected message routing list are displayed for the
selected provider. These are the users and/or user groups to receive messages for this
provider.
5. Set a routing list for a specific provider.
a. Select the Add button under the Provider pane.
b. Search for and select the desired provider. (Note this clears the Routing List field and
pane.)
c. Search for and select the desired Routing List. This list will be used for this provider.
The users and user groups in the selected message routing list are displayed for the
selected provider. These are the users and/or user groups to receive messages for this
provider.
d. Repeat steps for each provider that needs their own routing list.
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Message Sub-Types
Message subtypes allow you to organize messages into different categories. Each message
subtype is associated with a message type, which is used to enable routing of the message. You
can also associate message subtypes with message filters to organize and view specific
categories of messages on the Desktop or message center.
Some message subtypes are predefined in the application, such as Electronic Transmission Error
and an alert for clinical decision support rules, but you can add your own message subtypes,
such as notification for abnormal labs or for approval attachments.

Create a Message Subtype
1. List Editor icon (

) → Messaging → Message Subtype

2. Select the New button.
3. Enter the name for the message subtype.
4. Using the Find icon, select the message type with which the subtype will be associated.
Message types are system-defined in the application and may not be created or modified.
5. Enter an ID and Notes, if desired.

Message Urgencies
Urgency values enable you to specify filters to search for messages of specific urgencies, and
you can define the order in which urgency values messages are displayed. For example, you
can specify urgent messages to be displayed before routine messages.
You can associate a numeric urgency code with a message urgency value. The numeric
urgency code identifies the urgency of lab results received through a laboratory interface. This
enables the application to set the message urgency for a lab result message based on the
urgency of the lab results.
The numeric lab urgency codes are:


1: Urgent



2: Routine



3: High

The unusual ordering in the numeric codes is a result of historical changes in laboratory systems.
Most laboratories use only 1 and 2; 1 for abnormal results and 2 for normal results.
You can set the display order of message urgencies when users search for an urgency. This
enables you to display the urgencies in a logical order, such as from least urgent to most urgent,
rather than in alphabetical order.
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Create a Message Urgency
1. List Editor icon (

) → Messaging → Urgency

2. Select the New button.
3. Enter a name for the new urgency level.
4. Select a color in which the urgency level text will display.
5. Add an ID and notes, if desired.
6. Select a numeric Urgent code. This code is used to set the message urgency level for lab
result messages based on the urgency of the lab results.
7. You can set this urgency level as the default by checking the Default Urgency checkbox. In
this case, this urgency will be the level used unless you manually override the setting. You
must a default urgency level.

Set the Display Order of Message Urgencies
1. List Editor (

) → Messaging → Urgency

2. Search for and select the desired urgency, and then select the Modify button.
3. Select the Display Order Tab. This tab lists the current urgency levels, their display sequence
and the default setting.
4. Select the entry you wish to move, and then use the up/down arrows to change the
sequence of the display.

Security for Adding Notes to Completed Messages
The Add Note to Completed Message security item enables you to allow or prevent users from
adding notes to completed messages. By default, the Everyone user group is granted Allow
rights. You may change this to restrict or prevent users from adding notes to completed
messages.

Restrict Security
Set the Display Order of Message Urgencies
1. List Editor (

) → Security → Security

2. Search for and select the Add Note to Completed Message security item, and then select
the Modify button.
3. For the Everyone user group entry, deselect the Allow checkbox. This will prevent all users
from adding notes to completed messages.
4. If desired, search for and select a user or user group to whom you want to grant security and
then select the Allow checkbox. This will enable this user or the users in this group to add
notes to completed messages.
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MIPS
The Merit-Based Incentive Payment System (MIPS) is part of the Quality Payment Program
established by the Medicare Access and CHIP Reauthorization Act (MACRA). MIPS replaces a
number of quality and value programs previously used by the Centers for Medicare and
Medicaid Services (CMS), including Meaningful Use, PQRS, and Value-Based Modifier. MIPS is a
performance-based payment system that allows you to choose the activities and measures that
are most meaningful to your practice.
Please refer to Aprima’s Merit-Based Incentive Payment System Guide for more information
about the program, and the application setup and configuration that is needed.

One Page Summary Print Setup
The printed version of the One Page Summary uses the same format as the onscreen version of
One Page Summary, with the addition of page numbers and a page header. For document
formatting models used for One Page Summary, the page number and header options are
defined as a part of the formatting model. For the old technology One Page Summary, page
numbers are shown in “X of Y” format at the top left, and the Complete Chart Header
formatting model is used as the header.
The document formatting model used for One Page Summary (new technology) or the One
Page Summary options (old technology) are set by the user in the One Page Summary window.

Patient-Centered Medical Home
The application includes optionally licensed features and functionality that you can use to meet
patient-centered medical home (PCMH) requirements and earn the points needed to achieve
‘recognized’ status by the National Committee for Quality Assurance (NCQA). Information
about NCQA’s PCMH Recognition program is available from the NCQA website at:
http://www.ncqa.org/Programs/Recognition/Practices/PatientCenteredMedicalHomePCMH.as
px

Identify Practice as PCMH Participant
If your practice is using the optionally licensed PCMH functionality, then you must identify your
practice as a PCMH participant. This ensures that the PCMH reports generate with the necessary
data.
When you identifying as a PCMH participant, the application makes Patient window fields
required for the patient demographic information required by PCMH.
1. Tools menu → Configure Practice Settings
2. On the Practice tab, select the PCMH Participant checkbox.
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Patient Dashboard Configurations
The Patient Dashboard window enables users to quickly scan a patient’s demographic, medical,
appointment, and visit information. Patient dashboard configurations are also associated with
diagnosis plan definitions, and they appear with the diagnosis plan definitions in the Plan tab of
Full Note Composer and other clinical note types. They are also used with the Aprima NOW
application for mobile devices.
You may define Patient Dashboard configurations with the information you want to include and
how you want the information arranged. You may define dashboard configurations for use in
the Patient Dashboard window, with various diagnosis plans, and for tablet or phone devices.
The following information may be included in the dashboard:


Allergies



Appointments



Demographics



Health Reminders



Active Medications



Observation Results



Orders



Problem List



Remarks



Visits



Vitals

Define a Patient Dashboard Configuration
1. Desktop → Tools menu → Configure Patient Dashboard
2. From the Configuration dropdown menu, select either:


New Configuration to define a new dashboard configuration. Then, in the New Patient
Dashboard popup, enter a name, and then select the Create button.



A configuration name to change that configuration.

3. From the Display dropdown, select the platform this dashboard configuration is for. The
display platforms are Desktop, Tablet, and Phone.
4. From the View dropdown, select the Designer option to design your dashboard
configuration.
5. Add a widget of information to the dashboard.
a. Select an item from the Widget column, and then drag it into the layout space. Drop it
when the blue dotted line box appears.
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b. In the dashboard widget item, select the appropriate icon to display the information in
three columns (
), two columns (
), or one column (
one column when added to the layout.

). All widgets default to

The desktop display is three columns wide, the tablet display is two columns wide, and
the phone display is one column wide.
c. In the Default View section, select whether the information widget is Open (expanded to
display) or Closed by default when the Patient Dashboard window is accessed. All
widgets default to Closed when added to the layout.
d. If desired, in the Display Name field, change the name that appears in the Patient
Dashboard window for the information widget. This changes the name only for this
configuration.
6. Repeat step 6 to add each desired information widget. You may add as many as desired.
7. To move a widget, select it and drag it to the desired location.
8. To remove a widget from the configuration, select the Delete (
9

) icon.

Select the Save button to save the configuration.
Note that the configuration and any changes to it will not be saved if you select the Close
button.

Patient Notification and Marketing
The patient notification and marketing functionality enables you to create messages that you
can send to groups of patients. This enables you to notify patients, for example, when a provider
joins your practice, when you offer additional office hours during flu season, or any other
information appropriate to for mass communication.
Patient notification messages use batch processing and person notification models. You can
also configure the Batch Processing job to automatically generate patient notification
messages.

Person Notification Models
Person notification models are used by the patient notification and marketing functionality. You
must create a person notification model for each message you want to send. The person
notification model is used to generate the messages sent to patients. Person notification models
are very similar to document formatting models, but there are important differences in intent
and functionality.
Person notification models are used to generate messages that are sent to a group of patients
at one time. They are not used to generate individual documents for a single patient, like
document formatting models. Person notification models and the patient notification and
marketing functionality should never include any patient protected health information (PHI).
Because person notification models should never include PHI, the origin for content is limited to
patient, and the associated data fields are limited. While this prevents notification messages
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from including patient-specific information, you must still be careful that the message itself does
not reveal PHI.
Notification messages are not intended for two-way communication with patients or responsible
parties. However, you should expect to receive some replies. Replies to emails are sent to the
email address that is entered in your email notification configuration in your database.
Therefore, someone should regularly monitor this email account.
Formatting for emails is more limited than for printed documents. Therefore, formatting in person
notification models is limited. Person notification models used for emails may include text
formatting and images. However, some email applications may not display the formatting and
images.

Patient Notifications and HIPAA
Patient notification messages are not intended for the disclosure of protected health
information. Make sure that the content of your messages is appropriate for mass
communication. You are responsible for ensuring that your messages are in compliance with
HIPAA and any other applicable laws and regulations.

Opt Out Option
Industry guidelines require that all notification and marketing emails include the ability for the
recipient to or opt out of receiving future emails. Aprima’s third-party email service partner
automatically includes the opt out information at the bottom of all emails. You cannot modify or
remove the opt-out information from emails.

Formatting Text and Images for Emails
Email services (such as Gmail, Windows Outlook, Yahoo, and others) interpret text and image
formatting in different ways. Therefore, emails generated from a patient notification model may
appear differently to different recipients depending upon their email service. The formatting that
appears in the Patient Notification Model window, and the formatting that appears when
previewing generated emails, may not be the formatting that every recipient sees.
When inserting images into a person notification model, it is recommended that you format the
image using the In Line wrapping style. This is especially important when you have more than
one image. The In-Line wrapping style displays most consistently in many email services. After
inserting the image, right click on it to access the popup menu. Select the Format option. Then,
in the Image Attributes window, in the Wrapping Style section, select In Line.
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Creating a Person Notification Model
1. List Editor (

) → Document Definitions → Person Notification

2. Select the New button.
3. Enter a Name for the person notification model.
4. Enter any Notes about the person notification model if desired.
5. Select the Origin for Content for the person notification model. This determines what fields
are available to be included in the person notification model and where data is pulled from
when a document is generated from the model.
The origin for content cannot be changed once you have saved the formatting model.
(Note that account responsible party displays as an origin of content, but it cannot be used.
It is used only by the system-defined notification for statements.)
6. In the text editing pane, enter the static text that will comprise the body of the message.
7. Position the cursor at the point in the static text in which you want to insert a data field, and
then select the Insert Field button.
8. In the Insert a Field window:
a. In the Available Fields field, enter part of the name of the field you want. For example, to
search for the patient name field, enter ‘name’.
b. Search for and select the desired field.
c. If available, select the radio button for the desired layout of the selected data field.
d. Select the OK button to return to the Formatting Model window and insert the selected
field.
9. Repeat these steps until you have entered all needed data fields into the model.
10. To modify a data field, select the field to access the Modify Field window. Edit the field as
described above.
11. To delete a data field:
a. Select the data field you wish to delete. This accesses the Modify Field window.
b. In the Modify Field window, select the Cancel button to return to the Formatting Model
window.
c. With the data field still highlighted, select the Delete button in the toolbar.
12. When the text and fields are as desired, select the OK button to save the model, and close
the Person Notification window.

Batch Processing of Person Notification Messages
You can use the Batch Processing job to automatically generate patient notification messages.
This enables you to generate the messages during off hours or to regularly generate messages
for a group of patients.
You can create multiple job schedules for the Batch Processing job. Each job schedule has its
own batch definition and creates a separate batch of patient notification messages.
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Configure the Batch Processing Job
You must configure the Batch Processing job to identify the users or user groups to be notified
when errors occur in the processing. This job is used to process all batch types, such as
statements, and so may already be configured.
1. List Editor icon (

) → Integration → Jobs

2. Select the Batch Statement Processing job, and then select the Modify button.
3. In the Job window, select the Users or User Groups to be notified when an error occurs in the
batch processing job.
4. Select the OK button.

Schedule the Batch Processing Job
Create a job schedule for each patient notification batch that you want automatically
generated on a regular basis.
You may want to expand the window so that you can more easily see the batch filtering criteria.
1. List Editor icon (

) → System → Job Schedule

2. Select the New button to access the Job Schedule window.
3. Enter a Name for the scheduled job. This will be the name of the batch that is generated.
Note: The batch name may include letters, numbers, and the following special characters:
&@#$%.+-[](). The batch details will not open if the name includes any other special
character.
4. Enter an ID and Notes, if desired.
5. In the Job field, select the Batch Processing job.
6. In the Repeat Parameters section, specify when the job is to run.
a. In the Perform This Job field, select the frequency (monthly, weekly, etc.)
b. Select the Start Date and time.
c. Enter the other parameters needed to schedule the job. These parameters are
dependent upon the frequency selected.
7. Define the filtering criteria for the batch.
8. Select the desired Notification Formatting Template.
9. Select the Email Only radio button. (Please note that SMS text messaging is not available in
this release of the application.
10. Enter the Email Subject line.
11. Select the OK button to save the job schedule.
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Patient Portals
The Aprima Patient Portal and the Aprima Facility Portal are companion products to Aprima.
These optionally purchased products enable external access to specific patient data in your
Aprima database.

Patient Portal
If your practice is using the Aprima Patient Portal product, then you may allow patients and their
responsible parties to perform a number of functions from their Internet browser. These functions
include appointment check in and requests, prescription refill requests, demographic changes,
responding to questionnaires, sending and receiving messages, and printing ledgers and
statements.
The Configure Patient Portal Settings window enables you to configure the optional Aprima
Patient Portal. This window is enabled only when you are licensed for the Patient Portal.
There are a number of tasks that you must perform in order to configure your Patient Portal for
use and to enable the functions that you want to allow patients to perform. refer to the Aprima
Patient Portal Guide for complete instructions.

Facility Portal
If your practice is using the Aprima Facility Portal product, then you may allow staff members at
an external facility, such as a nursing facility or a research lab, to access patient demographic
information and visit notes. Users at an external facility may only access data for patient
associated with a specific service site or patient program.
Your practice’s Aprima users may also use your Facility Portal to access patient data from the
internet when they are not in your office and do not have access to your Aprima database
through your network. Your Aprima users may access demographic data and visit notes for all
patients in your database.
There are a number of tasks that you must perform in order to configure your Facility Portal for
use and to enable the functions that you want to allow patients to perform. Please refer to the
Aprima Facility Portal Setup guide for complete instructions.
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Patient Questionnaires
The patient questionnaire feature is part of the Patient Portal functionality. Patient questionnaires
offer you the means to capture patient demographic, patient history, and review of systems
information directly from the patient, and import it into the patient’s record. This can decrease
the time needed for a provider to enter the patient history information. It is incumbent on the
provider to verify the imported information, and in some cases, the provider may want to enter
additional information in the patient’s record.
The web-based patient questionnaire feature offers you the means to capture patient
information via a web application available on a network connected PC in your office or from
the Internet if you are using the optional Patient Portal application.
The patient questionnaire functionality is closely related to Patient Demographics, Patient History,
and Review of Systems, and is dependent on the knowledge database.
To use the questionnaires, you must define the user group or groups to receive patient
demographic messages. This is done in the Message Routing tab of the Configure Practice
Settings window. Please refer to the Configure Practice Settings section of this document for
instructions.
The following questionnaires are predefined.


Patient demographics



Family and Immunization History



Medical History



Review of systems



Social history

You may define your own custom questionnaires. For information on defining questionnaires,
please refer to the Creating Patient Questionnaires document.

Payment Entry Information
Credit Types
Credit types are used in payment entry. They identify how a transaction is to be handled. The
application is pre-configured with a list of credit types, such as Patient Payment, Insurance
Payment, Insurance Adjustment, and Courtesy Writeoff.
You can search the list of existing credit types and, depending on your security permissions, you
can add new credit types, or modify or merge existing types.
1. List Editor icon (

) → Payment Entry → Credit Type

2. Select the New button.
394

Ref: 1192.13

3. Enter a Name for the credit type.
4. Enter an ID and Notes if desired
5. Select the type of transaction:


Payment: An amount received in payment for a charge on a superbill.



Contractual Adjustment: An amount adjusted off the charge amount due to a
contractual arrangement with the insurance payer.



Collectable Adjustment: An amount adjusted off the charge amount that would
normally be considered collectable. For example, a reduction given to a colleague or to
an uninsured patient.



Remark: Informational entry included in payment and claim processing to identify
actions or information related to a payment. Remarks do not affect payment,
adjustment, or balance amounts.



Transfer: An amount transferred from an insurance payer to a patient/responsible party.



Charge: An amount charged for a procedure on a superbill.



Carrier Transfer: An amount transferred from one insurance payer to another insurance
payer.

Payment Types
Payment types are used to identify the various forms of payment, such as cash, check, and
credit card. You may create additional payment types, if desired, for searching and reporting
purposes.

Credit Card Payment Types
Only six credit card types may be included on statements. If you have more than six payment
types defined with credit card type codes, then only the first six such payment types listed in the
Payment Type List Editor window will be included. To remove a credit card type from the
statement, you must remove the credit card type code from the payment type.
By default, all credit card types that can be processed through Easy Pay include the credit card
type code. You should review your payments types before printing your first batch of statements.
Make sure that all payment types for credit cards you do accept have the correct credit card
code entered, and make sure that the payment types for any credit cards that you do not
accept do not have a credit card code entered. You may also want to inactivate payment
types for any credit cards that you do not accept.

Refund Method for a Payment Type
Many practices issue checks for all refunds, regardless of how the original payment was
received. Some practices, however, prefer to issue a refund as a credit card transaction when
the original payment was made by credit card. You can identify your preferred refund method
for each payment type.
The refund method is the payment type that you prefer to use when the refund payment is
made. It is recommended that you define a specific payment type or payment types for
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refunds. For example, if you issue refund checks, define a Refund Check payment type. If you
also issue refunds by credit card, define a Refund Credit Card payment type. The refund
payment types will make it easy for users to identify payments and refunds on financial reports,
statements, and patient ledgers.
When refunds are processed, the application sums all of the payer credits for a particular
responsible party or insurance payer so that a single refund can be issued for the full amount.
The user has the option of selecting any payment type when processing refund payments. But, if
you have identified different refund methods for different payment types, then the user can use
the refund method to determine how to select payer credits for refund processing.
So, for example, Jane Doe has a total payer credit amount of $50 dollars. Of that total amount,
$20 dollars was paid by credit card. If you have identified a refund method of credit card for
your credit card payment types, then the user can decide to process the payer credits together
for a single refund. Or the user can process two refunds so that the $20 originally paid by credit
card is refunded by credit card.

Create or Modify a Payment Type
1. List Editor icon (

) → Payment Entry → Payment Type

2. Either:


Select the New button to create a new payment type.



Search for and select the desired payment type, and then select the Modify button.

3. Enter the Name of the payment type.
4. Enter an ID and Notes, if desired.
5. If you are using Easy Pay credit card processing and accept this type of credit card, verify
that the Allows Scanned Input checkbox is selected.
6. In the Card Code field, either:


Enter the appropriate code for the type of credit card if you accept this type of credit
card.



Delete any entry from this field if you do not accept this type of credit card.

7. If you do not accept this type of credit card, select the Inactive checkbox. This ensures that
the payment type is not available when payments are processed.
8. Select the desired Refund Method for the payment type.
9. Select the OK button to save the payment type.

Remark Codes
Remittance advice remark codes are used by insurance payers to explain how they handled a
payment for a claim or why they handled it the way they did. The codes are defined by the
Centers for Medicare and Medicaid Services. A number of codes are predefined in the
application, but you may want to create entries for new codes that have not yet been defined
in the application.
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Remark codes may be received in an electronic remittance advice (ERA) file or appear on a
paper explanation of benefits (EOB). You will want to include the remark code when entering a
payment from a primary insurance payer if the patient has a secondary insurance payer.
Secondary and tertiary payers require this information when they process claims.
1. List Editor icon (

) → Payment Entry → Remark Code

2. Select the New button.
3. Enter the Code provided by the insurance payer.
4. Enter the Description provided by the insurance payer.
5. Enter an ID and Notes, if desired.
6. Select the OK button to save the remark code.

Security for Deleting Payment Items
The Delete Deposit security item enables you to restrict the users who are able to delete
payment items (also called deposits). By default, all users who have permission for the Billing
Functions security group have permission to delete payment items. Use the following process to
restrict a user who you want to prevent from deleting payment items.
1. List Editor (

) → Security → Security

2. Search for and select the entry, and then select the Modify button.
3. Deselect the Allow checkbox for the Everyone group. This removes the ability to delete
payments.
4. Search for and select the user or user group who you want to be able to delete payments.
5. Select the Allow checkbox.
6. Select the OK button to save the change.
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Payment Management Services
Payment management is an optional service offered through ClearGage ®. Payment
management services include credit card processing, accounts receivable management, and
payment plans that help you manage your patient and responsible party payments.
Please refer to the Payment Management Services Setup document for more information and
for instructions on setting up the functionality.

Practice Forms
Practice forms are documents that can be assigned to patients with a Portal account. They may
be forms that the patient is to fill out and return to you, instructions, or other information.

Import Practice Forms
Use this process to create a practice form by importing a document file. Please note, you
cannot use the File → Import to create a practice form.
1. List Editor icon (

) → Document Definitions → Practice Form

2. Select the New button.
3. Enter a Name for the form.
4. Select an Attachment Type.
5. Enter an ID and Notes if required.
6. Select the Import File button.
7. In the browser window, select the file type you wish to import. This may be:


An image file (.bmp, .gif, .jpg)



A text file (.txt)



A PDF (.pdf)



A Word document (.doc)

8. Navigate to the file that you wish to import.
9. Select the file, then select the OK button to return to the Practice Form window.
10. Select the OK button to import the file into the application.
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Practice Settings
The Configure Practice Settings window enables you to define information about your practice
and your practice’s use of the application. The information you enter here is used throughout
the application. For example, address and phone information is used on such items as claims
and prescriptions. Billing information is used to generate claims, and to post charges and
payments. Because information entered in this window may be used in so many places and in
so many ways, it is important that the information be accurate and complete.
1. Tools → Configure Practice Settings
2. Select the tab you wish to define. The different tabs on the Configure Practice Settings
window enable you to define a range of information.

Practice Tab
Use this tab to enter your addresses and phone numbers. Your main address and billing address
may be the same. You must include the address with the phone number if you are using
electronic prescriptions.
1. Enter the Name of your practice. This name appears on patient statements, reports, printed
prescriptions, and other items and may be used in generated documents. Most practices will
want this to be the full name of the practice.
2. Enter the Main Address. This is the physical address and is used on patient visit notes,
correspondence from the practice, prescriptions, and other documents. Do not use a Post
Office box address.
3. Enter a Billing Address if this is different. This address is used on statements.
4. Enter the practice phone number, with the phone type Work. This is a required field.
5. Enter the practice’s primary email address. This field is available for use in document
formatting models used for document generation, including the emails generated for
patients using the Patient Portal.
6. Enter the practice’s website address. This field is available for use in document formatting
models used for document generation, including the emails generated for patients using the
Patient Portal.
7. Select the Use Third Party Practice Management System checkbox if you are not using the
application for practice management. If this field is checked, you will not see any reference
to a superbill on the patient visit note Checkout window.

Ref: 1192.13

399

Billing Tab
The information you enter on the Billing tab is used for submitting electronic claims and for
obtaining insurance eligibility information. The use of sales and healthcare tax is also configured
on this tab.
Your Claim Submitter Service site will often be the same as your Pay to Service site, but may be
different if, for example, you have a central billing office. The Electronic Claim Submitter Service
ID must be the ID that was provided by the clearinghouse.
If you are using the optional insurance eligibility functionality, you can define when automatic
requests for eligibility information are made and any providers for whom automatic eligibility
requests will not be made. Please note that users may make on-demand eligibility requests for
the providers that are excluded from automatic requests.
1. Select the Claim Submitter Service Site.
2. Select Pay to Service Site. This may be the same as the Claim Submitter Service Site, but will
be different if, for example, there is a central billing office to which payments should be
made.
3. Enter the Electronic Claim Submitter ID. This is the ID that is provided by the clearinghouse
when you registered for electronic claim submittal.
4. In the Eligibility Service Type Code field, select the types of eligibility information that you
want to display. All information received will be displayed if this field is left blank.
5. If you want the application to automatically check eligibility for patients with appointments,
select the Appointment Eligibility checkbox.
6. Configure when the automatic requests are made.
a. In the Days In Advance For Appointment Eligibility Check, enter the number of days in
advance of an appointment that you want the request made.
b. If you want the days-in-advance count to include Saturday and Sunday, then select the
Include Weekends checkbox.
7. The Check Eligibility Once A Month checkbox is no longer used. Each patient’s eligibility is
only automatically requested once a month, regardless of how many appointments are
scheduled for the patient.
8. Select the Check Eligibility If Month Changed Since Last Checked checkbox if you want to
check the patient’s eligibility when the calendar month has changed even if the last check
was less than a month ago. For example, if the patient’s last eligibility check was on January
26, then eligibility information will be requested for a February 1 appointment.
9. Select the Enable Eligibility Check from Track Superbills checkbox to enable checking the
patient’s eligibility from the Track Superbills and Track Superbills Procedure windows. This is
only appropriate for practices that do not use the application’s appointment scheduling
functionality.
10. In the Providers To Exclude From Appointment Eligibility Check field, select any providers for
whom you do not want automatic requests to be made.
You should exclude any non-billing providers. This will avoid large numbers of error responses
since insurance payers will only send information in response to requests made for billing
providers.
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11. Select the Use Code Validation checkbox if you wish to use the diagnosis and procedure
code validation functionality.
a. Enter the Server address provided by Support.
b. In the User Name field, enter the Practice Insight user ID for your practice.
c. Enter your Password.
d. Select the desired Report Code Level. This is the level of messages that will be stored in
the superbill history when code validation is performed.


Error: Only error messages are stored or displayed.



Warning: Only warning messages are stored or displayed.



Information: This is the default selection. All messages are stored or displayed.

e. Select the desired Reset Superbill Status Level. This is the level of message that causes a
superbill’s status to be changed to ‘Failed Code Validation’.


Error



Warning



Information

12. Select the Default Batch Owner for system-created batches.
Financial batches are created by the ERA functionality and other processes. It is very
important that you select a default owner for these batches. A default owner is required for
the system to create these batches and the financial items for which the batches are
needed. A default owner is also needed in order to perform all necessary functions on the
financial batches. The default batch owner should be a non-provider user or a financial
administrators user group. The default batch owner for system-created batches should never
be a provider because the application has very specific processing for financial batches
owned by providers.
13. Enter the Fiscal Year End date.
14. Define your sales and healthcare tax configuration, by either:


Deselecting the Calculate Tax checkbox if you do not want to use the tax functionality.



Selecting the Calculate Tax checkbox if you want to use the tax functionality. The tax
options appear when this checkbox is selected. This also enables the tax functionality on
other windows you will need to access to complete your tax configuration.
a. Select the radio button for the type of tax to be applied by default. The tax type
selected is applied to all procedures on all amount allowed schedules. You can then
override the tax type on a procedure or amount allowed schedule.

15. Define whether informational messages (other than error messages) are automatically
marked as viewed in the Superbill Reports when the application processes an EDI response
file.


Select the "Automatically Mark Information Responses as Reviewed" checkbox to have
the application mark new informational messages as viewed when processing a
response file. Any informational messages already in the database remain marked as
unviewed until marked as viewed by a user.
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Deselect the “Automatically Mark Information Responses as Reviewed" checkbox if you
do not want the application to mark new informational messages as viewed when
processing a response file.

16. If you want to designate a financial center on payment deposits, then select the Enable
Deposits by Financial Center checkbox.

Credit Card Tab
The Credit Card tab is used to configure the optional Easy Pay credit card payment processing
add-in. Please refer to the Credit Card Processing Setup guide for more information and
instructions.
Once Easy Pay has been configured, you can use the Display Credit Card Setup button to
retrieve your configuration information from the Easy Pay client portal. Once the information has
been received, a confirmation message will appear to the right of the button. The display is
shown only while the window is open.
Note: If you are not currently using the optional Easy Pay credit card processing functionality,
you may enroll in the service by contacting Easy Pay Solutions at sales@easypaysolutions.com.

Statement Tab
The Statements tab is used to configure your practice-wide settings for responsible party
statements. Please refer to the Statements section and the Configure Practice Settings for
Statements subsection for more information and instructions.

Message Routing Tab
Use this tab to define user groups who will receive the following types of messages.


Claims error messages. These messages are generated if there is an error in processing
electronic claims. The error may be generated by the application when the superbill is
validated, or it may be received by the clearinghouse or payer if there is an error in the
claim.



Electronic Prescription Transmission error messages. When prescriptions are transmitted, you
will not see a message if the transmission is successful. These error messages are generated if
there is an error with the transmission.



Replication Error Message. If there is a conflict of information during a replication save (for
example, if data is modified on both the master server and in a replication PC before the
two are re-synchronized), a message is sent to the users specified.



Document Fax Error Message. If there is a problem with a fax transmission when using a fax
service, a message is sent to the users specified.



Emergency Chart Access Message. When a user accesses a restricted user or visit note
(breaks the glass), then a message is sent to the users and/or user groups specified.



Chart Denied Access Message: When a user attempts to accesses a restricted patient or visit
note, then a message is sent to the users and/or user groups specified.
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Maximum Imported Attachment Size Error. When a file fails to import because it is larger than
the maximum allowed file size, then a message is sent to the user groups specified.



Portal Error Message. Enter the user group to receive error messages from the Patient Portal.



Visit Billing Messages: There are two types of visit billing messages. Each type is created only
when there are recipients defined for the message type.


Non-Updatable Superbill Review Messages: created only the application can no longer
automatically synchronize the diagnoses and services performed on the patient visit note
and the superbill. The application will automatically synchronize the patient visit note and
the superbill when the patient visit note is changed as long as the superbill has a superbill
status that allows synchronization.



All Other Review Messages: Created whenever a superbill is created from a patient visit
note or when a change is made to the diagnosis codes or procedure codes for services
performed in the patient visit note. These messages are not dependent on the status of
the superbill. These messages are intended for practices who want their billing staff
notified of superbill creation and changes. This is particularly useful for practices that use
a third-party billing application.

System Tab
This tab is used to define replication and other system settings.

Replication Settings
Replication settings refer to the information that is stored in a replication database on a PC for
use when that PC is used offsite and offline. If your practice is using the replication functionality,
please refer to the Installation and Configuration Guide for Replication for more information and
instructions.

System Settings


In the Allowed Exceptions Before The Ignore Button Is Disabled field, enter the number of
exceptions you want to allow a user to ignore before that user must restart the application.
Once a user reaches this limit, the Ignore button on the Error window is disabled. The user
must then restart the application when an application error occurs. The default setting is 5.



Large practices with multiple offices and practices that use third-party service providers may
operate off a server that is in another time zone than the practice office. Timestamps on
reports may be incorrect when the practice office and the server running the application
are in different time zones. To ensure that the timestamps on reports are correct, you must
enter a report date adjustment.
Please note that this is needed only when the practice office and the server running the
application are in different time zones.
1. In the Report Date Adjustment field, enter the number of hours between the server’s time
zone and Greenwich Mean Time (GMT).

US Time Zone

Adjustment

Eastern

-5

Ref: 1192.13

403

US Time Zone

Adjustment

Central

-6

Mountain

-7

Pacific

-8

Alaska

-9

Hawaii

-10

2. Select the Observe Daylight Savings checkbox if the server is in a location that observes
Daylight Saving Time.


Instant messaging is enabled by default. You can disable the functionality if desired. When
instant messaging is disabled, a popup message appears to users when they attempt to use
the functionality.


Select the Disable Instant Messaging checkbox to disable the functionality.



Deselect the Disable Instant Messaging checkbox to enable the functionality.



Select the Preload Symptoms In CC Designer to decrease the time needed to load large
numbers of symptoms into the CC and HPI Designer window when editing the knowledge
database (KDB).



Select the Show Patient Birth Time checkbox if you want a field for birth time to display on the
Patient Demographics window.
It is important to understand that birth time is a system-wide setting. When selected, the Birth
Time field is displayed on the Patient Demographics window for all patients. The application
displays a birth time of 12:00 a.m. for all patients for whom an actual time has not been
entered.



Select the Display Time and Odometer Information checkbox if you want to enable timebased billing. This is necessary if you want to use time-based billing for any procedure for any
insurance plan. When you enable time-based billing, then start and stop time fields will be
included on patient visit notes, superbills, and procedure details on a superbill. This also
enables users to enter odometer readings for transportation services. Odometer readings
can be entered on a specific procedure in the patient visit note or superbill.



To limit the amount of information displayed in the Application Error window, select the Limit
Exception Details checkbox.



To prevent access to the system log files from the Help About window, select the Limit File
System Access checkbox. This removes the Log Files and App Folder buttons from the Help
About window.

Login Message
You can define a message that you want to appear to message to all users as they log into the
application. The message will appear in a popup window after the users selects the OK button
on the Login window.
In the Login Message field, enter the text as you want it to appear in the message.
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Maximum Imported Attachment Size
You can set the maximum size of documents that can be imported into the database for
document linking. This can reduce out-of-memory errors caused by importing or viewing very
large documents.
The application will not import a document that is larger than the maximum allowed. The
application will send a message to a user or user group when a document fails to import
because it is larger than allowed. Define the recipient for this message on the Message Routing
tab.
In the Max Import Attachment Size field, enter the number of megabytes (MB) that you want to
be the maximum allowed file size.

User-Defined Demographics Information
You can define custom fields to be included in the Patient Demographics window. This enables
you to capture any additional information needed by your practice.
1. In the Demographic Data Group Definition field, select the Find icon (

).

2. In the Find window, select the New button.
3. In the User Defined Control Group window:
a. Enter a Question Group Name for the control group.
b. Enter an ID and Notes, if desired.
c. Select <New> to display the User Defined Control window.
d. Enter a Name for the control.
e. Enter a Label for the field that will appear in the demographics windows.
f.

Select the Type of control.

g. Select the OK button to return to the User Defined Control Group window.
h. Repeat substeps c through g to add another field.

Drug Screening Tab
Drug screening is highly configurable. It includes screening for medical conditions as well as
drug-to-drug, allergies, duplicate ingredients, and other precautions. Drug screening can be
configured to run when a provider adds an allergy or a diagnosis to the patient’s chart. The
screening configuration determines the drug screening messages displayed to providers when
writing prescriptions for patients.
First Databank provides a drug database update once a month. The data is in effect until the
issue date of the next update. You can configure whether providers are notified that the existing
version of the First DataBank database has expired, and if so, how long after the expiration they
are notified. You can set the notification period for the practice, and if desired, you can override
the notification period for individual providers. Expiration notices appear in the Drug Screening
window when a provider writes a prescription or charts an administered mediation.
Ref: 1192.13
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You can define the text color of the various category titles in the Drug Screening warning
window. As with other drug screening options, text colors may be defined for the practice as a
whole and for individual providers.
The screening configuration defined for the practice is the default screening configuration. If
your practice allows, providers may develop their own drug screening configuration, to be used
instead of the practice screening configuration.
1. Select the precautions and interactions you want to be notified of during screening.


If you select Geriatric Precautions, you must select a minimum geriatric age.

2. Define the drug database expiration configuration.
a. Select the checkbox for “Warn when First Databank data has expired.”
b. Select the Number of Days Expired. It is recommended that you select between 30 and
60 days.
3. If you want to run drug screening when adding an allergy to a patient’s chart:
a. Select the Screen When Adding Allergy checkbox.
b. Select the radio button to screen either for New Allergy Only or for All allergies.
4. Select the desired Drug-to-Drug Severity level of the notifications.
a. Select the More Options (

) icon to open the list of severity levels.

b. Select the radio button for the desired severity level.
c. Select the More Options (
displayed on the window.

) icon to close the list of severity levels. The selected level is

5. Select the desired Allergy Match screening you want to run when adding an allergy to a
patient’s chart:
a. Select the More Options (

) icon to open the list of severity levels.

b. Select the checkbox for the types of items you want reviewed when running an allergy
match. You may include allergen class, base ingredient, cross sensitivity, and ingredient.
c. Select the More Options (
) icon to close the list of severity levels. The selected items
are displayed on the window.
6. If you want to run drug screening when adding a diagnosis to a patient’s chart:
a. Select the Screen When Adding Dx checkbox.
b. Select the radio button to screen either for New Dx Only or for All diagnoses.
7. Select the Select Colors button.
a. In the Edit Drug Screening Colors window, select the desired category. The arrow
indicates the selected item.
b. Select the desired color for the category.
c. Repeat for each category for which you want to define a color.
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Prescriptions Tab
Prescription Formats
You can define practice-wide default prescription formats for standard medications and for
controlled substance (Schedule I through V) prescriptions. Providers may use the practice-wide
default prescription format for standard prescriptions or may select another format as their own
default. All providers must use the controlled substance prescription format defined for the
practice. Please refer to the Prescriptions Formats topic in the online help for information on the
available prescription formats and their characteristics.


In the Default Prescription Format field, select the Use Report radio button and select the
desired format for standard prescriptions.



In the Controlled Substance Prescription Format field, select the Use Report radio button and
select the desired format for Schedule I through V prescriptions. Some states require a
specific prescription format for controlled substances.



In the Custom Footer for Rx field, type the brief phrase that you want to appear as the footer
on all prescriptions. The footer can be approximately 40 characters, including spaces. To use
the custom footer, you must use a prescription format that includes the footer. The footer is
defined for the practice, and it appears on all printed prescriptions written by any provider
using a prescription format that includes the footer.

Miscellaneous Prescription Settings
Select the Use Drug Formulary checkbox if the practice uses drug formularies. Individual
formularies may then be associated with Insurance Payers/Plans from List Editor.
The Allow Controlled Substances to be Faxed checkbox is applicable only to practices using a
fax service and only in states that allow prescriptions for controlled substances to be faxed
without a wet signature. (Please note that the federal DEA regulations require that a prescription
for a controlled substance be printed and that the provider physically sign it. It is the provider's
responsibility to comply with all federal and state regulations.)
Use the Print Prescriptions for Sample Given Drugs checkbox to define whether your practice
tracks details for samples given, separate from prescriptions for the same medication or only
notes that sample were given when entering the prescription details.


Select the Print Prescriptions for Sample Given Drugs checkbox to indicate that samples
given are indicated on the SIG Writer window with prescription details. Thus, there are no
details on the sample given, only the fact that samples were given is charted.



Deselect the Print Prescriptions for Sample Given Drugs checkbox to indicate that details for
samples given are entered on the SIG Writer window separately from prescription details.
Note that when Sample Given is indicated in the SIG Writer window, no prescription will be
printed.

Note for the state of Ohio: You must deselect the Print Prescriptions for Sample Given Drugs
checkbox to comply with Ohio Board of Pharmacy regulations.
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eRx Download Configuration
1. Select the Download e-Med Hx checkbox if you want to download medication history from
the Surescripts pharmacy clearinghouse.
2. Select the time period for which the medication history is downloaded. This may be:


Since the last successful download date for an individual patient. For the first download,
this will download all available medication history for the patient.



Up to 12 months prior to the request date.

3. Select the Ignore DAW checkbox if you want to ignore dispense-as-written information when
downloading the medication history.


When deselected, the application will only map a history item to a prescription marked
as dispense as written when the history item is an exact match to the prescription.



When selected, the application will attempt to match drugs of the same class to a
prescription marked dispense as written if the electronic history item otherwise appears to
be a match for that prescription.

4. Select the Download Rx Benefits checkbox if you want to download prescription benefits
and formulary information from the Surescripts pharmacy clearinghouse.

Maintenance Drug Classes Tab
You may define the drug classes that are assumed to be maintenance medications when
prescribed by a provider. A maintenance medication is one the patient takes for a chronic
condition. Any medication belonging to a drug class that is defined as a maintenance
medication drug class will cause the Maintenance checkbox in the SIG Writer window to be
selected when a prescription is written.
Please note that the maintenance drug classes defined for the practice may be overridden by
the maintenance drug classes defined for a specific provider.
To select a drug class, either:


Highlight the general type of drug from the left pane, then select checkbox for the desired
class or classes from the right pane.



In the Select Drug Class by Drug Name field, search for and select a drug of the desired
class. This will highlight an entry in the left pane, and then select the appropriate checkbox in
the right pane.
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Clinical Settings Tab
The Clinical Settings tab enables you to configure several different clinical features.

Popup Messages for Procedure Notes
You can define for the practice whether a popup message appears notifying users when a
procedure note is associated with a selected procedure. If you do not want this popup
message, users can tell there is a procedure note associated with a procedure by the Procedure
Note icon (

) that appears next to the charted procedure.

This is a system-wide setting that applies to all users; it cannot be set for individual users.
Note for the state of Ohio: The Ohio Board of Pharmacy requires that the popup message for
procedure notes be used by practices that use electronic prescribing. This is because procedure
notes may be used to enter information for administered medications and vaccinations.
Either:


Select the “Allow a popup reminder of a procedure note when selecting a CPT code”
checkbox to allow the popup message.



Deselect this checkbox to prevent the popup message.

Established or New Patient by Financial Center
You can define whether a current patient being seen by a provider associated with a different
financial center is considered an established patient or a new patient for the purposes of
evaluation and management (E&M) coding.
Many practices use financial centers simply for reporting purposes so that they can separate
financial information for different service sites or providers. For these practices, a patient seen
within any financial center should be considered an established patient when seen within any
other financial center.
Practices may use financial centers to identify different specialties or to identify different groups
for the purpose of insurance claims. For these practices, it may be appropriate to consider a
current patient a new patient when that patient is seen within a financial center for the first time
or for the first time in more than three years.


To consider patients as established patients, then select the checkbox for “Patients seen
within any Financial Center are established patient”.



To consider patients as new patients, then deselect the checkbox for “Patients seen within
any Financial Center are established patient”.

Onset Date for Diagnosis History
By default, the onset date for a diagnosis is entered when the diagnosis is entered in the patient
history. If you do not want the onset date automatically entered, you may deselect the Auto
Add Onset Date when Adding Dx to History checkbox.
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Restricting Editing of Completed Visit Notes
You may restrict the users who may edit completed visit notes. All edits to completed visit notes,
regardless of whether editing is restricted, are identified as addendums.
When editing is restricted, the application displays a popup message warning the user that the
visit note is completed. The user may then cancel if they do not want to open a completed visit.
This warning can be important when providers typically open the patient’s most recent visit note
for review before starting the visit note for today’s visit. This warning can help prevent a provider
from accidently adding information from today’s visit into the old note as an addendum.
A user who is restricted from editing a completed visit note can only open the visit note in readonly mode. The user will not be able to make any edits.
Either:


For no restrictions and no warning message, select the No Restrictions radio button.



To restricting editing of completed visit notes to the billing and rendering providers on a visit
note, select the Billing/Rendering Only radio button. A warning message is displayed when
opening a completed visit note.



To restrict editing of a provider’s completed visit notes to specifically identified users, select
the Provider Clinical Security radio button. Then you must identify the users who may edit a
provider's completed visit notes in the Provider window's Clinical Delegates tab. If you want
the billing or rendering provider on a visit note to be able to edit the visit note once it is
completed, you must include the provider in the identified users. This option also displays the
warning message when accessing a completed visit note.

Managing Orders on Checkout
When using a laboratory interface, a patient visit note that includes a procedure code or codes
for laboratory orders cannot be completed until the lab order has been sent. However, your
practice can define whether the lab order must be sent to the laboratory or whether the lab
order can simply be sent to another user who will process the lab order and send it to the
laboratory. This is a practice-wide that applies to all providers and other users.
When you allow a patient visit note to be completed with unsent lab orders, then the provider or
other user must send a lab order message to another user or user group prior to completing the
visit note. If the provider or other user has a defined default recipient for patient lab order
messages, then the application will automatically generate the lab order message and send it
to the defined recipient when the patient visit note is closed and marked as complete. If the
provider or other user does not have a defined default recipient for patient lab order messages,
then when the patient visit is closed and marked complete, the application will open the lab
order message window so that the user can select the message recipient.
When you do not allow a patient visit note to be completed until the lab orders are sent to the
laboratory, then the Visit Checkout window will not allow the Complete Note radio button to be
selected until the lab order has been sent to the laboratory.
You may define whether the Mark Lab Orders Ready to Send checkbox on the patient visit
Checkout window is automatically selected or deselected for completed patient visit notes. The
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system default is for this checkbox to be automatically selected since this reduces the number of
clicks for most providers. If, however, you do not want this checkbox to be automatically
selected for your providers, you can change this practice-wide setting.
By default, the application requires a diagnosis association for all procedures entered in the
Services Performed (SP) tab of Full Note Composer or other clinical note type window before the
visit note can be completed. You may define whether a diagnosis association is also required for
procedures entered in the Services Ordered (SO) tab. Requiring a diagnosis for services ordered
is a practice-wide setting that cannot be overwritten for individual providers.
1. Define the lab order behavior by either:


Selecting the ‘Allow a note to be completed with unsent lab orders’ checkbox. This
allows the patient visit note to be completed if the lab order message is to be sent to
another user for processing.



Deselect the ‘Allow a note to be completed with unsent lab orders’ checkbox. This
requires that the lab order be sent to the laboratory before the patient visit note can be
completed.

2. Deselect the ‘Auto check Mark Lab Orders Ready To Send on complete notes’ checkbox if
you want the Mark Lab Orders Ready to Send checkbox on the patient visit Checkout
window to not be selected by default.
3. Select the ‘Require all SP/SO to have DX association before send order or note completion’
checkbox to require that a diagnosis be associated with each procedure code entered in a
visit note.

Default Minutes for CCM/CPO Minutes
All messages created for a patient with an active CCM or CPO entry have a default number of
CCM/CPO minutes. The system-defined default is 0. You may change the default to any number
of minutes desired. Your change affects messages created from that point on; it does not affect
messages created in the past.
Enter the desired number of minutes for the default in the Default CCM/CPO Message Time field.

Concurrent Referring Providers
You choose whether to allow a patient to have more than one referring provider for the same or
overlapping time periods. When you allow concurrent referring providers, then the application:


Will not insert an end date into an existing referring provider entry in Patient Provider Tracking.



Will use the referring provider entry with the oldest effective date as the default referring
provider on appointments. If neither entry has an effective date, then the application uses
the first entry created as the default referring provider on appointments.



Will use the referring provider entry with the oldest effective date as the referring provider in
formatting models that have a Patient origin of content. If neither entry has an effective
date, then the application uses the first entry created as the default referring provider in
formatting models that have a Patient origin of content.

Select the ‘Allow Concurrent Referring Providers” checkbox if you want to allow more than one
active referring provider.
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Clinical Decision Support Rule Modification Behavior
Define how you want the application to handle incomplete clinical decision support rule alerts
on patients when a clinical decision support rule is modified. Since you may not want to always
handle incomplete alerts in the same way, it is recommended that you review this setting before
modifying a clinical decision support rule. The selected action will take place as soon as
changes to a rule are saved.


Select the ‘Leave Alerts for Patients as Incomplete’ radio button if you want no changes to
the alerts that have already been applied to patients. This may be appropriate when a
standard protocol has changed but you still want to process alerts applied to patient before
the protocol change.



Select the ‘Delete Alerts for Patients’ radio button if you want to delete all the incomplete
alerts for the modified rule. This may be appropriate when a rule was configured incorrectly,
and so all the rule alerts on all patients are incorrect.



Select the ‘Complete Alerts for Patients’ radio button when you want all remaining
incomplete alerts to be marked as complete. This may be appropriate when a standard
protocol has changed, and you do not want to process the incomplete alerts because the
appropriate patients will be identified by the modified rule.
When you select this radio button, you must select the user who will be identified in the
patient charts as having completed the alert.

Clinical Decision Support Configuration
Do not change the configuration settings for clinical decision support unless directed to do so by
Support.
You may choose to enroll with Persivia to enable downloading clinical decision support
information. The functionality enables you to send patient information to Persivia, which then
does a health maintenance evaluation based on the patient’s age and gender. Persivia then
sends back a Clinical Decision Support report.
1. In the Clinical Decision Support area, enter the CDS Website address provided by Support.
2. Enter the CDS User Name and Password provided by Support.
3. Enter the desired CDS Master Catalog.
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Define Vaccine Administration Record Defaults
The vaccination sort order and the print orientation are practice-wide settings that affect all
vaccine administration records and all care teams and providers.
You can define whether vaccinations are listed from most recently given to earliest given, or
from earliest given to most recently given.
The print orientation may be portrait or landscape. The default orientation is landscape.
Although this is a practice-wide setting, it can be overridden when a user prints a vaccine
administration record.
1. In the Vaccine Administration Record Display area, select the radio button for the desired
display order of administered vaccinations.
2. In the Print Orientation area, select the radio button for either Portrait or Landscape.

Aprima NOW Tab
The Aprima NOW tab enables you to disconnect all smart phones and other mobile devices
from your database. You must do this if a user loses a device, a device is stolen, or a device is
otherwise compromised. Disconnecting ends all mobile sessions for all devices and users. This
prevents further access to your database through the lost or stolen device. To comply with
HIPAA regulations, you must disconnect devices as soon as you are notified that a device has
been lost, stolen, or compromised in any way.
Once all devices have been disconnected, then users may reconnect their other devices to
your database again.
1. To disconnect all devices, select the Disconnect All Aprima NOW Users button.
2. In the Force Logout popup window, select the OK button.

Form Title Tab
You may configure the title bar of Full Note Composer and other clinical note type windows to
display the patient information needed by your providers. The title bar for Full Note Composer
and other clinical note type windows is configured in the practice settings definition and may
configured for specific users in the user setting definition.
By default, the title bar of Full Note Composer and other clinical note type windows displays
patient name, external ID, gender, age, and insurance, plus weight, height, temperature,
respiratory rate, heart rate and blood pressure, if entered. The title bar also indicates the visit
type for any visit marked as a Lab Visit, Private Visit, Refill Visit, or Strike Out Visit.
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Configure a Title
1. Select the Configuration (

) icon.

2. In the Title Column Selection window, the Title Preview field displays the items of information
in the title bar in the order in which they appear. You can change this field directly, but it will
change as you make your selections.
3. In the Caption Prefix field, enter the item of information that you want to appear first in the
title bar. You must enter the name as it appears in the Available pane, and within square
brackets. For example, the default caption prefix is [VisitDate].
4. Use the Available and Selected panes to add an item of information to the title bar. The
Available pane displays a list of information items that may be displayed in the title bar. The
Selected pane displays a list of the items you have selected to display. When the Selected
pane is empty, then the system defaults for the title bar are used.
a. In the Available pane, select the item of information that you want displayed in the title
bar.
b. Select the right arrow (

) icon to move that item to the Selected pane.

c. If desired, enter a character or word in the Field Prefix field. This will separate the selected
item of information from the previous item.
5. Repeat the previous step for each item of information you want to appear in the title bar.
6. To remove an item from the title bar:
a. In the Selected pane, select the item of information that you want to remove from the
title bar.
b. Select the left arrow (

) icon to move that item to the Available pane.

7. When you are satisfied with the title bar configuration, select the OK button to save and
return to the Configure Practice Settings window.
8. In the Configure Practice Settings window, select the OK button to save.

Prescription Drug Monitoring Programs
Many states are implementing prescription drug monitoring programs to monitor prescriptions for
controlled substances. The intent of these programs is to help providers and pharmacies identify
patients who are at risk of substance abuse.
Appriss Health is working with the National Association of Boards of Pharmacy (NABP) to develop
the PMP Gateway to the various state prescription drug monitoring databases. At this time, the
NABP is integrated with approximately 40 states which may connect to the PMP Gateway. A list
of participating states is available from the NABP website at
https://nabp.pharmacy/initiatives/pmp-interconnect/.
The Appriss PMP Gateway interface enables you to select the state prescription drug monitoring
program you want to monitor. Then, providers can access data from those states’ databases
from the Rx tab in Full Note Composer or another clinical note type.
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Some states offer funding or funding assistance for providers to participate in their prescription
drug monitoring program. Contact your state pharmacy board to determine if funding
assistance is available.
To use the Appriss prescription drug monitoring functionality, you must:
1. Contact Sales to enroll with Appriss. Each provider who will use the service must be enrolled.
2. Contact your state pharmacy board to register each provider in the prescription drug
monitoring program. If providers want to access data from more than one state, then they
must register with each state pharmacy board.
Important: It can take some time (sometimes months) for a state pharmacy board to enroll
and approve providers for participation a drug monitoring program.
3. Configure the integration partner record for Appriss Health.
4. Enter the provider role for each provider using Appriss in the Provider Role claim format value
type.

Activate the Appriss Health Integration Partner Record
1. List Editor icon (

) → Interface Engine → Integration Partner

2. Select the Include Inactive checkbox, and then select the Search button.
3. Select the Appriss Health entry, and then select the Modify button.
4. Deselect the Inactive checkbox to activate the integration partner.
5. Select the appropriate radio button for the default consent setting for patients. The setting
for patients may either default to ‘does not consent’ or to ‘does consent’. Selecting the
‘does not consent’ will prevent accidental disclosure of patient information.
6. In the Request States field, select the states from which you want to obtain prescription
history information.
7. Do not change the information in the Base URL field.
8. Enter the Username assigned by Appriss.
9. Enter the Password assigned by Appriss.
10. Select the OK button to save and close the window.

Enter Values in the Provider Role Claim Format Value Type
You must enter the proper provider role for each provider using the prescription drug monitoring
program.
1. List Editor (

) → Billing → Claim Format Value Type

2. Search for and select the Provider Role entry, and then select the Modify button.
3. Select the Add Value button to add a provider.
4. In the Claim Format Value window, search for and select the desired provider.
5. Enter the provider’s role in the Value field. Valid roles are:


Dentist
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Medical Intern with prescriptive authority



Medical Resident with prescriptive authority



Naturopathic Physician with prescriptive authority



Nurse Practitioner



Optometrist with prescriptive authority



Pharmacist



Physician



Physician Assistant with prescriptive authority



Psychologist with prescriptive authority

6. Repeat steps 3 through 5 for each provider using the prescription drug monitoring program.

Procedures
Procedure Negation Reason
Negation reasons identify why a procedure was not performed. When charting a patient visit
note, a provider may select a procedure code and apply a negation reason to it. This identifies
that the procedure was not performed, and why not. This is useful for MIPS and other federal and
state quality programs with established protocol for performing certain procedures.
Negation reasons are associated with SNOMED codes. The SNOMED is included in the patient
visit note when the negation reason is used, and then included in the reporting for MIPS or other
quality program.
The application includes several common negation reasons. You may create additional
negation reasons if desired. Remember that the negation reason must be associated with a
valid SNOMED code and must be acceptable to the quality programs for which you report.

Define a Negation Reason
1. List Editor (

) → Clinical → Negation Reason

2. Select the New button.
3. In the Negation Reason window, enter a Name for the reason.
4. Enter a SNOMED Concept ID.
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Procedure Codes
The full list of CPT® and HCPCS procedure codes is configured in the master database. From this
complete list, you must select the codes that are applicable to your practice and load them
into your practice database to make them available for use. Procedure codes may be
associated into procedure panels, and codes and panels may be incorporated into a charge
ticket.
You can search for existing procedure codes by using the search feature and, if you have
appropriate security permissions, you can add, modify, or merge procedure codes.
You can also add your own custom codes, which you may use to associate additional
information with a procedure. For example, a procedure code may be associated with a lab (a
1-1 mapping). If the procedure may be sent to multiple labs, you may choose to create custom
procedure codes and map the custom codes to different labs. You may also associate a
medication and a National Drug Code (NDC) number with a procedure code. Since you can
associate only one medication and NDC number with a procedure, you may need to create
custom codes for procedure codes that may be used with more than one medication.
To add additional information, you must first add or copy a procedure code, then define the
code. When you create a custom procedure code, it is important to understand that the
custom code must include the proper CPT or HCPCS code. Your custom code will be
distinguished by the short description name that you give it or by the ID, not by the code. This
ensures that the proper CPT or HCPCS code is included on superbills and insurance claims.

Procedure Sets
A procedure set is a special type of custom procedure code that enables you to group multiple
procedures that are frequently performed together. A procedure set is selected like any other
procedure code in Full Note Composer or Superbill Composer. This simplifies entry in the patient
visit note because the provider only has to select the one procedure set code instead of each
individual procedure code. Then when the application creates the superbill from that patient
visit note, it includes all the procedure codes in the procedure set on the superbill. You can also
use the procedure set code when creating a superbill. When you select a procedure set code in
the Superbill window, the application populates the superbill with all the individual procedure
codes in the set. Thus, the superbill and subsequent claim contain all the information needed for
billing. The procedure set code and description do not appear in the superbill, claim, or financial
reports; the individual procedure codes in the set do. Be aware, however, that when a
procedure set is used in visit note, then only the procedure set code and description appear in
the SP or SO tab, and in Review Past Notes, One Page Summary, and any clinical reports.
The procedure set concept may also be known as explosion code, exploding code, macro
code, or charge set.
Use a procedure set when the group of CPT codes will not be modified. For example, an
injection where you will always bill the administration (96372) and the medication (J0696)
together.
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Service Site-Specific Procedures
If a procedure needs to be credited to a specific service site, you can define that service site on
the procedure code. Then when that procedure is included on a visit note that is associated
with a different service site, a separate superbill will be created for the procedure that is site
specific. If the service site on the visit note is the same as the service site for the procedure, then
only one superbill will be created. When creating a superbill directly, if the service site identified
on the superbill is different from the service site on a procedure added to that superbill, then the
application will automatically create a new superbill for that procedure when you save and
close the superbill you are creating.
Please refer to the Practice Management Guide for more information about how superbills are
created and identified.

Allergy Checking for Vaccinations
You can associate a vaccine with the procedure code used to order that vaccination so that
the application performs the drug allergy portion of drug screening when a user charts the
vaccination in a patient visit note. This enables identifying patients who are known to be allergic
to the vaccine.

Exclude Procedure from Patient History Display
In Full Note Composer and other clinical note type windows, procedures that have been
performed or ordered for the patient in the past appear in the SP and SO tabs. There may be
procedures, such as well visits or BMI documented, that providers do not want displayed. You
can define whether or not a procedure is to display.
E&M procedure codes cannot be displayed since they are based on a visit, not the patient. By
default, all other procedures do display. Use the following process to exclude a procedure from
display.

Include Procedure Codes for Procedure History Categories
When a provider performs a procedure for a patient, the provider may choose whether or not to
include that procedure in the patient’s procedure history. You may define a procedure to be
included in a system-defined or custom procedure history category by default if your providers
always or usually want it included.
Please note that defining a procedure to be included in a history category does not affect visit
notes or history charted in the past. This simply sets the default selection for the procedure when
charted from this point forward.
If you have associated a procedure code with a procedure history term, you cannot add or
change the patient history group associated with that procedure code from the Procedure
Code window.
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Sort to Bottom of Display
You may define a procedure code to always display at the bottom of the list of procedures
charted in the SP or SO tab of Full Note Composer or other clinical note type window. The
application copies procedure codes from the visit note to the superbill in the same order as they
are displayed in the clinical note type window.

Order Defaults for Procedures
You can define default ordering information for procedure codes that are defined to generate
an order. The defaults include:


Laboratory orders associated with the procedure code,



Days from order date to overdue,



Whether the patient must go to the laboratory’s patient service center (PSC),



Whether the patient must be fasting when the test is performed, and



Message definitions for reminder messages sent to patients and to users and for overdue
messages sent to users.

A procedure may be associated with any number of laboratory orders. All of the other order
defaults are associated with the laboratory order. So, for example, if one laboratory typically
takes four days to perform a procedure and another laboratory typically takes seven days, you
can define the days to overdue differently.

Claims Mapping Rules
A claims mapping rule identifies the insurance payer, the procedure code, and the payerspecific override code. Each claims mapping rule, (that is, the combination of these three
things) must be unique.

Tax Type for a Procedure
When you set the default tax type on the Configure Practice Settings window, that tax type is
applied to all procedure codes. You can, however, set a different tax type or no tax type for
individual procedure codes. Tax information is displayed on the Tax tab of the Procedure
window. The Tax tab only appears in this window when a default tax type is configured for the
practice.

Behavior of Inactive Procedure Codes
An inactive procedure code will not appear in search results unless inactive codes are included
in the search. Inactivating a procedure code does not, however, remove that procedure code
from procedure panels, procedure sets, charge tickets, fee schedules, amount allowed
schedules, or other items. If you want to ensure that an inactive procedure code no longer
appears on another item, then you must either delete the procedure code from that item, such
as a charge ticket, or inactivate the code on that item, such as an amount allowed schedule.
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Add Procedure Codes
Use this procedure to add procedure codes from the master table to the table of codes used by
your practice.
1. List Editor icon (

) → Clinical → Procedure Code

2. Select New from the List Editor window to display the Add Procedure Codes window.
3. Select the radio button that corresponds with how you wish to add codes.


Add Custom Code: Select this option to define your own custom code.



Add Individual Codes: Use this option to select one or more CPT or HCPCS procedure
codes applicable to your practice.





If you know the code you wish to add, enter all or part of the code or description in
the entry field and select the Find icon. Select from the list of codes that match your
entry.



If you do not know the code, select the Find icon and use the search criteria to select
the code.



If you explicitly choose to add an expired code, the application will automatically
add that expired code as Inactive.



When adding an individual code, your user setting definition must not be associated
with an RVU schedule, otherwise an application error will occur.

Add Range of Codes: Use this option to select a numerical or alpha range of CPT or
HCPCS procedures codes applicable to your practice.


You can enter part or all of the codes, separated by a hyphen to indicate the range.



Separate individual codes and ranges with a comma.



If you choose to add a range of codes, you have the option to check Copy Expired
Codes and Mark Inactive. In this case, the application copies all the codes you
specified into your system and marks the expired codes as inactive. If you do not
check this box, the application will only copy unexpired codes.

4. Check Overwrite Existing Codes to recreate your list of codes. If you do not check this box,
the new codes are added to the current list.

Define a Custom Procedure Code
1. List Editor icon (

) → Clinical → Procedure Code

2. Select New from the List Editor window to display the Add Procedure Codes window.
3. Select the Add Custom Code radio button, and then select OK.
4. Enter an ID, if desired.
5. Enter the new Code. This may be a combination of alpha and numeric characters.
6. Select the procedure Code Type.
7. Add an associated procedure Service Type, if applicable.
8. Enter a Short Description and a Long Description. These may be the same.
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9. Select a Procedure Group to be used for reporting, if desired
10. In the Procedure Note section:


Select any procedure notes used for Ordering this procedure code. (Procedure notes
are generally used when the order will not be sent through a lab interface.)



Select any procedure notes used for reporting Results for this procedure code.

11. In the Standard Procedure set the following defaults for a standard order of this procedure
code.


Revenue Code: This is the procedure code used for Part A (facility) billing. A revenue
code may be used with more than one CPT codes.



Quantity: A number entered here will be defaulted when the procedure code is selected
as a service performed or ordered in Full Note Composer or Superbill Composer. When
selected there, the quantity can be changed if desired.



Modifier: Select up to four modifiers to default to the procedure code when it is selected
as a service performed or ordered in Full Note Composer or Superbill Composer. When
selected there, the modifiers can be changed if desired.



Service Site: The service site that is to receive credit for the procedure. If this service site
and the service site on the visit note or superbill are different, a new superbill will be
created for this procedure.



History Group: Select the history group category in which you want this procedure to
appear by default. You may select a system-defined or a custom defined procedure
history category.
Note that this field will not be available if the procedure code is associated with a
procedure history term in the KDB. If you want to change the history category, you must
do it from the History Designer window.

12. Select the appropriate checkboxes to define how the code will be used.


Generate Order: Select this checkbox if you want to send this procedure code to a
laboratory through an interface. This also enables results for the procedure to be
displayed in the Results Tracking and Patient Results windows, and for orders to be
displayed in the Appointment window’s Service Orders tab. When not selected, the
procedure will not be accessible from the Lab Template window, and so will not display
in the Results Tracking and Patient Results windows. Procedures likely to be tracked are
selected by default.



E&M Code: Select this checkbox if the new code will be used as an E&M visit code.



By Default Don’t Claim: Select this checkbox for any procedure you normally do not
claim.



Include in Patient Procedure: Deselect this checkbox if you do not want this procedure to
appear in the SP and SO tabs of Full Note Composer when the procedure has been
performed or ordered for the patient in the past.



Sort to Bottom: Select this checkbox if you want this procedure code to always appear
at the bottom of the list of procedures charted in the SP or SO tab of Full Note Composer
or other clinical note type window.



Image Results Directly Accessible: Select this checkbox if you have access to this type of
image through a context-sensitive URL to an external PACS or through an interface to a
DICOM imaging system.

Ref: 1192.13

421

13. Enter Notes for the code, if desired. These notes will be entered as a procedure line item
note in Full Note Composer and other clinical notes if the user’s User Setting is defined to
copy procedure notes.
14. Select the Inactive checkbox to inactivate the procedure code.
15. Select the Order Defaults tab to define how electronic orders for this procedure are sent to
laboratories or imaging centers.
16. Select the Add button.
17. In the Find Laboratory Order window, search for and select the appropriate lab order code
for this procedure at a particular laboratory.
18. If patients must go to the laboratory’s patient service center to have the specimen
collected, then select the PSC checkbox.
19. If patients must normally fast prior to the procedure, then select the Fasting checkbox.
20. Select the number of days at which the results for the order become overdue.
21. Configure patient messages for orders placed in the future, if needed. Messages are sent
through the Patient Portal. They can be used to remind the patient of the order or to provide
information about preparing for the procedure.
a. Select the Send Message to Patient checkbox if you want a message sent to the patient
prior to the order date.
b. Select the Days Prior To Order Date for the message to be sent.
c. Select the Formatting Template to be used for the message.
22. Configure staff messages for orders placed in the future, if needed. Messages can be used
to remind staff members of the order so that they can contact the patient or can take any
action needed to prepare for the procedure.
a. Select the Send Message to Routing List checkbox if you want a message sent to staff
members prior to the order date.
b. Select the desired message routing list.
c. Select the Days Prior To Order Date for the message to be sent.
d. Select the Formatting Template to be used for the message.
23. Configure staff messages for overdue order results, if needed. Messages can be used to
remind staff members of the order so that they can contact the patient or can take any
action needed to prepare for the procedure.
a. Select the Send Message to Routing List checkbox if you want a message sent to staff
members when order results are overdue.
b. Select the desired message routing list.
c. Select the Days After Overdue Date for the message to be sent. This works in conjunction
with the number of days at which the results become due, set in step 22. This can be
zero, for the message to be sent on the day the results become overdue, or an
additional number of days.
d. Select the Formatting Template to be used for the message.
24. Repeat steps 18 through 23 for each laboratory to which the procedure may be sent.
25. Select the NDC/SNOMED/LOINC tab.
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26. Define a medication associated with the procedure, if appropriate.
a. Select the Medication to be associated with the procedure code. This can be used for a
medication to be included in the claim or for a vaccine to be used for allergy checking.
b. Enter the NDC number in the Code field. This must be 10 digits.
c. Select the Unit of Measure.
d. Enter the Cost per unit.
e. Enter the Quantity of units.
27. In the Purchased Service/Outside Lab section:
a. Enter the Charge amount for the service. This is the amount that the medical services
provider charges you for the service.
b. Select the medical services Provider.
28. In the SNOMED Concept ID field, select the appropriate SNOMED code. You can associate
two SNOMED codes if needed.
29. In the LOINC Code field, select the appropriate LOINC code. The LOINC code identifies a
specific lab test that the procedure code represents or that is associated with the
procedure.
30. Select the Tax tab if you are configured to calculate sales or healthcare tax.
a. Select the ‘Override Taxable Option’ to use a different tax option for this procedure
code.
b. Select the radio button for the desired tax option for the procedure code.
31. Select the Insurance Payer Mapping tab to create claims mapping rules if need.
a. In the Map Item From column, select the desired insurance payer.
b. In the Substitution column, enter the payer’s specific code.
c. Repeat substeps a and b to enter override codes for additional insurance payers.
d. If desired, use the up and down arrow icons to change the order of the claims mapping
rules.
e. If desired, use the Delete (
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) icon to remove a claims mapping rule.
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Copy a Procedure Code
If you need to define multiple entries for the same code, you must copy the code before
editing.
1. List Editor icon (

) → Clinical → Procedure

2. Highlight the code you wish to copy.
3. From the File menu, select the Save As option. This will display a window for you to supply a
new name.
4. Enter the new Name. This is the Short Description of the procedure code.
5. Select the name and modify as desired.
It is recommended that you do not change the Long Description of a procedure code. If
you do, your long description will be overwritten when the new CPT and HCPCS codes are
loaded into your database. If you change the Short Description, that will not be overwritten.

Modify a Procedure Code
1. List Editor icon (

) → Clinical → Procedure

2. Search for the code you wish to modify, using the search criteria.
3. Highlight the code and select Modify, or select the code description to open the modify
window.
4. Modify the Short Description if desired.
It is recommended that you do not change the Long Description of a procedure code. If
you do, your long description will be overwritten when the new CPT and HCPCS codes are
loaded into your database. If you change the Short Description, that will not be overwritten.
5. Select a Procedure Group to be used for reporting, if desired
6. In the Procedure Note section:


Select any procedure notes used for Ordering this procedure code. (Procedure notes
are generally used when the order will not be sent through a lab interface.)



Select any procedure notes used for reporting Results for this procedure code.

7. In the Standard Procedure set the following defaults for a standard order of this procedure
code.
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Revenue Code: This is the procedure code used for Part A (facility) billing. A revenue
code may be used with more than one CPT codes.



Quantity: A number entered here will be defaulted when the procedure code is selected
as a service performed or ordered in Full Note Composer or Superbill Composer. When
selected there, the quantity can be changed if desired.



Modifier: Select up to four modifiers to default to the procedure code when it is selected
as a service performed or ordered in Full Note Composer or Superbill Composer. When
selected there, the modifiers can be changed if desired.



Service Site: The service site that is to receive credit for the procedure. If this service site
and the service site on the visit note or superbill are different, a new superbill will be
created for this procedure.
Ref: 1192.13



History Group: Select the history group category in which you want this procedure to
appear by default. You may select the system-defined Surgical History category or a
custom-defined procedure history category.

10. Select the appropriate checkboxes to define how the code will be used.


Generate Order: Select this checkbox if you want to send this procedure code to a
laboratory through an interface. This also enables results for the procedure to be
displayed in the Results Tracking and Patient Results windows. When not selected, an
order will not be placed and the procedure will not be accessible from the Lab Template
window, and so will not display in the Results Tracking and Patient Results windows.
Procedures likely to be tracked are selected by default.



E&M Code: Select this checkbox if the new code will be used as an E&M visit code.



By Default Don’t Claim: Select this checkbox for any procedure you normally do not
claim.



Include in Patient Procedure: Deselect this checkbox if you do not want this procedure to
appear in the SP and SO tabs of Full Note Composer when the procedure has been
performed or ordered for the patient in the past.



Sort to Bottom: Select this checkbox if you want this procedure code to always appear
at the bottom of the list of procedures charted in the SP or SO tab of Full Note Composer
or other clinical note type window.



Image Results Directly Accessible: Select this checkbox if you have access to this type of
image through a context-sensitive URL to an external PACS or through an interface to a
DICOM imaging system.

11. Enter Notes explaining the code, if desired.
12. Select the Inactive checkbox to inactivate the procedure code.
13. Select the Order Defaults tab to define how electronic orders for this procedure are sent to
laboratories or imaging centers.
14. Select the Add button.
15. In the Find Laboratory Order window, search for an select the appropriate lab order code for
this procedure at a particular laboratory.
16. If patients must go to the laboratory’s patient service center to have the specimen
collected, then select the PSC checkbox.
17. If patients must normally fast prior to the procedure, then select the Fasting checkbox.
18. Select the number of days at which the results for the order become overdue.
19. Configure patient messages for orders placed in the future, if needed. Messages are sent
through the Patient Portal. They can be used to remind the patient of the order or to provide
information about preparing for the procedure.
a. Select the Send Message to Patient checkbox if you want a message sent to the patient
prior to the order date.
b. Select the Days Prior To Order Date for the message to be sent.
c. Select the Formatting Template to be used for the message.
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20. Configure staff messages for orders placed in the future, if needed. Messages can be used
to remind staff members of the order so that they can contact the patient or can take any
action needed to prepare for the procedure.
a. Select the Send Message to Routing List checkbox if you want a message sent to staff
members prior to the order date.
b. Select the desired message routing list.
c. Select the Days Prior To Order Date for the message to be sent.
d. Select the Formatting Template to be used for the message.
21. Configure staff messages for overdue order results, if needed. Messages can be used to
remind staff members of the order so that they can contact the patient or can take any
action needed to prepare for the procedure.
a. Select the Send Message to Routing List checkbox if you want a message sent to staff
members when order results are overdue.
b. Select the desired message routing list.
c. Select the Days After Overdue Date for the message to be sent. This works in conjunction
with the number of days at which the results become due. This can be zero, for the
message to be sent on the day the results become overdue, or an additional number of
days.
d. Select the Formatting Template to be used for the message.
22. Repeat the steps for each laboratory to which the procedure may be sent.
23. Select the NDC/SNOMED/LOINC tab.
24. Define a medication associated with the procedure, if appropriate.
a. Select the Medication to be associated with the procedure code. This can be used for a
medication to be included in the claim or for a vaccine to be used for allergy checking.
b. Enter the NDC number in the Code field. This must be 10 digits.
c. Select the Unit of Measure.
d. Enter the Cost per unit.
e. Enter the Quantity of units.
25. In the SNOMED Concept ID field, select the appropriate SNOMED code. You can associate
two SNOMED codes if needed.
26. In the LOINC Code field, select the appropriate LOINC code. The LOINC code identifies a
specific lab test that the procedure code represents or that is associated with the
procedure.
27. Select the Tax tab if you are configured to calculate sales or healthcare tax.
a. Select the ‘Override Taxable Option’ to use a different tax option for this procedure
code.
b. Select the radio button for the desired tax option for the procedure code.
28. Select the Insurance Payer Mapping tab to create claims mapping rules if need.
a. In the Map Item From column, select the desired insurance payer.
b. In the Substitution column, enter the payer’s specific code.
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c. Repeat substeps a and b to enter override codes for additional insurance payers.
d. If desired, use the up and down arrow icons to change the order of the claims mapping
rules.
e. If desired, use the Delete (

) icon to remove a claims mapping rule.

Associate a Procedure Code with a Laboratory or Radiology Order
Procedure codes for laboratory and radiology orders must have the procedure code type of
Lab or Radiology. These procedure codes must also be defined to generate an order. By
default, all CPT codes in the 70000-89999 range are marked to generate an order, which also
enables tracking the results.
If you have access to an external PACS (picture archiving and communication system) that
enables you to access images from a hospital or imaging center, then you may identify this on
the procedure code for radiology procedures. This is needed for MIPS and other clinical quality
programs.
To send an order for the procedure to a laboratory or imaging center through an interface, you
must associate the procedure code to a laboratory order. A laboratory order record identifies
the laboratory and the laboratory’s order code for the procedure. A procedure code may be
associated with more than one laboratory order if your practice uses multiple laboratories.
However, a procedure code may only be associated with one laboratory order per laboratory.
Thus, a procedure code may be associated with laboratory orders for both LabCorp and Quest,
but it cannot be associated with two laboratory orders for LabCorp.
1. List Editor (

) → Clinical → Procedure Code

2. Search for and select the desired procedure code, and then select the Modify button.
3. In the Code Type field, select either ‘Lab’ or ‘Radiology’ as appropriate.
4. Select the Generate Order checkbox. This checkbox must be selected for an order to be
generated for this procedure.
5. If this a radiology order and you have access to this type of image through an external
PACS, then select the Image Results Directly Accessible checkbox.
6. Select the Order Defaults tab to define how electronic orders for this procedure are sent to
laboratories or imaging centers.
7. Select the Add button.
8. In the Find Laboratory Order window, search for and select the appropriate lab order code
for this procedure at a particular laboratory.
9. If patients must go to the laboratory’s patient service center to have the specimen
collected, then select the PSC checkbox.
10. If patients must normally fast prior to the procedure, then select the Fasting checkbox.
11. Select the number of days at which the results for the order become overdue.
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12. Configure patient messages for orders placed in the future, if needed. Messages are sent
through the Patient Portal. They can be used to remind the patient of the order or to provide
information about preparing for the procedure.
a. Select the Send Message to Patient checkbox if you want a message sent to the patient
prior to the order date.
b. Select the Days Prior To Order Date for the message to be sent.
c. Select the Formatting Template to be used for the message.
13. Configure staff messages for orders placed in the future, if needed. Messages can be used
to remind staff members of the order so that they can contact the patient or can take any
action needed to prepare for the procedure.
a. Select the Send Message to Routing List checkbox if you want a message sent to staff
members prior to the order date.
b. Select the desired message routing list.
c. Select the Days Prior To Order Date for the message to be sent.
d. Select the Formatting Template to be used for the message.
14. Configure staff messages for overdue order results, if needed. Messages can be used to
remind staff members of the order so that they can contact the patient or can take any
action needed to prepare for the procedure.
a. Select the Send Message to Routing List checkbox if you want a message sent to staff
members when order results are overdue.
b. Select the desired message routing list.
c. Select the Days After Overdue Date for the message to be sent. This works in conjunction
with the number of days at which the results become due, set in step 22. This can be
zero, for the message to be sent on the day the results become overdue, or an
additional number of days.
d. Select the Formatting Template to be used for the message.
15. Repeat steps 6 through 14 for each laboratory to which the procedure may be sent.
16. If you purchase this service from a third-party, such as a laboratory, then select the
NDC/SNOMED/LOINC tab.
17. In the Purchased Service/Outside Lab section:
a. Enter the Charge amount for the service. This is the amount that the medical services
provider charges you for the service.
b. Select the medical services Provider.
18. Select the OK button to save the procedure code.
19. If you selected the Image Results Directly Accessible checkbox, then the application will
display a popup message reminding you that you are attesting that you have a direct link to
the image results.
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Select the OK button if you do have access to the PACS.



Select Cancel if you do not have direct access to image results.
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Define a Procedure Set
1. List Editor (

) → Clinical → Procedure Code

2. Select the New button.
3. Select the Add Custom Code radio button.
4. Enter the Code for the procedure set. This is the only code that will appear in the Full Note
Composer or Superbill Composer window, and in any clinical reports.
5. In the Code Type field, select Procedure Set. This limits the fields on the window.
6. Add an associated procedure Service Type, if applicable.
7. Enter a Short Description and a Long Description. These may be the same. The description
entered here is the only procedure description that will appear in the Full Note Composer or
Superbill Composer window, and in any clinical reports.
8. Search for and select the Laboratory Order associated with the procedure set.
9. Search for and select the Procedures In Set. These are the procedures that will appear in the
superbill and subsequent claim, and in any practice management reports.

Modify a Procedure Code for Claims-Based Clinical Quality Program Reporting
Only make this modification to the specific CPT II codes that have resulted in a denied claim by
a primary commercial payer. This is only needed if you are using claims-based reporting for MIPS
or another clinical quality program.
1. List Editor icon (

) → Clinical → Procedure

2. Search for the code you wish to modify, using the search criteria.
3. Highlight the code and select Modify or select the code description to open the modify
window.
4. In the Code Type field, select PQRS.

Procedure Code Types
Procedure Code Types are pre-configured in the application, and they cannot be changed.
The application includes the following procedure code types.


Care Plan: Use to identify procedures codes used for specific purposes for MIPS and other
governmental and non-governmental quality reporting.



CPT: Current Procedural Terminology codes



HCPCS: Healthcare Common Procedure Coding System codes



Lab: Use to identify procedures codes used for specific purposes MIPS and other
governmental and non-governmental quality reporting.



PQRS: See the PQRS Code Type section below.



Procedure Set: A procedure set is a special type of custom procedure code that enables
you to group multiple procedures that are frequently performed together.
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Radiology: Use to identify procedures codes used for specific purposes for MIPS and other
governmental and non-governmental quality reporting.



Referral: Use to identify procedures codes used for specific purposes for MIPS and other
governmental and non-governmental quality reporting.



Risk Assessment: Use to identify procedures codes used for specific purposes for MIPS and
other governmental and non-governmental quality reporting.

PQRS Code Type
In very rare instances, a primary commercial insurance payer will deny an entire claim because
it contains a $0.00 charge for a CPT II code used for clinical quality program reporting. If this
happens, you can modify the code type of the CPT II code or codes that are causing the
denied claim and modify the claim format used for Medicare to accept codes with a code
type of PQRS. Do not implement these modifications unless you have an entire claim denied.
Beware that any procedure code identified as a PQRS code will not be update when the
annual CPT code update is processed. The update will result in duplicate codes; one with a
code type of CPT and one with a code type of PQRS.
These modifications are applicable only if you are using claims-based reporting (rather than EHRbased reporting) for MIPS or another quality program and have a primary commercial payer
who denies payment for an entire claim (not a single procedure) because of a $0.00 charge for
a CPT II code. Do not implement these modifications unless you have an entire claim denied.

Procedure Groups
A procedure group is a means of categorizing procedures for the purpose of generating reports
and statistics. For example, using procedure groups enable productivity reports to be subtotaled
for different types of services. When using procedure groups for reporting, it is important to
remember that procedure groups are not attached to an account effective period. Therefore, if
you change the procedure group associated with a procedure, the subtotals on any report that
groups or filters by procedure group will change for prior dates.
You can establish procedure groups for any collection of procedure codes that you need for
your practice. A small practice or one that provides a limited type of service may define a single
procedure group for evaluation and management codes. A larger practice may define
different procedure groups for new patient, established patient, and hospital services.
Practices that provide laboratory services may define a procedure group for lab service
procedure codes, or they may define separate procedure code groups for lab, radiology, and
cardiology procedures. Some practices may define procedure groups for in-office surgical
procedures, miscellaneous supplies, or patient self-management training.
Once you establish your procedure groups, you may identify the procedure group on individual
procedure codes.
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Define a Procedure Group
1. List Editor icon (

) → Clinical → Procedure Group

2. Select the New button.
3. Enter a name for the Procedure Group.
4. Enter an ID and Notes, if desired.

Procedure Modifier
Procedure modifiers are used in a patient visit note to modify services performed or services
ordered, and are subsequently used in billing. A number of procedure modifiers are systemdefined. Each modifier definition includes short and long descriptions, ANSI code, and notes that
explain the use of the procedure modifier.

Define a Procedure Modifier
1. List Editor icon (

) → Clinical → Procedure Group

2. Select the New button.
3. Enter an ID and ANSI code if desired.
4. Enter the Modifier number.
5. Enter a Short Description and Long Description.
6. Enter Notes to describe the modifier if desired.

Procedure Panels
Procedure panels enable you to group procedure codes (or other panels) that are always used
together. They may be used in patient charts and subsequent claims, and they may be
incorporated into a charge ticket.
A procedure panel explodes in the Full Note Composer or other clinical note type window so
that all the codes in the panel appear in the patient visit note. Procedures cannot be used in
superbills. The individual codes in the patient visit are used in the superbill.
Use a procedure panel when the contents may be excluded based on the patient. For
example, a health screen panel. You may create a panel for well visits, such as 50 well check.
Some items may include CBC, Cholesterol check, Lipid panel, PSA and Colonoscopy. If the
patient is already being monitored by a Urologist, you would want the ability to remove the PSA
order from the patient.

Define a Procedure Panel
1. List Editor icon (

) → Clinical → Procedure Panel

2. Select the New button.
3. Enter a name for the new panel.
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4. Enter an ID and Notes, if desired.
5. Select Add Item to add procedure codes and panels.
6. When you have added items to the procedure panel, you can change the order in which
the items are displayed.
a. Select (highlight) the item you wish to move.
b. Move the item to the required location in the display by using the up and down arrows in
Display Order.

Procedure Service Type
The Procedure Service Types are pre-configured, and they cannot be changed. Procedure
Service Types information is found in:


Procedure Codes



Procedure Panels

Procedure Notes for Clinical Orders and Results
Procedure notes are used to enter information about a procedure to be ordered, how a
procedure was performed, or the results of a procedure. A procedure note enables users to
reuse a common set of information, while providing an easy way to update specific data for
each patient. There are many situations that require a standard format of a note regarding a
procedure where the only differences between one use and another are variable information,
such as location, quantity, or measurement. You can create a procedure note template that
defines all the common information regarding the procedure, yet allows users to complete
variable information in certain fields. For example, part of a procedure note for one patient may
read: “…following that with 9cc of bupivacaine 0.25%.” For another patient, the procedure note
may be similar, but read: “…following that with 12cc of bupivacaine 0.20%.”
The application includes two types of procedure notes: standard and dynamic. Both standard
and dynamic procedure notes may be used for documenting procedures ordered, performed,
and resulted. Standard procedure notes are the most structured; dynamic procedure notes are
more flexible. The table below summarizes and compares the characteristics of the two types of
procedure notes.

Standard Procedure Note

Dynamic Procedure Note

Requires that the user enter discreet data for
each variable.

Enables the user to
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Enter qualitative data,



Make entries for only those variables that
apply to the situation, and



Select multiple responses when needed.
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Standard Procedure Note

Dynamic Procedure Note

Allows static text introducing or surrounding
the variables.

Allows a brief natural language phrase
introducing each variable.

Cannot be associated to actions.

May be associated with an action or actions,
such as sending a message or generating
and printing a document, that are to take
place when the procedure note is used.

Before users can use a procedure note of either type, a procedure note template must be
defined. The application includes a small number of procedure notes, and if you have a
laboratory interface, then custom-defined standard procedure notes will have been defined as
part of the interface implementation. You must define any other procedure notes needed by
your practice. In the procedure note template, you specify the variables in the note, and
associate each variable with the type of information that should be included. It is possible to
define procedure note templates so that the variable amounts are defined as the note is
created. Once you have defined the template for the standard or dynamic procedure note,
you must modify the procedure code or procedure codes to which the procedure note is to be
associated. Please refer to the Procedure Codes section and its Modify a Procedure Code
subsection for instructions.
Defining a procedure note template is a multi-task process. Before you start, you must have a
clear idea of the final format you want to achieve, and the types and ranges of variable
information within the final note.
Below are samples of the interface a user will see for standard procedure note for a cytology
test and a dynamic procedure note for a nasopharyngoscopy.

Standard Procedure Note
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Dynamic Procedure Note
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Procedure Notes for Orders
Because standard procedure notes use discreet data, they are appropriate for documenting
information needed for lab tests and procedures that are ordered through a laboratory
interface. The structured standard procedure note ensures that the user enters data in the
manner that can be identified and transmitted by the interface and that can be recognized
when received by the laboratory. If you have an interface with a laboratory, then as part of the
development and implementation of that interface, standard procedure notes will have been
created for those procedures that require certain information to be provided when the
procedure is ordered from the laboratory.
The procedure note for a given procedure code will contain the ask-on-order-entry questions, or
AOEs, required by the laboratory. Different laboratories may have different AOEs for a
procedure code. Therefore, the procedure notes used with your lab interface are developed
specifically for the laboratory with which you have an interface. If you have interfaces with more
than one laboratory, then you will have procedure notes developed specifically for each of
those laboratories.
Dynamic procedure notes for clinical orders are generally used for procedures, such as x-rays or
MRIs or lab tests performed in-house, which are not sent to a laboratory through an interface.
You can also use procedure notes to order a referral to a specialist or consulting physician,
durable medical equipment, physical therapy, or other types of services. The procedure note
enables the provider to enter any details needed, such as the views for an x-ray, when creating
the order for a specific patient.
In some instances, you may want to create a dynamic procedure note and associate it with a
procedure that is ordered through a laboratory interface. This is done when some action is
desired, such as sending a message to another user requesting that they follow up on the order.
It is important to remember that while more than one procedure note can be associated with a
procedure code, only one procedure note can be used when a procedure code is ordered. So,
if a standard procedure note is needed to enter information regarding the order, then a
dynamic procedure note for some type of action cannot also be used.

Procedure Notes for Services Performed
Both standard and dynamic procedure notes are appropriate for documenting how a
procedure was performed. You will determine which type of procedure note to create based
on the type of information that needs to be documented (standard discreet information or
qualitative, explanatory information). You may also consider whether any document needs to
generated or any other action taken when the procedure is performed. If so, you will need a
dynamic procedure note.
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Procedure Notes for Results
Results that are reported as discreet data are documented in lab templates. Therefore, standard
procedure notes, which also deal only with discreet data, are not used for lab results.
Dynamic procedure notes for results are generally used for tests and procedures for which the
results must be interpreted, rather having discreet results. This may include such things as x-rays,
MRIs, or physical therapy evaluations, which generate qualitative results and interpretations. The
procedure note enables the results to easily be entered, and later reviewed, in a structured, yet
flexible, manner. Procedure notes should not be used for tests that produce discreet results
because the results could then not be used in a graph or flowchart.

Procedure Notes for Specific Purposes
Procedure Notes for Referrals
The application includes system-defined dynamic procedure notes for referrals. You can use
these dynamic procedure notes in either of two ways.


You can associate either or both of these dynamic procedure notes to any procedure which
you commonly order from another medical services provider.



You can associate either or both of these dynamic procedure notes are associated with the
system-defined Referral procedure code. This can be used for referrals to other physicians.

You can modify these procedure notes, their actions, and their categories and details. In this
way, you can identify preselected, default values for categories, which can make it faster and
easier for users to enter the information needed. It is recommended that if you want to make
major changes to a procedure note or any of the items associated to it, that you first make a
copy of the item, and then make your changes to that copy. In this way, you preserve the
standard, system-defined items.
Because these procedure notes include required categories, the procedure notes themselves
are required when used in a patient visit note. This means that the application prevents the
provider from marking a visit note as complete when any of the required categories in a
procedure note are missing information.

Create Referral Procedure Note
The Create Referral procedure note includes the Create Referral action, which creates all of the
items from the Patient/Provider Tracking window and the Patient Referral window. It also
includes the SendDocument action, which generates the selected document and sends it to
the referred to provider.

Patient Message Referral
The Patient Message Referral procedure note includes the Create Referral action, which creates
all of the items from the Patient/Provider Tracking window and the Patient Referral window. It
also includes the Send Patient Referral Message action, which creates a message that includes
the referral that is sent to the selected recipient.
Ref: 1192.13
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Referral – Order Procedure Note
The Referral – Order procedure note is an older, obsolete version of the Patient Message Referral
procedure note. The Create Referral and Patient Message Referral procedure notes are
recommended.

Procedure Notes for Durable Medical Equipment Orders
You can use a combination of a dynamic procedure note and a document formatting
template to enable printing orders for durable medical equipment (DME). The procedure note
enables the ordering provider to enter any details about the equipment being ordered. The
document formatting template is used to generate and print the order. It will include document
generation fields for the practice and provider information, patient information, and the
procedure and procedure note.
There are two ways in which you can use dynamic procedure notes to print an order for a DME
item. The first way is to associate a durable medical equipment procedure note to each
procedure code which you commonly use for DME. You may have one procedure note used for
all items, or you may have several different procedure notes for different types of equipment.
Each procedure note must be associated with a document formatting model to be used to
generate and print the order. You may have a single document formatting template for DME
orders or you may have several document formatting templates for different types of
equipment. If you need more than one document formatting template, you must have more
than one procedure note since only one formatting template may be associated with a
procedure note.
The second way that you can use procedure notes for DME orders is to have a custom
procedure code for DME orders, and then create a single procedure note associated with that
custom procedure code. You will need a single document formatting template associated with
the procedure note to generate and print the order. This is simplest way to set up procedure
notes and formatting templates for DME orders. This requires the ordering provider to always
select the custom procedure code for DME orders, and to enter the specific type of equipment
and any needed details about the equipment in the procedure note when creating the order.
The action for a durable medical equipment order may be Print or Fax. The action will generally
be taken upon closing the Full Note Composer or other clinical note type window, but it may be
taken on saving or completing the patient visit note.
Note: Some items of durable medical equipment are available in the drug database, and thus
may be ordered as a prescription from the SIG Writer window.

Procedure Notes for Physical Therapy Orders
You can use a combination of a procedure note and a document formatting template to
enable printing orders for physical therapy. The procedure note enables the ordering provider to
enter any details about the physical therapy being ordered. The document formatting template
is used to generate and print the order. It will include document generation fields for the
practice and provider information, patient information, and the procedure and procedure note.
There are two ways in which you can use dynamic procedure notes to print an order for physical
therapy. The first way is to associate a physical therapy procedure note to each procedure
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code which you commonly use to order physical therapy. You may have one or more
procedure notes used for all physical therapy procedure codes, or you may have different
procedure notes for different physical therapy codes. Each procedure note must be associated
with a document formatting model to be used to generate and print the order. You may have a
single document formatting template for physical therapy orders or you may have several
document formatting templates for different types of physical therapy or different requirements.
The second way that you can use procedure notes for physical therapy orders is to have a
custom procedure code for physical therapy, and then create a single procedure note
associated with that custom procedure code. You will need a single document formatting
template associated with the procedure note to generate and print the order. This is simplest
way to set up procedure notes and formatting templates for physical therapy orders. This
requires the ordering provider to always select the custom procedure code for physical therapy
orders, and to enter the specific details about the physical therapy in the procedure note when
creating the order.
The action for a physical therapy order may be Print or Fax. The action will generally be taken
upon closing the Full Note Composer or other clinical note type window, but it may be taken on
saving or completing the patient visit note.

Medical Services Providers
You can define medical service types and associate medical services providers with a medical
service type so that providers will be able to select a medical server provider for a service to be
ordered. A medical services provider is an entity, such as a surgical center or MRI center, which
provides a medical service or services. A medical service type is a way for you to categorize
medical services providers and physicians external to your practice, such as imaging centers,
labs, or cardiologists. To use medical services providers in a dynamic procedure note, you must
define the medical service type, define the medical services providers of that type, and then
define a named sublist of the medical services providers.

Procedure Note Actions
You can include actions in a dynamic procedure note that are to be automatically taken when
the procedure note is used. Actions are listed and described in the table below. A procedure
note may include one or more actions. For example, a procedure note may include an action
to send a message requesting a staff member to call the identified specialist to make an
appointment for the patient and an action to generate and fax a referral letter to that specialist.
In order to include an action in a procedure note, the information required by the action, such
as message recipient or message urgency, must first be included in the categories and findings
of the procedure note. When the finding uses data that is already in the database, such as
providers or users, then you only need to enter individual items as a finding if you want to define
an item as a default or preselected item.
When you create the procedure note, you define when the action or actions associated with
the procedure note will occur. This may be when the user saves, closes or completes the patient
visit note or when the user selects to send orders in the patient visit note.
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Actions that include messages or that generate documents use the document formatting
template functionality. Please note that any document formatting model associated with a
dynamic procedure note must use the origin for content level ‘Visit’. Please see the Formatting
Model Origin for Content subsection of the Document Generation Formatting Models section for
more information.
If you include in a procedure note multiple actions that generate documents, then when that
procedure note is used, it may generate multiple copies of the same document. Make sure that
users are aware of this possibility, and that they understand the potential consequences of their
selections.

Action Name

Action Type

Description

AN

Message

Creates an approve visit note
message.

Attachment Approval

Message

Creates an attachment approval
message.

Authorization

Message

Creates an authorization message for
the service ordered

Create Referral

Create Referral

Creates a patient/provider tracking
entry, if one does not already exist,
and creates a referral associated with
that tracking entry.
When the Create Referral and the
SendDocument action are both used,
you must configure them with the
same action time.

GenerateCCD/A

GenerateCCD/A

Generates a C-CDA document.

Patient Lab Order

Message

Creates a lab order request message.

Patient Referral Message

Message

Creates a message that includes the
patient/provider tracking entry and
associated referral.

Phone

Message

Creates a phone message.

Print

Print

Generates and prints a document.
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Action Name

Action Type

Description

SendDocument

SendDocument

Generates a document and sends it
through Direct messaging, by fax, to a
printer, or to a file.
When the Create Referral and the
SendDocument action are both used,
you must configure them with the
same action time.

Task

Message

Creates a task message.

VaccineAdministration

Message

Creates a vaccine administration
message.

Preselect, Default, and Required Settings
Dynamic procedure notes are defined with categories and findings. A category in a dynamic
procedure note definition corresponds to a question or a data entry field in the window when
the dynamic procedure note is used. A finding in a dynamic procedure note definition
corresponds to an answer or to a possible data selection in the window when the dynamic
procedure note is used.
You can define categories as required. You can define findings as preselected or as default.

Required Categories in Dynamic Procedure Notes
Defining a category as required means that when the dynamic procedure note is used, a
finding must be entered or selected for it. This means that when the provider views the dynamic
procedure note in the Procedure Note window, the field for the required category will display as
a required field. The provider must make enter or select a finding in the field.
Defining a category as required in a dynamic procedure note also makes that procedure note
itself required. When the procedure note is associated with a procedure code charted in a
patient visit note, then the application prevents the provider from marking a visit note as
complete if any of the required categories in the procedure note do not have findings entered.
In some circumstances, a dynamic procedure note may include a category that needs to be
required, but that also has a finding that is frequently or nearly always used. If so, then you may
want to also define a preselected finding or a default finding for that category. Then the
provider will only have to make an entry for that category when the preselected or default
finding is not the desired choice.
The system-defined Referral – Order procedure note and Create Referral procedure note
include required categories. You can modify these procedure notes to define default selections
for the required categories, or to change the categories that are or are not required.
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Required Finding for a Category
A category may have multiple levels of findings. The last finding level always represents the
answer to the question represented by the category. Other levels of findings, (those levels
between the category and the final level of finding), represent a part of the question. Like
categories, these interim levels of finding may be defined as required. And like categories, this
means that when the provider views the dynamic procedure note in the Procedure Note
window, the field for the required finding will display as a required field. The provider must make
enter or select a further finding in the field.
Because the finding level represents the answer, a finding in the final level should not be
selected as required.

Preselected and Default Findings for a Category
Defining a finding for category has preselected or as default helps the provider quickly
complete a procedure note when a particular finding is frequently or nearly always used.
Select the Pre-Selected checkbox to make the finding selected by default when a user
accesses the procedure note. No action will be required from the provider or other clinical user
to select this item.
Select the Default checkbox to make the finding a default selection. When the procedure note
is used, the provider or other clinical user will have to select the Default checkbox in order to
make this selection.

Standard Procedure Notes
To define a standard procedure note, you must create a user-defined control group and create
a procedure note template.

Create a User Defined Control Group
User defined control groups are the foundation for standard procedure note templates. A user
defined control group is a means of grouping user defined control types, which are simply types
of data entry fields, like radio buttons and text boxes.
1. List Editor icon (

) → System → User Defined Control Group

2. Select the New button.
3. Enter a Question Group Name for the control group
4. Enter an ID and Notes, if desired.
5. Select the Immunization checkbox if the control group will be used for an immunization.
6. Select <New> to display the User Defined Control window.
7. Enter a Name for the control, such as side or volume. This is the name that will appear in the
template.
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8. Enter a Label. This is the label that the user will see when generating the procedure note. This
may be the same as the name.
9. Select the Type of control desired.
10. Select the Required checkbox to make this control a required field where used. This can only
be done for Date, Find, Numeric, and Text control types.
11. Enter the required parameters. The parameters depend on the type of control you have
selected.
12. Select OK and the control type is added to the control group.
13. Repeat steps 6 through 11 to add a control for each item of data that will need to be
entered in the procedure note.
14. Select the Preview button to view the control group and its data entry fields.

Create a Standard Procedure Note Template
When you have defined the variables that are needed in a control group, you can then
associate those variables into the text of the note template.
Note: To include an immunization control group into a template, make sure the Immunization
checkbox is checked; this will ensure that all relevant user control types are included in the
group.
1. List Editor icon (

) → System → User Defined Template

2. Select the New button.
3. Enter a Template Name, and any associated Notes.
4. Select the User Defined Control Group which you will use in this template. You can only
select one group. When you have selected the group, the center of the window displays all
the controls within the selected group.
5. Enter the CPT code or codes with which you will associate the note.
6. Enter the text for the procedure note in the Procedure Note Text field.
a. Begin to enter text that is standard for the note.
b. When you reach a point in the text where the information is variable, i.e. the data must
be entered via one of the Control Types, select the entry you need from the displayed
controls. The name of the control is included in the text within braces; for example,
{name}.
c. Continue to add text and control types until you have completed the note.
7. Verify that the format of the note is correct by selecting Validate.
8. When valid, you can preview the note using Preview.
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Create Dynamic Procedure Notes
To create a dynamic procedure note, you must create a dynamic procedure note group,
define the categories and findings for that dynamic procedure note group, and add any
desired actions. All of these tasks are performed from the Dynamic Procedure Note Designer
window, which enables you to easily see how the group and its categories and findings fit
together.
1. List Editor icon (

) → KDB → Dynamic Procedure Note Designer

2. Select the Criteria slider to define the provider or care team to which any modifications
apply.
Note: From the File menu, select Sliders, and then Criteria if the slider tab is not visible.
a. Select the appropriate radio button. Changes can be made for all users (Global) or for a
particular care team or provider.
b. If appropriate, select the Care Team or Provider to which the modifications apply.
c. If desired, select the Include Inactive Items checkbox and/or the Include Hidden Items
checkbox.
3. Create the dynamic procedure note group.
a. Select the New button.
b. In the Find window, select the New button.
c. Enter a Name for the new dynamic procedure note group.
d. If desired, enter an ID and Notes.
e. Enter the Max Finding Level. A group has one category level and up to four finding levels.
f.

In the Category Label field, enter the name of the new category. This can be anything
meaningful to your practice in the context of this procedure note.

g. In the Finding Level 1 Label field, enter the name of the first finding level. This can be
anything meaningful to your practice in the context of this procedure note.
h. Repeat substep g for all levels needed.
i.

j.

In the What Causes Invocation area, either:


For a procedure note for orders, select the Procedure Codes radio button, and then
select the procedures for which the procedure note is used.



For a procedure note for results, select the Procedure Codes radio button, and leave
the procedure field empty.

Select the OK button to return to the Dynamic Procedure Note Designer window

4. Add the category items. These are the kinds of information needed to place the order or to
capture or display the order results.
a. Select the New button.
b. Select the New button on the Find window.
c. Enter an ID, if desired.
d. Enter the Name for the new category.
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e. In the Natural Language field, enter a word or phrase that you want to appear before
any findings in this category.
f.

In the Conjunctor field, enter a conjunction, such as ‘and’ or ‘or’, if needed.

g. If the category’s findings will be entered through a Find field, select the appropriate Find
Control Name.
You may select a find control for type of data that already exists in the application, such
as provider. Then when you create the findings, you select the data items to be included
as possible findings for the category. Or you can create a new find control for the
category. Then when you create the findings, you create the items to be included as
possible findings for the category.
h. If the valid findings for the category are a subset of the items available in the find control
selected in subset g, you may define the items to be included.
1. Select the Find icon for the Named Find Sublist field.
2. Select the New button.
3. Enter an ID and Notes for the sublist, if desired.
4. Enter a Name for the sublist.
5. Select the Find Table of which this is a sublist.
6. Select the List Items from the selected find table that will appear in the sublist for
selection in the procedure note.
7. Select the OK button to return to the Category window.
i.

Enter any Notes, if desired.

j.

Select the Exclude from Report checkbox to exclude the category of information from
One Page Summary and Review Past Notes. This should be done for workflow items
related to the message or fax action, which are not clinical information.

k.

The Pre-Selected and Default checkboxes are not applicable to categories. Do not
select either of these checkboxes.

l.

Select the Required checkbox to make the category a required field when the
procedure note is used.

m. Select an Age Group (adult or pediatric) to which this category item applies, if desired.
n. Select a Gender to which this category item applies, if desired.
o. Define whether a single item or multiple items are allowed.


Select the Single Select radio button to allow the procedure note user to select only
one finding for the category.



Select the Multi Select radio button to allow the procedure note user to select more
than one finding for the category.

p. If you are defining the dynamic procedure note for a provider or care team, you can
define specific properties for that provider or care team.
q. Select the OK button to return to the Dynamic Procedure Note Designer window.
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5. Add the findings items for each category. These are the specific responses that can be
selected for a category.
Note: If you selected a Named Find Sublist in step 3.h, then the findings items are the items in
the sublist. Therefore, you only have to define the findings if you want to make an item a
default or preselected finding.
a. Select the New button.
b. Select the New button on the Find window.
c. Enter an ID, if desired.
d. Enter the Name for the new finding.
e. In the Natural Language field, enter a word or phrase that you want to appear before
any findings in this finding.
f.

In the Conjunctor field, enter a conjunction, such as ‘and’ or ‘or’, if needed.

g. The Find Control Name field will display the find control used to select the finding if you
selected a find control for the category.
h. Enter any Notes, if desired.
i.

Select the Exclude from Report checkbox to exclude the find from One Page Summary
and Review Past Notes. This should be done only when the finding is not clinical
information.

j.

Select the Pre-Selected checkbox to make the finding selected by default when a user
accesses the procedure note. No action will be required from the user to select this item.

k.

Select the Default checkbox to make the finding a default selection. When the
procedure note is used, the user will have to select the Default checkbox in order to
make this selection.

l.

Select the Required checkbox to make the finding a required field when the procedure
note is used. This is applicable when multiple levels of findings are used, and the finding
level represents some part of the question. The Required setting is not applicable to the
final finding level, which always represents the answer. Do not select this checkbox.

m. Select an Age Group (adult or pediatric) to which this category item applies, if desired.
n. Select a Gender to which this category item applies, if desired.
o. If you are defining the dynamic procedure note for a provider or care team, you can
define specific properties for that provider or care team.
p. Select the OK button to return to the Dynamic Procedure Note Designer window.
6. Repeat step 5 for each finding for the category.
7. Repeat steps 4 through 6 for each category and its findings to be included in the userdefined dynamic procedure note group. Make sure you create categories and findings for
any actions you want performed by the procedure note.
8. Add any desired actions to the dynamic procedure note group.
a. Highlight the dynamic procedure note group you created, and then select the Modify
button.
b. In the Group window’s Order Action table, select <New> Action.
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c. In the Dynamic Procedure Note Action window, select the desired Action.
Note: Not all fields are available for all actions.
d. If the action selected is SendDocument, then the ‘Action if can’t send electronically’
checkbox is displayed. Use this checkbox to define whether or not the Send Documents
window is displayed to user if the generated document cannot automatically be sent
electronically, either through Direct messaging or by fax.


Leave the checkbox unselected if you want the Send Documents window displayed
to the user when the generated document cannot be automatically sent
electronically.



Select the checkbox if you want to the Send Documents window to not be
displayed, and instead send a task message to a user so the user can generate the
document.
1. A second Action field appears. In this Action field, select ‘Task’.
2. In the Dynamic Procedure Note Action window, complete the information for the
task message. When you complete this window, you will return to the Dynamic
Procedure Note Action window for the SendDocument action.

e. If needed, select a Message Subtype.
f.

In the Header Formatting Template field, select the document formatting model you
want to use for the message header. See the Document Generation Formatting Models
section for information on defining formatting models.

g. In the Body Formatting Template field, select the document formatting model you want
to use for the body of the message.
h. Enter any Notes, if desired.
i.

Select the radio button for Action Time. This determines when the message is created, fax
is sent, document generated, or other action taken.


Note Save: Action is taken when the patient visit note is saved.



Send Order: Action is taken when the Send Orders icon is selected. This option can be
used only when the dynamic procedure note is associated with a procedure that is
ordered.



Note Closed: Action is taken when the clinical note type window is closed.



Note Completed: Action is taken when the patient visit note is marked completed.

j.

For the desired Property item, select the Browse ( ) icon. This enables you to map the
property to the appropriate category in the procedure note.

k.

The Dynamic Procedure Note Action window lists the categories in the procedure note.
Select the appropriate category. (If this window is empty, then the procedure note does
not contain a category appropriate for the selected property on the action.)

l.

Select the OK button to return to the Dynamic Procedure Note Action window.

m. Repeat these substeps for each property.
n. Select the OK button to return to the Dynamic Procedure Note Designer window.
o. Repeat step 8 for each desired action.
9. Select the Save button to save the dynamic procedure note.
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Copy an Item and Its Related Items to Another Procedure Note Group
1. List Editor icon (

) → KDB →Dynamic Procedure Note Designer

2. Select the Criteria slider tab to open the slider, then select the Pin ( ) icon to pin the slider in
place.
3. Select the radio button for the level at which you want to make the changes. This may be
Global, for all users in the practice, Care Team, or Provider.
4. Highlight the item you want to copy.
5. Drag the highlighted item into the Copy Buffer area of the Criteria slider. The selected item
and all of the related lower items are copied, even though only the selected item is listed in
the Copy Buffer.
6. Repeat steps 4 and 5 if you want to copy multiple items.
7. Select the higher-level item into which you want to paste on or more of the copied items.
8. Select the item in the Copy Buffer that you want to paste, and drag it into the appropriate
pane. ((For example, drag a Category into the Category pane. Remember that item names
are defined in the procedure note, and so may be different from one to another. Make sure
you select the right level item, regardless of name.)
This removes the item from the copy buffer, and pastes the item and all of its related lowerlevel items into selected the higher-level item.
9. Repeat steps 7 and 8 if you have other items available to paste.
10. Either:


Select the Save button to save the changes. Once saved, the changes cannot be
undone.



Select the Close button to close the List Editor window without saving the changes.

Associate Dynamic Procedure Notes with Procedure Codes
Once you have created a dynamic procedure note to be used to capture information for a lab
test or other service order or to capture the results of that order, you must associate that
procedure note with the appropriate procedure code. You may associate more than one
procedure note with a procedure code for either ordering or resulting. And you can associate a
procedure note with more than one procedure code. Procedure notes may be associated with
CPT codes, HCPCS codes, and procedure sets.
1. List Editor icon (

) → Clinical → Procedure Code

2. Search for and select the desired the procedure code, and then select the Modify button.
3. If the procedure note is for ordering this procedure, then:
a. In the Ordering field, select the procedure note or procedure notes that may be used
when ordering this procedure.
b. To make the procedure note required, select the Required checkbox. Then, when a
clinical user orders this procedure, they must complete one of the identified procedure
notes before the visit note can be completed.
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4. If the procedure note is for entering the results for this procedure, then in the Resulting field,
select the desired procedure note or procedure notes.

Providers
Most providers are users of the application who provide billable services to patients. Providers
are usually physicians, but may also be physician's assistants, nurse practitioners, or other types of
billable providers. A provider may also be a facility, such as a surgical site, or a group for which
you bill.
You may also have providers who are not users of the application (or of your installation of it).
These may be consulting physicians to whom you refer patients, referring physicians who refer
patients to you, or simply other physicians who also see your patients. By entering these providers
in your system, you can use them in patient records. (Please see the Referrals and Referring
Physicians section for more information on consulting and referring providers.)
A provider who is a user of the application must be defined as a user before the provider record
is defined, and the provider record must be defined from that user record. Providers who are
users of the application are considered internal providers. Internal providers can use the
application to chart patient visit notes and write prescriptions, and charges can be associated
with them. A provider used to bill for a facility or group must also be an internal provider. So,
even though there is no individual who is the user for a facility or group, you must first create a
user record for the facility. Then you can create a provider record from that user record.
Consulting and referring providers who are not users of your system are considered external
providers. Since external providers are not users, you do not start with the user record when
defining them as providers. Because external providers are not defined as users, they cannot
write prescriptions and they are not associated with charges.

Provider’s Product Licensing
Each provider who uses or who is billed for through the application must have a valid software
license. This includes any facility or group established as a provider for billing purposes.
A provider may be licensed for the full application, both electronic medical record and practice
management functions, or for either the electronic medical record functions or the practice
management functions. Providers who are licensed for the electronic medical record functions
are able to access, enter, and modify patient visit notes and perform other clinical functions.
Providers who are licensed for the practice management functions can be associated with
insurance claims that are processed for electronic submission or for printing.
A provider’s software license may be for a fulltime practitioner or for a part-time practitioner. For
part-time practitioners, you must indicate the percentage of time that they work. The
application will prevent you from assigning more software licenses than you have purchased.
A fake provider record used for accumulating charges or revenue not associated with clinical
services, such as collection fees or interest payments, does not require a license. You must,
however, indicate that the provider record has no license.
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A fake provider record used by Support for testing and problem investigation must be licensed in
order to perform all functions within the application. One test provider license is available for this
purpose. This provider record is generally set up during the implementation of the application.
The test provider license is to be used only by Support for problem investigation and resolution.
You should never use the test provider for any other purpose. Doing so may interfere with
Support’s ability to provide assistance.
When a provider leaves the practice, you should inactivate that provider's record in order to
release the application license. You will then be able to reassign the application license to
another provider, if needed. Please note, however, that once you inactivate the provider
record, and thus release the license, you will not be able to process new claims for a provider
who had a full application license or a practice management license. You will be able to
process secondary claims, post payments and adjustments to charges, and otherwise complete
financial processing. For a provider with a full application license or an electronic medical
record license, you will be able to approve and complete visit notes, if needed.

Provider Names
The First Name and Last Name fields are limited to 50 characters each. If the person’s first or last
name is more than 50 characters, the name is truncated. The 50-character truncated name will
appear on all windows, documents, and reports that use the person’s name.
It is recommended that the provider’s name be entered into the database in exactly the same
way that it is associated with the provider’s NPI number. This is necessary for provider validation
and for other provider matching that is based on NPI. You can verify a provider’s NPI number
and the name associated with it NPInumberlookup.org.

Supervising Providers and Approving Visit Notes and Prescriptions
Some providers, frequently mid-level providers, are required to have a supervising provider
approve and cosign their patient visit notes and prescriptions. Both the mid-level provider’s and
the supervising provider’s signatures are included on visit notes and on printed prescriptions,
depending on the prescription format used. To enable the application to include the correct
signatures on these items, the provider records for both the mid-level and the supervising
provider must be set up correctly.
Providers requiring supervisor’s cosignature:


Must have at least one supervising provider identified.



Must have a permanent signature entered.



Must be set up to enter a signature either once per day or every log in. (Cannot be set to
signature not required or only once.)

Supervising providers:


Must have a permanent signature entered.



Must be set up to enter a signature either once per day or every log in. (Cannot be set to
signature not required or only once.)
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Referrals and Referring Physicians
A distinction is made between referring and consulting providers in the application because of
the importance of referring providers to the filing of claims.
A referring provider is a physician who sends a patient to your practice for services. A consulting
provider is a physician to whom your practice sends a patient for services. Referring providers
are often primary care providers, and consulting providers are often specialists. Referring and
consulting providers do not need to be users of your system, but they do need to be entered in
the system as providers.
A referring provider—that is, a physician who sends a patient to you—is important information
when filing a claim for a patient visit. The referring provider may be entered in the Appointment
window, the Visit Information window, and in the Full Note Composer window in the Visit
Information slider or the Case Management tab. When a referring provider is entered, it will
appear on the superbill and on the insurance claim.

Create an Internal Provider
An internal provider is a member of your practice and a user of the application. For providers
who are users of the system, there are a number of associations you must make, which you
perform on the Provider window. If you do not have all the information needed to make these
associations already defined in the database, you can come back to this window and make
the associations later.
1. List Editor icon (

) → System → Provider

2. Select the New button.
3. In the New Provider Options window, select the Create a New Provider radio button.
4. Select the OK button to access the Provider window.
5. In the Provider window, select the Person tab. You must begin with this tab. Once you
complete the Person tab, you may select any tab to enter the remaining information.
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Person Tab
You must associate the new provider record with an existing user record in order to create an
internal provider record. You cannot associate a provider record to a user record once the
provider record has been saved.
1. Select the Existing Person Find icon (
) to find the user record for this provider. When you
select the user, all information already defined for the user is populated into the provider
window. Add additional information as required.
2. The external ID field is initially filled from the user ID. If you are using a third-party practice
management (PM) system, all providers that are used in the PM must also be defined in
Aprima. The External ID field must match the ID of the provider in the PM because the
interface uses this field to map providers between the PM system and Aprima.
Note: All person IDs (that is, users, providers, patients etc.) in Aprima must be unique. When
you change the ID in the provider record, the corresponding user ID is updated to reflect the
change.
3. The provider’s First and Last names must be entered as they need to appear on prescriptions,
claims, and other documents. It is strongly recommended that you enter the name so that it
exactly matches that provider’s name in the NPI NPPES Registry.


Names are case sensitive. So, for example, if the name is entered in all upper case, then
it will appear that way in all windows, reports, and generated documents and in any
electronic transmissions. Enter both the first and last names as they generally need to
appear and are used.



If using Surescripts for electronic prescribing and related services, the provider’s first and
last names must be the same as used when registering with Surescripts. (This should be
the same as the provider’s name in the NPI NPPES Registry.)



Enter titles (Dr., etc.) in the Title field. Do not enter a title in the First name field.



Enter credentials (M.D., etc.) in the Suffix field. Do not enter credentials in the Last name
field.



Enter a nickname in the AKA field, if desired. If you specify an AKA name for a provider,
the AKA name is displayed as the user’s name in the title bar of the Desktop window and
in provider search results.

4. If desired, enter demographic information in the Other Information fields. The fields for
demographic information are taken from US census studies.
5. Enter the Primary Address information, and if needed, Secondary Address information.
Address information is necessary for claims filed for the individual provider, prescriptions and
related functionality, and other items. Use the physical address, not a Post Office box.
6. Enter Contact Information (phone numbers and email addresses) as necessary.
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Defaults Tab
This tab provides access to some of the miscellaneous information that you can associate with
the provider.
1. Associate a transcriptionist with the provider if required by using the find button to select a
person on the system.
2. Default settings refer to how information is presented in Full Note Composer. It is defined per
provider, so providers may use their personal preferences.


If you check Auto Learn CPP, a note that includes 1:1 mapping (that is, one diagnosis
code, one medication, one service performed and/or ordered) will automatically be
saved as a Common Problem Palette for the provider's use in the future.



If you select Auto Link Unlinked CPT to all Dx, then any CPT ® code that you have not
specifically associated with a diagnosis will be automatically associated with all
diagnoses. If you do not select this option, then all associations must be made manually
in either the visit note or superbill.
Important: If you are using a third-party practice management application, a diagnosis
that is not linked to a CPT code is not transferred to the practice management
application. Therefore, it is important that this option be turned on so that all diagnosis
codes are transferred.



Select the EM Code Reminder if you wish to display a reminder about adding an E&M
code when the provider closes a clinical note type window.



Select the Print Prescription on Checkout to enable the provider to automatically print
prescriptions when checking out a patient. If this is deselected, the provider will have to
deliberately print any desired prescriptions.



Select the Prescription Alert checkbox if you want to display an alert message regarding
prescriptions when the provider submits electronic or faxed prescriptions from Full Note
Composer or Superbill Composer. The message tells which prescriptions are being
submitted electronically through Surescripts and which are being faxed through a fax
service, and it gives the provider the option of printing any other prescriptions. This option
is selected by default; you can disable the prescription alert message for a provider if
desired.



Select the Generate Patient Medication Report checkbox to have the Patient
Medication Summary report automatically populate in the Education Form slider of Full
Note Composer or Superbill Composer.



If the provider is connected to the pharmacy clearinghouse as a provider, the "Warn if
Prescriptions Cannot be Eprescribed" checkbox will appear. Select this box if the provider
wants to see warning messages anytime a prescription cannot be electronically
prescribed.



List First in FNC refers to whether the provider would prefer to see the patient's most
frequently used items or the provider's most frequently used items listed first in Full Note
Composer or Superbill Composer. For example, for diagnoses, the choice is to see
diagnoses that have previously been made for the individual patient listed before
diagnoses that the provider uses most frequently. When both are available, this selection
affects their sequence in the list.



ROS order refers to whether the provider's preference for sequencing the review of
systems and their symptoms. The sequence may be head-to-toe, alphabetical, or a user-
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defined order. (When the selected default is head-to-toe or alphabetical, user-defined
order changes will not be maintained.)
3. Select the provider's Default Setting for Superbills. Select the status desired as the default for
superbills created for patient visits. The default is used only when the note is saved as
complete.


Ready to Review: Creates a superbill with the Ready to Review status, indicating that
codes are entered, but the superbill should be reviewed by the billing staff to ensure it is
complete and correct prior to processing.



Ready to Submit: Creates a superbill with the Ready to Submit status, indicating that the
coding requires little or no review by the billing staff prior to processing.



Not Ready: Creates a superbill with the Preliminary status, indicating that coding is not
yet complete.

4. Select a Paper Claim Provider Address for paper claims if applicable. This address is used in
Box 33 of the CMS 1500 paper claims forms. The default is to use the Practice Settings Billing
Address, as defined in Configure Practice Settings; you can alternatively specify a different
address by selecting the internal corporation to be used for the provider's claims.
5. Select a different Electronic Claim Pay-To Provider address, if applicable. Search for and
select the internal corporation to be used for the provider's claims.
6. The Document Fax Settings were for use with the old Word-based document generation
functionality. It is recommended that you select the No Fax option.
7. Define supervisory details, if needed.


If the provider may need supervisory sign off on patient notes, select the names of one or
more supervisors. Note that supervisors must already have been defined as providers on
the system. If multiple supervising providers are selected, the first one listed in the field is
the default.



If cosignature is mandatory, check the Mandatory Cosignature for all notes checkbox.


Cosignature is always optional when notes are saved as Incomplete.



Cosignature is always optional if the Mandatory checkbox is unchecked.



Cosignature is mandatory for notes saved as Complete if the Mandatory checkbox is
checked.

8. Define whether the “Complete Note” checkbox in an attachment approval message is
selected by default.


Select the “Default the Complete Note Checkbox” checkbox if the provider wants to
automatically complete the visit note when approving an attachment.



Deselect the “Default the Complete Note Checkbox” checkbox to allow the provider to
decide whether or not to complete the visit note when approving an attachment.

9. Define electronic lab order details, if needed.
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Select the “Auto Send Lab Task Message” checkbox to automatically send the lab order
request message to the provider's default recipient of these messages. Then when the
provider selects a lab test procedure within Full Note Composer or Superbill Composer, a
lab order request message is automatically sent to the defined recipient when the
provider closes the note. The default recipient for the lab order messages is defined in
the User window's Messaging tab.
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Select a user as a Default Reviewer of Results messages. This is the recipient for messages
that relate to lab results that have been ordered by the provider. This field is only
applicable if you are using an electronic lab interface.



Select the checkbox for Send Cancel Service Order Message Upon Cancellation if you
want a message sent when a clinical order, such as a lab test or x-ray, is cancelled.



In the Cancel Service Order Recipients field, select the users or user groups who you want
to receive messages when this provider’s clinical orders are cancelled.

10. If the provider uses Superbill Composer for patient visit notes and has standard forms for
documenting visits, you can scan the forms and add them to the database for use in the
CC/HPI and ROS/PE tabs. You can select the forms that the providers want available by
default in Superbill Composer.
Please note these images are used only in Superbill Composer; they are not used in custom
clinical note type windows that use the CC/HPI and ROS/PE tabs.
11. In the Confidential Access Defaults for Your Notes area, select the providers and/or care
teams that may by default access information the provider enters in the Confidential tab of
Full Note Composer or other clinical note type window. This default is assigned to the
provider’s visit notes, but it may be changed or removed on any visit note.
12. In the Procedures W/O Diagnosis area, select the ‘Allow Note to be Completed Containing
SP without Dx Association’ checkbox to override the system requirement for a diagnosis.
Note: If you have defined at the practice level that all procedure codes entered in both the
SP and SO tabs require a diagnosis association before completing the visit note, then that
requirement cannot be overridden at the provider level. This provider setting will be ignored.
13. Select the Reset KDB button to reset the provider’s knowledge database. Resetting the
knowledge database restores all the predefined entries and removes any additions or
changes.

Additional Information Tab
1. Select the checkbox or checkboxes indicating the type of provider.


Billing Provider: Select this option for providers who bill for services for your practice.



Referring Provider: Select this option for providers who refer patients to your practice.



Consulting Provider: Select this option for providers to whom your practice refers patients.

2. Select the Can Sign Prescriptions checkbox if the provider is authorized to write prescriptions.
3. In the Licensing area, define the provider’s role and application license type.
a. Select the radio button for the provider’s role.


Physician: Use this for MDs, DOs, and other fully-qualified providers.



Other Provider: Use this for nurse practitioners, physician assistants, and other midlevel
providers who are defined with a supervisor for cosignature.



Test Provider: There is one test provider license available for a fake provider record
used by Support for testing and problem investigation.

b. If the provider is part-time, select the FTE checkbox, and enter the % of a fulltime
equivalent the provider works.
Do not select this checkbox for a fulltime provider.
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c. Select the licensed functionality for the provider.


None: Only available if the Other Provider radio button is selected. This is used for
fake provider entries created to accumulate certain types of charges, such as late
payment fees.



EMR: Use this for providers who will enter patient visit notes and perform clinical
functions but who will not process claims. This is appropriate for practices that use a
third-party practice management application.



PM: Use this for providers for whom claims will be processed and charges entered on
superbills. This is appropriate for billing services who create superbills and process
claims for a practice and its providers.



EMR+PM: Use this for providers who will enter patient visit notes and perform clinical
functions and for whom claims will be processed and charges entered on superbills.
This is appropriate for most practices and providers.

4. The next fields are used in billing. Use the search button to select items that have already
been defined on the system. If these have not already been defined, you can associate the
required fields later.


Specialty



Provider Care Type



Default Service Site



Financial Center



Fee Schedule



Care Team

5. The Default Billing Provider field is used for providers who cannot bill for services. In this field,
select the provider that usually is identified as the billing provider on visit notes and superbills
when this provider renders services.
6. If your practice accepts insurance plans that are network plans, you can identify the
network plans in which the provider participates.
a. Select the Map To Network Plans button. This accesses the Map Provider/Plan In-Network
Status window.
b. In the Map To One Or More Insurance Plans, select the insurance plan or plans that the
provider participates in.
c. Select the OK button to return to the Provider window.
7. Select the KDB Configuration that is associated with the default SIGs this provider uses.
8. In the Non-Participant for Insurance Payers field, select the insurance payers with which this
provider does not participate.
9. In the Education Form Association field, select the set of rules that associate specific
education forms with one or more chief complaint symptom, diagnosis, or procedure. These
rules pull specific education forms into the Education Form slider in Full Note Composer so
that the provider can more easily select them for a patient.
10. Select the provider’s CDS Catalog if you are using the optional clinical decision support
functionality.
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11. Select the provider's Default Coverage Type to identify which patient account gets used for
claims.


Select the Use Main Account Coverage Type radio button if the provider's claims should
always use the patient's main account and the coverage type identified on it.



Select the other radio button and coverage type (such as behavioral health or dental) if
the provider's claims should always use the patient account with this coverage type.

12. Set parameters for provider signature.
a. Select whether you will require a provider signature be entered for patient visit notes and
prescriptions, and if so, how frequently.


Not Required: No signature is required in the application. Patient visit notes and
prescriptions will not be signed by the application. When a signature is needed, it will
be done by hand. This option cannot be used for providers who require a supervising
provider approve and cosign their patient visit notes and prescriptions or by providers
who are supervising and cosigning with other providers.



Only Once: A signature is required in the application. It will be entered one time, and
at the time of entry, must be designated as a permanent signature. The permanent
signature is used for patient visit notes and prescriptions, if no more recent signature is
available. This option cannot be used for providers who require a supervising provider
approve and cosign their patient visit notes and prescriptions or by providers who are
supervising and cosigning with other providers.



Once Per Day: A signature is required in the application, and the signature must be
entered once each day. The provider will be prompted to enter the signature when
logging into the application for the first time on each date. Any entered signature is
considered current only for the date it is entered, and it is used only on patient visit
notes and prescriptions for that date. This option is appropriate for providers who
require a supervising provider approve and cosign their patient visit notes and
prescriptions and for providers who are supervising and cosigning with other
providers.



Every Login: A signature is required in the application, and the signature must be
entered each time the provider logs into the application. The provider will be
prompted to enter the signature when logging into the application. Any entered
signature is considered current only for the log in session in which it was entered. The
signature is used only for patient visit notes and prescriptions created or modified
during that log in session. This option is appropriate for providers who require a
supervising provider approve and cosign their patient visit notes and prescriptions
and for providers who are supervising and cosigning with other providers.

b. To create a signature, select the Create Signature button. Enter the signature, usually
using the stylus on a tablet PC.
c. Select the Set to Permanent Signature checkbox to save the signature as both the
current and permanent signatures. Current signature is used for visit notes and
prescriptions completed during the current day or session. The permanent signature is
required for many functions, and there, it is recommended that all providers enter a
permanent signature.
Note: A signature may only be used if a provider is defined as a user on the system. If a
provider is only defined as a Referring Provider, and is not a user, you will not be given the
opportunity to define a signature.
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13. Enter any Notes if desired. These notes will appear in the Find Provider dialog.

ID Values Tab
Use this tab to enter or view the provider ID numbers used for claim processing, prescriptions,
and other documents. Provider ID numbers may also be entered using the Claim Format Value
Types window. Entering or changing the information in either window updates the information in
both windows.
The provider's state medical license number, DEA number, and NPI number should be defined.
There predefined claim format value types for each of these identifiers. NPI numbers must be 10
digits. DEA numbers are 2 letters followed by 7 digits, without spaces or hyphens.
Some states require that a nurse practitioner or physician’s assistant with prescribing privileges
must include their state prescribing authority number on the printed or electronic prescription.
This number may be identified as a certificate to prescribe or other name depending on the
state. It is not the state license number. The prescribing authority number must be entered in the
predefined Surescripts Certificate to Prescribe claim format value type for use on paper
prescriptions and other documents.
Providers who submit electronic prescriptions must have their Surescripts provider ID defined.
Surescripts provider IDs must be entered in the predefined Surescripts Provider ID (SPI) claim
format value type.
Surescripts also requires the provider’s state license number and, if required by the state, the
state-defined prescribing authority number. You must enter these numbers in the Surescripts
State License Number claim format value type. This is in addition to the claim format value types
for Medical License and Surescripts Certificate to Prescribe, which are used for printed
prescriptions and other documents.
In the Surescripts State License Number claim format value type:


Enter the state license number first. Then enter a space, followed by the acronym for the
state-defined prescribing authority number (such as APN or DPS.) Then enter the actual
prescribing authority number. For example: 12345678H APN12345.



If the prescribing provider does not have a state license, then enter the acronym for the
state-defined prescribing authority number and the number itself.



If the provider has been issued more than one state-defined prescribing authority number,
then enter the state license number, a space, the first acronym and number, another space,
and the second acronym and number.

There are a number of other values that may be defined as appropriate for the provider and
practice. For example, you may want to define the medical license number, an employer’s tax
identification number, or state-specific identifiers.
1. Select the Add Value button.
2. In the Identification Value window,
a. In the Type field, search for and select the desired provider identification value type.
b. Enter the provider’s ID in the Value field.
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3. Repeat step 2 to add and enter all the provider values needed for processing claims.

KDB Security Tab
The permissions granted via the KDB Security tab relate to the provider’s own instance of the
knowledge database; that is, the provider’s preferences of names and content that display
when the specific provider is logged into the application.
The KDB Security tab is not available when you first define a provider. You must save the provider
information, and then select modify to see this tab.
By default, the named provider has all access permissions for his or her own knowledge
database (KDB) settings. To allow another user, such as the administrative super user, access to
this provider’s information, you must modify the security permissions to add other users. If desired,
you may set security for one item for another user, and then select the Set Same Security for Like
Items to set the same permissions for all items with the same available permissions.
User names are listed when user permissions have been defined. You can edit existing
permissions on this window.
Note: A security permission of Allowed takes precedence over Not Allowed, so if you have
disallowed permissions to a group, you can modify individual items to allow changes.

Clinical Delegate Security Tab
The Clinical Delegate Security tab enables you to grant security rights to users to whom the
provider may delegate certain activities. These activities include:


Making addendums (edits) to completed visit notes. This is used in conjunction with the
setting to restrict edits to completed visit notes in the Configure Practice Settings window’s
Clinical Settings tab.



Marking visit notes as complete.



Sending Direct messages.



Creating order for lab tests and other medical services. Please note that if the user does not
have delegate rights for the provider on the visit note, then the application will not allow the
user to select a procedure code defined to generate an order when working in the SO tab
of Full Note Composer or other clinical note type.



Creating prescriptions

By default, the rendering provider on the visit note has rights for all of these activities. If there is
no rendering provider on a visit note, then the billing provider on the visit note has rights to these
activities.
You may grant other users the security rights to these activities in a provider’s patient visit notes.
A user must have security rights for clinical functions in order to be granted delegate rights for a
provider.
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Clinical users who cannot write prescriptions in their own name but who have been given
clinical delegate rights to write prescriptions for a provider are able to write prescriptions even if
the user does not have clinical delegate rights for the billing or rendering provider on the visit
note. The application defaults the provider on the prescription to the provider for which the user
does have clinical delegate rights to write prescriptions.
User names are listed when user permissions have been defined. You can edit existing
permissions on this window.
Note: A security permission of Allowed takes precedence over Not Allowed, so if you have
disallowed permissions to a group, you can modify individual items to allow changes.

Drug Screening Tab
By default, all providers are configured to use the practice drug screening configuration. You
may choose to define individual drug screening configurations for some or all providers, or if the
providers have the necessary security permissions, they may define their own configuration.
When a drug screening configuration is defined for a provider, that configuration is used instead
of the configuration defined for the practice.
1. Deselect the Use Practice Setting checkbox. This enables the configuration fields.
2. Select one or more desired screening criteria.
If you select Geriatric Precautions, you must select a minimum geriatric age.
3. Define the drug database expiration configuration.
a. Select the checkbox for “Warn when First Databank data has expired.”
b. Select the Number of Days Expired. It is recommended that you select between 30 and
60 days.
4. Select the desired Drug-to-Drug Severity level of the notifications.
a. Select the More Options (

) icon to open the list of severity levels.

b. Select the radio button for the desired severity level.
c. Select the More Options (
displayed on the window.

) icon to close the list of severity levels. The selected level is

5. Select the desired Allergy Match screening you want to run when adding an allergy to a
patient’s chart:
a. Select the More Options (

) icon to open the list of severity levels.

b. Select the checkbox for the types of items you want reviewed when running an allergy
match. You may include allergen class, base ingredient, cross sensitivity, and ingredient.
c. Select the More Options (
) icon to close the list of severity levels. The selected items
are displayed on the window.
6. If you want to run drug screening when adding an allergy to a patient’s chart:
a. Select the Screen When Adding Allergy checkbox.
b. Select the radio button to screen either for New Allergy Only or for All allergies.
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7. If you want to run drug screening when adding a diagnosis to a patient’s chart:
a. Select the Screen When Adding Dx checkbox.
b. Select the radio button to screen either for New Dx Only or for All diagnoses.
8. Configure the colors for types of alerts.
a. Select the Select Colors button.
b. In the Edit Drug Screening Colors window, select the desired category. The arrow
indicates the selected item.
c. Select the desired color for the category.
d. Repeat for each category for which you want to define a color.

Prescriptions Tab
1. Select the prescription format to be used for printed prescriptions.


Use System Report: Uses the prescription format defined in the practice settings.



Use Report: Enables you to select the desired prescription format.

2. Select the prescription format to be used for printed prescriptions for controlled substances.


Use System Report: Uses the prescription format defined in the practice settings.



Use Report: Enables you to select the desired prescription format.

3. In the eRx Download Configuration area:
a. Either:


Select the Use Practice Settings checkbox to use the practice defaults.



Deselect the Use Practice Settings checkbox to define the provider’s configuration.
Continue with substep b.

b. Select the Download e-Med Hx checkbox if you want to download medication history
from the Surescripts pharmacy clearinghouse.
c. Select the time period for which the medication history is downloaded. This may be:


Since the last successful download date for an individual patient. For the first
download, this will download all available medication history for the patient.



Up to 12 months prior to the request date.

d. Select the Ignore DAW checkbox if you want to ignore dispense-as-written information
when downloading the medication history.


When deselected, the application will only map a history item to a prescription
marked as dispense as written when the history item is an exact match to the
prescription.



When selected, the application will attempt to match drugs of the same class to a
prescription marked dispense as written if the electronic history item otherwise
appears to be a match for that prescription.

e. Select the Download Rx Benefits checkbox if you want to download prescription benefits
information from the Surescripts pharmacy clearinghouse.
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Maintenance Drug Class Tab
Providers may define the drug classes that are assumed to be maintenance medications when
prescribed. A maintenance medication is one the patient takes for a chronic condition. Any
medication belonging to a drug class that is defined by the provider as a maintenance
medication drug class will cause the Maintenance checkbox in the SIG Writer window to be
selected when a prescription is written.
Select a drug class by either:


Highlight the general type of drug from the left pane, then select checkbox for the desired
class or classes from the right pane.



In the Select Drug Class by Drug Name field, search for and select a drug of the desired
class. This will highlight an entry in the left pane, and then select the appropriate checkbox in
the right pane.

Message Routing Tab
Use this tab to define visit billing messages for the provider, and to define provider overrides for
Patient Portal emails.
1. In the Visit Billing Review Message Routing section, configure visit billing messages.
a. In the Non-Updatable Superbill Review Messages field, select the user group who will
process visit billing messages and review the superbills for changes.
These messages will be created only if there is a selection in this field.
b. In the All Other Review Messages field, select the user group who will process visit billing
messages for the creation and change of all superbills.
These messages will be created only if there is a selection in this field.
2. Enter the Patient Internet Email settings.
a. Deselect the Use Practice Setting checkbox so that you can override the settings for the
provider.
b. Select the Enable Sending Internet Emails to Patients checkbox if you want to send
welcome and notification emails to patients.
c. Select the checkbox for each type of email message you want to send. You may send
emails to patients:
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When a new patient record is created, and that patient record identifies the provider
in your practice who is primarily responsible for the patient’s care.



When an account is created for the patient enabling them to access the Patient
Portal.



When the content is the patient’s record or chart is updated. This may include a
patient visit note, lab results, appointments, etc.
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Direct Message Tab
Direct messaging is an optional encrypted message functionality. Direct message addresses that
internal providers use to send messages are created and maintained in the Provider Directory
window.
This tab is used primarily to enter Direct address for external providers to whom you send Direct
messages. You may, however, enter a Direct address for an internal provider who has an
address through an external system, such as a hospital system.
1. In the Address field, either:


Select the Search button to search the Surescripts provider directory for the desired
address. The search option is available only if you are using Direct messaging through
Surescripts.



Type the complete Direct address for the provider.

2. Enter additional Direct addresses for the provider, if desired.
3. If you enter multiple addresses for the provider, you must select the Default checkbox for one
the addresses. This is the address the application will default when sending Direct message
to this provider.

Chart Access Tab
In the Default Visit Note Access field, select the users and/or user groups who are to have access
to this provider’s restricted visit notes.

Additional Note Settings Tab
Default Close Note Settings
You can determine the default behavior for the appointment status, prescriptions, and lab
orders when the provider closes a clinical note type window. Make the following selections to
determine the items that are selected or unselected on the Visit Checkout window when the
status of the patient visit note is Incomplete.
1. Select the Check Discharge Patient by Default checkbox if the provider wants to the
patient’s appointment status to automatically set to Discharge when an incomplete note is
closed and saved.
2. Select the Check Send Prescriptions by Default checkbox if the provider wants any
electronic prescriptions that have not yet been sent to the clearinghouse to be sent when
an incomplete note is closed and saved.
3. Select the Check Send Lab Orders by Default checkbox if the provider wants any lab orders
that have not yet been sent to the lab to be sent when an incomplete note is closed and
saved.
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Billing Validation
If you are using any time-based billing rules, you can define whether start and stop times are
required for time-based procedures. Please refer to the Billing Rule Setup document for more
information on time-based billing rules.


Select the Validate Procedure Bill Times on Note Completion checkbox if you want to require
that the provider enter start and stop times for time-based procedures before completing a
patient visit note.



Deselect the Validate Procedure Bill Times on Note Completion checkbox if you want to
allow the provider to complete a patient visit note without entering start and stop times for
time-based procedures.

Problem/Diagnosis Association
Some providers do not want a medical problem entered in the patient visit note and medical
history when a diagnosis is charted. They want the problem entered into the patient’s record
only when they specifically chart that problem. You can define in the provider’s record whether
problems are automatically associated with a charted diagnosis.


To automatically chart a problem with a selected diagnosis, select the Auto-Link Diagnosis to
Problems checkbox.



To enable the provider to not automatically chart a problem when selecting a diagnosis,
deselect the Auto-Link Diagnosis to Problems checkbox.
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Create an External Provider
An external provider is a consulting or referring provider who is not a member of your practice
and not a user of your application database. Entering information for an external provider
enables your users to identify the provider as referring provider on visit notes and claims, to order
referrals to the provider, to send patient documents to the provider, and other activities.
Provider records for external providers do not need the same level of information as internal
providers who are users of the application. Therefore, this process does not include all of the tabs
in the Provider window.
1. List Editor icon (

) → System → Provider

2. Select the New button.
3. In the New Provider Options window, select the desired radio button and then select the OK
button.


Select the Create a New Provider radio button to manually enter the provider’s name
and demographic information.



Select the Import New External Provider Using Directory Services radio button to import
the provider’s name and demographic information from the Surescripts provider
directory. This option is available only if you are using the optional Direct messaging
functionality from Surescripts.
a. Search for and select the desired provider.
b. Select the OK button.

4. In the Provider window, select the Person tab. You must begin with this tab. Once you
complete the Person tab, you may select any tab to enter the remaining information.

Person Tab
This tab provides access to the person window. Some information on this window will be
populated if you created the provider from a Surescripts provider directory entry.
1. Enter the provider's First and Last name.
2. Enter a nickname in the AKA field, if desired. If you specify an AKA name for a provider, the
AKA name is displayed as the user’s name in the title bar of the Desktop window and in
provider search results.
3. Enter the Primary Address information, and if needed, Secondary Address information. This
information is useful when generating letters to the provider, and for other purposes.
4. Enter Contact Information (phone numbers and email addresses) as necessary.
Enter a phone number with the Fax phone type to be able to fax documents to the provider.
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Additional Information Tab
1. Select the checkbox or checkboxes indicating the type of provider.


Referring Provider: Select this option for providers who refer patients to your practice.



Consulting Provider: Select this option for providers to whom your practice refers patients.

2. Enter any Notes if desired. These notes appear in the Find Provider dialog.

ID Values Tab
Use this tab to enter the provider ID numbers. Referring providers’ NPI numbers are used for claim
processing. You may want to enter additional IDs for external providers for other purposes.
1. Select the Add Value button.
2. In the Identification Value window,
a. In the Type field, search for and select the desired provider identification value type.
b. Enter the provider’s ID in the Value field.
3. Repeat step 2 to add and enter all the provider values needed for processing claims.

Direct Message Tab
If you are using the optional Direct messaging functionality, then enter Direct addresses for
external providers to whom you send Direct messages.
If you are using Surescripts for Direct messaging and you created the provider record from a
Surescripts provider directory entry, then the provider’s Direct address will have been
automatically populated.
1. In the Address field, either:


Select the Search button to search the Surescripts provider directory for the desired
address. The search option is available only if you are using Direct messaging through
Surescripts.



Type the complete Direct address for the provider.

2. Enter additional Direct addresses for the provider, if desired.
3. If you enter multiple addresses for the provider, you must select the Default checkbox for one
the addresses. This is the address the application will default when sending Direct message
to this provider.
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Public Health Registry Reporting
Public health registry reporting is used for specialized health registries and for syndromic
surveillance.

Specialized Health Registry Reporting
Specialized health registry reporting is used for specific condition registries, such as the American
College of Physicians Diabetes Registry and American College of Physicians Immunization
Registry. Specialized health registry reporting may be required for MIPS and other quality
programs.
The Premier (formerly CECity®.) clinical data registry enables reporting to a number of different
specialized health registries frequently used by primary care and providers and specialists. For
information about the specialized registries available or to enroll with Premier, please contact
Sales at Aprima-InsideSales@aprima.com. When you enroll, you will identify the registry or
registries to which you want to report.
If you require an interface to report to a registry not available through Premier, please contact
Sales to obtain estimates for cost and development time for the interface.

Activate the CECity Partner Record
Once you have enrolled with Premier, you must activate the CECity HL7 partner record. Premier
requires the patient’s consent prior to sending information to them and on to the public health
registry. You must configure the patient consent definition in the HL7 partner record when
activating the record.
1. List Editor (

) → Interface Engine → HL-7 Partner

2. Select the Include Inactive Items checkbox.
3. Search for and select the CECity entry, and then select the Modify button.
4. Deselect the Inactive checkbox to activate the partner record.
5. Select the Patient Consent Required checkbox.
6. Select the appropriate radio button for the default consent setting for patients. The setting
for patients may either default to ‘does not consent’ or to ‘does consent’. Selecting the
‘does not consent’ will prevent accidental disclosure of patient information.
7. Select the "Patient Consent is Required for Partner to Exchange Data with Third-Parties"
checkbox.
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Syndromic Surveillance
Syndromic surveillance reporting may be a requirement for MIPS and other clinical quality
programs. In order to generate files for reporting purposes, you must first create a directory on
the server where the report files will be created. Then you must enable and configure the
ExportPatientDiagnosisData HL7 partner record.
You must also ensure that the Interface Message Listener, Interface Message Processor, and
Interface Message Sender jobs are active and scheduled. These jobs are needed for any HL7
activity, so the jobs will be active and running if you are using a lab interface or other type of
interface. Please refer to the Job and Job Schedule sections for instructions on activating and
scheduling jobs.
If your public health agency allows you to upload syndromic surveillance data files to their
system or website, then you may upload from the send directory that you define when
configuring the HL7 partner. If your public health agency requires an interface, then contact
Support for assistance.

Configure the HL7 Partner for Syndromic Surveillance
1. List Editor (

) → Interface Engine → HL7 Partner

2. Select the Include Inactive Items checkbox.
3. Search for and select the ExportPatientDiagnosisData HL7 partner, and then select the
Modify button.
4. Deselect the Inactive checkbox. This activates the HL7 partner record.
5. Select the Patient Consent Required checkbox.
6. Select the Default to Patient Does Not Consent radio button. This will require that the patient
record indicate the patient’s consent to send this information.
7. Select the Files tab.
8. In the Send Msg Directory field, type the full path for the directory on the server where the
report files are to be created.

Refund Processing
The application includes functionality that helps to automate the refund process.

Setup Steps
To most effectively use the refund process, you should:
1. Modify your payment types so that the refund method is identified. Please refer to the
Payment Types section of this document for more information and instructions.
2. Assign the appropriate security rights to users who will approve refunds and/or who can issue
refunds without an approval. See the Security for Refund Processing section below for more
information.
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3. Identify the recipients of refund approval messages for each user who processes refunds.
These messages have the message type Refund Approval. This must be done for every user
who will process refunds and request refund approvals. Please refer to the Users section of
this document for instructions.

Security for Refund Processing
Users must have security rights to process refunds. However, you may set up users’ security rights
in a variety of ways to fit the needs of your practice.
Users who have security rights for payment entry have the ability to create and review payer
credits and to request a refund from a payer credit. Additional security rights must be granted to
users who will approve those refund requests and to users who may process refund payments for
approved requests.
If your practice does not use an approval process for refunds, users may be given security rights
to process refund payments without an approval. This security level may also be appropriate for
the billing manager or another staff member even if your practice does have a refund approval
process.
If you are using the check printing functionality, then security rights must be granted to the user
or users who will print the refund checks.
Please note that if you process refunds by entering negative payments or negative adjustments,
then no additional security rights are needed. Negative payments and negative adjustments
can be entered by any user who has security rights for payment entry.
The application includes the following security items related to refunds. Please refer to the
Security section of this document for instructions on setting security access.


Refund Approval: This security item gives users the rights needed to approve payer credits for
issuing a refund. Once the refund is approved, then any user with basic billing function rights
will be able to process the refund.



Refund With Approval: This security item allows users to process refund payments for
approved requests.



Refund Without Approval: This security item gives user the rights needed to process a refund
whether or not the refund has been approved. This is appropriate for practices that do not
have an approval process for refunds. Practices that do use an approval process for refunds
may also want to grant this to the billing manager or other person who has rights to approve
refunds.



Refund Print Checks: This security item allows users to print checks for refund payments.
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Replication
Aprima is designed to work on a network, updating a primary database on the server with
clinical information input via your users’ desktop, laptop, or tablet PCs. Under certain conditions,
you may need to replicate some of the data in the primary database to a replication database
on a provider’s or other clinical user’s tablet or laptop PC.
Replication is the ability for the application to maintain a subset of current data as a copy (or
cache) on individual PCs, and to synchronize the data on an individual PC with the primary
database whenever that PC is reconnected to the network. The data entered or changed on
the primary database is replicated to the PC, and data entered or changed on the PC is
replicated to the primary database on the server.
Replication enables a user to review and complete patient visit notes. The data that is
replicated includes all clinical data relevant to current patients and current appointments and
external patient lists. The amount of data replicated is determined by parameters that you
define when configuring replication for a PC and provider.
Please refer to the Installation and Configuration Guide for Replication and the Maintain,
Monitor, and Use Replication guide for more information and for instructions on configuration
and use of the replication functionality.

Reports
The application includes a wide variety of standard reports. (Please see the Reports User’s Guide
for information on the standard reports.) You may also have had custom reports created for your
practice and installed in your database. You can also create a user-defined report using the
predefined database views.

List Report Designer View
The List Report Designer View window lists all of the database views that are available for use
when designing your own custom reports. You cannot create or modify database views.
When you create a user-defined report, you will base it on one of the following predefined
database views. Additional database views will be added in future releases.


Billing Detail: Includes billing information from superbills, such as patient, claiming and
rendering provider, service site, service dates, procedure details and charge amounts,
liability owner, liability amount, and balance.



Deposit Slip: Includes information on payments received, including the payment amount,
payment date, posting date, reference number, payer name, and payment type.



Patient Account: Includes information about patients’ accounts, including patient,
responsible party, account name and type, effective and expiration dates, insurance payers
and plans, copay amounts, and group and member IDs.
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Patient Appointment: Includes appointment information such as patient, provider, calendar,
appointment date and time, check in time, discharge time, appointment status,
appointment type, appointment reason, and service site.



Patient Demographics: Includes basic patient information, such as name, address, phone
number, and email address. It also includes age, birth date, death date, gender, race and
ethnicity, and language.



Patient Visit: Includes basic visit information, including patient, billing (claiming) provider,
rendering provider, referring provider, service site, financial center, visit date, visit category,
and complete/incomplete status.



Provider: Includes information on providers, including demographic information such as
name, address, and phone number; identifying information, such as DEA, license, and NPI
numbers; and the provider’s specialty, care team, signature, and active/inactive status.



Superbill: Includes information from superbills and their history, such as patient, claiming and
rendering provider, service site, service dates, posting dates, status, code validation errors,
last filed date. It includes the total charge amount and liability balance, but it does not
include detailed billing information.



Visit Diagnosis: Includes the patient, provider, visit date, diagnosis code and description, and
notes entered on the diagnosis.



Visit Medication: Includes the patient, provider, visit date, and medication prescribed or
administered during the visit. Includes prescription details, and, if the prescription was
submitted electronically or by fax, information on how the prescription was submitted and its
status.



Visit Procedure: Includes the patient, provider, visit date, the procedure code and name,
modifiers, whether the procedure was performed or ordered, and any notes entered on the
procedure.

Search for a Report Designer View
1. List Editor icon (

) → System → List Report Designer View

2. Search for the desired report designer view.

Report Definition
Report definitions define the format that a system-defined or custom report will take. Definitions
are installed with the product, but you may have to browse for a report definition on your server
if you have received an updated file after the application has been installed or if you have
received a custom report. Most of the time, you will have only one report definition per report,
but reports such as prescriptions may have several options to cover differences such as state
requirements and preferred layout.
When you receive a new report definition file, you should copy the file to a folder on your server.
The Report Definition window enables you to search for a report definition that has been saved
onto your server.
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Add a New Report Definition
1. List Editor (

) → System → Report Definition

2. Select the New button.
3. Enter an ID for the report definition if required.
4. Select the Import button, then browse to the folder that contains the report definition files.
The files have an extension of .rdl.
5. Select the required file.
6. Select the report with which the definition is to be associated.
7. Enter any Notes, if desired.

Export Report Definition
1. List Editor (

) → System → Report Definition

2. Search for and select the desired report definition, and then select the Modify button.
3. Select the Export button, then browse to folder where you want to save the report definition
file. It must have an extension of .rdl.
4. Select Save to save the file.

Report Folders
Report folders provide a means of categorizing reports, where the folder name is the name of
the category. A report folder is a required field when defining a report.
It is recommended that you create a new folder, such as “User-Defined Reports”, for all reports
created by users.
When you create a new report folder, you must associate at least one report with it for it to
appear in the View Reports window. Please refer to the Reports section for information on
associating a system-defined or custom report with a folder. User-defined reports are associated
with a report folder when they are created.
1. List Editor (

) → System → Report Folders

2. Select the New button.
3. Enter a Name for the folder.
4. Enter an ID and Notes, if desired.
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Reports
The Reports window displays information about how a particular report is set up. It includes the
folder in which the report appears on the View Reports window, the report definition, and, when
applicable, the context report type.

Report Folder
If you create an additional report folder in order to categorize reports in a specific manner for
your practice, you must change the report folder associated with individual reports in order to
have them appear in your desired report folders on the View Reports window. You should not
change any other information about the report.

Reports Available from the Patient Reports
The Patient Reports (
) icon on the Patient toolbar accesses the View Reports window, but the
window lists only the specific reports you define as being available from the Patient toolbar.
When a user selects a report to generate, the report filtering criteria already identifies the
patient. This makes it faster and easier for a user to generate reports for a particular patient
when working with that patient’s record.
To use this functionality, you must configure the report or reports that you want available for the
Patient Reports icon. Once a report is defined, then the application adds the Patient Reports
icon to the Patient toolbar.
The functionality is generally intended for reports that may be filtered by patient and that are
frequently needed for a single patient when working with the patient in some way. For example,
pediatric practices may want to include the Childhood Immunization Report. OB practices may
want to include the Comprehensive OB report.
However, you may include reports that are not necessarily filtered by patient, if desired. Most
reports may be included. A few reports cannot be included. These are reports that either have
be printed within the context of a specific task (such as a prescription) or which are actually a
subsection of a larger report.

View or Modify a Report
1. List Editor (

) → System → Reports

2. Select the desired report, and then select the Modify button.
3. To move the report to another folder on the View Reports window, in the Folder field, search
for and select the folder in which you want this report to appear.
4. To make the report available from the Patient Reports on the Patient Toolbar, select the
Patient Report checkbox. This checkbox is not enabled for reports that cannot be included
in the Patient Reports.
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Add a Custom Report
If you have developed a custom report, you must set it up to make it available from the View
Reports window.
1. Enter an ID, if desired.
2. Enter a Name for the report.
3. Select the Folder into which the report will be grouped.
4. Check the Context Report checkbox, if applicable. A context report is a report which is
created in the context of certain information on the system, such as a prescription is created
in the context of a specific patient visit note.
Note: If a report is defined as a context report, you will not be asked to enter selection
criteria for the report. For this reason, all reports that are defined as Context Reports will not
display in the Reports Viewer.
5. Select the Definition with which the report will be associated.
6. Select the Context Report Type, if applicable.
7. Enter any Notes, if desired.
8. Select the Report Parameters, if needed.

Report Security
Report security enables you to restrict user access to specific reports. This enables you control
access to sensitive clinical or financial information included in reports.
By default, all users are allowed access to all reports through the Everyone user group. If you
want to restrict access to certain reports, then you must change the security for those reports. If
you do not need to restrict access to any reports, then you do not need to do anything.
There are three levels of report security. The first level of security is granted to an administrative
super user. This enables the super user to restrict report access as needed.
The second level is to allow or not allow users to view, print, or edit a report. A user who is
allowed access to a report may generate the report for any data in the database, and then
view or print the generated report. The user may also edit the report, if it is a user-defined report.
This level of security does not prevent a user from accessing the Reports window. It does disable
the View, Print, Edit, and New buttons for any selected report for which the user does not have
access.
The third level of security may be applied to users who are not allowed general access to a
report. You can give a user security access to a specific filter or filters for the report. The filtering
criteria in the saved filter restrict the data that the user can access through the report. This
enables you to allow users to generate reports for specific providers, service sites, financial
centers, etc. The report filter security disables all the filtering criteria except date or timespan
filters.
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It is important to note that all filters that are defined as Me-Only by the user who created the
filter have security access through the Everyone user group. Other users, including administrative
super users, cannot access another user’s Me-Only filter. But the user who created the Me-Only
filter has security access to use that filter to generate a report even if you have otherwise
restricted the user’s access to that report.
Therefore, if you restrict access to a report or reports and you want to be certain that restricted
users cannot generate the report, then you must review each user’s filters for the restricted
reports. To do this:
1. Have the user go to the View Reports window (Reports (

) icon)

2. Select the report which you have restricted.
3. In the Filter Name field, select the Find (

) icon.

4. In the Find Filter window, search for all filters.
5. Highlight any filter that you do not want the user to be able to use, and then select the
Delete button.

Enable Report Security for Administrative Super User
You must grant this level of security to an administrative super user so that the administrative
super user can then restrict security access to any reports.
1. List Editor (

) → Security → Security

2. Search for and select the Report Security entry, and then select the Modify button.
3. Select the desired user or user group.
4. Select the Modify checkbox.

Set Security for a Report
Use the following process to restrict users or user groups from a report. You must do this for each
report that you want to restrict.
1. List Editor (

) → System → Report

2. Search for and select the desired report, and then select the Modify button.
3. Select the Security tab.
4. Next to the Everyone entry, deselect the Allow checkbox. This prevents all users from
accessing the report.
5. To grant access to specific users or groups:
a. Search for and select the desired user or user group.
b. Select the Allow checkbox.
6. Select the OK button to save the security changes.
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Allow Access to a Report Filter
You can use a report filter to enable a user who is generally restricted from the report to
generate the report for criteria in a specific filter or filter. The report filter must be saved as an
Everyone filter, meaning all users have access to it, in order for it to be used to grant security
access to a restricted report.
1. Reports (

) icon

2. Select the desired report.
3. In the Filter Name field, select the desired filter for the report.
If you do not already have a filter, create and save a filter with the desired criteria.
4. Select the Security (

) icon.

5. In the Modify Filter Security window, set security for the desired users and user groups.
a. Search for and select the desired user or user group.
b. Select the Allow checkbox.

User-Defined Reports
You can create a user-defined report using the predefined database views. The database views
enable you to easily retrieve the appropriate data for your reporting needs.
Before you begin to define your report within the application, you should identify the purpose of
the report and the data needed to achieve that purpose. Then you can determine:


The columns of information you want to appear in the report.



The filtering criteria you want to use to pull data for the report.



The manner in which you want the information on the report to be grouped.



The manner in which you want the information to be sorted.

Please refer to the Creating User-Defined Reports document for complete instructions.
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Required Fields
When you create items, such as a new appointment or a new user, you are required to
complete certain fields. For example, to create a new patient, you must complete first and last
names; to create a new appointment, you must select a calendar, an appointment date, and a
patient name. Required fields are highlighted on each window, and you cannot create the new
information unless you have entered information into the required fields.
The application is configured with the minimum required fields to associate patients,
appointments, patient visits, and other items. You may customize many of the windows to
include additional required fields for your practice. Not all windows are available for
customization; the windows you may customize are Patient Demographics, Appointment,
Superbill, and all items listed in the List Editor.
Required fields are set globally for all users. Required fields are highlighted on each window, and
the user cannot create the new item unless information is entered into all the required fields.
You cannot change the status of fields that are required by the application. In most cases,
system-defined required fields will not be listed. In the rare instance where a system-defined field
is listed, highlighting or unhighlighting the field will have no effect on the field.

Define Additional Required Fields
1. Tools → Required Fields
2. In the left pane, select the item for which you want to add required fields, such as patient, or
provider.
3. The right pane lists the optional fields for that item. Highlight the field or fields which you want
to make required.
Fields that predefined as required by the application are not listed. You cannot change the
requirement setting on these fields.
4. To make a field not required, select the field again to remove the highlighting.

Restricted Chart and Visit Note Access
You can restrict access to a patient’s record at the chart or visit note level. When access is
restricted, only users who are allowed to will be able access the patient’s chart or specific visit
notes. This enables you to restrict access to records for patients who are also staff members,
family of staff, prominent in the community, etc.
Access to a patient’s entire chart may be restricted in either of two ways. You may identify
specific users or user groups who are allowed access to the patient’s chart. Then all other users
are denied access to it. Or, you may identify specific users or user groups who are denied
access to the patient’s chart. Then all other users are allowed access to it.
When a patient’s entire chart is restricted, users who are not allowed access to the chart cannot
access the Patient Demographics window, One Page Summary, or Review Past Notes for the
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patient or any of the patient’s visit notes in either Full Note Composer or another clinical note
type window.
Access to a specific patient visit note may be restricted only by identifying the specific users or
user groups who are allowed access to it. When a patient visit note is restricted, users who are
not specifically granted access to that visit note cannot access the visit note or any information
in it through either One Page Summary, Review Past Notes, or Full Note Composer or another
clinical note type window.
By default, all patient charts and patient visit notes are not restricted. Thus, all users with clinical
access rights can access any patient chart or visit note. To use the restricted chart and visit note
functionality, you must specifically grant users the security access rights to restrict chart and visit
note access, to gain emergency access to restricted charts and visit notes, and to receive
messages when emergency access is requested and granted.

Restricted Visit Notes and Private Visit Type
It is important to understand the difference between restricted chart and visit note access and
the visit type ‘Private’. Restricted chart and visit note access is intended to restrict user – and thus
provider and staff member – access to the patient’s record. The Private visit type is intended to
identify patient visit notes that are to be kept confidential from people external to your practice,
such as a patient’s parents or spouse. All provider and non-provider users who have access to
patient visit notes can access private visit notes.
Both restricted chart and visit access and the private visit type are used to filter the information
that is displayed in Review Past Notes and One Page Summary. The difference here is that any
provider or non-provider user who has access to clinical information may choose to display or
not display information from private visits in Review Past Notes and One Page Summary. In
contrast, when a patient visit note or a patient chart is restricted, providers and non-provider
users who do not have access to the restricted chart or restricted visit note can see that the
chart or visit note exists, but they cannot access any information from it.

Restricted Visit Notes and Confidential Tab
It is also important to understand the difference between restricted visit note access and
confidential information in a visit note. When access is restricted on a patient visit note, then
access to the entire visit note and all the information in it is restricted to specified users. When
information has been entered in the Confidential tab on the Full Note Composer or Superbill
Composer windows, then only the information entered in the Confidential tab is restricted to
specified users. Please see the Confidential Information in a Visit Note section for more
information on this functionality.

Restricted Chart and Visit Notes and Financial Data
Restricted access is a clinical function only. Restrictions do not apply to financial data. Superbills
and claims that are associated with restricted patient visit notes or with restricted patient charts
are accessible by all users with security access to billing functions and data. The patient’s name
and the diagnosis codes and procedure codes from the visit are displayed on the superbill and
the subsequent claim. This information is necessary to process claims for payment.
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Though the financial information is not restricted, a restricted chart or visit note is restricted from
financial functions. When a patient’s chart is restricted, a billing user will only be able to access
the Patient Demographics and Accounts windows for the patient if that billing user is specifically
given access to the restricted chart. So, if the billing user does not have access to the restricted
chart, that user will not be able to verify or correct the patient’s address or insurance information
when reviewing a superbill for example. As another example, when using the Track Superbills
window, a billing user will not be able to access the patient visit note if it is restricted or access
the Patient Demographics window for a patient whose chart is restricted.

Notification of Attempt to Access Restricted Charts and Visit Notes
The application generates a notification message every time a user who is denied access
attempts to access a restricted patient chart or visit note. The message includes the name of the
user attempting access, the name of the patent, and, when applicable, the visit note.
This message is sent automatically by the application. The message is not sent by the user who
attempted to access the patient chart or visit note. Therefore, that user cannot modify the
message or its recipients. This ensures that someone or some group of people in your practice is
always notified when there is an attempt to access a restricted patient chart or visit note. It is
recommended that you define at least one user to be the recipient of these notification
messages if you anticipate that restricted chart or visit note access will ever be used. You must
define the users or user groups to receive these messages in the Configure Practice Settings
window’s Message Routing tab.

Emergency Access to Restricted Charts and Visit Notes
Because there may be a time when a provider who does not have access to a restricted chart
or visit note does need to review the information in that chart or visit note, the application
includes a security item, named Emergency Chart Access, which grants specific users or user
groups the right to “break the glass” on a restricted chart or visit note to gain one-time
emergency access to that chart or visit note. It is recommended that you grant at least one user
emergency chart access security rights if you anticipate that restricted chart or visit note access
will ever be used.
When a user with emergency chart access security rights accesses a restricted chart or visit note,
access is limited to that user on the computer which they are using until they close the
application. This means that access is not granted to any other users. It is granted only to the
specific user who breaks the glass. Access is only granted to that user on the computer being
used at the time the user breaks the glass. If the user logs into the application on another
computer, the user will not have access to the restricted chart or visit note from that computer.
Once the user closes the application on the computer from which the user broke the glass, that
user no longer has access. When the user logs back into the application, even on the same
computer, the user will not have access to the restricted chart or visit note.
Two things happen anytime a user breaks the glass on a restricted chart or visit note. The first
thing is that the action is recorded in the audit trail. The entry includes the user who breaks the
glass, the patient, the visit note or notes to which access is granted, and the date and time
access is requested. Another entry is made in the audit trail when the user logs out of the
application and, thus, is once again restricted from access. This creates a permanent record of
the emergency access granted to a restricted patient chart or visit note.
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The second thing that happens when a user breaks the glass is that an emergency chart access
message is sent to the defined recipients of this type of message. The message includes the user
who breaks the glass, the patient, the visit note or notes to which access is granted, the date
and time access is requested, and the reason the user enters for breaking the glass. This
message is sent automatically by the application; it is not sent by the user who breaks the glass
and that user cannot modify the message or its recipients. This ensures that someone or some
group of people in your practice is always notified when emergency access is granted to a
restricted patient chart or visit note. It is recommended that you define at least one user to be
the recipient of emergency chart access messages if you anticipate that restricted chart or visit
note access will ever be used. You must define the users or user groups to receive these
messages in the Configure Practice Settings window’s Message Routing tab.

Defining Restricted Chart and Visit Note Access
To restrict patient chart or visit note access, you must define the users who have chart restriction
access and the users who have emergency chart access rights.
You must specify those users who have the security rights to restrict a patient’s chart or visit
notes. This is not the users to whom access is restricted. Rather it is the users who are able to
define that access is restricted and to whom it is restricted. Most practices will not want to allow
all users with rights to the Patient Demographics window or the Full Note Composer and other
clinical note type windows to have rights to the chart and visit note restriction fields. Depending
on the policies and procedures in your practice, you may want to grant these rights to practice
manager, a clinical lead, and/or the administrative super user. This is done through the Chart
Access Controls security item.
You must also specify those users who are allowed to break the glass to access any restricted
patient chart or patient visit note. It is recommended that you add at least one user to this
group. Depending on the policies and procedures in your practice, you may want to include
your lead physician, a physician from each care group, and/or the administrative super user. This
is done through the Emergency Chart Access security item.
Please refer to the Security section for more information and instructions.

Review Past Notes Print Setup
A document formatting model is used to define how visit information is displayed in the Review
Past Notes window. A complete chart print definition is used to define how Review Past Notes is
printed. The complete chart print definition uses a document formatting model to define how
the visit information is formatted for printing.
The default document formatting models for viewing Review Past Notes and for the complete
chart print definition for printing Review Past Notes contain the same information, but the
formats are slightly different to account for differences between online viewing and hard copy
prints.
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If you choose to customize the content of Review Past Notes for a provider, it is recommended
that the formatting model used to view Review Past Notes and formatting model used in the
complete chart print definition for printing Review Past Notes be the same. There are several
steps that must be taken to ensure that the formatting model used for both these purposes is the
same.
1. Create the desired formatting model. Please see the Document Generation Formatting
Models section of this document for instructions.


Make sure that the Header Model field is populated. The system defined header model is
the OPS Print Header, but you may define your own if desired.

2. Create the desired complete chart print definition. Please see the Complete Chart Print
Definitions section of this document for instructions.


In the Header Module field, select the same header module that you selected in the
formatting model you created in step 1.



In the Visit Model field, select the formatting model for RPN that you created in step 1.



Select the desired page number options.

3. In the User Setting definition used by the provider, select the complete chart print definition
created in step 2 as the Review Past Notes Print Button Action. Please see the User Settings
section of this document for instructions.
4. Tell the provider the name of the formatting model for RPN that you created in step 1, and to
select that formatting model in the RPN window. This step must be done by the individual
provider or providers who will use the RPN formatting model and complete chart print
definition that you have defined. Please see the Review Past Notes section in the EHR User’s
Guide for instructions.

Schedule
To enable scheduling of appointments, you need to define the appropriate appointment status
values for your office, as well as the types of appointment your office may schedule. You also
need to define the format of the calendar and configuration of appointment slots that you use.

Appointment Status
Appointment statuses are used during scheduling to track the progress of a patient
appointment, and they are used for patient visit notes and billing purposes. For example, when
you first schedule an appointment, the status is automatically set to Scheduled. You can update
the status of an appointment as necessary.
The application includes a list of values for appointment status. You cannot modify the names of
these values because they are used in the application to associate the different stages of
processing of patient visit notes and billing. You can, however, add new status values if desired.
For example, if you have a series of rooms that you use during a patient visit, you could add new
statuses of Room 1 and Room 2. The appointment status can then be used to identify a patient’s
location.
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By default, all the scheduled and processing appointments are displayed on the Desktop and
Schedule; cancelled appointments do not display. You can change these settings as desired so
that cancelled appointments continue to display, or other appointment status values do not.
Appointment statuses that are considered cancelled, and therefore do not display on the
Desktop and Schedule, are not checked for overbooking. So, even if the calendar is set to not
allow overbooking, users can schedule another appointment over an appointment that has an
appointment type that does not display.
Also, appointment statuses that are considered cancelled are not used when the application
makes prescription benefits and medication history requests for the next day’s appointments.
Appointment statuses that are considered cancelled may be configured to charge a
cancelation fee. Then, when an appointment is updated to this status, the application will
generate a superbill for the patient. You must create appointment statuses that reflect the
conditions under which you charge a cancellation fee. For example, you may want to define
statuses for cancelling within 24 or 48 hours of an appointment or for missed appointments.
(Please note that automatic cancellation fee functionality does not work for group
appointments.)
You can set the display order of appointment statuses when users search for a status. This
enables you to display the statuses in a logical order, such as from check in to discharged,
rather than in alphabetical order.

Add an Appointment Status
1. List Editor icon (

) → Schedule → Appointment Status

2. Select the New button.
3. Enter the Name of the new Appointment Status.
4. Enter an ID and Notes if required.
5. Define the color of the status. This is the color that will be used in the Schedule and Desktop
windows.
a. Select the Color browse icon (

).

b. Select the desired color. The text in the Color field will display in the selected color.
Note: The default color for all predefined and user-defined statuses is black.
6. Define the behavior of the status on the Schedule window.


Select the "Show Appointments with this Status on the Scheduler" checkbox if you want
appointments with this status to display on the Schedule window.



Deselect the checkbox if you want appointments with this status to not display.

7. Define the behavior of the status on the Desktop window.
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Select the "Show Appointments with this Status on the Desktop Calendar" checkbox if
you want appointments with this status to display on the Schedule window.



Deselect the checkbox if you want appointments with this status to not display.
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8. Define whether the status represents a cancellation. Appointment statuses that are defined
as cancellations are not considered by the system when checking for overbooking on a
calendar, are not used for prescription benefits or medication history requests, and are not
displayed in Microsoft Outlook.


Select the Canceled Status checkbox to define the status as a cancellation.



Deselect the Canceled Status checkbox if the status is not a form of cancellation.

9. If the Canceled Status checkbox is selected, then you may select the Charge Cancelation
Fee checkbox if you want to automatically generate superbills when this status is used on an
appointment.

Set the Display Order of Appointment Statuses
1. List Editor (

) → Schedule → Appointment Status

2. Select the File menu, then Set Display Order option.
3. Select an item in the list, then use the up and down arrow buttons to move the item to the
desired location in the list.

Appointment Types
Appointment Type allows you to define the various appointment types that you will use in your
practice. Using appointment types allows you to clearly distinguish types of appointments on the
schedules, and also to specify certain blocks of time that will be used for each appointment
type (for example, if a provider wishes to see new patients at a certain time of day).
Appointment types may also be used to block time, such as lunch breaks, when no
appointments may be scheduled.
You can add a color to an appointment type that displays when you configure the Schedule
window. This makes it easy to recognize appointment types when you view one or more
calendars.

Cancellation Charge for Appointment Type
If desired, you may associate a procedure code to an appointment type in order to charge a
fee when an appointment of that type is cancelled. The procedure code associated with the
appointment type will be a custom procedure code that you have created for this purpose.
The procedure code that you associate with the appointment type determines the fee amount
for cancelling. This enables you to charge different fees for cancelling different types of
appointments. For example, you may charge a higher fee for canceling an appointment type
that takes more time, requires specific equipment or other resources, or requires specific
personnel.
Please note that automatic cancellation fee functionality does not work for group
appointments.
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Appointment Types for Group Visits
A group visit is one in which two or more patients are seen at the same time. The application
enables users to schedule appointments for group visits, and to create group visit notes with
common information. Appointments for group visits require an appointment type defined for
group visit.

Appointment Types for Patient Portal Requests
If your practice has purchased the optional Patient Portal, you may configure your appointment
types and calendars to enable patients to make appointment requests from the Patient Portal.
The patient can search for and identify an open appointment slot, and then send a request for
that appointment time. The request message is received by the users or user groups who receive
other patient input messages (such as for questionnaires and demographic changes). The user
can then schedule the appointment.
To enable users to request appointments from the web, you must enable at least one
appointment type for patient requests. Patients will only be able to requests appointments for
the appointment types that are enabled.

Create an Appointment Type
1. List Editor icon (

) → Schedule → Appointment Type

2. Select the New button.
3. Enter an ID, if desired.
4. Enter a Name for the appointment type.
5. Enter the Duration of the appointment, in minutes.
6. Specify a Color for the appointment type if required by selecting the browse button (

).

7. If the appointment type is for a blocking event (so that no other appointments may be
scheduled at the same time as this appointment type), check the Blocking checkbox.
8. Define whether this appointment type is available for patient requests from the Patient
Portal.


Deselect the Allow Patient Requests checkbox if the appointment type is not available
for patient requests.



Select the Allow Patient Requests checkbox to enable authorized patients to request
appointments of this type from the web.

9. If the appointment type is for a group visit, select the Group Visit checkbox.
10. Add Notes, if desired.
11. In the Description field, enter a description of, information about, or instructions for the
appointment type that you want to appear on the Patient Portal.
12. If you want to charge a fee when an appointment of this type is cancelled, then in the
Cancellation Charge field, select the custom procedure code for the cancellation charge.
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Calendar Templates
Calendar templates enable you to define a repeatable calendar period of one or more days.
Use calendar templates to define workdays (days the office is open, or days a provider works)
and to specify time slots in a calendar, such as for specific types of appointment or events and
for the number of appointments or events that can be scheduled at one time. For example, if a
provider prefers to see new patients in the morning, you can define new patient appointments
in the morning and regular and follow up appointments in the afternoon. You may also assign
blocking events, such as for a lunch hour, to the template.
One or more calendar templates may be applied to a calendar to define the work schedule for
a provider, user, or other resource. When you associate a template with a calendar, you define
the date or dates on which the template begins and how it repeats. To allow flexibility in
creating a calendar template, the days in the template are numbered from 1. Day 1 will be the
first day of the schedule.
A template may be defined for any number of days. However, if the template will define the
workdays or the number of appointments available for a time slot or the type of appointment
that can be made for time slot, then you must enter the day details for each day in the
template. Defining a day as a workday enables using the Work Week view in the Schedule
window. By default, all days are defined as workdays and appear in the Work Week view. If you
want to be able to display only the days the office is open or that a particular provider works,
then you must remove the workday indicator from the days that are not workdays.
Practices that need a small number of calendars and that have schedules that rarely vary may
find it easier to define templates for the standard multi-day work periods that their providers use.
Practices that need a larger number of calendars or that have frequently varying schedules
may find it easier to define a number of single-day templates that can be applied as needed to
calendars.
You can also create a generic template and assign a different start and end time, and a
different provider for each day by selecting the link on Day Detail. The information in this window
is used as the default for appointments. For example, the provider specified will be the name
that is defaulted when you schedule an appointment using this calendar template.

Create a Calendar Template
1. List Editor icon (

) → Schedule → Calendar Template

2. Select the New button.
3. Select the Template Details tab.
4. Enter a Name for the calendar template.
5. Add an ID and Notes, if desired.
6. Specify the Calendar Template Length. This may be any number of days, but you must
define details for each day included in the calendar template.
7. Specify the Start Time and End Time of each day in the calendar template.
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8. Specify the Display Interval. This required field is used to divide the time slots on the Schedule
and Desktop.
Note: If you are using a third-party practice management system, the time interval must be
the same as that used in your practice management system. If you are not using the
application's practice management module, appointments are automatically updated on
the Schedule window from the practice management system. To display properly, they must
be defined to use the same time slot.
9. Use the Color browse icon ( ) to select the color in which the calendar template displays
on the Calendar window's Calendar Template Assignment tab.
10. Select the Time Slots tab to define the workdays and to specify appointment types for
particular time slots on the calendar template.
11. Assign an appointment type to a time slot, by selecting the desired time slot to display the
time slot window.
a. Select Appointment Type.
b. Select Start Time and End Time.
c. When you select OK, the appointment is added in the time slot, with the parameters
(e.g., color, time) that were defined for the Appointment Type.
Note: If you want to schedule multiple appointments at the same time, you must assign an
appointment type to the time slot for each appointment you want to make available. For
example, if you want to be able to schedule three follow up appointments for 9:00, you must
assign the follow up appointment type to the 9:00 time slot three times. (You may find it
easier to assign the second appointment type to a time slot by selecting a different time,
and then entering the desired time in the start and end time fields.)
12. Depending on the number of days you specified in the calendar template, you will be able
to set up the appointments schedule for each day. Select the arrows at the top of the
window to move forward and backward through the days.
13. Select the Day link if you want to assign a provider or define different start and end time for
that day.
a. Select the Workday checkbox if the day is a workday. This is selected by default.
Deselect this checkbox if the day is not a workday.
b. Enter Start Time and End Time for the day.
c. Select a Provider.

Calendars
Calendars are the means of associating appointments with providers, other users, or resources,
such as exam rooms or equipment. Calendars can be displayed on the Schedule and the
Desktop windows.
A calendar may be associated with a calendar template to define work days, the start and end
times of work days, appointment time slots, and the types of appointments that can be
scheduled during specific time slots.
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You may select the time zone for a calendar. This is needed only if you have service sites or
providers who work in different time zones. When a time zone is defined on a calendar, then that
time zone is used for all appointments on that calendar. When no time zone is defined, then the
calendar uses the time zone of the server.

Enabling Appointment Requests through Aprima Patient Portal
If your practice is using the optional Aprima Patient Portal, you may configure appointment
types and calendars to enable authorized patients to make appointment requests from the
web. The patient can search for and identify an open appointment slot, and then send a
request for that appointment time. The request message is received by the users or user groups
who receive patient input messages. The user can then schedule the appointment.
You must enable at least one calendar on which authorized patients may request
appointments. Authorized patients will only be able to request appointments on calendars that
are enabled.

Using a Third-Party Practice Management System
If you have an interface with a third-party practice management (PM) system, external IDs are
not relevant in the Calendar setup. The calendar interface attempts to match an appointment
with a calendar by taking information from existing calendars, and the associated provider,
service site, day of the week, and time slots that have been defined. You should ensure that
calendars and associated time slots in the application match the calendars and time slots on
the third-party PM system. To match calendars, the interface performs the following rules:
1. Select all calendars for the provider for which the appointment is being processed.


If more than one calendar is selected, filter the selection based on the service site.



If only one calendar exists, select the calendar and insert appointment against that
calendar.

2. If more than one calendar exists for a provider and service site combination, then refer to
the days of the week where the calendar is valid.


If only one calendar exists, select the calendar and insert the appointment against that
calendar.



If more than one calendar exists for the same day of week, look at the start time and end
time. If this matches, then select the calendar and insert the appointment against that
calendar.

3. If more than one calendar still exists, an error will be logged.
The External ID field accepts alphanumeric characters. If the mapping requires that more than
one record in the third-party PM system is mapped to a single record in the application, enter a
comma separated list of the external IDs. For example, if two appointment types in the thirdparty system (ID 1 and ID 2) map to only one appointment type in the application, the external
ID field of the appointment type should be 1,2.
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Create a Calendar
1. List Editor icon (

) → Schedule → Calendar

2. Select the New button.
3. Select the Calendar tab.
4. Enter a Name for the calendar. You may wish to use a name that references the provider,
user, or resource this calendar is associated with.
5. Enter an ID and Notes, if desired.
6. Select the Provider with whom this calendar will be associated. Leave this field blank if the
calendar is for user who is not a provider or for a room, piece of equipment, or other
resource.
7. Select the Show Provider on Scheduler checkbox to display the provider’s on the calendar in
the Schedule window.
8. Select the background color for a calendar when it is displayed in the Schedule window. The
background color is not used when the calendar is displayed on the Desktop.
a. Select the Color browse icon (

).

b. Select the desired color.
9. Select the Service Site. This is for information only, but you may choose to enter this
information if the provider works at more than one site.
10. Select the Start time and the End time for the calendar day. These are required fields.
11. Select the desired Time Zone, if needed. This is needed only if you have providers or service
sites in other time zones.
12. Select the Display Interval as a number of minutes, such as 15 minutes. This required field is
used to identify distinct slots on the Schedule and Desktop.
Note: If you have a third-party practice management system, use the time slot that is used in
that system. Appointments are automatically updated on the Schedule window from the
third-party practice management system. To display properly, they must be defined to use
the same time slot.
13. You can choose whether to allow appointment overbooking by checking the Allow
Appointment Overbooking checkbox. If you do not check this box, an appointment may
only be scheduled at the end of the time slot for the previous appointment.
14. Select the Allow Patient Requests checkbox to enable authorized patients to request
appointments on this calendar from the web. This is applicable only to Aprima Portal users.
15. Select the Calendar Template Assignment tab.
16. Select the date on which you want the template to begin.
15. Select New Calendar Template Assignment from the popup menu.
17. In the New Calendar Template Assignment window:
a. Select the desired Calendar Template.
b. Select the desired Recurrence Pattern.
c. Select the desired start and end dates for the Range of Recurrence. By default, the start
date is today’s date, and there is no end date.
486

Ref: 1192.13

18. Repeat steps 15 through 17 to assign another calendar template, if needed.

Override One Template with Another Template
You may override one template with another. This is useful when you need to make a temporary
change or when you want to apply a template that is used frequently, but not in a regularly
repeating manner.
1. List Editor icon (

) → Schedule → Calendar

2. Select the desired calendar, and then select the Modify button.
3. Select the Calendar Template Assignment tab.
4. Select the date on which you want to override the template.
5. Select Hide This Day’s Calendar Template Assignment.
6. Select the same date again, and then select New Calendar Template Assignment.
7. Select the desired Calendar Template.
8. Select the desired Recurrence Pattern.
9. Select the desired start and end dates for the Range of Recurrence.

Remove a Template
Removing a template from a date on a calendar removes all templates that have been
assigned to that date.
1. List Editor icon (

) → Schedule → Calendar

2. Select the desired calendar, and then select the Modify button.
3. Select the Calendar Template Assignment tab.
4. Select the date on which you want to override the template.
5. Select Hide This Day’s Calendar Template Assignment.
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Scheduling Security Items
Specific security permission must be granted to users in order for them to do either of the
following scheduling functions.

Scheduling Function

Security Item

Override an appointment type that is defined for a
specific timeslot in a calendar.

Appointment Allocation Delete

Overbook appointments on a calendar that allows
overbooking.

Appointment Overbook

Please see the Security section of this document for instructions on granting permissions to a user
for a specific security item.

Charging a Cancellation Fee for Cancelled or Missed Appointments
You may configure the application to automatically create a superbill for a cancellation fee
when an appointment is cancelled. The application uses appointment types and appointment
statuses to determine when a cancellation fee is appropriate. It uses custom procedure codes
and fee schedules to determine the amount of the cancellation fee.
To use this functionality, you must:


Create one or more custom procedure codes to be used for charging the cancellation fee.
If you always charge the same amount for cancelling an appointment, then you will only
need one procedure code. However, if you charge different amounts for different types of
appointments or for cancelling under different circumstances, then you will need a
procedure code for each possible fee amount.
When you create these custom procedure codes, name them in a way that identifies them
to you and to your billing staff. You may also want to consider how the procedure code
name will appear on patient statements and ledgers.
Please refer to the Procedure Code section of this guide for instructions on creating custom
procedure codes.



Add the custom procedure codes for cancellation to your fee schedules, and assign a fee
amount to each procedure code. Please see the Fee Schedule section of this guide for
more information.



Identify the appointment types for which you want to automatically generate superbills for
cancellation. On these appointment types, associate the procedure code for the
cancellation fee. The procedure code that you associate with the appointment type
determines the fee amount for cancelling. This enables you to charge different fees for
cancelling different types of appointments. Or, to charge no fee for certain appointment
types. For example, you may want to charge a higher fee for canceling an appointment
type that takes more time, requires specific equipment or other resources, or requires specific
personnel. You may not want to automatically charge any cancellation fee for walk-in
appointments or appointments for allergy shots, flu shots, and similar procedures. Please see
the Appointment Type section above for instructions.

488

Ref: 1192.13



Create appointment statuses that reflect the conditions under which you charge a
cancellation fee. For example, you may want to define statuses for cancelling within 24 or 48
hours of an appointment or for missed appointments. Define these appointment statuses to
charge a cancellation fee. Please see the Appoint Status section above for instructions.

For example, you can define an appointment type for an annual exam to charge a
cancellation fee and create an appointment status for cancelled within 24 hours. Then, when
an appointment of this type is updated to this status, the application will create a superbill for
the fee amount based on the procedure code and fee schedule. But, the application will not
create a superbill if the appointment status is changed to a cancelled status that does not
charge a fee. The application will also not create a superbill when the appointment type is not
associated with a procedure code for cancellation, even if the appointment status is defined for
a fee.
Please note that automatic cancellation fee functionality does not work for group
appointments.

Waiting Lists
The waiting list functionality enables you to create and maintain a waiting list of patients. You
may prioritize the patients on the list, convert an item on the waiting list to an appointment, and
have items automatically expire off the waiting list when no appointment can be made within
the defined time frame.
To use the waiting list functionality, you must define your waiting list or lists and your waiting list
priorities.
You may add the waiting list functionality to the Desktop, and it is also available as a slider on
the Schedule window. As with appointments, notes, and messages on the Desktop, each user is
able to select the waiting list they wish to view and sort order for items on that waiting list.
You must define at least one waiting list to use the waiting list functionality. You may choose to
create multiple waiting lists; for example, so that you have a specific waiting list for each
provider, care team, or service site.

Create a Waiting List
1. List Editor icon (

) → Schedule → Waiting List

2. Select the New button.
3. Enter a Name for the waiting list.
4. Enter an ID and Notes, if desired.
5. To add an item to the list, select the New button to access the New Waiting List Item window.
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Waiting List Priorities
Waiting list priorities enable you to rank patients on a waiting list. Waiting list priorities are not
required, but you will not be able to prioritize a list if you do not define any waiting list priorities.
Priority levels are from 1 (highest) to 10 (lowest). The default level is 5.
You may have any number of priorities. You do not need to define a waiting list priority for each
of the ten priority levels. Also, you may define multiple priorities with the same priority level.

Create a Waiting List Priority
1. List Editor icon (

) → Schedule → Waiting List Priority

2. Select the New button.
3. Enter an ID if desired.
4. Enter a Name for the waiting list priority. This will appear on the Desktop or Schedule window
when you give a waiting list item this priority
5. Select the desired Priority level.
6. Use the browse icon ( ) to select a text color for the waiting list priority if desired. The
default Desktop text color will be used if no color is defined.
7. Enter notes about the waiting list priority if desired. You may want to enter the defined
meaning of each priority level or when a priority is or is not be used.

Secure Email
Secure encrypted email is an optionally purchased functionality offered through N-Krypt® and
Protected Trust®. The functionality enables users to send attachments and generated
documents to any email address as an encrypted email.
To set up the secure email functionality, you must:
1. Enroll with N-Krypt,and have Protected Trust encryption installed on your users’ PCs. To enroll,
please contact your sales representative or email Aprima-InsideSales@aprima.com.
2. Enter each user’s email address in their user record. (List Editor → System → User)
3. Activate and configure the Protected Trust integration partner record using the instructions
below.

Activate and Configure the Protected Trust Integration Partner Record
1. List Editor icon (

) → Interface Engine → Integration Partner

2. Select the Include Inactive checkbox, and then select the Search button.
3. Select the Protected Trust entry, and then select the Modify button.
4. Deselect the Inactive checkbox to activate the integration partner.
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5. You do not need to select the Patient Consent Required checkbox. The patient’s consent to
receiving email is assumed when the email address is entered in the patient’s record.
6. In the Gateway URL field, enter ‘smtp.protectedtrust.com’.
7. Enter the Port number used to access Protected Trust. This should be port 587 or port 25.
8. Enter the Username and Password provided by Protected Trust.
9. Select the OK button to save and close the window.

Security
Aprima is a comprehensive yet very secure application. You can grant different users access to
different sections of the application by granting users or user groups’ security permissions to
specific functions. Within most functions of the application you can also grant a level of security.
For example, you can provide permissions to a user or user group to add new Insurance Payers
or to modify existing payers, yet restrict other users or user groups to viewing Insurance Payers
only.
Security functions are categorized into groups, so you can provide access to all of the functions
in a security group at once. You may also grant access to individual functions, so that users have
varying levels of access to the different functions within a security group.
When you define security permissions, the permission to allow access always overrides disallow.
Use this if, for example, you want to provide read/view only permissions to a user group, but wish
to grant permissions for one member of the user group to create new items. In this case, set the
group's permissions to not allowed (set the group permission to Read only, or do not add any
security), then grant the individual user access for New, Modify, and/or Delete. You can also use
this option to allow a user access to specific functions within a security group.
If users try to access items for which they do not have permission, they will not see available
options. For example, a user who does not have permission to create a new item via List Editor
will not see New or Modify buttons on this window.

Search Filter Security
Search filters for search and tracking windows, such as Visit Center and Message Center, can be
created by and for individual users, or they may be created for use by all users. All users may
create and modify search filters for their own use. Only users with proper security access rights
can create, modify, and delete search filters for use by all users.
Filters that are available to all users are referred to as Everyone filters because they are identified
by the Everyone radio button on search windows, such as the Message Center, Visit Center, and
External Patient windows.
All users, regardless of their security access rights, may use filters which have been defined for
use by all users. Although users without the necessary rights cannot change a filter that has been
defined for all users, they can save the filter as a personal filter and then modify it for their own
use.
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Security rights may be given to the filters for individual functions through the Security window or
to the filters for all functions through the Security Group window.

Patient Demographic Selection Security
Security access rights for the Demographics security group and find table items include selection
rights. Users must be granted selection rights in order to enter data in fields which use a find table
in the Demographics windows. This enables you to limit the users who are able to make certain
selections for a patient, such as patient condition or patient status.
You can assign selection access rights through the security group for all demographics items, or
through the find tables for individual items.

Security Groups
You can grant different users access to different functional areas of the application by granting
security permissions to specific security groups. Within most functions, you can also grant a level
of security. For example, you can provide permissions to a user or user group to all Billing
functions, yet restrict other users or user groups to specific items within the Billing security group.
When you define security permissions, the permission to allow access always overrides disallow.
Use this if, for example, you want to provide read/view only permissions to a user group, but wish
to grant permissions for one member of the user group to create new items. In this case, set the
group's permissions to not allowed (set the group permission to Read only, or do not add any
security), then grant the individual user access for New, Modify, and/or Delete.
If users try to access items for which they do not have permission, they will not see available
options. For example, a user with no permissions to create a new item via List Editor will not see
New or Modify buttons on his or her window.
You cannot add new security groups.
1. List Editor icon (

) → Security → Security Groups

2. Select the group for which you want to grant security, and then select the Modify button.
The list of security items within the group displays.
3. Select the User or User Group for which you want to grant security.
4. Select the access level or levels you want to grant. The options available depend on the
security group you have selected.
5. Select Append or Replace User or Group.


Append adds the new security permissions to those already in existence.



Replace overwrites all existing permissions with the one you are creating.

6. Select OK and the user/user group is granted the specified permission.
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Security Items
Use the Security window to grant users security rights to a specific function or item within the
application. This enables you to grant a user rights to a single security item within a security
group for which the user does not have rights. You can also grant a user a higher level of access
rights to a single security item than the user has for other items within the same security group.

Granting Security
1. List Editor icon (

) → Security → Security

2. Select the function for which you want to grant security, and then select the Modify button.
3. Select the User or User Group for which you want to grant security.
4. Select the access level or levels you want to grant. The options available depend on the
function you have selected.
5. Select OK and the user/user group is granted the specified permission.

Revoking Security
Occasionally, you may need to revoke a user’s security access to a specific function or item. Use
the following process to revoke access.
1. List Editor (

) → Security → Security

2. Select the function for which you want to revoke security, and then select the Modify button.
3. Search for and select the user you want to restrict.
4. Unselect the checkbox for the access level you want to remove.
5. Select the OK button.
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Find Table Items
1. List Editor icon (

) → System → Find Table

2. Select the table you want to modify.
3. Select the Find AddIn if appropriate.


To use the IMO diagnosis codes, you must select the IMO Diagnosis addin for the
Diagnosis Code find table.



To use the IMO procedure codes, you must select the IMO Procedure addin for the
Procedure Code, Service Performed, and Service Order find tables.

4. Select the search behavior, if desired.


Pre-populate tables when searching: This causes the search to be conducted
automatically when the window is accessed.



Search name for any item containing criteria: When selected, you do not need to enter
the exact name. The application will search throughout the name field for the character
string entered.



Search ID for any item containing criteria: When selected, you do not need to enter the
exact ID. The application will search throughout the ID field for the character string
entered.



Display find control in a pop-up window: This causes the Find window to display in a popup within the current window.

5. Define the Prepopulation Option for the Find window, if desired.


None: The window will not be prepopulated.



All: The window will be prepopulated with all items.



Most Frequently Used: The window will be prepopulated with up to 30 of the user's most
frequently used items.



Most Recently Used: The window will be prepopulated with up to 30 of the user's most
recently used items.

6. Enter the maximum number of items to be returned in a search, if desired. Note that the
more items that are returned, the longer it may take to populate the table when conducting
a search.
7. Select the Security tab. Note that this tab is not available on some items.
8. To change the security settings for a user or user group, select the permissions checkbox next
to the user or group listing.
9. To select a new user or user group, use the Find button in the last, empty item in the list.
10. Select the permissions checkbox or checkboxes for the access you want to grant the new
user or user group.
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Statements
Statements are generated through batch processing. Statement batches may be generated by
scheduled jobs, or may be initiated by users, or both.
Statement generation may be configured for the practice as a whole or for individual financial
centers.
If you are using the Patient Portal, then statements may be sent to the responsible party through
the Portal rather than by printing and mailing.
Your practice may enroll with a statement clearinghouse, who will print and mail statements for
you.

Statements by Practice or by Financial Center
You may generate statements for the practice as a whole or for individual financial centers. You
configure the application for the method your practice chooses to use in the Configure Practice
Settings window. The process that billing staff use to create statements is basically the same
whether statements are generated for the practice or for financial centers.
It is important to understand that you can generate statements for the whole practice or for
each individual financial center, but that you cannot generate statements for some financial
centers individually and generate other financial centers as a group.
When you generate statements for the practice as a whole, the statement cycle, dunning
messages, and other statement generation characteristics are defined for the whole practice.
When you generate statements by financial center, these characteristics are defined for each
financial center.

Financial Center Security
When generating statements by financial center, it is important to remember that users are only
be able to access data for the financial centers to which they have been assigned. This means
that when generating a statement batch, the application will only generate statements for
responsible parties who have financial activity in the financial centers to which the user is
assigned, even if the user does not specify a financial center or financial centers. This is true
when generating statement batches, and when generating on-demand statements for a single
responsible party.
However, statement batches that are generated by the Batch Statement Processing job are not
restricted by financial center security. So, these statement batches will include all statements
that meet the filtering criteria regardless of financial centers. If you want statement batches
restricted by financial center, then you must include financial center in your batch filtering
criteria when scheduling the job.
When generating statements for the practice as a whole, all statements contain all financial
data for the responsible party regardless of financial center and regardless of the user’s
assignment to financial centers.
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Last Statement Date
It is recommended that you consistently generate statements either by practice or by financial
center. You can change methods if your needs change. Be aware, however, that generating by
practice does not update the last statement date for each financial center. So, if you generate
by practice, then by financial center, and then by practice again, the last statement dates for
some financial centers may not be correct. As a result, statements may generate for some
responsible parties that you did not expect.

Electronic Statements
If you are using eTactics for electronic statements, then you must notify eTactics before
converting to statement generation by financial center, rather than by the practice as a whole.
eTactics must change their setup definition for your statements before you send them a
statement file that has been generated by financial center. If eTactics does not make this setup
change, then their processing of your statement file will combine a responsible party’s
statements for different financial centers into a single statement.

Statement Configuration Tasks
To configure statement generation, you must:
1. Configure the practice settings for statements. You must do this whether generating
statements by practice or by financial center.
2. Configure the financial center settings for statements. This step is not necessary to generate
statements by practice. To generate statements by financial center, you must perform that
step for every financial center.
3. If desired, modify any collection statuses that you want to exclude from statement
generation. This suppresses statement generation for responsible parties with that collection
status so that you do not send both collection letters and statements.
4. Schedule the batch statement generation job if you want to regularly generate statement
data automatically.
5. Batch statement generation requires security permissions to the Statement batch process
type. The system defined user groups Billers and Financial Administrators have these
permissions by default. You may grant security permissions to other users or user groups in
your practice.
6. Identify the credits cards accepted by your practice so that they appear on statements.
7. If you want to make statements available on the Patient Portal, then enable that
functionality in your Portal configuration.
8. If you are using a statement clearinghouse, then additional configuration is required. Please
see the Statements Printed by Clearinghouse section below.
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Configure Practice Settings for Statements
By default, the application is configured to generate statements for the practice as a whole.
You must change this configuration setting in order to generate statements by financial center.
To generate statements for the practice as a whole, you must define information such as
statement cycle, payment cycle, and minimum statement amount. To generate statements by
financial center, you will define this information for each financial center. Please refer to the
Financial Centers section for more instructions.
You may select specific superbill statuses that you want to exclude when generating statements.
Superbills with the excluded statuses are not included on statements and are not used when
calculating statement balances. This enables you to suppress superbills based on the revenue
cycle.
Superbills that are excluded from statements based on superbill status do continue to age
normally. As a result, when a superbill’s status changes and it is included in the statement, it may
trigger a statement dunning message.
Superbill status exclusions may be set at the practice level or at the financial center level, when
generating statements by financial center.

Define Statement Generation for the Practice
1. Tools → Configure Practice Settings → Statement tab
2. If you are using the Patient Portal and have it configured to enable viewing of statements,
then you can define defaults for whether a printed statement is suppressed for the
responsible party.


If, by default, you want all responsible parties with email addresses to receive their
statement only on the Portal and not generate a printed statement, then select the
checkbox for ‘Statement Portal Opt In.’ Then individual responsible parties may opt out if
they want to receive printed statements through regular mail.
For Portal only statements, a responsible party must have an email address entered in
their record. It is not necessary for the responsible party to have a Portal account.
Responsible parties who do not have Portal accounts will be able to log into the Portal to
see their statements, but they will not be able to view any other information on the Portal.



If, by default, you want responsible parties with email addresses to have to individually
opt in to Portal only statements and the suppression of their printed statements, then
deselect the checkbox for ‘Statement Portal Opt In.’ Then by default, statements will be
printed for responsible parties with email addresses. Individual responsible parties may
opt in if they do want to get statements only on the Portal.

3. Define whether statements are generated for the practice or for financial centers:


To generate for the practice, deselect the Generate Statements by Financial Center
checkbox. Then complete the remaining steps of this procedure.



To generate statements by financial center, select the Generate Statements by Financial
Center checkbox. This will disable most of the statement options on this window. You
must set up all statement options for each financial center.
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4. Specify the Statement Cycle to indicate the frequency of statements. For example, if the
cycle is set to 30, a statement will be generated every 30 days.
5. Specify a value for Statement Due in. This represents the number of days after the statement
is printed by which you expect payment. The field is used to calculate the payment due
date by adding the number of days to the statement date, and is printed on the statement.
6. The Statement on New Activity checkbox enables you to override the statement cycle
setting. Check this setting if you want a statement to be generated for any patient liable
charge between cycle dates.
7. Define a Minimum Statement Amount. This may be the write-off threshold, such as $5.
However, if you take Medicaid accounts, you may want to set this to the level of a Medicaid
copay requirement, which may be $1 or $2. This will then generate a statement for Medicaid
accounts.
8. Select the desired Statement Model. This is the formatting model that will be used to
generate all statements.
9. Select the 'Include Superbills with Insurance Balance Only' checkbox if you want the
statements to include superbills that do not have any patient liable amounts. By default,
these superbills are not included on statements.
10. Select the ‘Include Referring Provider’ checkbox to include the referring provider with the
superbill information.
11. Select the ‘Include Payment Reference Number’ checkbox to include your reference
number with the payment information.
12. Select the ‘Suppress $0 Procedures’ checkbox to exclude from the statement any
procedures for which no charge was made.
13. Select the ‘Include Procedure Code’ checkbox to include the CPT or HCPCS code for the
procedure with the superbill information.
14. Select the ‘Include Last File Date’ checkbox to include the last date on which a claim was
filed with the superbill information.
15. Select the ‘Superbill Statuses to Exclude’ checkbox to select specific superbill statuses that
you want to exclude when generating statements. Superbills with the excluded statuses are
not included on statements and are not used when calculating statement balances. This
enables you to suppress superbills based on the revenue cycle.
16. In the Statement Footer field, type a brief statement to be included as a footer on the
statements, if desired. This enables you to, for example, include a phone number for billing
questions or similar information.
Note that the footer definition is valid only for printed statements. The footer definition is not
used for electronic statements submitted to eTactics. Contact eTactics to configure a footer
for statements submitted electronically to them for printing and mailing.
17. In the Dunning Messages area, enter the brief message (up to 150 characters) that you want
to appear on the statement based on the oldest charges on the statement. Dunning
messages are optional. When a dunning message is defined for an aging range, the aging
range and dunning message appear on the statement.

498

Ref: 1192.13

Configure Financial Center Settings for Statements
When you generate statements by financial center, you can define the statement cycle,
dunning messages, and other statement generation characteristics for each financial center. It
is important to understand that you can generate statements for the whole practice or for each
individual financial center, but that you cannot generate statements for some financial centers
individually and generate other financial centers as a group.
When you generate statements by financial center (rather than for the practice as a whole), it is
still necessary to generate statements for all financial centers at the same time. The last
statement generation date applies to all financial centers. There are not separate generation
dates for each financial center. Therefore, if statements are run for a single financial center, then
the last statement generation date is applied to all financial centers. As a result, statements for
the remaining financial centers will not generate unless the ‘Days From Last Statement” setting in
the Create Statements window is set to zero (0).
When you generate statements by financial center, then multiple statements will be created for
a responsible party if that responsible party has charges or payments associated with more than
one financial center. For example, if the responsible party Jane Doe has financial transactions
associated with financial center A and with financial center B, then a statement will be
generated for Jane Doe when financial center A’s statements are generated and a then a
statement will be generated for her when financial center B’s statements are generated.
Please note that if you generate statements by financial center, you will not be able to print a
statement for a responsible party showing all of the financial transactions regardless of financial
center. You will only be able to print statements by financial center.
Statements can be generated by financial center only from the Create Statements window. A
single statement generated from the Patient Demographics window or by the patient from the
Patient Portal will include charges and payments for all financial centers.
If you are using eTactics for electronic statements, then you must notify eTactics before
converting to statement generation by financial center, rather than by the practice as a whole.
eTactics must change their setup definition for your statements before you send them a
statement file that has been generated by financial center. If eTactics does not make this setup
change, then their processing of your statement file will combine a responsible party’s
statements for different financial centers into a single statement.

Define Statement Generation for a Financial Center
1. List Editor icon (

) → Billing → Financial Center

2. Search for and select the desired financial center, and then select the Modify button.
3. Select the Statement Options tab to define the statement characteristics for the financial
center.
Note that the fields on this tab will be active only if you have selected the Generate
Statements by Financial Center checkbox is selected on the Statements tab of the Configure
Practice Settings window.
4. Specify the Statement Cycle to indicate the frequency of statements. For example, if the
cycle is set to 30, a statement will be generated every 30 days.
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5. Specify a value for Statement Due In. This represents the number of days after the statement
is printed by which you expect payment. The field is used to calculate the payment due
date by adding the number of days to the statement date, and is printed on the statement.
6. The Statement on New Activity checkbox enables you to override the statement cycle
setting. Check this setting if you want a statement to be generated for any patient liable
charge between cycle dates. (This setting determines when a patient or responsible party is
queued for a statement; it does not affect the content of the statement.)
7. Define a Minimum Statement Amount. This is the lowest amount for which a statement will be
generated. This may be the write-off threshold, such as $5. However, if you take Medicaid
accounts, you may want to set this to the level of a Medicaid copay requirement, which
may be $1 or $2. This will then generate a statement for Medicaid accounts.
8. Select the desired Statement Model. This is the formatting model that will be used to
generate all statements.
9. Select the ‘Include Superbills with Insurance Balance Only' checkbox if you want the
statements to include superbills that do not have any patient liable amounts. By default,
these superbills are not included on statements.
10. Select the ‘Include Referring Provider’ checkbox to include the referring provider with the
superbill information.
11. Select the ‘Include Payment Reference Number’ checkbox to include your reference
number with the payment information.
12. Select the ‘Suppress $0 Procedures’ checkbox to exclude from the statement any
procedures for which no charge was made.
13. Select the ‘Include Procedure Code’ checkbox to include the CPT or HCPCS code for the
procedure with the superbill information.
14. Select the ‘Include Last File Date’ checkbox to include the last date on which a claim was
filed with the superbill information.
15. Select the ‘Superbill Statuses to Exclude’ checkbox to select specific superbill statuses that
you want to exclude when generating statements. Superbills with the excluded statuses are
not included on statements and are not used when calculating statement balances. This
enables you to suppress superbills based on the revenue cycle.
16. In the Statement Footer field, type a brief statement to be included as a footer on the
statements, if desired.
Note that the footer definition is valid only for printed statements. The footer definition is not
used for electronic statements submitted to eTactics. Contact eTactics to configure a footer
for statements submitted electronically to them for printing and mailing.
17. In the Dunning Messages area, enter the brief message that you want to appear on the
statement based on the oldest charges on the statement. Dunning messages are optional.
When a dunning message is defined for an aging range, the aging range and dunning
message appear on the statement.
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Modify Collection Statuses to Exclude from Statement Processing
You may define whether statements are sent to responsible parties when they have a particular
collection status. By default, collection statuses are defined to send statements. You may
change this to avoid sending both a statement and a collection letter.
1. List Editor icon (

) → Billing → Collection Status

2. Search for and select the desired status, and then select the Modify button.
3. Define whether statements are generated for responsible parties with this status.


Select the Send Statements checkbox to generate statements for responsible parties with
this status.



Deselect the Send Statements checkbox to prevent generation of statements for
responsible parties with this status.

Configure the Statement Generation Job and Job Schedule
You can use the Batch Statement Processing job to automatically generate statement batches
for your billing staff. This enables you to generate the statement data during off hours. Then, the
billing staff can review and print statements during regular office hours.
You can create multiple job schedules for the Batch Statement Processing job. Each job
schedule will create a separate statement batch. For example, small offices may produce all
statements once a month, while larger offices may prefer to produce some of their statements
each week in order to reduce the processing load. So, you can create a job schedule with the
filtering needed to identify the statements to be generated each week. Offices that generate
statements by financial center may choose to create a job schedule for each financial center.
It is recommended that you define your statement batches so that they contain a number of
statements that can be easily generated in your application environment and can be easily
reviewed and processed by your billing staff. For most practices, this means batches that
contain 1,000 or fewer statements. However, if you have a significant population of responsible
parties with lengthy statements, then you may want to use smaller statement batches. If you
know approximately how many statements are in each of your current statement runs, then you
can define job schedules for corresponding statement batches, adjusting them if needed to
meet the recommendations. Otherwise, you may need to define the job schedules for your
statement batches, allow them to generate, and then adjust them in order to define the
statement batches work best for your practice.
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Configure the Batch Statement Processing Job
You must configure the Batch Statement Processing job in order to generate the statement
data. This job is needed to generate the data whether the statement batch is created by a user
or by a job schedule for this job.
1. List Editor icon (

) → Integration → Jobs

2. Select the Batch Statement Processing job, and then select the Modify button.
3. In the Job window, select the Users or User Groups to be notified when an error occurs in the
statement processing job.
4. Select the OK button.

Schedule the Batch Statement Processing Job
Create a job schedule for each statement batch that you want automatically generated on a
regular basis.
When you schedule a statement batch, the application estimates the number of statements,
the number of responsible parties, and the total balance of all statements that would be in the
batch if you generated the batch at that time. This gives you a fairly good idea of how large the
statement batch will be when it is generated by the job. However, financial data changes all
the time, so the actual contents of any generated batch will be different. Once you have
scheduled the statement job, you can recalculate the batch size at a later time, if desired.
1. List Editor icon (

) → System → Job Schedule

2. Select the New button to access the Job Schedule window.
3. Enter a Name for the scheduled job. The name should describe the statements that will be
included in the batch. For example, ‘Statements A-I’.
Note: The batch name may include letters, numbers, and the following special characters:
&@#$%.+-[](). The batch details will not open if the name includes any other special
character.
4. Enter an ID and Notes, if desired.
5. In the Job field, select the Batch Statement Processing job.
6. In the Repeat Parameters section, specify when the job is to run.
a. In the Perform This Job field, select the frequency (monthly, weekly, etc.)
b. Select the Start Date and time.
c. Enter the other parameters needed to schedule the job. These parameters are
dependent upon the frequency selected.
7. In the Statement Criteria area, enter the desired filtering criteria. This may include:
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Days from last statement: Generally, you will want this to be the same as the statement
cycle defined in your Practice Settings. You may set this for a different number of days if
desired.



Range of responsible party last name: Enter a range of letters separating the first and last
letter with a hyphen. For example, “a—d” will select statements for all responsible parties
Ref: 1192.13

who last names begin with the letters, a, b, c, and d. You may enter more than one
range by separating them with a semicolon (;). For example, “a—d; x—z”.


Balance range: Enter the lower and upper range of the balance amounts for which you
want statements. These fields are disabled when generating by financial center. When
generating by financial center, the application uses the minimum statement amount
defined for each financial center to determine the balances for which statements are
generated.



Financial center: This field is available only when your practice is configured to generate
statements by financial center. Select the financial center for which you want to create
statements.



Electronic Statement Partner: This read-only field will be populated with your statement
clearinghouse partner, if you are using one.



Days Statement Due In: This read-only field will be populated with the statement
configuration information from the Configure Practice Settings window or the Financial
Center window. If you have selected more than one financial center, then this field will
be empty since this may be different for each financial center.



Minimum Statement Amount: This read-only field will be populated with the statement
configuration information from the Configure Practice Settings window or the Financial
Center window. If you have selected more than one financial center, then this field will
be empty since this may be different for each financial center.



Statement on New Activity: This checkbox will be populated with the statement
configuration information from the Configure Practice Settings window or the Financial
Center window. If you have selected more than one financial center, then this field will
be empty since this may be different for each financial center.



Excluding Superbill Statuses: This read-only field will be populated with the statement
configuration information from the Configure Practice Settings window or the Financial
Center window. If you have selected more than one financial center, then this field will
be empty since this may be different for each financial center.

8. As you define the filtering criteria, the Estimated Batch Size area shows the estimated:


Number of statements,



Number of responsible parties, and



Total balance amount of all statements.

Remember that this estimate is based on current financial information. You can use the
Calculate button to get a new estimate, if needed at a later time.
9. Select the desired File Name Format. This format defines how individual statements will be
named.
10. Select the Auto Start Detail checkbox. This must be selected in order to generate the data
for the statements.
11. Select the OK button to save and schedule the job.
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Security for the Statement Batch Processing Type
Batch statement generation requires security permissions to the Statement batch processing
type. The system defined user groups Billers and Financial Administrators have these permissions
by default. You may grant security permissions to other users or user groups in your practice.
1. List Editor icon (

) → System → Batch Process Type

2. Search for and select the Statement type, and then select the Modify button.
3. Select the Data Security tab.
4. Select the desired User or User Group, and then select the Allow checkbox.

Identifying Credit Cards Accepted
You can include up to six types of credit cards that you accept on your statements. To be
included on the statement, the credit card type must be defined as a payment type within the
application, and the payment type must include a credit card type code. Only six credit card
types may be included on statements. If you have more than six payment types defined with
credit card type codes, then only the first six such payment types listed in the Payment Type List
Editor window will be included. To remove a credit card type from the statement, you must
remove the credit card type code from the payment type.
By default, all credit card types that can be processed through Easy Pay include the credit card
type code. You should review your payments types before printing your first batch of statements
to make sure that all payment types for credit cards you do accept have the correct credit
card code entered, and make sure that the payment types for any credit cards that you do not
accept do not have a credit card code entered. You may also want to inactivate payment
types for any credit cards that you do not accept.
1. List Editor icon (

) → Payment Entry → Payment Type

2. Search for and select the desired credit card payment type, and then select the Modify
button.
3. In the Card Code field, either:


Enter the appropriate code for the type of credit card if you accept this type of credit
card.



Delete any entry from this field if you do not accept this type of credit card.

4. Select the OK button to save the change.
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Configure Statements on the Patient Portal
If your practice is using the Patient Portal, then you can configure it to enable access to
statements.
1. Tools → Configure Patient Portal Settings
2. Select the Functionality tab.
3. Select the Allow Patients to View Patient Statement option.
4. Select the OK button to save the change, and close the window.

Statements Printed by Clearinghouse
Rather than printing your patient statements, you may send them electronically to a
clearinghouse who will then print and mail the statements for you. Sending statements to a
clearinghouse for printing and mailing is commonly referred to as electronic statements.
In addition to printing and mailing, the clearinghouse may offer additional services, such as
customizing your statements, verifying and correcting addresses, and providing a file to update
addresses within the application.
To use this functionality, you must enroll with either eTactics or Practice Insights for their statement
services. Please contact Support if you wish to enroll for this service.
Once you are enrolled, you must configure your database to send the statement file to the
clearinghouse. Support and/or the clearinghouse will assist you with the configuration.
1. Configure the HL7 partner record for the clearinghouse. Please see the HL7 Partners section
of this guide for instructions.
2. Verify that the following job schedules are active. Please see the Job Schedules section of
this guide for instructions.


Interface Message Listener



Interface Message Processor



Interface Message Sender
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System Settings, Other
System settings enable you to determine how certain aspects of the application work or the
items that will be available for use within the application. For example, you can define how the
Find dialog initially displays results for various types of data. You can also define the attachment
types and the document generation templates that will be available to users.

Audit Event Configuration
You can define the types of events that appear in the audit trail. It is highly recommended that
you audit all of types of events, and the audit trail is configured to do so by default. Changing
the events that are configured in the audit trail is an advanced system administration function
that should only be done with the assistance of Support.
1. List Editor (

) → System → Audit Event Configuration

2. Search for and select the desired item, and then select the Modify button.
3. Make the changes directed by Support.

Batch Process Type
Batch process types define how the application processes certain batch operations, such as
statement generation. All batch process types are system-defined. You cannot create
additional ones.
You may, however, change the data security for a batch process type. Data security controls
who is allowed to view and work with the batches of a given type. Each batch process type has
a default security assignment of one or more system-defined security user groups. You may add
other user groups or users if needed.
1. List Editor (

) → System → Batch Process Type

2. Search for and select the desired item, and then select the Modify button.
3. Select the Data Security tab.
4. Select the desired User or User Group.
5. Select the Allow checkbox to grant access to the user or user group.

Date Timespan
Date timespans are used as search criterion in various tracking windows (such as Message
Center, Track Superbills, and others). Timespans make your saved search filters more useful. There
are predefined timespans, including a Custom Dates timespan that enables the user to enter
any desired start and end date. If you have the necessary security permissions, you can create a
custom timespan if you frequently search a data range not covered by the predefined
timespans.
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1. List Editor (

) → System → Date Timespan

2. Select the New button.
3. Enter a Name for the custom timespan.
4. Enter an ID and Notes, if desired.
5. Select the Quantity and Units desired for the timespan. For example, 90 days or 6 months.
Note that to get only the current unit, such as today or this week, then you must enter 0 as
the Quantity.
6. Select the prefix for the timespan.


Last/Less Than, as in the last 90 days or less than 90 days, depending on the context in
which the timespan is used.



Next, as in the next 90 days.



Older Than, as in older than 90 days.

7. Either:


Select the Include Current unit checkbox if you want to include the current day, week,
month, or year in the timespan.



Deselect the Include Current unit checkbox if you do not want to include the current
day, week, month, or year in the timespan.

Find Window Defaults
You can define what information displays in a Find window, such Find User or Find Diagnosis,
when it is accessed, before selecting the Search button. Find windows can be prepopulated
with no items, all items, the user’s most frequently used items, or the user’s most recently used
items. The default setting for a Find window applies to all users. However, the content displayed
for the most frequently used and most recently used settings is user specific.
The most frequently used and most recently used settings can provide users with quick access to
the items they are mostly likely to need without requiring that they enter any search criteria. Both
the most frequently used and most recently used settings will display up to 30 items when a user
accesses a Find window. For example, if the most recently used setting is used, then when a user
is processing payments and searches for a payment, the Find window will display the deposits
that the user has most recently worked with.
When the Find window is displaying most recently used items, it displays the phrase ‘Most
Recently Used’ beneath the File menu. When the Find window is displaying most frequently used
items, it displays the phrase ‘Most Frequently Used’ beneath the File menu.
A provider’s most frequently used lists for CC symptoms, diagnoses, services ordered, and
services performed are used in both the Find window and in Full Note Composer. Therefore, it is
extremely important that you not change the prepopulation setting on these items.
The Find Table window enables you to modify how certain tables are searched when using the
Find functionality. You can also enter or change security settings for tables.
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1. List Editor icon (

) → System→ Find Table

2. Search for and select the desired find table, and then select the Modify button.
3. Select the Find AddIn if appropriate.


To use the IMO diagnosis codes, you must select the IMO Diagnosis addin for the
Diagnosis Code find table.



To use the IMO procedure codes, you must select the IMO Procedure addin for the
Procedure Code, Service Performed, and Service Order find tables

4. Select the search behavior, if desired.


Search name for any item containing criteria: When selected, you do not need to enter
the exact name. The application will search throughout the name field for the character
string entered.



Pre-populate tables when searching: This causes the search to be conducted
automatically when the window is accessed.



Allow hiding of individual items: This allows users to hide items that they do not use so the
items do not appear in the user’s search results.



Search ID for any item containing criteria: When selected, you do not need to enter the
exact ID. The application will search throughout the ID field for the character string
entered.



Display in a pop-up window: This causes the Find window to display in a pop-up within
the current window.

5. Define the Prepopulation Option for the Find window, if desired.


None: The window will not be prepopulated.



Most Recently Used: The window will be prepopulated with up to 30 of the user's most
recently used items



Most Frequently Used (Frequency): The window will be prepopulated with up to 30 of the
user's most frequently used items in order of their frequency of use.



All: The window will be prepopulated with all items.



Most Frequently Used (Alphabetical): The window will be prepopulated with up to 30 of
the user's most frequently used items in alphabetical order.

6. Enter the maximum number of items to be returned in a search, if desired. Note that the
more items that are returned, the longer it may take to populate the table when conducting
a search.
7. Enter any Notes, if desired.
8. Select the Security tab. Note that this tab is not available on some items.
9. To change the security settings for a user or user group, select the permissions checkbox next
to the user or group listing.
10. To select a new user or user group, use the Find icon in the last, empty item in the list.
11. Select the permissions checkbox or checkboxes for the access you want to grant the new
user or user group.
12. To delete a user or user group, select the delete icon (
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Find Table – Named Sublist
A named sublist is a specifically named subset of items existing in the database. The sublist is
used in a dynamic procedure note to list items that may be selected to complete the
procedure note. For example, you may create a named sublist of cardiologists from the list of
providers in the database. Named sublists are often associated with medical service providers,
but they may be associated with any type of data in the database that is selected through a
Find window.
1. List Editor icon (

) → System → Find Table – Named Sublist

2. Select the New button.
3. Enter an ID and Notes for the sublist, if desired.
4. Enter a Name for the sublist.
5. Select the Find Table of which this is a sublist.
6. Select the List Items from the selected find table that will appear in the sublist for selection in
the procedure note.

General Note Macros
You can create general note types so that users can classify any general notes that they create
for reuse. You can also use List Editor to view a list of the user-defined general notes, and to copy
and modify them.

View User-Defined General Notes
1. List Editor (

) → System → General Note

2. Enter the desired search criteria, and then select the Search button.
3. A list of all user-defined general notes matching your selection criteria is displayed.

Create a General Note
1. List Editor (

) → System → General Note

2. Select the New button.
3. In the General Note window, enter a Name for the note.
4. Select the General Note Type. This determines where in the application the note will be
available for use.
5. In the Notes field, enter the text of your note.
Use CTRL+Enter to insert a line break in your text.
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Copy a User-Defined General Notes
1. List Editor (

) → System → General Note

2. Enter the desired search criteria, and then select the Search button.
3. Select the note you wish to copy.
4. From the File menu, select the Save As option.
5. Enter a New Name for the copy of the note.
6. Select the OK button.
7. In the List Editor window, select the new note that you just created and select the Modify
button.
8. In the General Note window, make any changes to the Notes or General Note Type.

Define a General Note Type
General note types enable users to classify notes used in various ways. The application includes
a system-defined general note type for each system-defined tab in Full Note Composer and
other clinical note type windows. You may have defined additional general note types.
For the system-defined general note types, each user’s general notes for a specific general
notes type are classified by the general notes type and the user name; for example, CC—Jane
Smith, DX—Jane Smith, and CC—John Doe. Users’ previously saved general notes for Full Note
Composer have been associated with the appropriate new general note type.
By default, all users are granted read-only rights to other users’ general notes for Full Note
Composer general note types. If a user, such as a provider, wants other users, such as a nurse, to
have create, modify, or delete access to their general note macros, then you must grant those
other users rights to the requesting user’s general note types.
1. List Editor (

) → System → General Note Type

2. Select the New button.
3. Enter a Name for the general note type.
4. Enter an ID and Notes, if desired.
5. Select the Security tab.
6. In the User or User Group field, select the desired user or user group.
7. Select the checkboxes for the security you want to assign to this user or user group.
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Laboratory Bill Codes
Laboratory bill codes are proprietary codes that laboratories use to identify insurance payers.
Each laboratory assigns its own bill codes to insurance payers.
If you have a laboratory interface, you must enter laboratory bill codes for each insurance payer
that you use. If you interface with more than one laboratory, you must enter the codes from
each laboratory.
1. List Editor (

) → Demographics → Laboratory Bill Code

2. Select the New button.
3. In the Name field, enter the laboratory bill code.
4. Enter an ID and Notes if desired.
5. In the Insurance Plan Payer field, select the insurance payer and plan identified by the code.
6. In the Lab Partner field, select the laboratory that provided the code.

Medical Services Provider
A medical services provider is an entity, such as a surgical center or MRI center, which provides
a medical service or services. Medical services providers can be used in dynamic procedure
notes that are used to create clinical orders for services, such as MRIs, x-rays, and lab tests.
You may define one or Direct addresses for medical services providers to whom you send
transition of care documents. Remember that you cannot use a standard email address (such
as johndoe@yahoo.com or johndoe@medclinic.com) to send Direct messages through the HISP.

Medical Services Provider and Care Plan Oversight
CPO services can only be provided to patients who are receiving care from a medical services
provider that provides hospice services or home health care. This is identified in the medical
services provider record using the medical services type. You must use the system-defined
medical services type entries in order to use the automated superbill creation that is part of the
care management functionality.

Define a Medical Services Provider
1. List Editor icon (

) → Demographics → Medical Services Provider

2. Select the New button.
3. Select the Medical Services Type.
4. Enter the Name of the service provider.
5. Enter Primary and Secondary Contacts if desired.
6. Enter the Address of the service provider.
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7. Enter the Phone Number and Phone Type.
Note: You must enter a phone number with the phone type ‘Fax’ in order for faxes to be
automatically sent to the medical services provider when a dynamic procedure note is
used.
8. Enter an Email address if desired.
9. Enter Notes if desired.
10. Set up a Direct message address, if desired.
a. Select the Direct Message tab.
b. In the Address field, enter the complete Direct address for the medical services provider.
c. Enter additional Direct addresses for the medical services provider, if desired.
d

If you enter multiple addresses for the medical services provider, you must select the
Default checkbox for one of the addresses. This is the address the application will default
when sending Direct messages to this medical services provider.

Medical Service Type
A medical service type is a way for you to categorize medical services providers and physicians
external to your practice, such as imaging centers, labs, or cardiologists.
1. List Editor icon (

) → Demographics → Medical Service Type

2. Select the New button.
3. Enter the Name of the medical service type.
4. Enter an ID and Notes, if desired.

File Name Formats
File name formats are used to create individual file names for batch generated files, such as
statements and patient documents. The file name format contains the data elements used to
create a file name.
The application includes the following system-defined file name formats:


Patient Document Name Default: May be used for patient document batches when the
formatting model to be generated has a Patient origin of content.



Visit Document Name Default: May be used for patient document batches when the
formatting model to be generated has a Visit origin of content.



Statement Name Default: May be used for financial statements.
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Name Format Types
File name format types are system-defined. You cannot create additional format types, or make
changes to defined types.


Account Responsible Party: Used to create file name formats for statements.



Patient: Used to create file name formats for batch generated patient documents when the
formatting model to be generated has a Patient origin of content.



Visit: Used to create file name formats for batch generated patient documents when the
formatting model to be generated has a Visit origin of content.

Name Format
You may define additional file name formats for patient document and statement batches.
1. List Editor icon (

) → System → Name Format

2. Select the New button.
3. Enter a Name for the file name format.
4. Select the appropriate file Name Format Type. This determines the data elements that are
available for name format.
5. In the Name Format Template field, enter the text and data elements that you want in the
file names.


You may enter static text before, in between, and after any data elements.



Enter a left square bracket ([) to display a dropdown list of the available data elements.
Then, select the desired data element.

6. Verify that your file name format works as expected.
a. Select the Test button.
b. In the Name Format Template Test window, select a patient, responsible party, or visit.
The generated file name is displayed in the Formatted Results field.
c. Select the Close button to return to the Name Format window.
7. If needed make any changes by repeating steps 5 and 6.
8. Select the OK button to save the file name format and close the window.

Note Filters
A note filter is a user-defined set of criteria for selecting the patient visit notes to display on the
Desktop. You can display notes that are incomplete, notes that require approval, or both. Note
filters are defined for the practice, and then may be used by any user.
1. List Editor icon (

) → System → Note Filter

2. Select the New button.
3. Enter a Name for the note filter.
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4. Enter an ID and Notes, if desired.
5. To display incomplete visit notes, select the Filter Incomplete Notes checkbox.
6. Use the Users filed to select the user or users whose incomplete visit notes you want to
display. If blank, this defaults to the currently logged in user.
7. Select the desired checkboxes to display notes created by or modified by the users
identified.
8. To display visit notes requiring approval, select the Filter Approval Notes checkbox.
9. Use the Forward to Cosign Providers field to select users who need to approve the patient
visit notes. If blank, this defaults to the currently logged in user.
10. Use the Originating Providers field to select users who send visit notes needing approval. If
blank, this defaults to the currently logged in user.
11. Select the Approval Status of the notes you wish to display.

Print Sets
A print set is a collection of print details. Each print detail matches a document type to a
specific printer with defined offset settings. A print detail entry enables you to set up a particular
printer for a particular report, such as the prescription report or the claim layout, which must be
printed on a specific predefined form.
You must include all the paper claim layouts that your practice uses to process claims in a print
set. This is necessary to ensure that the claim layout aligns properly with the pre-printed claim
form during printing.
A print detail entry is also needed for lab requisitions and specimen labels, so that users can
quickly print these documents.
You may include education forms in a print set. This eliminates the need for the clinical user to
select the printer for each education form when printing the forms for a patient’s visit.
A print set can contain any number of print detail entries; therefore, a single print set may
include print details for prescriptions and for claims.
Once you have defined your print set or print sets, users are able to select the print set that they
want to use. All the print sets defined for your practice are listed from the Tools → Print Set
submenu. The print set currently selected by a user will have check next to it.
It is generally not necessary to create a print detail entry for reports that print on regular paper. If
there is no print detail for these reports, they will print on the user's default printer. However, there
are instances in which you may want to define a print set that does include print detail entries for
reports that print on regular paper.
For example, you can associate a complete chart print definition to a print set, if desired. This
could enable users to print batch jobs of large charts on a different printer than their default
printer, and thus not interrupt the regular office workflow.
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Including regular reports in a print set may be desirable for a large office with multiple printers or
multiple office sites to which users travel. If you have a large office, with printers in multiple
locations, you can create different print sets for those locations. For example, you may have a
front office print set and a back office print set. Users who work in the front office can select that
print set, and all of their print jobs will print on the printers most convenient to them.
If you have more than one office site, you have print sets for each site. Then when a user goes
from one site to the other, the user only needs to select the appropriate print set in order to easily
print all documents.

Printer Offsets
A print detail entry can also include printer offsets. The offsets are used to adjust the location of
printed text or images on the page. This enables you to ensure that printed text appears where
desired on preprinted forms, such as claims and prescriptions.
In most cases, you will not need to define printer offsets for reports that print on regular paper.
However, with some printers and printer drivers, the printer’s defined margins may be defined in
such a way that you need to create a print detail entry with offsets for a report that has narrow
margins.
When defining the offsets for a claim form or prescription format, it is recommended that you first
print a test claim or prescription with both offsets at 0.00, which are the initial values. Then adjust
the offsets as needed. You may need to do this incrementally, and print several test items to
check the results of your offset changes.


Offsets are in inches; thus, 1.0 is one inch and 0.25 is a quarter of an inch. Adjust the offsets as
follows.



To move the text up, enter a smaller number as the Top offset. You may enter negative
numbers.



To move the text down, enter a larger number as the Top offset.



To move the text to the left, enter a smaller number as the Left offset. You may enter
negative numbers.



To move the text to the right, enter a larger number as the Left offset.

Page Orientation
The print set cannot be used to change or modify a report’s defined format or orientation. When
defining a print set and when printing any report, you can access the Microsoft ® Windows©
Printer window. The Windows Printer window will allow you to select a paper size and page
orientation, but the selections made in the Printer window will be overridden by the report’s
defined format.
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Define a Print Set
1. List Editor icon (

) → System → Print Sets

2. Select the New button.
3. Enter a Name for the print set.
4. Enter an ID and Notes, if desired.
5. Enter a print detail item:
a. Select either the radio button for the type of item to be printed. This displays all the fields
necessary for the print item.


Use Report: Select to define a report, such as a lab requisition or claim layout.



Use Custom Print: Select to define a complete chart print definition.



Use Education Form: Select for education forms. This includes all education forms.

b. Use the Find icon to select the desired report or complete chart print definition.
6. In the Printer Settings field, select Printer button to access the Windows Print window, and
then select the printer on which you want this report to print.
Note: You may select a number of copies to print, if desired. This will be saved as part of the
print detail.
7. In the Offsets fields, enter Top and Left offsets to adjust the way the printed item appears on
the paper or form. Please note that the offset is measured in inches (1.0 = 1 inch).


To move the text up, enter a larger number as the Top offset.



To move the text down, enter a smaller number as the Top offset. You may enter
negative numbers.



To move the text to the left, enter a larger number as the Left offset.



To move the text to the right, enter a smaller number as the Left offset. You may enter
negative numbers.

8. Repeat steps 5 through 7 to add another print detail item.
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Records Disclosure Reason
A patient record disclosure is an instance of disclosing all or some of the information in a
patient’s record to someone outside your practice, such as a referring or consulting physician,
an insurance payer, the patient, or any other person or entity to whom you must provide
information. When a user takes an action that results in a patient disclosure, such as printing a
patient chart, then the user must enter a reason for disclosing the patient’s information.
The application includes a number of predefined record disclosure reasons. You can create
additional reasons if desired.
1. List Editor (

) → Demographics → Records Disclosure Reason

2. Select the New button.
3. Enter an ID if desired.
4. Enter a Name for the disclosure reason.
5. In the Notes field, enter the explanation for the disclosure of patient records.

Service Sites
Service sites are the locations where services are provided. They may be internal sites, where
services are performed from your own practice members, or they may be sites where services
are ordered, external to your practice, such as hospitals, imaging centers, laboratories, etc.
Service sites are required on insurance claims, and so a service site is identified on every patient
visit note and superbill. The service site used in patient visit notes, superbills, and claims is
determined by:


The service site entered in the visit note.



If the service site is not entered in the visit note, then the default service site entered for the
billing provider specified in the visit note is used.



If the billing provider does not have a default service site, then the practice name and
address in the practice settings are used.

Service sites are associated with service site types, which identify the ANSI code for the type of
service site. This is also important information on insurance claims.
Internal service sites may be associated with providers and with scheduling, to indicate where
each provider works on each day.

Service Sites and Sales or Healthcare Taxes
Internal service sites are also used to determine tax amounts, if your practice is subject to sales or
healthcare taxes. Tax percentages are often location specific. For example, there may be state,
county, and city sales tax percentages. So, if you have service sites in different locations, the
cumulative tax percentage may be different for the different sites. If your practice settings are
configured to calculate taxes, the Tax Rate tab will appear on this window.
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Service Sites and Facility Portal
If your practice is using the optionally purchased Facility Portal, then you may associate Facility
Portal users to a service site, such as research facility or nursing facility, which also provides
services to some of your patients. Then, those Facility Portal users can access patient information
and patient visit notes through your Facility Portal. They will only be able to access information
for patients who are associated to the service site (Patient window’s Additional tab).

Create a Service Site
1. List Editor icon (

) → System → Service Site

2. Select the New button.
3. Enter an external ID for the service site, if desired.
4. Enter a Name for the service site.
5. Associate the relevant Service Site Type using the Find icon.
6. Select the Financial Center to be associated with the service site.
7. If the site is an internal site, check the Internal Site checkbox.
8. Enter the Formal Name for the service site. If entered, this is the name that will be used on
patient visit notes, superbills, and claims.
9. Enter the Primary and Secondary Contact names.
10. Enter the Type of Bill, if desired. This is needed only if your practice does UB-04 institutional
billing. If entered, this type of bill will default to all superbills associated with this service site.
11. Enter the service site’s physical address, phone numbers and email addresses. This
information is required for prescriptions, clinical orders, and other items. Do not use a Post
Office box address.
12. Add notes if desired.
13. Select the OK button to save all the entries.

Configure Tax Rates for a Service Site
If your database is configured for sales and healthcare taxes, then you may configure tax rates
for a service site.
1. List Editor icon (

) → System → Service Site

2. Search for and select the desired service site, and then select the Modify button.
3. Select the Tax Rate tab.
4. Set the tax rate period.
a. Select the New button.
b. Enter the Effective Date.
c. Select the OK button to return to the Service Site window.
5. Enter the total cumulative Sales Tax Rate. You must enter this as a percentage, not a
decimal amount.
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6. Enter the total cumulative Healthcare Tax Rate. . You must enter this as a percentage, not a
decimal amount.
7. Select the OK button to save all the entries.

Create a Facility Portal User Account for a Service Site
If your practice is using the optionally purchased Facility Portal, then you may create Facility
Portal user accounts for a service site.
1. List Editor icon (

) → System → Service Site

2. Search for and select the desired service site, and then select the Modify button.
3. Select the Facility Portal Access tab.
4. Select the Add button to create a new user account.
5. In the Find Facility Portal Person window, either:


Select the New button to create a new Facility Portal user account. Go to step 6.



Search for and select the desired Facility Portal user, if the person already has an
account associated with another service site or patient program.

6. In the Facility Portal Person window:
a. Enter the First and Last names of the individual user.
b. Enter any desired contact information, such as phone numbers, email address, or
physical address.
c. Select the OK button to save the person information to the database.
7. In the Person Web Account window, create the Facility Portal user ID.
a. Enter a logon name for the responsible party or accept the default name. The default is
<firstname> <lastname>, and it is provided unless there is already a patient web account
with the same name.
b. Accept the randomly generated password or select Reset Password to generate another
password.
c. Select the OK button to save the user account, and return to the Service Site window.
8. Create additional Facility Portal users if desired. Select the OK button when you have
finished.

Service Site Type
Service site types are associated with service sites. The service site type of the service site is used
on insurance claims, in billing rules, and other in other functionality. Therefore, each service site
type must be associated with a valid and appropriate ANSI code.
1. List Editor icon (

) → System → Service Site Type

2. Select the New button.
3. Enter an external ID, if desired.
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4. Enter a valid ANSI Code.
5. Enter a Name for the service site.
6. Enter any Notes, if desired.

Timeframes
Timeframes are used to enter the onset and resolution dates of medical problems in a patient's
chart. Because these dates are often approximations, timeframes can be used to enter them
when a definite date is not known. The following timeframes are predefined. You may define
additional timeframes if desired.

Timeframe

Description

--

Enables the user to enter any text in the date field. No interpretation
is made of the entry.

__

Enables the user to enter a date. This is the default selection for date
fields.

__ days ago

Enables the user to enter a number. The date is interpreted relative to
the date of entry. Thus, if the user enters '3 days ago' on March 4,
2011, then the date is interpreted as March 1, 2011.

__ months ago

Enables the user to enter a number. The date is interpreted relative to
the date of entry. Thus, if the user enters '3 months ago' on March 4,
2011, then the date is interpreted as December 4, 2010.

__ weeks ago

Enables the user to enter a number. The date is interpreted relative to
the date of entry. Thus, if the user enters '3 weeks ago' on March 4,
2011, then the date is interpreted as February 11, 2011.

__ years ago

Enables the user to enter a number. The date is interpreted relative to
the date of entry. Thus, if the user enters '3 years ago' on March 4,
2011, then the date is interpreted as March 41, 2008.

Birth

Onset was at birth.

Childhood

Onset or resolution is interpreted as 6 years from the patient's birth.
Thus, if the patient's birth date is January 1, 1990, then the date is
interpreted as January 1, 1996.

Clear

Clears the date entry so that a new entry may be made.

Teenage

Onset or resolution is interpreted as 13 years from the patient's birth.
Thus, if the patient's birth date is January 1, 1990, then the date is
interpreted as January 1, 2003.
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Define a Date Timeframe
1. List Editor (

) → System → Timeframe

2. Select the New button.
3. Enter a Name for the custom timeframe.
4. Enter an ID and Notes, if desired.
5. Enter a Default value if desired.
6. Select the radio button for the Related Date event from which the date is determined.


Event calculates the date, either forward or backward, from the date of entry in the
chart.



Birth calculates the date from the patient's birth date.

7. Select the radio button for the Date Direction.


Decrease calculates a date prior to the related date event. For example, three weeks
before the visit date.



Increase calculates a date after the related date event. For example, six years from birth.

8. Select the Time Unit used to calculate the date.

Tax Calculation for Sales or Healthcare Tax
The application can calculate sales or healthcare taxes on procedures so that taxes are
included on the superbill and claim. You can have procedures that have sales taxes, some that
have healthcare tax, and some that do not have tax. Though you can apply only one tax to a
procedure, you can override how tax is calculated for a procedure on a specific amount
allowed schedule.
The tax amount on a given procedure is calculated by multiplying the service site tax rate by the
total amount allowed for the procedure. If the procedure has multiple units, then the tax
amount for the procedure is multiplied by the number of units. The service site tax rate is
determined by the effective period that matches the service date on the superbill.
To include taxes, you must:


Set the default tax type for the practice. Refer to the Practice Settings section and its Billing
Tab subsection for more information.



Enter the tax percentage for each service site. Refer to the Service Site section for more
information.



Set the tax type for individual procedures. Refer to the Procedure Codes section and its
Modify a Procedure Code subsection for more information.



Set the tax type for a procedure on an amount allowed schedule if necessary. Refer to the
Amount Allowed Schedules section for more information.
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Title Bar Configuration
You may configure the title bar of Full Note Composer and other clinical note type windows to
display the patient information needed by your providers. The title bar for Full Note Composer
and other clinical note type windows is configured in the practice settings definition and may
configured for specific users in the user setting definition.
By default, the title bar of Full Note Composer and other clinical note type windows displays
patient name, external ID, gender, age, and insurance, plus weight, height, temperature,
respiratory rate, heart rate and blood pressure, if entered. The title bar also indicates the visit
type for any visit marked as a Lab Visit, Private Visit, Refill Visit, or Strike Out Visit.

Configure the Title Bar for the Practice
1. Tools → Configure Practice Setting → Form Title tab
2. Select the Configuration (

) icon.

3. In the Title Column Selection window, the Title Preview field displays the items of information
in the title bar in the order in which they appear. You can change this field directly, but it will
change as you make your selections.
4. In the Caption Prefix field, enter the item of information that you want to appear first in the
title bar. You must enter the name as it appears in the Available pane, and within square
brackets. For example, the default caption prefix is [VisitDate].
5. Use the Available and Selected panes to add an item of information to the title bar. The
Available pane displays a list of information items that may be displayed in the title bar. The
Selected pane displays a list of the items you have selected to display. When the Selected
pane is empty, then the system defaults for the title bar are used.
a. In the Available pane, select the item of information that you want displayed in the title
bar.
b. Select the right arrow (

) icon to move that item to the Selected pane.

c. If desired, enter a character or word in the Field Prefix field. This will separate the selected
item of information from the previous item.
6. Repeat the previous step for each item of information you want to appear in the title bar.
7. To remove an item from the title bar:
a. In the Selected pane, select the item of information that you want to remove from the
title bar.
b. Select the left arrow (

) icon to move that item to the Available pane.

8. When you are satisfied with the title bar configuration, select the OK button to save and
return to the Configure Practice Settings window.
9. In the Configure Practice Settings window, select the OK button to save.
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Use the System-Default Title Bar
1. Tools → Configure Practice Setting → Form Title tab
2. Select the Configuration (

) icon.

3. In the Title Column Selection window, select the System Default radio button.
4. Select the Copy (

) icon.

5. At the confirmation prompt, select Yes to copy the system-default title bar to the practice
setting.
6. Select the OK button to save.

Configure the Title Bar for a User Setting Definition
The user setting definition overrides the practice setting definition for the users associated with
the user setting definition.
1. List Editor (

) → System → User Setting

2. Search for and select the desired user setting definition, and then select the Modify button.
3. Select the Form Title tab.
4. Select the radio button for the configuration to be used.


Practice: Uses the configuration defined in the Configure Practice Settings window.
Continue to step 12.



User Setting: Uses the configuration defined here. Continue to the next step to define the
configuration.

5. Select the Configuration (

) icon.

6. In the Title Column Selection window, the Title Preview field displays the items of information
in the title bar in the order in which they appear. You can change this field directly, but it will
change as you make your selections.
7. In the Caption Prefix field, enter the item of information that you want to appear first in the
title bar. You must enter the name as it appears in the Available pane, and within square
brackets. For example, the default caption prefix is [VisitDate].
8. Use the Available and Selected panes to add an item of information to the title bar. The
Available pane displays a list of information items that may be displayed in the title bar. The
Selected pane displays a list of the items you have selected to display. When the Selected
pane is empty, then the system defaults for the title bar are used.
a. In the Available pane, select the item of information that you want displayed in the title
bar.
b. Select the right arrow (

) icon to move that item to the Selected pane.

c. If desired, enter a character or word in the Field Prefix field. This will separate the selected
item of information from the previous item.
9. Repeat the previous step for each item of information you want to appear in the title bar.
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10. To remove an item from the title bar:
a. In the Selected pane, select the item of information that you want to remove from the
title bar.
b. Select the left arrow (

) icon to move that item to the Available pane.

11. When you are satisfied with the title bar configuration, select the OK button to save and
return to the User Settings window.
12. In the User Settings window, select the OK button to save.

Transcription
To use the dictation and transcription functionality, you must:
1. Set up the jobs and job schedules for the Export Dictation and Import Transcription jobs.
2. Enable the voice recording option on the User Setting definitions for users who will use
dictation and transcription.
3. Make sure that any user-defined, custom clinical note type windows that will be used with
diction and transcription are configured to enable dictation. (Note that not all clinical note
type window tabs can be used with dictation.

Transcriptionist
You can define transcriptionists, and associate transcriptionist names with specific folders on the
server. You can also associate transcriptionists with specific providers, but this is not necessary.
The Transcriptionist dialog has two tabs: Person and Configuration.
The folders you define for dictation/transcription must be accessible by the application server.
See your administrative super user for further details.
1. List Editor icon (

) → System → Transcriptionist

2. Select the New button.
3. Complete the information on the Person and Configuration tabs as described below.

Person tab
Use the Person tab to add the transcriptionist personal details. You can search for a person
already in the system by using the Find icon field. If you select a person who has already been
defined, this dialog is populated with that person's information.
1. Enter required fields (e.g. first, last name), and any optional information.
Note: External ID is a required field for people. You may enter your own ID, which may be an
alphanumeric field, but the ID must be unique. If you do not enter an ID, the system will
assign a numeric ID. If you select a person that has already been defined, this field will
display that person's id.
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2. Enter a nickname in the AKA field, if desired. If you specify an AKA name, you can use this
field as an alternative when searching for people in the system.
3. Enter contact information as necessary: phone numbers and email addresses.
4. If required, select the Show More Information button to display entry field for demographic
information.

Configuration Tab
Use configuration details to define paths to folders that the transcriptionist may use to retrieve
dictated files and save transcribed files. You do not need to define this information, as folders
may be defined as necessary when dictated files need transcribing. However, if you wish to
schedule automatic export and import of information via the job Scheduler, you must associate
transcription folders via this window.

Transcription Statuses
Transcription statuses are used to process and track dictation and transcription files. You cannot
add transcription statuses or modify the names of the predefined statuses since these are used
by the application to process files. You can, however, define the color in which a transcription
status appears and you can add an ID and notes to the status.
1. List Editor icon (

) → System → Transcription Status

2. Select the desired status, and then select the Modify button.
3. Add an ID and Notes, if desired.
4. Use the Color Browse icon (

) to select the color in which the transaction status will appear.

Updates and Upgrades to the Application
It is important that you keep the application and the environment in which it operates current.
This includes timely installation of upgrades and patches to the Microsoft Windows operating
system, hotfixes to Aprima, and updates to the procedure codes, ICD-9 diagnosis codes, and
drug database.
Updates to the operating system and the application must be installed at a time when the
application and database are unused (for example, at night or on the weekend). It is
recommended that you perform a complete backup of the application database prior to any
update.
All operating system and security updates should be installed prior to installing any Aprima
update.
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Operating System Updates
Operating system updates are available from Microsoft on a regular basis. It is recommended
that you configure the operating system on the server and on all client PCs, laptops, and tablets
to automatically download and install any Microsoft recommended updates (Windows Start
button → Control Panel → Automatic Updates). You can also configure this so that the updates
are automatically downloaded, but they are not installed until the user initiates the installation. If
you choose this configuration, you must ensure that all users are regularly installing the updates.
You can configure the automatic download and install to occur as frequently as once a day.
If you have configured the update notification so that downloads are automatic, but installation
is not, then an Updates Available icon ( ) will appear in the system tray when updates are
available. Double-click this icon to open a window listing all the updates available. Then select
and install the applicable updates.
Aprima tests all updates to the recommended operating systems including patches issued via
Windows Update. When there is a major update to the supported operating systems, such as a
service pack or a new version, Aprima will test those updates or releases. Once the update is
approved, the current version of the System Requirements document will be updated to reflect
the new version support. In the case of minor updates via Windows Update, Aprima will test
those as well. Testing will be completed within seven days of the release of a Windows update
(update release date + 7 days). At the conclusion of that period, you can assume that the
Windows update is safe to install unless there is a specific support alert issued by Aprima
regarding a specific update.

Aprima Updates and Hotfixes
It is important that you keep the application and its standard data current. Regular updates are
provided to address bugs and issues and to make changes to the procedure codes, diagnosis
codes, and drug database. These updates must be installed at a time when the application and
database are unused (for example, at night or on the weekend). To ensure that these updates
are installed in a timely manner, the Weekly Maintenance job includes automatic download
and installation of these updates.
If you choose not to have this done automatically by the job, then you can change the setting
in the job schedule for the Weekly Maintenance job. Remember that if this not done
automatically, then you must download and install the updates manually as they are made
available.
Hotfixes are needed to address bugs and issues with the client application and the application
service. Hotfixes are typically released on Fridays. You will be notified when a hotfix is available.
Notification will include information about the content of the hotfix and instructions for installing
it.
Like database updates, hotfixes must be installed when the application and database not being
used.

526

Ref: 1192.13

User Information
Care Teams
A Care Team is a grouping of billable users in the practice. This group usually comprises
physicians, but it may include nurse practitioners or physician's assistants who are defined as
providers. A care team is used to feed information from the clinical side of the practice to the
billing side via charge tickets, which are associated with care teams. A care team also has a
specific instance of the knowledge database, which can be tailored to the needs of that group
of providers.
Because a number of clinical functions use care teams, it is recommended that you define at
least one care team. Depending on your office, you may have more than one care team. The
decision to create more than one team is usually made on specialty, rather than location.
Once a care team exists, you can associate providers to it when you create the provider
records. Again, since a number of clinical functions use care teams, it is recommended that you
associate all providers to a care team.
When you create a care team, there are a number of associations you must make, which you
perform via the two Care Team window tabs. If you do not have all the relevant information to
associate already defined in the system, you can come back to this window and make the
associations later.
When you first create a care team, you will only see the General tab. This is where you will name
the care team, and associate charge tickets to it. Once you have created a care team, you will
be able to grant security permissions to the care team’s knowledge database.
Resetting the knowledge database restores all the predefined entries and removes any
additions or changes.

Knowledge Database Security
Once you have created a care team, you will be able to grant security permissions to the care
team’s knowledge database. Security permissions granted via the Care Team Security tab
relate to the care team's own instance of the KDB; that is, the preferences of names and
content that display for a member of the care team. The Security tab is not available when you
first define a care team; you must save the care team information, then select the Modify button
to access the window with this tab. By default, the providers who are associated to the care
team have all access permissions for its own KDB settings. To allow another user or user group
(such as an administrative super user) access to this care team’s KDB, you must modify the
security permissions to add those users or user groups.
If you have already defined user permissions, you will see the permissions listed. You can edit
existing permissions on this window.
Note: A security permission of allowed takes precedence over not allowed, so if you have
disallowed permissions to a group, you can allow specific users greater security permissions to
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specific security items. However, if you have allowed permissions to a group, you cannot
disallow permissions for specific users in the group.

Specialty Setup
The application includes a number of system-defined care teams for various medical specialties.
These care teams are used to enable faster set up for new implementations of the application.
System-defined care teams are inactive by default.

Creating a Care Team
1. List Editor icon (

) → System → Care Team

2. Select the New button.
3. Define the name of the Care Team, and add ID and notes if required.
4. Associate the corresponding charge tickets (Diagnosis, Service Ordered, and Service
Performed) with the care team.
5. Select OK to close the Care Team window.
6. Select the care team just created, and then select the Modify button.
7. Select the Security tab.
8. Assign security permissions for the care team knowledge database. By default, providers
who are associated to care team have all access rights to that care team’s knowledge
database. You only need to assign permissions to other users, such as an administrative user
or super user.
a. Highlight the knowledge database item for which you want to assign permissions.
b. Search for and select the user or user group.
c. Select the security permissions for that user or group.
d. If you want to assign the same permissions for all knowledge database items, select the
Set Same Security for All Items button.
Note: A security permission of Allowed takes precedence over Not Allowed, so if you have
disallowed permissions to a group, you can modify individual items to allow changes.

Users
The application relies on the Active Directory functionality of Windows Server or another user
authentication system to provide the user authentication and password management
functionality required for the secure operation of the software. All users must be defined in the
user authentication system before you can add them as users of the Aprima application.
Before users may begin to use the application, you must define and authorize each user who will
access the system.
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Create a User Record
Define all users who will require access to the application. For security purposes, all users must
have been predefined in Active Directory.
Note: The First Name and Last Name fields are limited to 50 characters each. If the person’s first
or last name is more than 50 characters, the name is truncated. The 50-character truncated
name will appear on all windows, documents, and reports that use the person’s name.
1. Verify that the Active Directory user record has been created.
2. In Aprima, go to List Editor icon (

) → System → User.

3. Select the New button.
4. In the Demographics tab (this is open by default), search for and select the Login ID that is
the user's login for your network. You must do this to associate the user record with the
username defined in the Active Directory.
5. Enter any additional identifying and contact information for the user.
a. External ID is a required field for people (users, providers, or patients). You may enter your
own ID, which may be an alphanumeric field, but the ID must be unique. If you do not
enter an ID, the system will assign a numeric ID.
b. The user's First and Last names will be populated when you select the login ID. You can
change this information if desired.


Names are case sensitive. So, for example, if the name is entered in all upper case,
then it will appear that way in all windows, reports, and generated documents and in
any electronic transmissions. Enter both the first and last names as they generally
need to appear and are used.



You can enter a different name in the AKA First and Last name fields. If you specify an
AKA name, you can use this field as an alternative when searching for people in the
system.



Enter credentials (M.D., etc.) in the Suffix field. Do not enter credentials in the Last
Name field.

c. Enter Phone Numbers, Phone Types, and Email addresses, as desired.
d. If required, select the Show More Information button to display entry fields for
demographic information.
e. Enter Notes, if desired.
6. Select the Settings tab to enter custom settings for the user.
a. In the Instant Messaging area, select the desired default Instant Message Status. All users
have the default instant message status 'Hidden' when the application is initially installed.
A user’s default instant message status is the status given to the user each time the user
logs into the application. The user’s default status setting is not changed by selecting
another status from the Instant Message chat window while using the application.
b. In the User Setting field, select the desired user setting definition.
c. If the user qualifies as a licensed healthcare professional for MIPS and other clinical
quality programs, select the Licensed Healthcare Professional for CPOE checkbox. The
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user must have a qualifying license issued by the state. Credentials issued by a hospital or
other similar entity do not qualify as ‘licensed’.
d. If the user qualifies for CPO/CCM minutes, then select the Licensed CPO/CCM
Professional checkbox.
7. Select the Batch Security tab. (This tab does not appear until the user has been saved.)
a. Select the “Always Prompt for a Default Batch upon Login” checkbox if the user is to be
prompted for default batch. Leave the checkbox deselected if the user is not be
prompted.
b. In the User section, the selected user’s name will appear in the User or User Group field.
Select the checkboxes for the batch security you want to assign to this user.


New: Create batches.



Modify: Add, move, change, or delete transactions in an open batch.



Complete: Lock down all transactions in the batch prior to daily close of the batch’s
posting date.



Override: Allows the user to override the “complete” status of the batch and change
its status back to open.

c. In the Contributors section, use the Find icon to search for and select the user and user
group who may contribute or modify superbill charges and payments to this owning
user’s batches. Select the checkboxes for the batch security that you want to assign to
this user.


Modify: Add, move, change, or delete transactions in an open batch.



Complete: Lock down all transactions in the batch prior to daily close of the batch’s
posting date.



Override: Allows users to override the “complete” status of the batch and change its
status back to open.

8. Select the Messaging tab. (This tab does not appear until the user has been saved.)
a. In the Message Security area, select the User or User Group to have access to this user’s
messages.
b. Select the checkbox or checkboxes for the access to be granted.


Read only: The user or user group is allowed to read messages received by the
selected user, but they cannot modify or complete the messages.



Created by: The user or user group is allowed access to messages created by the
selected user.



Modify: The user or user group is allowed to read and modify the selected user’s
messages, but they cannot complete the messages.



Complete: The user or user group is allowed to complete the selected user’s
messages.

c. In the Message Defaults area, define the default recipients for specific types of messages
created by the user.
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Select the default Message Type.



Select a default Message Subtype if desired.
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Select a default User or User Group as the recipient of the user’s messages of the
selected message type and subtype.

For example, if you select 'Patient Lab Order' as the Message Type and 'Patient Lab
Order Request' as the Message Subtype, then the User or User Group that you select will
be the default recipient of this user's lab order messages. The lab order message
recipient is shown in the Visit Checkout window.
9. Select the Outlook Update tab.
a. Select the Update Outlook Calendar checkbox.
b. Select the Calendar or calendars that you want to copy.
c. The Computer field displays the name of the computer you are using. If desired, you may
enter the name of another computer on which the Outlook calendar resides.
d. Select the Update Time Period. Appointments within this time period will be copied to
Outlook.
e. Select the Outlook Profile to which the appointments are to be copied. This defaults to
the default Outlook profile on the selected computer.
f.

If desired, use the Update Data field to identify the information from the application
calendar to be copied to the Outlook calendar. The date and time of appointments are
always copied.

g. If you wish to remove old appointments from the Outlook calendar to conserve space,
enter the time period after which appointments should be removed in the Remove From
Outlook After field.
h. In the Update Frequency field:


Select the frequency at which you want to copy appointments to the Outlook
calendar.



If needed, enter the additional frequency information.

i.

Select the Update When Scheduler is Opened checkbox if you want the appointment
data copied any time you open the selected calendar in the Schedule window.

j.

If you want to use the Outlook reminder functionality for the appointments:
a. Select the Remind checkbox.
b. Enter the number of Minutes Before Appointment that you want to be reminded.
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User Groups
A user group is simply a group of users who are assigned some functionality or security access
collectively. You may also create user group types and user groups for your own reporting
purposes. A user group may contain both users and other user groups.
The application includes a number of predefined security user groups, and these groups have
predefined security access rights generally appropriate for their roles in many practices. You
may assign users to these groups, or you may define other groups that better fit your needs. You
may also modify the security access rights of these groups.
The predefined user groups for security are:


Administrators



Billers



Clinical administrators



Financial administrators



Nurses



Payment posters



Physicians



Registration

The application also includes the predefined user group Everyone. Use this group to assign
access rights that you want to give to all users.
User groups may also be used for messaging purposes. Certain types of messages may be
configured to be sent to a user group by default. When a user group is used for messaging, then
you must grant the members of the group access to the messages sent to the group. You can
also specifically grant users the ability to process messages (modify) and complete messages. It
is important to understand that users in the user group do not have access to the messages
simply by being a member of the group.

Assign Users to User Groups
1. List Editor icon (

) → System → User Group

2. Select the New button.
3. Add a Name for the group.
4. Add an ID and Notes, if desired.
5. Select Users and User Groups to associate into the User Group. This is a multi-select search, so
you can add multiple users at the same time.
6. Select User Group Types, if necessary, to facilitate reporting.
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User Group Types
A user group type is a specific kind of user group. The predefined user group types, Authorization
Group, Care Team, and Security, serve a particular function in the application. User-defined user
group types simply name a kind of group to facilitate reporting.
1. List Editor icon (

) → System → User Group Type

2. Select the New button.
3. Add a Name for the group.
4. Add an ID and Notes, if desired.

User Settings
The User Settings window enables you to define a group of user settings that can then be easily
applied to multiple users. This enables you to define common settings for all users or groups of
users with similar needs.
User setting definitions allow you to associate non-provider users with a care team. This enables
nurses, medical technicians, and other users to view a care team’s knowledge database and
charge tickets. A user, whether provider or non-provider, can only be associated with one care
team. The care team identified on the Provider window overrides the care team identified on
the User Settings window for any provider user.
Once you have created a user setting definition, you must assign to one or more users from the
User window.
Note: The application color scheme is taken from the Windows Display settings.

Appointment Defaults
Patient Case Defaults
You may default an active patient case to new appointments made for patients if desired. To
default patient cases to new appointments, you must configure this in the user setting definition.

Referring Provider Defaults
You may have a referring provider default to new appointments made for patients if desired. To
default a referring provider to new appointments, you must configure this in the user setting
definition.
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Clinical Note Type/Formatting Model Associations
Document formatting models are used to display information from a patient visit note in various
windows and documents, such as Review Past Notes and checkout plans. For each clinical note
type, you can associate the specific document formatting model to be used for each purpose.
These associations are made in the user setting definition, so you can have different associations
for different groups of users if desired.
You first identify the clinical note types that may be used. Then for each clinical note type, you
can define the document formatting model to be used for:


Visit Text tab



Review Past Notes



Checkout plan documents



Embedded visit formatting models (used when the visit note is included in a formatting
model with embedded visits, such as for One Page Summary)



Complete chart print documents

For the Visit Text tab, Review Past Notes, and checkout plan documents, the clinical note
type/formatting model association in the user setting definition is sufficient. Additional set up is
needed for the embedded visit formatting models and complete chart print documents.
To completely set up the clinical note type/formatting model associations, you must:


Define the clinical note type/formatting model associations in each user setting definition
used by providers, care team members, and others who need to review or print clinical
information.



Define the user setting definition to be associated with specific formatting models that
contain embedded visit formatting models. For example, the formatting models used for
One Page Summary.



Define the user setting definition to be associated with each complete chart print definition.

Modify or Remove Clinical Note Type/Formatting Model Associations
You may modify or remove the associations between a clinical note type and the formatting
models that are used to present the visit note information in various places. However, you must
be aware of the effects.
If you change the formatting model used for a particular purpose, such as Review Past Notes,
you need to make sure that your new formatting model displays at least all of the information
display in the previously selected formatting model. Otherwise, when looking at Review Past
Notes, providers may no longer be able to see information that was entered in the visit note and
available to them in the past.
Likewise, if you remove a clinical note type entry from the associations list, you are removing the
associated formatting model for all purposes. As a result, the system defaults for each purpose,
such as Review Past Notes or complete chart print, will be used for that clinical note type. The
formatting models that are the system-defaults for each purpose may or may not meet your
providers’ needs and desires.
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Inactivate Clinical Note Type/Formatting Model Associations
There are two situations in which users no longer want a clinical note type to appear in the list of
available clinical note types when they create a new patient visit note. The first situation is when
a clinical note type has been used to document visit notes in the past, but now the clinical note
type itself has been inactivated. The second situation is when a clinical note type is still active
and in use by some providers and users, but the providers and users for a certain user setting
definition no longer want to use that clinical note type.
You can remove the clinical note from the list of available clinical notes types by either
inactivating or removing the clinical note entry in the user setting definition. However, the effects
on the formatting model associations for the clinical note type are very different. It is
recommended that you inactivate the clinical note type association definition, rather than
removing it.
Inactivating the clinical note type entry in the associations list maintains the associations
between that clinical note type and the formatting models for various purposes. So, for example,
a provider using Review Past Notes to view an old patient visit note will continue to see the
information from that visit note in the expected manner.
Removing the clinical note type entry in the association list removes all the associations between
that clinical note type and the formatting models for various purposes. As a result, the formatting
model that is the system-default for each purpose will be used for that clinical note type. If the
formatting model that is the system-default is very different or does not include all of the
information, then a provider may no longer be able to see information that was entered in the
visit note and available to them in the past.

Create a User Setting Definition
1. List Editor (

) → System → User Setting

2. Select the New button.
3. Enter an ID for the setting definition, if desired.
4. Enter a Name for the setting definition.
5. Select the General tab to define the general options.


Ink Input: By default, this is set for No Ink Input. Change this if users have tablet PCs that
use a stylus for data entry.



Docking Style: This determines the manner in which sliders are docked to the main
window.



Auto Capitalization: This adds an initial capital letter to data that you enter in windows.
So, if you enter all text in lower case, and initial capital letters are automatically inserted.
This is useful in that it helps ensure the peoples’ names are entered correct. This field is
checked by default.



Auto Complete: This keeps track of information you have recently entered, uses it to
anticipate what you are currently entering, and then offers possible matches. You can
then select a match so that you do not have to complete the entry. This field is checked
by default.
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Try Delete Before Merge: This option defines how items are merged in a List Editor window
(such as Account Types or Service Sites). When this option is selected, the application will
attempt to delete an item before that item is merged with another item. When the
selected item is not referenced anywhere, it is deleted. When the item is referenced, and
thus cannot be deleted, then the application asks if you want to merge it with another
item.



Use Current Referring Provider On New Appointment or Visit: When selected, an active
referring provider for the patient will default to new appointments and visit notes for the
patient. The user may remove the referring provider from the appointment or visit note if
the referring provider is not applicable.



Disable HIE Dialog on Appointment Check-In: When selected, the optional HIE service
does not trigger when an appointment’s status is changed to Checked In.



Enable Voice Recording: This option enables voice recording dictation in Full Note
Composer, Superbill Composer, and other clinical note type windows.



Maximize Forms: Selecting this checkbox will result in all windows opening to their
maximum size. This is useful for users who are using small tablet PCs or devices.



Background Save: This option determines whether the clinical note type window closes
while the save occurs or stays open until the save completes.



Enable Spell Check: This option is used to enable spellchecking in the general Notes
window.



Use Patient Pharmacy List: When selected, the pharmacies associated with the patient
record are displayed when writing a prescription. (This is the default.) When not selected,
the provider's most-frequently-used list of pharmacies is displayed.



Use Open Case On New Appointment: When selected, an active patient case will
default to new appointments for the patient. The user may remove the case from the
appointment if the case is not applicable.



Show Billing Toolbar: When selected, the Billing toolbar displays. It contains quick link
icons for frequently used billing functions.



Enable Patient Barcode: Select to enable assigning a barcode to a patient, and then
using that barcode to search for and select the patient record. Requires the use of an
external, third-party barcode generation application.



Save Toolbar Position Locally: This setting is used for users who log into more than one
computer that may have monitors with different resolutions. When selected, the toolbar
location can be set differently for the different computers.



Sounds: This enables you to play a sound when the application has finished loading. You
may choose no sound, the default sound, or any sound available on your system.



Status Bar: Select the informational items you want displayed in the status bar of the
application windows.

6. Select the Colors tab to define color options.
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List Selection Color:


Sample Text: This is the background and text color used to display an item you select
from a list.



Active Item: This is the width and color of the border used to identify the active cell in
a table or grid.
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Required Field Color: This is the background and text color used to display fields that are
mandatory on windows.



Patient Web Input Color: This is the background and text color used to display imported
data provided by the patient through a questionnaire.

7. Select the Clinical Notes tab to define clinical note type settings.


Care Team: Select the care team to which the user will belong. Note that for providers,
the care team selected in the Provider window takes precedence over the care team
selected here.



FNC Font Size: Select the font size to be used in a clinical note type window.



Define the font and font size used for general notes. (This is used for general notes
throughout the application, not just in clinical note type windows.)
a. In the Editor field, select the desired font.
b. Select the desired font size.



Define the number of columns in the CC, Dx, SP, and SO tabs of clinical note type
windows.


For a single column display, select the “Single Column for Cc, Dx, SO, SP” checkbox.



For a multiple column display, deselect the “Single Column for Cc, Dx, SO, SP”
checkbox and enter a column width in the Min Width field.



Include Rx Coupons: When selected, ScriptSave ® electronic pharmacy coupons are
automatically added to new prescriptions when the patient does not have prescription
benefits and therefore does not have formulary information. Deselect this checkbox if
you do not want to provide these coupons to patients.



Include E&M in MFU: Select this checkbox to display E&M procedure codes in the
patient’s most frequently used list in the SP tab of Full Note Composer.



Open Classic Plan in New Note: Select this checkbox if users want the Plan tab from
releases prior to 2016 to be used in new visit notes. When not selected, new visit notes use
the Plan tab with diagnosis-specific plans.



Display OB Flowsheet in Ascending Order by Visit Date: Select or deselect this checkbox
to determine the order in which entries appear in the OB flowsheet.



Only Include Active Dx in Patient Dx List: When selected, the Dx tab in Full Note
Composer or other clinical note type window will only display active diagnoses in the
patient’s list of diagnoses.



Warn When ePA is Appropriate: Select this checkbox to display a warning message when
a prior authorization is appropriate for the prescribed medication. If you unselect this
checkbox, the provider must rely on the enabled ePA icon in the SIG Writer window to
know that prior authorization is needed.



Prescribe in Imperial Units: Select this checkbox to enable Teaspoon, Tablespoon, and
Ounces as units of measure for the dose in the SIG Writer window. When using these units
of measure, the unit of measure for the quantity to be dispensed is calculated based on
ML.



Copy Procedure Notes: Select this checkbox to copy notes entered in the Procedure
window to the procedure line item Note field in Full Note Composer or other clinical note
type.
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Max Follow-Up Visits: Enter the maximum number of past visits to be available from the
Follow Up slider.



KDB Configuration: Enter the KBB configuration definition to be used for default SIGs.



Warn on Canceling a Note: This option defines whether a warning message is displayed
when should the user cancels out of or selects the red X (
type window without saving the data entered.

) icon to close a clinical note



Select this checkbox to display a warning message if there is unsaved data.



Deselect this checkbox to allow users to close the patient visit note without saving
their data.



Show Unified Summary: Surescripts requires that a summary of prescription information be
displayed when closing a visit note or completing a prescription refill message. All
providers are displayed the prescription summary for all visit notes that include
prescriptions and for refill messages. Deselect this checkbox if you do not want the
Unified Summary window displayed when the visit note does not include prescriptions.



Process CDS Rules on Note Save: Deselect this checkbox if you want to suppress the
clinical decision support (CDS) rule check when a patient visit note is closed. By default,
all CDS rules are checked with a patient visit note is closed to identify any CDS rules for
which the patient now qualifies as a result of any information charted in the current visit
note.



Service Procedure Add In: Use to enable custom, third-party add-in applications initiated
upon selecting a procedure code and calculating charges.



Visit Save Add In: Use to enable custom, third-party add-in applications initiated upon
saving a patient visit note.



Info Button URL: Use to configure the Info Button functionality.





Enter the URL for the patient education resource provider.



Enter a hyphen (-) in the Info Button URL field if you do not want to use the Info Button
functionality. Then if a user selects the Info Button in a window, that selection will
have no effect.

RVU Schedule for CPT Search: Select the desired RVU (relative value unit) schedule if you
want to display RVU fee information displayed when searching for a procedure code.

8. Select the Clinical Options tab.
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ICD10 User: Select this checkbox to enable ICD-10 diagnosis code functionality for the
users associated with this user setting definition. You must enable this setting for the
functionality controlled by the other ICD-10 settings to work.



Show Initial To Subsequent Dx Change: The ICD-10 code set distinguishes between an
initial diagnosis and a diagnosis for subsequent treatment. When this setting is enabled, a
popup message alerts the provider that a subsequent diagnosis may be needed when
the provider selects an initial diagnosis from the Follow Up slider in Full Note Composer or
other clinical note type windows.



Allow User to Bill for CCM/CPO Activities in Messages: Select this checkbox if this group of
users is allowed to bill for care plan oversight (CPO). Please see the Care Management
Setup and Use guide for more information.
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Open RPN Attachments Read Only: Select this checkbox to make all attachments
opened from the Review Past Notes window read-only. By default, attachments may be
edited if they have not been approved.



Send Document Send Type Preference: Select the radio button for the transmittal
method to be defaulted when the recipient has both a Direct message address and a
fax number.



Default Receive CDA Sections: Select a CDA sections definition if users want the CDA
document files they receive to display specific sections in a specific order. If no selection
is made, then the system-defined CCDA definition is used.

9. Select the Clinical Note Types tab to define the clinical note type windows available to users,
and the formatting models associated with those clinical note types.
Note: You may want to increase the size of the window so that you can see more or all of the
columns.
a. To add a clinical note type:
1. Select the New button.
2. In the Find Clinical Note Type window, search for and select the desired clinical note
type.
3. Select the OK button to return to the User Settings window.
b. To set defaults for all the associated clinical note types, select the (All) row, then:
Note that the Initial Tab setting does not apply to the (All) default settings.
1. Select the formatting model for the Visit Text tab.
2. Select the formatting model for Review Past Notes. This defines how visit notes
created in this clinical note type appear in Review Past Notes.
3. Select the formatting model for the Checkout Plan to be used with this clinical note
type.
c. To define a particular clinical note type, select the desired row, then:
1. Make sure that the checkbox at the far left of the clinical note type entry is selected.
This makes the clinical note type available to the users associated with this user
setting definition.
2. Select the desired Initial Tab. This is the tab displayed when a patient visit note is
opened in this clinical note type window.
3. Select the formatting model for the Visit Text tab.
4. Select the formatting model for Review Past Notes. This defines how visit notes
created in this clinical note type appear in Review Past Notes.
5. Select the formatting model for the Checkout Plan to be used with this clinical note
type.
6. Select the formatting model to be used when a visit is embedded into another
formatting model.
7. Select the formatting model to be used when a visit is printed from the Patient Portal.
A formatting model selected here must be defined as a clinical summary and meet
clinical summary requirements. For the formatting models defined here to be used on
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the Portal, this user setting definition must be specified in your Patient Portal
configuration.
8. Select the formatting model to be used when a visit is included in a complete chart
print definition.
d. To inactivate a clinical note type, deselect the checkbox at the far left of the clinical
note type entry. This remove a clinical note type from those available to the users
associated with this user setting definition. Once inactivated, the clinical note will not
appear in the user’s list of available clinical notes when creating a new patient visit note.
e. To remove the clinical note type and all of the associated formatting models, select the
delete X ( ) icon at the far right of the clinical note type entry.
This removes all the formatting model associations for the clinical note type. As a result,
the formatting models that are system-defaults for each purpose, such as Review Past
Notes, will be used for visit notes document using this clinical note type in the past.
Therefore, you should be very careful about removing a clinical note type entry. It may
be better to change the formatting models associated for various purposes or to
inactivate the entry.
10. Select the Add-Ins tab to define the add-in applications that will be available to the user in
each of the following features.


Attachments Add Ins: These applications are used to create attachments. They include
standard attachments (such as Continuity of Care Document, Direct Image Import, and
Existing Images), attachments from PC functionality (such as voice and webcam), thirdparty input devices (such as card scanners for driver's licenses and insurance cards and
signature devices) and third-party medical devices (such as spirometers and ECG
devices).



Patient Demographics Add Ins: These applications are used to import patient
demographic information.



Note Add Ins: These applications are used to import voice transcription and also to
import data from test and monitoring equipment, such as the Midmark spirometer.



Vitals Add Ins. These applications enable you to import data directly from monitoring
equipment, such as Welch Allyn vital signs equipment.



Patient Toolbar Add-Ins: The Patient URL Launcher enables you to launch a URL in
Windows Explorer (or other Internet browser) to pass the patient external ID to a master
patient database or other location.



Desktop Add-Ins:



Superbill Charge Processor Add-Ins: This is used for the optionally purchased CHC
module.



Appointment Add-Ins:

11. Select the Printing tab to define print related settings.


540

Define the complete chart print definitions that you want to be available as icons in the
toolbar of a window. You may add print icons to:


Demographics toolbar



Full Note Composer toolbar



One Page Summary toolbar
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Review Past Notes toolbar



In the Review Past Notes Print Button Action field, select the complete chart print
definition to be used when printing Review Past Notes.



In the Context Reports area, select the Patient Reports that you want to be available as
icons on the Patient Toolbar in the Patient, Patient Demographics, Full Note Composer,
One Page Summary, and Review Past Notes windows.



Select the Display Printer Dialog for Prescriptions if you want to display the standard
Windows Print window when printing prescriptions.

12. Select the Form Layout tab to add a custom tab to the Patient, Superbill, or Procedure Detail
window.
a. In the top left of the Form Layout tab, select the name of the window for which you want
to add a form layout for a custom tab.
b. Select the New button to add a form layout to the user setting definition.
c. In the Find window, search for and select the desired form layout.
d. Select the OK button to return to the User Settings window, Form Layout tab.
e. If the form layout uses the Designer Data Input control, then you must enter the caption
and data tag.
1. Enter the Caption for the form layout. The caption will be used as the name of the
customized window tab.
2. Enter the Data Tag for the form layout. Do not change the default.
13. Select the Rx Consent tab to define the medication consent form and the medications for
which it is used.
a. Select the Formatting Model that is the medication consent form.
b. Select the Attachment Type. This will be used when the application attaches the signed
consent form to the patient visit note containing the prescription.
c. Select the Medication Names of the medications that require patient consent.
14. Select the Form Title tab configure the title bar of Full Note Composer and other clinical note
type windows to display the patient information needed by your providers.
a. Select the radio button for the configuration to be used.


Practice: Uses the configuration defined in the Configure Practice Settings window.
Continue to step 12.



User Setting: Uses the configuration defined here. Continue to the next step to define
the configuration.

b. Select the Configuration (

) icon.

c. In the Title Column Selection window, the Title Preview field displays the items of
information in the title bar in the order in which they appear. You can change this field
directly, but it will change as you make your selections.
d. In the Caption Prefix field, enter the item of information that you want to appear first in
the title bar. You must enter the name as it appears in the Available pane, and within
square brackets. For example, the default caption prefix is [VisitDate].
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e. Use the Available and Selected panes to add an item of information to the title bar. The
Available pane displays a list of information items that may be displayed in the title bar.
The Selected pane displays a list of the items you have selected to display. When the
Selected pane is empty, then the system defaults for the title bar are used.
1. In the Available pane, select the item of information that you want displayed in the
title bar.
2. Select the right arrow (

) icon to move that item to the Selected pane.

3. If desired, enter a character or word in the Field Prefix field. This will separate the
selected item of information from the previous item.
f.

Repeat the previous step for each item of information you want to appear in the title
bar.

g

To remove an item from the title bar:
1. In the Selected pane, select the item of information that you want to remove from
the title bar.
2. Select the left arrow (

) icon to move that item to the Available pane.

h. When you are satisfied with the title bar configuration, select the OK button to save and
return to the User Settings window.
15. In the User Settings window, select the OK button to save.

Vaccinations
The application contains three items that are related to vaccinations and immunizations. These
items are antigen, vaccine, and type of vaccine. These items must be set up for each
vaccination in order for providers to correctly record and bill for vaccinations that they
administer to patients. The vaccines and types of vaccines identified on the standard vaccine
administration records for children and adults created by the Immunization Action Coalition and
distributed by the Centers for Disease Control and Prevention’s (CDC) are predefined in the
application. The antigens commonly associated with these vaccines and types of vaccines are
also predefined. You may define additional types of vaccines using the antigens and vaccines
that are predefined in the application, and you can create new antigens, vaccines, and types
of vaccines as needed.
An antigen record identifies an antigen or antigens for an infectious disease. For example, HepB
is the antigen for the hepatitis B virus.
The application identifies vaccines in the same way they are identified on the CDC’s standard
vaccine administration record. A vaccine usually corresponds to an infectious disease; however,
there are some vaccines that correspond to multiple diseases, such as the Diphtheria, Tetanus,
Pertussis vaccine. A vaccine may be associated with one or more antigens. For example, the
Hepatitis B vaccine is associated with only the HepB vaccine antigen, but the Diphtheria,
Tetanus, Pertussis vaccine is associate with the DT, DTap, Td, and Tdap antigens. A vaccine may
also be associated with two or more antigens that are not given together, such as the live
antigen and the dead antigen.
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A type of vaccine represents a form of medication that may be used to administer the
vaccination. This also corresponds to how the type of vaccine is identified on the CDC’s
standard vaccine administration record. A type of vaccine may be associated with one or more
antigens which are administered together in a single medication. A type of vaccine may be
identified as DTap-HepB-IPV, the generic identification of a vaccine containing those three
antigens, or it may be identified as a brand-named vaccine from a specific manufacturer, such
as Pediarix, which contains those antigens.
A vaccine must be associated with a CPT code in order for a charge to be made for it.
However, CPT codes are not directly associated with vaccines. The CDC maps CPT codes to
CVX codes for vaccination products, which may contain one or more antigens. Therefore, the
type of vaccine, which identifies the vaccine product, is associated with a CPT code, specified
and unspecified CVX codes, and antigens.
The CVX codes associated with the type of vaccine are also used to report vaccinations to
vaccine registries.

Vaccine Administration Record Overview
Below is the Immunization Action Coalition’s and CDC’s sample vaccine administration record
showing the relationship between vaccines and types of vaccines. The application’s vaccine
administration record is based upon this CDC document, and looks very similar to it. The
application’s vaccine administration record is used both for the provider to chart a vaccination,
review and enter vaccination history, and print a document that can be given to the patient.

The application’s vaccine administration record pulls information from the antigens, vaccines,
and types of vaccines, and includes a schedule for vaccinations that require multiple doses. A
vaccine that is included on more than one vaccine administration record is exactly the same on
all the vaccine administration records in which it is included. Thus, if you make a change to the
vaccine or its associated antigens or type of vaccine, your changes affect all the vaccine
administration records in which that vaccine is included.
A vaccine administration record may be associated with an age group (pediatric, adult, or
miscellaneous). Associating an age group with a vaccine administration record is simply a way
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of classifying your vaccine administration records. It does not filter or restrict the vaccines that
you may include on the vaccine administration record. When a provider views a patient’s
vaccination history or administers a vaccine, the provider may select a vaccine administration
record by age group.
The application includes an adult and a pediatric vaccine administration record. These records
include vaccines commonly recommended by the Centers for Disease Control and Prevention
(CDC). The vaccines included on these vaccine administration records are listed below. Both
vaccine administration records are associated with the system-defined family practice care
team.

Antigen
An antigen record identifies an antigen or antigens for an infectious disease. For example, HepB
is the antigen for the hepatitis B virus.
1. List Editor icon (

) → Vaccines → Antigen

2. Select the New button.
3. Enter an ID number, if desired.
4. Enter the antigen Name.
5. Enter any Notes, if desired.

CVX Code
CVX codes are to submit immunization records to registries. There are specified and unspecified
CVX codes. A specified CVX code indicates the product used in a vaccination. An unspecified
CVX code (also known as an uncertain formulation CVX code) represents a group of individual
vaccines used to vaccinate against a single disease or a group of diseases that clinicians think
of as a unit.
CVX codes are defined and maintained by the National Center of Immunization and Respiratory
Diseases (NCIRD), which is part of the Centers for Disease Control and Prevention (CDC).
The application contains a full list of the CVX codes which were current at the time of the
application’s release. You may add or modify codes as needed to remain current with the
NCIRD list.
1. List Editor icon (

) → Vaccines → CVX Code

2. Search for and select the desired code, and then select the Modify button.
3. Enter an ID, if desired.
4. Modify the Short Description, if desired.
5. Modify the Full Description, if desired.
6. Enter any Notes.
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Immunization Completion
Immunization completion codes identify the status of the immunization. These codes are sent to
immunization registries. The application includes the CDC-defined completion statuses. It is
recommended that you do not add or change code entries. You may, however, add an ID and
notes if desired.
1. List Editor icon (

) → Vaccines → Immunization Completion

2. Search for and select the desired code, and then select the Modify button.
3. Enter an ID, if desired.
4. Enter any Notes.

Immunization Contraindication
Immunization contraindication codes identify allergic reactions and other contraindications.
These codes are sent to immunization registries. You can view the codes and information about
them, but you cannot add or change code entries.
1. List Editor icon (

) → Vaccines → Immunization Contraindication

2. Search for the desired code.

Immunization Evidence of Immunity
Immunization evidence of immunity codes are sent to immunization registries. You can view the
codes and information about them, but you cannot add or change code entries.
1. List Editor icon (

) → Vaccines → Immunization Evidence of Immunity

2. Search for the desired code.
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Immunization Historical Information
Immunization historical information codes identify the source of information regarding a prior
immunization. These codes are sent to immunization registries.
All immunization registries require a historical information code. However, many registries only
accept code 01 (Historical Information - Source Unspecified) and code 00 (New Immunization
Record). Before using any of the other available codes, it is recommended that you verify the
codes accepted by your state or local registry.
It is recommended that you do not add or change code entries. You may, however, add an ID
and notes if desired.
1. List Editor icon (

) → Vaccines → Immunization Historical Information

2. Search for and select the desired code, and then select the Modify button.
3. Enter an ID, if desired.
4. Enter any Notes.

Immunization Reaction
Immunization reaction codes identify a patient's adverse reaction to an immunization. These
codes are sent to immunization registries. It is recommended that you do not add or change
code entries. You may, however, add an ID and notes if desired.
1. List Editor icon (

) → Vaccines → Immunization Reaction

2. Search for and select the desired code, and then select the Modify button.
3. Enter an ID, if desired.
4. Enter any Notes.

Immunization Refusal
Immunization refusal codes identify a patient's reason for refusing an immunization. These codes
are sent to immunization registries. It is recommended that you do not add or change code
entries. You may, however, add an ID and notes if desired.
1. List Editor icon (

) → Vaccines → Immunization Refusal

2. Search for and select the desired code, and then select the Modify button.
3. Enter an ID, if desired.
4. Enter any Notes.
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Immunization Registry Setup
If your practice has an interface to an immunization registry either to report immunization
information or to receive vaccination history information, then Support will perform the initial
setup of the HL7 or integration partner record used by the interface or interfaces. You should
make changes to these records only when directed to do so by Support.
All of the HL7 partner records used for interfaces that report to an immunization registry include
'VXU' in the name; for example, VXUV04, UniversalVXU, and SurescriptsVXU. The HL7 partner
record that you use is specific to the type of interface you have.
An HL7 file is created when a provider saves a patient visit note that contains an immunization
that includes a CVX code. Please see the Type of Vaccine section of this document for
instructions.
The integration partner record for an interface that receives vaccination history information is
named STCImmsLink.

Surescripts Immunization Interface for Reporting
Make changes to this record only when directed to do so by Support.
1. List Editor (

) → Interface Engine → HL7 Partner

2. Search for and select the SurescriptsVXU entry, and then select the Modify button.
3. In the ID field, enter your state-defined facility ID.
Notify Support if your facility ID changes or if you are assigned an additional facility ID, such
as for a separate service site.
4. Configure patient consent. Note that patient consent for reporting to immunization registries
is never required for pediatric patients, and it is always required for adult patients. This is also
true for immunization registries to release patient information to third-parties such as
physicians and schools.
a. Select the Patient Consent Required checkbox.
b. Select the appropriate radio button for the default consent setting for patients. The
setting for patients may either default to ‘does not consent’ or to ‘does consent’.
Selecting the ‘does not consent’ will prevent accidental disclosure of patient
information.
c. Select the checkbox for ‘Patient consent is required for partner to exchange data with
third-parties’ if appropriate. Consent is never required for pediatric patients, and it is
always required for adult patients.
5. Select the Files tab.
6. In the Send Msg Directory field, enter the full path of the location in which you want the
surveillance files created. For example, c:\hl7_files\vaccines.
7. Select the OK button to save the changes.
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Generic Immunization Interface for Reporting
Make changes to this record only when directed to do so by Support.
1. List Editor (

) → Interface Engine → HL7 Partner

2. Select the Inactive Items checkbox and select Search button.
3. Select the VXUV04 entry, and then select the Modify button.
4. Select the Files tab.
5. In the Send Msg Directory field, enter the full path of the location in which you want the
surveillance files created. For example, c:\hl7_files\vaccines.
6. Select the OK button to save the changes.

STC Immunization Interface for Receiving History
Make changes to this record only when directed to do so by Support.
1. List Editor (

) → Interface Engine → Integration Partner

2. Search for and select the STCImmsLink entry, and then select the Modify button.
3. Configure patient consent.
a. Select the Patient Consent Required checkbox.
b. Select the appropriate radio button for the default consent setting for patients. The
setting for patients may either default to ‘does not consent’ or to ‘does consent’.
Selecting the ‘does not consent’ will prevent accidental disclosure of patient
information.
c. Select the checkbox for ‘Patient consent is required for partner to exchange data with
third-parties’ if appropriate.
4. Enter the Subscriber ID given to you by Support.
5. Enter the Password given to you by Support.
6. Select the OK button to save the changes.
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Immunization Reminder
Immunization reminder notification entries identify how the patient chooses for an immunization
registry to remind the patient and/or provider of immunizations that are due for the patient and
to notify the patient and/or provider of immunizations that have been recalled.
The application includes immunization reminder notification entries with the codes and
descriptions commonly used by immunization registries. You may create additional entries if
needed by your local immunization registry. It is recommended that you do not change the
system-defined entries other than to add an ID or notes.
1. List Editor icon (

) → Vaccines → Immunization Reminder

2. Select the New button.
3. Enter an ID, if desired.
4. Enter the Code defined by the immunization registry.
5. Enter a brief Description
6. Enter any Notes.

Immunization Special Indications
Immunization special indication codes identify special information regarding an immunization.
These codes are sent to immunization registries. It is recommended that you do not add or
change code entries. You may, however, add an ID and notes if desired.
1. List Editor icon (

) → Vaccines → Immunization Refusal

2. Search for and select the desired code, and then select the Modify button.
3. Enter an ID, if desired.
4. Enter any Notes.
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Type of Vaccine
A type of vaccine represents a form of medication that may be used to administer the
vaccination. This corresponds to how the type of vaccine is identified on the CDC’s standard
vaccine administration record. A type of vaccine may be associated with one or more antigens
which are administered together in a single medication. A type of vaccine may be identified as
DTap-HepB-IPV, the generic identification of a vaccine containing those three antigens, or it
may be identified as a brand-named vaccine from a specific manufacturer, such as Pediarix,
which contains those antigens.
A type of vaccine is also associated with a CPT code and with a specified CVX code and an
unspecified CVX code. These codes are used in several ways. The CPT code identifies how the
vaccination will be charged. Both the CPT code and the CVX codes are necessary for reporting
vaccinations to vaccine registries. The CVX codes are also used for MIPS and other quality
reporting programs.
When reporting to a vaccine registry is very important that you associate the correct CPT and
CVX codes with the type of vaccine. For registry reporting, you should associate one and only
one CPT code with the type of vaccine. You may associate more than one CPT code with a
type of vaccine only when you are not reporting to registry.
A specified CVX code identifies the product used in a vaccination. An unspecified CVX code
identifies a single antigen. Therefore, a vaccination may have only one specified CVX code, but
may have one or more unspecified CVX codes. For example, the combo vaccine DTap-HepBIPV has three unspecified CVX codes.
The application only allows you to associate one specified CVX code and one unspecified CVX
to a type of vaccine. However, if you are reporting a vaccine registry, you must identify all the
unspecified CVX codes for each vaccine product. To do this, you must create a type of vaccine
for the actual vaccine product you use (such as DTap-HepB-IPV), with the correct antigens, the
correct CPT code, and the correct specified CVX code. Then, you must also create type of
vaccine entries for each of the antigens in the combo vaccine product. Associate each type of
vaccine for an antigen with the correct unspecified CVX code for that antigen, and with the
correct CPT code and specified CVX code for the vaccine product. The application uses this
information to determine all the unspecified CVX codes for a combo vaccine product.
The CDC maps CPT codes to specified CVX codes. This mapping is available on the CDC
website at https://www2a.cdc.gov/vaccines/iis/iisstandards/vaccines.asp?rpt=cpt. Once you
identify the specified CVX code, you can use it to identify the unspecified CVX code to be used.
The CDC mapping of specified to unspecified CVX codes is at
https://www2a.cdc.gov/vaccines/iis/iisstandards/vaccines.asp?rpt=vg.
After selecting the CVX code, you may select an NDC code and VIS (vaccine information
sheet) code from those associated with that CVX code. Some vaccine registries require that you
submit the NDC code and VIS code when reporting vaccinations.
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You can associate a service site or service sites to a type of vaccine, and enter additional
information about the vaccine and how it is administered at that service site. This information will
then populate the vaccine administration record automatically, based on the service site on the
patient visit note, when a provider orders or administers the vaccination. The information can be
changed if needed when a provider charts a vaccine is administered to a patient. Many of the
items of information that can be entered in the type of vaccine are required by vaccine
registries and so are required when a vaccination is charted in a patient visit note. Therefore,
entering the information in the type of vaccine can save providers and other clinical users a
significant amount of time when they chart vaccinations.

Add a Type of Vaccine
1. List Editor (

) → Vaccines →Types of Vaccine

2. Select the New button.
3. Enter an ID number, if desired.
4. Enter the type of vaccine Name.
5. Enter any Notes, if desired.
6. Select the Associated Vaccine Antigens.
7. Select the CPT Code to be used for this type of vaccine.
8. Select the CVX Codes used to submit immunization records to registries.


If the type of vaccine is associated with only one antigen, then select both a Specified
and an Unspecified code.



If the type of vaccine is associated with multiple antigens, then select only the Specified
code. You must then create another type of vaccine entry for each antigen with the
correct specified and unspecified codes.

9. If needed by the registry, select the correct NDC code associated with the CVX code.
10. If needed by the registry, select the VIS Code associated with the CVX code.
11. Select the desired Service Site or sites. A service site is required to enter vaccine
administration defaults and to submit immunization records to registries.
You may have the same administration defaults for one or more services sites, or you can
create different defaults for individual service sites.
12. Select a default VFC (Vaccines for Children Program) eligibility code, if appropriate.
13. Enter the Dose of the vaccine.
14. Enter the Units in which the vaccine is measured.
15. Select the Funding Source generally associated with the vaccine. Funding sources include
federal, state, and private funding.
16. Select the Site Given. This is the site your practice usually uses to administer the vaccine to a
patient.
17. Select the Route by which the vaccine is administered.
18. Enter the Lot # of the vaccines currently in stock.
19. Enter the MFR (manufacturer) of the vaccine.
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20. Enter the Date on VIS. This is the publication date of the manufacturer's information sheet.
21. Repeat steps 11 through 20 for each service site for which you want to define distinct default
values.

Vaccine
The application identifies vaccines in the same way they are identified on the CDC’s standard
vaccine administration record. A vaccine usually corresponds to an infectious disease; however,
there are some vaccines that correspond to multiple diseases, such as the Diphtheria, Tetanus,
Pertussis vaccine. A vaccine may be associated with more or more antigens. For example, the
Hepatitis B vaccine is associated with only the HepB vaccine antigen, but the Diphtheria,
Tetanus, Pertussis vaccine is associate with the DT, DTap, Td, and Tdap antigens. A vaccine may
also be associated with two or more antigens that are not given together, such as the live
antigen and the dead antigen.
A vaccine must be associated with a CPT code in order for a charge to be made for it. A
vaccine must be associated with a CPT code in order for a charge to be made for it. However,
vaccines are not directly associated with CPT codes. Instead, you must associate a CPT code
with a type of vaccine, associate the type of vaccine with antigens, and associate those
antigens with a vaccine. Types of vaccines have a many-to-many relationship with CPT codes. A
type of vaccine may be associated with more than one CPT code, and a CPT code may be
associated with more than one type of vaccine.
Vaccines have a one-to-many relationship with vaccine types. Therefore, one vaccine can be
composed of one or more individual vaccine types.
Examples:


Vaccine: Diphtheria, Tetanus, Pertussis #1



Type of Vaccine: DT, DTaP, DTaP-Hib, DTaP-Hib-IPV, Td

Inactive Vaccines
Inactivated vaccines that have been used in past to chart administered vaccinations should be
associated with the appropriate antigen. This ensures that patient vaccination information
charted in the past displays correctly on the vaccine administration record.

Add a Vaccine
1. List Editor icon (

) → Vaccines → Vaccine

2. Select the New button.
3. Enter an ID number, if desired.
4. Enter the vaccine Name.
5. Enter any Notes, if desired.
6. Select the Associated Vaccine Antigens.
7. If desired, select the Type of Vaccines button to access any of the types of vaccines that this
vaccine is associated with.
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Vaccine Administration Record
The vaccine administration record functionality mimics the format of the CDC vaccine
administration record. It can be used to enter information about a vaccination when
administering the vaccination or when entering patient history. It can also be used to print the
patient's vaccination record.
The Vaccine Administration window enables you to define the vaccines and vaccine type
combinations to appear on a vaccine administration record, and the schedule by which each
vaccine is administered.
A vaccine administration record may be associated with one or more care teams. Associating a
vaccine administration record with a care team enables you to create vaccine administration
records that contain only the vaccines and vaccine type combinations administered by a care
team. However, when you associate a vaccine administration record to more than one care
team, you must be aware that any changes to the vaccine administration record will apply to
all the associated care teams. Also, be aware that a single care team may be associated with
only one vaccine administration record for each age group (pediatric, adult, or miscellaneous).
A vaccine administration record may be associated with an age group (pediatric, adult, or
miscellaneous). Associating an age group with a vaccine administration record is simply a way
of classifying your vaccine administration records. It does not filter or restrict the vaccines that
you may include on the vaccine administration record. When a provider views a patient’s
vaccination history or administers a vaccine, the provider may select a vaccine administration
record by age group.
When a provider accesses a vaccine administration record for a patient, the application uses
the patient age to determine whether the adult or pediatric vaccine types are appropriate.
Therefore, if you define a vaccine administration record with both pediatric and adult vaccines,
only some of those vaccines may appear when the vaccine administration record is used
depending on the patient’s age.
The vaccine administration record pulls information from the antigens, vaccines, and types of
vaccines. A vaccine that is included on more than vaccine administration record is exactly the
same on all the vaccine administration records in which it is included. Thus, if you make a
change to the vaccine or its associated antigens or type of vaccine, your changes in all the
vaccine administration records in which that vaccine is included.
The vaccine administration record is used to enter vaccination information, and then transmit
that information to immunization registries. Therefore, if you have an interface to an
immunization registry, it is very important that all of your vaccine administration records display
all of the fields that are required by the application and immunization registries.

System-Defined Vaccine Administration Records
The application includes an adult and a pediatric vaccine administration record. These records
include vaccines commonly recommended by the Centers for Disease Control and Prevention
(CDC). The vaccines included on these vaccine administration records are listed below. Both
vaccine administration records are associated with the system-defined family practice care
team.
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It is recommended that you do not change the system-defined vaccine administration records.
Instead, you should copy the vaccine administration record, and then make any additions or
changes needed to your copy.
Adult Vaccine Card


Influenza (LAIV)



Human papillomavirus (HPV2; HPV4)



Tetanus, Diptheria, Pertussis (Td; Tdap)



Varicella (Var)



Zoster (Zos)



Pneumococcal (PPSV23)

Pediatric Vaccine Card


Hepatitis B (HepB)



Rotavirus (Rota)



Diptheria, Tetanus, Pertussis (DT; DTap; Td; Tdap)



Haemophilus Influenzae Type B (Hib)



Pneumococcal (PCV7; PCV13)



Inactivated Poliovirus (IPV)



Influenza (LAIV)



Measles, Mumps, Rubella (MMR)



Varicella (Var)



Hepatitis A (HepA)



Human papillomavirus (HPV2; HPV4)



Meningococcal (MCV4; MPSV4)
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Review and Modify a Vaccine Administration Record
Perform the following steps to verify the system-defined vaccines and vaccine administration
records and to define any additional vaccines administered by your practice.
1. Review the system-defined adult and pediatric vaccine administration records to ensure
they include all the vaccines you will administer.
2. Make a copy of the vaccine administration record or records that you want to use, and
make any additions or changes needed to your copy.
3. For each vaccine you add, verify that the correct antigen or antigens are associated.
4. For each vaccine on the vaccine administration record, verify that the type of vaccine is
mapped to the correct vaccine. Make any additions or corrections needed.
5. For each vaccine on the vaccine administration record, verify that the type of vaccine is
mapped to the correct CPT code. Make any additions or corrections needed.
6. Add the schedule for each vaccine added to the vaccine administration record.
7. Set up the vaccine administration record, including header-footer, care team, etc.
8. Inactivate the system-defined vaccine administration records and any others that are not
being used.
9. Configure the practice-wide vaccine administration record defaults. This is done on the
Configure Practice Settings window’s Clinical Settings tab.

Copy a Vaccine Administration Record
1. List Editor (

) → Vaccines → Vaccine Administration

2. Search for and select the vaccine administration record you want to review and copy.
3. Select the File menu, and then select Save As.
4. Enter the New Name for your copy of the vaccine administration record.
5. Select the OK button to save your copy and return to the list of vaccine administration
records.

Ref: 1192.13

555

Modify a Vaccine Administration Record
It is recommended that you do not change the system-defined vaccine administration records.
Instead, you should copy the vaccine administration record, and then make any additions or
changes needed to your copy.
1. List Editor icon (

) → Vaccines → Vaccine Administration

2. Search for and select the vaccine administration record you want to modify, and then select
the Modify button.
3. Enter a Name for the vaccine administration record.
4. Enter an ID and Notes, if desired.
5. Select the Header-Footer Definition to appear on the vaccine administration record report.
A header-footer definition is required to print the vaccine administration record for a patient.
6. Select the columns to show when printing. By default, all columns are included.
7. Select the columns to show when displaying. By default, all columns are included. By default,
all columns are included. At a minimum, you should include all the fields that are required by
the application and immunization registries. This includes at minimum:


Vaccine



Vaccine Type



Services



Date



Refusal



Completion Status



History Source



Contraindication



Dose



Units



Funding Source



Route



Site



Lot#



Mfr



Expiration Date

8. Select the Care Team or teams which will use this vaccine administration record.
Associating a care team simply makes this the default vaccine administration record for the
age group (adult, pediatric, or miscellaneous). A care team should only be associated with
only one vaccine administration record per age group.
9. Select the radio button for the vaccine age group classification.
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10. Review the vaccines defined on the vaccine administration record to ensure they include all
the vaccines you will administer. Make any additions or deletions needed using steps 11 and
12.
11. Add a vaccine to the administration record if desired by selecting the desired Vaccine.
12. Delete a vaccine from the administration record, if desired, by selecting the X (

) icon.

13. Review and modify the antigens for each vaccine on the administration record.
a. The Antigens field displays the antigens associated with the selected vaccine.
b. If a desired antigen is not displayed, then select the Vaccine field and press the F10 key.
c. In the Vaccine window, select the Associated Vaccine Antigens field and select the
desired antigen or antigens.
d. Select the OK button to return to the Vaccine Administration Record window.
14. Review the types of vaccine that are associated to the vaccine to confirm the CPT code
and enter administration defaults.
a. Select the Type of Vaccines button.
b. In the Find Type of Vaccine window, highlight the desired type of vaccine and select the
Modify button.
c. In the Type of Vaccine window, select the CPT Code field and select the desired CPT
code or codes to be used for this type of vaccine.
d. Select the CVX Code used to submit immunization records to registries.
e. Select the desired Service Site or sites. A service site is required to enter administration
defaults and to submit immunization records to registries.
You may have the same administration defaults for one or more services sites, or you can
create different defaults for individual service sites.
f.

Enter the Dose of the vaccine.

g. Enter the Units in which the vaccine is measured.
h. Select the Funding Source generally associated with the vaccine. Funding sources
include federal, state, and private funding.
i.

Select the Site Given. This is the site your practice usually uses to administer the vaccine
to a patient.

j.

Select the Route by which the vaccine is administered.

k.

Enter the Lot # of the vaccines currently in stock.

l.

Enter the MFR (manufacturer) of the vaccine.

m. Enter the Date on VIS. This is the publication date of the manufacturer's information
sheet.
n. Repeat substeps e through m for each service site for which you want to define distinct
default values.
o. Select the OK button to return to the Find Type of Vaccine window.
p. When you have reviewed all the types of vaccine, select the OK button on the Find Type
of Vaccine window to return to the Vaccine Administration Record window.
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15. Define the schedule for the vaccine.
a. Select the Schedule button to access the Vaccine Schedule window.
b

If you do not want schedule reminders to appear in the vaccine administration record
when it is used, then select the Turn Off Schedule Reminders checkbox.

c. Select the Minimum and Maximum Age to administer the vaccination, and then select
the units (months, years, etc.) for the age.
d. If this is a recurring vaccination, select the Recurring checkbox. Then select the
Age/Interval and the Duration.
e. Enter the number of Routine Doses using the up and down arrow buttons.
f.

For each dose, select the Age/Interval and Duration.

16. Using the up and down arrow buttons, order the vaccines as you wish them to appear when
the vaccine administration record is used. The recommended order is the chronological
order in which the vaccines are administered.
17. If desired, select the Validate button to test whether the vaccine definitions are valid. A
message identifying any problems will display at the top of the window.
18. If desired, select the Preview Form button to see how the printed form will appear.

Inactivate a Vaccine Administration Record
It is recommended that you inactivate the system-define vaccine administration records once
you have copied them and modified your copies. You should also inactivate any other vaccine
administration records that you are no longer using. This helps ensure that old or obsolete
vaccine administration records are not accidently used.
1. List Editor (

) → Vaccines → Vaccine Administration

2. Search for and select the desired vaccine administration record, and then select the Modify
button.
3. Select the Inactive checkbox.
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Vaccine Administration Record Report Header and Footer
Use the report header and footer to define clinic, disclaimer, or other information that you want
to appear on the vaccine administration record report. For example, you may want to include
the name of the practice, the name of the doctor or doctors in the practice, the address, and
telephone number. You may also want to include a disclaimer statement.
A vaccine administration record must be associated with a header-footer definition in order to
print the vaccine administration record for a patient.
1. List Editor icon (

) → Vaccines → Vaccine Administration Record Header–Footer

2. Select the New button.
3. Enter a Name for the report header and footer definition.
4. Enter an ID and Notes, if desired.
5. In the Header field, enter any information that you want to appear at the top of the report.
This header information will appear beneath the report title and the patient-identifying data
and above the list of vaccines.
The text entered in this field will not line wrap on the reported as it does in the field itself. Use
Ctrl+Enter to start a new line.
6. Select the checkbox if you want the header information centered on the page, rather than
left justified.
7. In the Footer field, enter any information that you want to appear at the bottom of the
report. This information will appear beneath the list of vaccines and above the page
number.
The text entered in this field will not line wrap on the reported as it does in the field itself. Use
Ctrl+Enter to start a new line.
8. Select the checkbox if you want the footer information centered on the page, rather than
left justified.
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Vaccine Administration Record Defaults
The vaccination sort order and the print orientation are practice-wide settings that affect all
vaccine administration records and all care teams and providers.
You can define whether vaccinations are listed from most recently given to earliest given, or
from earliest given to most recently given.
The print orientation may be portrait or landscape. The default orientation is landscape.
Although this is a practice-wide setting, it can be overridden when a user prints a vaccine
administration record.
1. Tools → Configure Practice Settings → Clinical Settings tab
2. In the Vaccine Administration Record Display area, select the radio button for the desired
display order of administered vaccinations.
3. In the Print Orientation area, select the radio button for either Portrait or Landscape.

Vaccine Funding Source
The funding source for a vaccine is associated with the vaccine type, and can be identified on
the patient’s vaccination record when the vaccine is administered. The application contains
CDC-defined entries for Federal, State, and Private funding sources.
Immunization registries require that the funding source be identified for an administered
vaccination. When using an interface to an immunization registry, the funding source is identified
by the contents of the ID field and the Name field. The Name field must contain the official
name of the funding program, and the ID field must contain the official code or short name for
the program.
1. List Editor icon (

) → Vaccines → Vaccine Funding Source

2. Select the New button.
3. Enter a Name for the funding source.
4. Enter an ID, if needed or desired. An ID is needed if you are using an interface to a
immunization registry.
5. Enter any Notes, if desired.
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Vaccine Manufacturer
The vaccine manufacturer is associated with the vaccine type, and can be identified on the
patient’s vaccination record when the vaccine is administered.
Immunization registries require that the vaccine manufacturer be identified for an administered
vaccination. The manufacturer must be identified by the CDC defined manufacturer name and
code. When using an interface to a immunization registry, the manufacturer is identified by the
contents of the Name field and the Notes field. The Name field must contain the CDC defined
code for the manufacturer, and the ID field must contain the CDC defined full name for the
manufacturer.
The application includes the CDC approved list of manufacture names and codes. It is
recommended that you do not create vaccine manufacturer records if you are using a registry
interface. If you do make a vaccine manufacturer record, you should verify the name and code
with the CDC. The CDC website contains current information regarding vaccine manufacturers:
http://www2a.cdc.gov/vaccines/iis/iisstandards/vaccines.asp?rpt=mvx )
1. List Editor icon (

) → Vaccines → Vaccine Mfr

2. Select the New button.
3. Enter an ID, if desired.
4. Enter a short Name for the vaccine manufacturer. If using an interface to a registry, this must
be the CDC-defined code for the manufacturer.
5. Enter the manufacture’s full name in the Notes field. If using an interface to a registry, this
must be the CDC-defined full name for the manufacturer.
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Vaccine Route
The route by which the vaccine is administered is associated with the vaccine type, and it can
be identified on the patient’s vaccination record when the vaccine is administered.
Immunization registries require that the route be identified for an administered vaccination. The
route must be identified by the CDC-defined route name and code. When using an interface to
a immunization registry, the route is identified by the contents of the ID field and the Name field.
The Name field must contain the CDC approved name, and the ID field must contain the CDCdefined code for the route. The table below contains the CDC route names and codes.

Code

Name

Definition

ID

Intradermal

Within or introduced between the layers of the skin.

IM

Intramuscular

Within or into the substance of a muscle.

NS

Nasal

Given by nose.

IV

Intravenous

Administered into a vein.

PO

Oral

Administered by mouth.

Percutaneous

Made, done, or effected through the skin.

SC

Subcutaneous

Under the skin or between skin and muscles.

TD

Transdermal

Describes something, especially a drug, that is
introduced into the body through the skin.

Define a Vaccine Route
1. List Editor icon (

) → Vaccines → Vaccine Route

2. Select the New button.
3. Enter a Name for the vaccine route.
4. Enter an ID, if needed or desired. An ID is needed if you are using an interface to a
immunization registry.
5. Enter any Notes, if desired.
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Vaccine Site
The site at which the vaccine is administered is associated with the vaccine type, and it can be
identified on the patient’s vaccination record when the vaccine is administered.
Immunization registries require that the site be identified for an administered vaccination. The site
must be identified by the CDC-defined site name and code. When using an interface to a
immunization registry, the site is identified by the contents of the ID field and the Name field. The
Name field must contain the CDC approved name, and the ID field must contain the CDCdefined code for the site. The table below contains the CDC site names and codes.

Code

Name

LT

Left Thigh

LA

Left Arm

LD

Left Deltoid

LG

Left Gluteous Medius

LVL

Left Vastus Lateralis

LLFA

Left Lower Forearm

RA

Right Arm

RT

Right Thigh

RVL

Right Vastus Lateralis

RG

Right Gluteous Medius

RD

Right Deltoid

RLFA

Right Lower Forearm

Define a Vaccine Site
1. List Editor icon (

) → Vaccines → Vaccine Site

2. Select the New button.
3. Enter a Name for the vaccine site.
4. Enter an ID, if needed or desired. An ID is needed if you are using an interface to a
immunization registry.
5. Enter any Notes, if desired.
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VFC Eligibility
VFC eligibility codes identify the patient's eligibility for a federally funded Vaccines for Children
(VFC) program. These codes are sent to immunization registries.
The application includes the CDC-defined codes. Not all registries accept all of these codes. It is
recommended that you contact your state or local registry to determine which of the CDCdefined codes are accepted by your registry.
It is recommended that you do not add or change code entries. You may, however, add an ID
and notes if desired.
1. List Editor icon (

) → Vaccines → VFC Eligibility

2. Search for and select the desired code, and then select the Modify button.
3. Enter an ID, if desired.
4. Enter any Notes.

Vaccination Reminders
ConnectiveRx, the parent company for the Physicians’ Desk Reference (PDR), also provides
vaccination reminders. Reminders are displayed at the bottom of the Vaccine Administration
Record window.
This functionality is enabled by default. If providers do want to review the vaccination reminders,
you may inactivate the ConnectiveRx Vaccine integration partner record.

Activate or Inactivate the ConnectiveRx Vaccine Integration Partner
1. List Editor icon (

) → Interface Engine → Integration Partner

2. Search for and select the ConnectiveRx Vaccine entry, and then select the Modify button.
(If the entry is not found, select the Include Inactive checkbox, and then search again.)
3. Either:


Select the Inactive checkbox to inactivate the integration partner, and the related
vaccination reminder functionality.



Deselect the Inactive checkbox to activate the integration partner, and the related
vaccination reminder functionality.

4. Select the OK button to save and close the window.
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Vitals and Other Observations
You can create a custom entry mechanism for any type of specialized vital or observation entry
that you want to chart. Specialized vitals are defined through observation items, and then
combined into an observation custom panel or an observation template. A custom observation
panel can be added to observation default settings for display on the Vitals tab in Full Note
Composer or other clinical note type. An observation template can be used in the Observation
tab, which you may include in a custom clinical note type.
To define custom vitals entry mechanism, you must:
1. Create the observation item for which you want to capture and display data. See the
Observation Item section below for instructions.
2. Add the observation item to an observation panel. See the Observation Custom Panel
section below for instructions.
3. Add the observation panel to an observation default setting. See the Observation Default
Settings section below for instructions.
For providers to use the Observation tab, you must:
1. Create the observation items needed.
2. Create one or more observation templates that include the desired observation items.
3. Create or modify a clinical note type that includes the Observation tab.

Physical Therapy Observations
If you have purchased the optional physical therapy content, then a number of system-defined
observation items, observation templates, and lab templates are available to you.

Observation Custom Panel
An observation custom panel is a set of specialized vitals measurements or other observations,
such as lab test results, that you want to display in the Vitals tab of Full Note Composer, Superbill
Composer, or other clinical note type window. Data entry items appear on the Vitals tab in the
custom vitals pane. Lab results and other view-only observations appear in the review area of
the tab.
The application includes one predefined observation panel, named Standard Vitals. This
observation panel includes a second blood pressure measurement, head circumference, Sp02,
and waist measurement. This panel cannot be modified.
You can create new observations panel or copy the Standard Vitals panel and modify it.
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Create an Observation Custom Panel
1. List Editor (

) → Clinical → Observation Custom Panel

2. Either:


To create a new observation panel, select the New button.



To modify an existing observation panel, select the File menu, and then the Save As
option.

3. Enter an ID and Notes if desired.
4. Enter a Name for the observation panel.
5. Select the Dividing Line checkbox if you want a line to appear between each item when
displayed in the Vitals tab.
6. Add an item to the panel.
a. In the Observation field, search for and select the item that you want to include.
Use the “Only Include Vital Observations” checkbox to determine whether the search is
for only vitals observations or all observations (such as lab results or custom items).
b. Select the Review Only checkbox for lab results and other observations that are for
review only, not for data entry.
c. In the Label Text field, enter the name for the item as you want it to appear in the Vitals
tab.
7. Add another item to the panel.
a. Select the New button.
b. Repeat step 6 for the next item.
c. Repeat until all the desired items have been added.
8. Use the up and down arrow buttons to change the order of the items if desired.
9. Select the Preview button to see how the panel will display in the Vitals tab. Preview includes
both the standard vitals pane and the custom vitals pane from the Vitals tab.

Observation Default Setting
The Observation Default Settings window enables you to create a vitals template for use by
providers and other clinical staff. When you create a vitals observation template, you can define
whether the vitals are reviewed as a table or as a flowsheet, the measurement units in which
they are displayed, the normal conditions for measuring standard vitals, and the specialized vital
entries to be captured and displayed.
1. List Editor (

) → Clinical → Observation Default Settings

2. Select the New button.
3. Enter an ID and Notes if desired.
4. Enter a Name for the default settings.
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5. In the Customize Controls field, search for and select an observation custom panel if desired.
The custom observation panel includes any specialized vital measurements that you want to
display in the Vitals tab.
Please see Create an Observation Custom Panel below for more information on how to
create a custom observation panel.
6. Select the Enter Metric checkbox if you want to enter vitals using metric values.
7. Define how vital measurements will be displayed for review.


Unselect the Review as Flow checkbox to display the vital measurements as a list. This
displays only the measurements entered in the current visit note.



Select the Review as Flow checkbox to display the vital measurements as a flowsheet.
This will display the measurements entered in the current visit note and measurements
from previous visits if available.

8. Define the type of units used to display the vitals measurements. This controls the display of
the measurement, regardless of the units used to enter the measurement.


Select the Auto radio button to display the measurement in the units in which it was
entered.



Select the Metric radio button to display all measurements in metric units.



Select the English radio button to display all measurements in standard U.S. units.



Select the Both radio button to display both metric and standard U.S. units.

9. Select the With Percent checkbox if you want to display the percentile for weight, height,
and head circumference for pediatric patients. BMI will also display as a percentage.
10. Select the Use WHO checkbox if you want to display the percentile for pediatric patients
using the World Health Organization standard rather than the Centers for Disease Control
(CDC) standard.
11. If you selected the Review as Flow checkbox in step 7, then define the previous vital
measurements to be displayed by either:


Selecting the Maximum Items Returned to always display a specific number of previously
entered vital measurements.



Entering a Timespan to display all the vital measurements entered in that timespan. For
example, you may want to display all the vitals for the previous six months or year.

12. In the standard vitals area, select the data entry options that you want to include as
defaults. You may enter any or all of the following.


Weight condition (clothed, unclothed, etc.)



Temperature method



Respiratory rate condition



Heart rate position, location, and regularity



Blood pressure location and position

13. If in step 4 you selected a customized control panel, then in the custom vitals area, select
the data entry options that you want to include as defaults.
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Observation Item
The application includes predefined observation items for the standard vital signs and for several
specialized vital measurements, including pain measure, waist measure, and eye glass
prescriptions for left and right eyes. You can create other observation items as needed.
A lab test is a type of observation item, and your lab tests display with other observation items
when searching in List Editor. It is recommended that you create and modify lab test items from
the Lab Template window, rather than from the Observation Item window. The Observation Item
window does not contain all the data entry fields needed to define a lab test item.
1. List Editor (

) → Clinical → Observation Item

2. Select the New button.
3. Enter an ID if desired.
4. Enter a Name for the item.
5. Enter any Notes if desired.
6. In the Data Type area, select the type of data being observed.


String: Select when the results of the observation are to be treated as a simple text string.
Select this option, for example, if users want to include the percentage sign (%) when
entering the observation result and want that percentage sign to appear in generated
documents. This data type cannot be graphed.



Integer: Select this option when the results can only be a whole number, not a fraction or
percentage.



Decimal: Select this option when results may be entered as a decimal number. Up to
three digits may be entered after the decimal; trailing zeros are not shown.



Date/Time: Use when the observation result is date or date and time.



Metric: Select this option when results will be entered as a metric measurement. Up to
two digits may be entered after the decimal; trailing zeros are not shown.

7. Select the Vital Observation checkbox for vitals items.
8. Select the LOINC Code associated with the observation item. This may be needed for quality
program reporting.
9. Select the SNOMED Code associated with the observation item. This may be needed for
quality program reporting.
10. In the Control Type field, select the desired method for entering method. This may be a
generic entry, such as number, text, or date, or a special type of entry, such as blood
pressure or eyeglass prescription.
11. In the Max/Min area, enter the maximum and minimum normal values for the item.
a. Select the Gender or genders to which the maximum and minimum values apply.
b. Enter the Age From and Age To to which the maximum and minimum values apply.
c. Select the appropriate radio buttons for Age From and To in order to indicate whether
the age range is defined in Months or Years.
d. Enter the Minimum normal value for the item.
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e. Enter the Maximum normal value for the item.
f.

Repeat substep a through e to define an additional normal value range if desired. For
example, you may enter different values for males and females or for adults and
children.

Observation Order Result Status
The observation order result statuses are used to track the status of clinical orders, such as
laboratory tests, images, and other items.
The system-defined statuses are used by the application to process clinical order messages,
results received through a lab interface, and results messages. You cannot change the name or
result status for these items. You can add your own observation order results statuses if desired.
However, they will not affect the automatic processing of orders and results.
It is recommended that you associate a system-defined result status with a user-defined
observation order result status so that the user-defined observation status is handled properly by
the lab interface.
1. List Editor (

) → Clinical → Observation Order Result Status

2. Select the New button.
3. Enter a Name for the observation order result status.
4. Enter an ID and Notes, if desired.
5. Select the appropriate system-defined Result Status.

Observation Template
An observation template is similar to an observation custom panel, in that both are a set of vitals
measurements, lab tests, and/or other observation items. An observation template, however,
can be used to enter observation findings and results for all items in a flowsheet format. Lab test
results cannot be entered in an observation custom panel. Observation templates are used in
the Observation tab, while observation custom panels are used in the Vitals tab.
A lab template is a type of observation template, and your lab templates display with other
observation templates when searching in List Editor or in the Observation tab in a clinical note
type window. It is recommended that you create and modify lab templates and lab test items
from the Lab Template window rather than the Observation Template window.

Create an Observation Template
1. List Editor (

) → Clinical → Observation Template

2. Enter an ID and Notes, if desired.
3. Enter a Name for the template.
4. Add an observation item to the template.
a. Select the New button.
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b. In the Find Observation window, search for and select the desired item.
c. Select the OK button to add the item and return to the Observation Template window.
5. Repeat step 4 to add all desired items.
6. Use the up and down arrows to move the items into the desired order.
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