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Introduction

About this workbook

This workibook provides an outline of the functionality and use of Wolf EMR from the perspective
of a provider. Each module is broken into sections based on tasks you perform.

Use this workbook as a reference. It consists of various learning components to help you
explore each feature: demonstrations, discussions, hands-on practice, realistic workflow
scenario training, and evaluation exercises.

Icons used in this workbook

Content Activity

Icon Meaning lcon Meaning

Caution to indicate that you
should use caution when
performing a task

Tip to make your navigation
in the system easier

following content needs extra and other learmers
attention

Best Practice to follow to
ensure you work as efficiently
as possible and achieve
desired outcomes

Activity or scenario to allow you
to practise and apply your
learning

Note to indicate that the a Discussion with your instructor

Evaluation to validate your
understanding

N e L
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Introduction

‘ For optimal hands-on leaming, perform all practice exercises, and complete all
Y scenarios.

An evaluation (short quiz) follows each module. You will be given time to find the
information. All questions will be reviewed by the instructor to validate your overall
understanding of the material.

Getting help with Wolf EMR

There is an abundant amount of information that you will be trained on and there are further
advanced functions that are not covered in this workbook. Please pay attention to your
instructor and use this workbook to help you follow along and refer back to. The support does
not stop here!

Accessing Wolf EMR User Guides and online help

To view the Wolf EMR Online Help, on the Wolf EMR Launch page, click Help ( 0 ).
Alternatively, if you need help while performing a particular task, on your keyboard, press F1.
For some windows, the EMR opens the help topic for the window you are currently in.

You can also refer to the various role-based and feature-based Wolf EMR User Guides, which
you can access from the Wolf EMR Launch page, in the Documents drop-down list.

i\ “ L 1
S & v @
Documents  Practice Configuration  Help  Impork
Search
wialf Likilities
ee Codes Documents EM
User Guides
Billing
g: "Wasted Ge]
For front-end staff
guides aref For practitioners
. Patient Portal
1R Mobile : Co
5 anywher SMART Forms
WCB eForms and Billing
dB Is now Managing Wolf EMR users EM
Newsletter (fall 2015) Acc
an
Third-party contact information
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Introduction

Accessing the Wolf EMR Community Portal

The Wolf EMR Community Portal provides an extensive amount of learning resources, including
articles, user guides, training videos, collaborative forums, and Q and A. To access the
Community Portal, on the Wolf EMR Launch page, click Community Portal.

Accessing Wolf EMR Support

If you cannot find the answer to your question, have your client number handy, and contact the
Wolf EMR support team.

Wolf EMR support team contact information:

/ m Phone: 1-866-879-9653 (option 1)

m Email: WolfEMR.support@telus.com

Requesting additional instructor-led training

Even for the most computer-savvy person, there is a lot of information to absortb during EMR
implementation training. You may find it helpful to have a Learming Specialist return to your office
several months after go-live to:

m Re-assess your workflow and provide tips and tricks for using the system more efficiently
m Train you on how to perform more advanced tasks
m Work with each staff member to ensure everyone has a thorough grasp of the Wolf EMR

functionality necessary to do their job with ease

TELUS Health also offers many 1-4 hour training courses that cover intermediate and advanced
functionality. Once you are comfortable with the basics, take advantage of these courses to
raise your EMR knowledge to the next level. These courses are offered onsite or via webinar.,

To arrange further training, contact the Client Care team:
» m Phone: 1-866-879-9653 (option 4)

m Email: Accounts.WolfEMR@telus.com

m Create a Case on the Cases page of the Wolf EMR Community Portal.

Wolf EMR Course Workbook for Providers - Issue 02.02 3
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Introduction

TELUS Health EMR User Conference

Each year TELUS Health hosts a user conference, where you learn how to make the most of
your EMR and gain insight into the advances being made to Wolf EMR. The conference offers a
series of presentations, workshops, and peer networking opportunities.

For information about the user conference and materials from past user conferences, keep an
eye on the Wolf EMR Launch page.

Wolf EMR Course Workbook for Providers - Issue 02.02



WorkDesk Overview

Introduction to this module

Purpose

This module introduces you to the WorkDesk. In Wolf EMR, the WorkDesk is where you perform
most of your daily tasks. From the WorkDesk you can:

View your appointment schedule
Enter patient visit notes
View and enter clinical data in patient medical records

Create and manage messages and clinical tasks (for example, tasks related to referrals and
patient visits)

Review your patient investigations (labs) and other received reports and documents

Objectives

Upon completion of this module, you will be able to:

m Open the WorkDesk

m View your messages, follow up tasks, and other clinical tasks

m View your appointments

Wolf EMR Course Workbook for Providers - Issue 02.02 5



Opening the WorkDesk

To open the WorkDesk:

1. On the Wolf EMR Launch page, click WorkDesk

A

=

WorkDesk Overview

. The EMR opens the WorkDesk.

- - - WarkDesk 2 - 0 %
Reference Configure Patients Reports Sign Out Help -
Beata S, MD, FRCPC Wednesday - April 13, 2016 KLII x
9:55 am
180 2 Investigations 10 Documents O Mo Rule Matches 2 Current Messages L1 Fallasw-up == Mo Patients Booked

Messages | Appointments

Current Messages: Sign Cut
Date Patient*To From
* 16-Mar-2016 15:00 B, Jules Moses C
19-Jun-2013 1%:45 5, Otis Guillen, 5
4 m | 3
Current Follow Up Tasks: Sign out +|
Date Patient/To From
03-Jul-2013 D, Emil Beata C

‘ Tasks

Medical Summary |

Guick Ertry Demographics |

Investigation Resutts
2 Mew Electronic Investigation Resutts

10 Mewy Documents:

Mo Mew Manual Results to be Reviewed
Mo Rule Matches (level 5) found in last 7 deys. Total rule matches =0

Mo Patierts Overdue for Prevertive Pro
Referrals
Mo Letters Due Within The Mext Veek
Mo Letters to Ecit
Ma Incoming Consults
Mo Incoming Referrals
Patient Records
2 Incomplete Vist Records
Refill Requests
Mo Refills to be Approved
Patient Status
Change Patient Status
Mo Acute Care Patients Registered
Mo Long Term Care Patierts Resistered
Mo House Bound Patierts Redistered
Mo Maternity Patients Registered

cedures Cutsids Guidelines

(Mo Letters - Total)

hlo Declined eReferrals

Mo Incomplete YWCB Reports

Q Tip: When the WorkDesk opens, the EMR displays the WorkDesk icon ( _J ) in
the toolbar at the bottom of your screen.

You can quickly navigate back to the Launch page at any time by clicking the

Launch page icon (@) (located on the toolbar at the bottom of your screen).
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Viewing your tasks

WorkDesk Overview

You use the WorkDesk to track and manage outstanding tasks. On a single window, you can

view your:

m Messages

Follow-up tasks

Referral tasks

m Other clinical tasks (for example, incomplete visit notes, investigations to review)

The following table summarizes what information you can track in each area of the WorkDesk.

WorkDesk Area From this area, you can...

Messages

View your active messages and create messages.

Follow Up Tasks

View your active follow-up tasks and create follow-up tasks.

Note: Follow-up tasks are similar to messages; however, they are
created primarily to:

m Remind you to call a patient.

m Serve as a reminder in a patient’s record for you to talk to the
patient about a test result, treatment option, or other matters
pertaining to the patient's health.

Investigation

Review:

Results m Your investigation (lab) results
m Your faxed or scanned documents (medical reports)
m Patients flagged for overdue tests, treatments, and procedures
(called “rule matches”)
Referrals View and manage outstanding incoming and outgoing referrals.

Patient Records

View and complete your outstanding tasks related to patient records,
including:

m [ncomplete visit notes

m Incomplete WCB reports

Refill Requests

View and respond to prescription refill requests.

Patient Status

View and manage specific groups of patients, including:

m [ ong term care patients

m Matemity patients
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WorkDesk Overview

Practise: Viewing your tasks

m Open the WorkDesk

m Browse through the options available on the right side of the window

Viewing your appointments

To view your appointments:

1. Open the WorkDesk. See “Opening the WorkDesk” on page 6.

2. Above the Messages area, click the Appointments tab. The EMR displays a list of your
booked appointments for today.

U 13 Irvestigations 2 Documerts

Messages

Appointments

0 Mo Rule Matches 2 Current Messanes

Wednesday June 17, 2015

Medical Summary

11:00:00
A - 15:06:00

Test, Cruz
Test, Dale

complete Physical
Office Visit

] Sign Out Wialk-|

E' ‘| Loy | ’| RENES 0 Sien L] vkl ﬂ Investigation Results
HIIE [estiruth wiolihersonal ] 13 Mewy Electronic Investigation Resulis
10:20:00 Test, Elza Wo Refill of prescripti D o
10:30:00 Test, Whitley Wo Pregnancy test B LOCUMEts

Mo Mew Manual Results to he Reviewed
Mo Fule Matches (level 5 found in last 7

190 Patients Owerdue for Preventive Proc)
Referrals

Mo Letters Due Wyithin The Meod Week

Mo Letters to Edit

Mo Incoming Consutts

Mo Incoming Referralzs
Patient Records

33 Incomplete Yisit Records

Q To navigate back to your WorkDesk messages, click the Messages tab.

3. To view appointments for another day, use the following table to navigate.

To do this... Follow these steps...

Jump forward or back one

. 3
day at a time Beside the Today button, click Forward (I_l) or Back

( 1 I). The EMR jumps a day forward/back with each
click.
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WorkDesk Overview

To do this... Follow these steps...

Navigate back to today Click Today.

View a specific date %
Click =, and then, on the calender, double-click the

date.
Click Refresh.

Refresh the list to reflect
any new or cancelled
appointments.

Using WorkDesk menu options

Along the top of the WorkDesk window, menu options are displayed. Here, you can perform a
variety of actions, including customizations to how your WorkDesk acts and looks.

When you click a menu, the EMR displays options for that menu in a horizontal ribbon.

A - WWarkDesk
Feference Configure Patients Feports Sigqn Dut Help
[ =] =
- . =11 &L =l IL Ly
o LI, N L@ o sz il
Configure  S0AP Ternplate  Custorn Exarn Findings  Configure  Quick Referral  Linked Lab Waccination
Woarkdesk Manager  Exarn Forms  Options Flowesheets Settings Settings Schedules
Current Messages: Sign Out ﬂ
. Medical Summaty Qi
Date Patient*To From
19-Jun-2013 12:04 * Janna S, MD PhDF... Janna S, MD PhD F Investigation Results
Mo Unirevienved Mewvy Electronic Investigation Resul

Q

If you are unsure what a menu option is for, hover your cursor over the icon; a
description pops up.

erence Configure Patients Reparts Sign Out
Iy . — =1
| f2 == o =
B W @ k& iz
F Template  Custom  Exarn Findings  Configure  Quick Refy
anager  Exam Forms  Options Flowmysheets Setting
Custom Exam Forms
Create a custorn exarm with only the —
312:04 fields that ywou require; you can also Iy
create custorm fields and edit custom
Ha L
EXAMTS
T L
[ Mo b
Tell rre rnore Mo R
Re
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WorkDesk Overview

Evaluation

/0 Complete the following questions.

1. How can you easily move back and forth between the WorkDesk and the Launch page”?

2. How do your view your appointment list for a specific date?

3. You are expecting lab results to come in for a high-risk patient. Which area on your
WorkDesk can you check?

4. It's the end of the day, and you want to finish any patient visit notes you didn't have a chance
to complete. Where can you view a list of your unfinished visit notes?

|~ End of Module
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Entering visit notes - General Practitioners

Introduction to this module

Purpose

In this module, you learn how to enter basic patient visit notes using the Wolf EMR SOAP form.,
On the SOAP form you can:

m View and modify visit notes added by your front-end staff.
m Enter your visit notes in a formatted SOAP note.
m View pertinent patient chart information (for example, view a patient’s recent lab results).

m Perform actions in the patient's chart (for example, prescribe a medication).

Objectives

Upon completion of this module, you will be able to:
m Record visit notes in a SOAP form
m Enter a patient's medical history information from the SOAP form

m Record objective visit data using exam templates specific to a particular problem or type of
examination

m View patient data and perform actions from the SOAP form

m Manage your incomplete visit notes

Wolf EMR Course Workbook for Providers - Issue 02.02 11



Entering visit notes - General Practitioners

Starting SOAP notes

The SOAP form is where you record your visit notes and perform actions in the patient's chart.
You can open a SOAP form for any patient on your Appointments list.

To start a SOAP note for a patient:

1. On the WorkDesk, click the Appointments tab and then, in your list of appointments, click
once on the patient's name. See “Viewing your appointments” on page 8.

Q Adding patients to your appointments list:

If a patient is not on your appointments list, you must add them to your list before
you can start a SOAP note. For example, if a mother is in for a visit and asks that
you quickly check her child as well, you must add the child to your appointments
list before you can enter a visit note for the child.

To add a patient to your appointments list:

1. At the top of the Appointments list, click * The EMR displays the Patient
Search window.

2. Search for and select the patient.

3. In the Enter New Encounter window, ensure the appointment details are correct
(for example, that the Appointment Start and Appointment Length are

B

correct), and then click

The EMR displays the Patient tab. The Patient tab contains the patient's Cumulative
Patient Profile (CPP), and includes:

m Alist of the patient’s previous and current encounters and messages (includes encounter
date, status [C = complete, | = Incomplete], attending physician, and visit type).

m A summary of important and recently added patient chart data.

m The SMART patient banner (located at the top of the window): here you can view a
summary of the patient's demographic information, latest vitals and measurements,
smoking status, care team information, and notifications.

12 Wolf EMR Course Workbook for Providers - Issue 02.02



Entering visit notes - General Practitioners

[ Tasks | Patient |
Test, Mother Aorr06-Mar-1993 (23) Sex B PHN 9990234722
. N 237 ming Status Mg
Home address Home o BMi 335 3yr3m Fri Janna Schreiber, MD PhD FRCPC
5980 SE Oriental Court, Celt Q‘J Wejoht BBk 3yr3m
Clds A8 T1F OE1 Wark AR 8BB0 Zyr3m Ref Susan M. Kuhn
[§j Pending Inv. Mo Docs @ Mo Rules 5 Messages __ Mo Folioy Ups # Mo Waccinstions
VSpEES NO KHOWH ALLERGIES
3
09-Jul-2013 1 Fu PATIENT : ** LEMOHN, JODI ** -
19-Jun-2013 I meg | This is a message CURREHT MEDICATIOHS
22-Apr-2013 C msg Thisis a message Melatonin5mg PO ghs
25-Mar-2013 C meg Thisis a message PEG 3350 10 gm po od
13-Mar-2013 C msg |Thisis a message Topiramate (Topamax) 25 mg ii PO BID
16-Jan-2013 C meg Thisis a message ACTIVE PROBLEMS
15-Jan-2013 C msg |Thisis a message Smith Magenis Syndrome
15-Jan-2013 C msg Thisis a message financial stressors
09-Jan-2013 C msg Thisisa message Astigmatism
20-Hou-2012 C msg Thisis a message Honcompliance Appointments
20-Hou-2012 C meg Thisis a message Headache
20-Hou-2012 C msg Thisis a message Hypertrighrceridemia
19-Hou-2012 C Epistasis and flushing Obesity
29-0ct-2012 C msg Thisis a message Seizure
11-Sep-2012 C msg Thisis a message gleep disturbances
11-Sep-2012 C Good Response to Increase Med Dose. global developmental delay
27-Aug-2012 C review, multiple issues behavioral challenges
27-Mar-2012 C meg Thigig a message Constipation
08-Mar-2012 C msg Thisis a message IHACTIVE PROBLEMS
07-Mar-2012 C msg Thisis a message Rectal Bleeding - HYD
05-Mar-2012 [ review, multiple issues Pyelonephritis
10-Jan-2012 C meg Thisis a message Polydipsia and polyuria
04-Hou-2011 C msg Thisis a message LATEST DOCUMENTS
25-Sep-2011 C msg Thisis a message 19-Jun-2013 Reviewed scrambled
06-Sep-2011 C msg Thisisa message 13-Apr-2013 Reviewed scrambled
24-Aug-2011 C social work contact 19-Mar-2013 Reviewed scrambled
24-Aug-2011 € msg |Thisis a message 7 13-Mar-2013 Staff Reviewed scrambled
Filtered by: All providers 15-Jan-2013 Reviewed scrambled
Viewing 33 of 33 encounters IRty Gpiltamss NOTED FAMILY HISTORY S

Q

Tips for viewing patient information from the SMART patient banner

To view the patient's Medical Summary (medical chart), click anywhere on the
SMART patient banner.

If the patient has any un-reviewed investigations (labs), a number displays

beside Investigations ( i ). To review the investigations, click the icon.

If the patient has any un-reviewed documents (medical reports), a number

displays beside Documents ( ). To review the documents, click the icon.
If there are incomplete messages related to the patient, a number displays
beside Messages ( ). To view the messages, click the icon.

It there are incomplete follow-up tasks related to the patient, a number displays

beside Follow Ups ( v ). To view and manage the follow-up tasks, click the
icon.

To view or modify the patient’s detailed demographic information, below the

patient's name, click 2%,
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Entering visit notes - General Practitioners

2. On the list of office visits, double-click the office visit you want to start a SOAP note for. (In
most cases this will be the incomplete (I) visit listed at the top with today’s date.) The EMR

displays the SOAP form.
Examination Date: 14-har-2016
Test, Mother Aarrd1-Oct-1965 (50) SexF PHN 9990 31493 u*
feae B O\ S Status MiB
Homne address Hopne  30077ES03 =, B i Weta Coles, MD. il
5158 ME &3rd Strest, Cell  (568) 764-2524 l  Weigat [E3]
Crillia BC C5E 2J0 Wark AP 10080 Sy 10m
Uﬂu Mo . Mo Docs 0 Mo Rules 2 Messages __ 1 Follow Up # Mo Waccinations x
{a | Vst Search | E3| | 45 Change Lag = | Print =/ Quick Print
S.0AP | Record Details
Template Search: + x General Yisit Template Pending Follow-ups
CHIEF COMPLAINT | [ Ireestigations
SUBJECTIVE Labs
Cpen Hx Documents
Bilcier At A Glance
Cardiac Risk
Medications - 1 Listed
OBJECTIVE Mo Problems Moted
Alleroy Moted
ExiAh  General E| Dravv Picture Apply Defautts
BP Systolic: | Pulze: Heighit: .y Waist Circ: i Length Units: cm in Temp:
o 4 : o 4 @em O
BP Diastolic: RR: Weight: Bl Wigight Units: & kg () I ®c OF
ASSESSMENT s [+
Text
Order Labs
Prescribe Medication
LA Erter Yaccination
Create Referral
Plan items changed today Payee humber:
I [ 44444 [=]
edicstions Mo Medication Changes. Insurer:
Quick Referral Group: InvestigationFProcedure: Wedical Services Plan BC El
Fee Code:
|
Service Units F Service Time
Double Click To Set Up Guick Referral Settings * Service Units
() Service Time
Service Units:

If an MOA, nurse, or other front-end staff has entered a patient’s vitals and/or visit
notes for this visit, this information displays in the SOAP form. You can edit and
add to this information as needed.

14
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Entering visit notes - General Practitioners

Practise: Starting a SOAP note

o m In the WorkDesk Appointments tab, click a patient's name to open the
Patient tab.

m Perform the following actions from the SMART patient banner:
1. Open the patient's Medical Summary (medical chart).

2. View the patient's demographic information.

m Open a SOAP note for today’s visit.

Entering SOAP note data

The SOAP form contains text areas, drop-down lists, and check boxes for easy data entry. You
can enter data into as much or as little of the SOAP form as you want.

To enter a patient’s visit notes in the SOAP form:
1. Open the SOAP form. See “Starting SOAP notes” on page 12.

2. Inthe CHIEF COMPLAINT field, enter a short description of the primary visit reason or, in
the drop-down list, click a visit reason.

Q Tip: To add visit reasons to the CHEIF COMPLAINT drop-down list, double-click
the field.

3. In the SUBJECTIVE field, enter your subjective finding notes.

Q Tip: You can check your spelling in any text area on the SOAP form:
m Right-click a text area, and then click Check Spelling.

4. Inthe OBJECTIVE field, enter your objective finding notes.

5. Inthe EXAM area, enter the patient’s vitals and measurements.

Note: If your front-end staff recorded the patient’s vitals and measurements for the
» visit, these values populate the EXAM area.

Q Tip: To graph a vital or measurement, beside the value you want to graph, click
|

6. In the ASSESSMENT area, enter the problem(s) the patient is seeing you for:
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a) In the top field, enter all or part of a problem name or ICD9 diagnosis code, and then
press Enter. The EMR displays a list of matching problems.

IASSESSMENT Pregnancy AND [+ ol
Structured .-"—'.l:lru:lr'mal Glucose T:-Ier:aru::e F'r'gn:aru::':.- 435 cualifier E|
Tesd Abnormality of soft tizsues pelvis - pregnal 654

asymptamatic bacteriuria in pregnancy G465
Drug dependence complicating pregnancy 6483
early pregnancy

early pregnancy 3EB

Early Twwin Pregnancy &7

Add to Assessment

b) In the results list, click a problem.

c) (Optional) In the Qualifier field, enter the position (for example, right, left, front) or other
qualifier information about the problem or, in the drop-down list, click a qualfier.

d) Click Add to Assessment. The EMR displays the selected problem in the Structured
field.

Q Tips for adding diagnosis’ for the visit:

m After you add a diagnosis to the ASSESSMENT area, you can chose to add
the diagnosis to the patient’s Problem List: In the ASSESSMENT area, click
the diagnosis, and then click Add To Problem List.

m [f you enter the wrong diagnosis, and have not yet selected Add to

K7
Assessment, to clear the search field, click Cancel Search ( 7 ).

m [f you enter the wrong problem, and have selected Add to Assessment, to
remove the diagnosis, click the diagnosis, and then click Delete Assessment.

7. Inthe PLAN area, enter any notes on your plan for treatment, referrals, follow-up, and so on.

8. From the SOAP form, perform any other actions required in response to the visit (for
example, create a requisition form, prescribe a medication, or record a patient's medical
history information). See:

m “‘Using exam templates” on page 17

m “‘Performing actions from SOAP notes” on page 21

&=
9. To close the SOAP form, click Save & Close ( H |). The EMR saves your visit notes, and
prompts you to lock the visit note.

10. To “finish” the visit note click Yes. To add information to the SOAP note at a later time, click
No.

A visit note is never truly “locked”; you can go back and edit a locked note if
y needed.

16

Wolf EMR Course Workbook for Providers - Issue 02.02



Entering visit notes - General Practitioners

Practise: Entering basic SOAP notes

| (-4

m On atest patient's SOAP Form, enter a visit reason into the CHIEF
COMPLAINT field.

m Enter a few basic notes in the SUBJECTIVE area (for example, “pain in lateral
aspect of the right ankle resulting in inability to weight bear”).

m Enter a few basic notes in the OBJECTIVE area (for example, “Swelling, mild
bruising, increased pain with pressure on the lateral ligaments of the ankle and
upon weight bearing”).

m Enter the patient’s height and weight into the Exam area.
m Graph the patient’s weight.

m Enter a few basic notes in the ASSESSMENT area (for example, “Restricted
inversion ROM").

m Select a diagnosis for the patient visit (for example, “moderate-level inversion
sprain”).

m Enter a few basic notes in the PLAN area (for example, “Advil, RICE,
prescription to physiotherapy”).

Using exam templates

In the SOAP form, you can enter objective visit notes using visit-specific templates called
‘exams”. Exams contain fields specffic to a particular problem or type of examination. For
example, the Diabetes Review exam includes fields for hypoglycemic episodes, foot testing,
peripheral pulses, and Framingham score.

Wolf EMR contains numerous disease-specific Chronic Disease Management (CDM) exams
(for example, COPD, Depression, Diabstes Review, and Chronic Kidney Disease). If you enter
CDM visit data using the appropriate exams, you can:

m Track patient trends, disease progress, and compliance for entire groups of patients
diagnosed with a specific chronic disease (using Practice Search reports).

m Track a patient's treatment plan, disease progression, and compliance (using disease-
specific flowsheets).

m Receive automated reminders for chronic disease patients who are due for specific tests,
follow-up appointments, lifestyle advice, and treatments (using Rules).
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CAUTION: Two users should never enter information into the same exam for the
same patient at the same time.

To use an exam template:

1. Onthe SOAP form, in the EXAM drop-down list, select an exam. The EMR opens the exam

in the SOAP form.
ExAl  Diabetes Review E Clase Exam Ciraney Picture Apply Defauts
Patiert Blood Glucose Range [«] Cardiac Risk:
Patiert Lipid Risk E Patient Hot In Age Range 30 - 75
Hypoglycemic Epsiode Past Week [=]
BF Systolic: Bl Hgd C:
i ic: ight: cm in

B Diastolic Reight s | @em O Cholesteral 420 |mmoll | 11-Aug-2008
Pulse: ight: —

L et @k O Trighycerides:  |H226 |mmoll | 11-Aug-2008
R Fundus: Creatining: 29 L 11-Aug-2005

Hneus =] corotiaprr F e g

L Fundus: [=] L Micraalbaumin:
R [«] Mmurmur: = AlbuminiCr:
52 E Grade: E|

53 S Framingham Score;
Deep Tendon Reflexes: El Last Opkthalmalogy Consult:
Feet: [=] Peripheral Pulzes:
Wibratian: [=] Right Lett Motes:
Senzation: [=] DP: [=]
Pinprick: [=] PT: [=] [
100 E
Monafilament
Test

2. Enter data into the various text fields, drop-down lists, and check boxes.

»

As with SOAP notes, if your nurse or front-end staff enters information in an exam,
you see this information when you open the same exam for the visit. You can edit
or add to the information as needed.

18
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Q Tips for entering and viewing exam data

m 0 view values that were previously entered in an exam field, double-click the
field.

m o view a patient's Medical Summary (chart), on your keyboard, press F7 or
click the SMART patient banner.

m When you finish entering exam data, you can minimize the EXAM area: click
Close Exam. The EMR displays the exam data in text format below the
OBJECTIVE area.

m [f, after you close the structured examination, you want to modify or enter
additional information, simply open the exam again, and then add or modify
information as needed.

m You can enter information into more than one exam during a visit.

Practise: Using exam templates

| (-4

m Start a new SOAP note for a patient.

m In the EXAM drop-down list, select an examination type (for example,
Diabetes Review).

m Enter exam data, and then click Close Exam.

Scenario: Using Structured Exams

( (-4

You are completing a 6 month check-up for an infant. What exam would likely be
most useful for entering the visit data”?

Wolf EMR Course Workbook for Providers - Issue 02.02 19



Entering visit notes - General Practitioners

Recording patient medical history from the SOAP form

When you are entering visit notes in the SOAP form, you can quickly record a patient's medical
history information using Quick Add. Quick Add enables you to record basic information to a
patient's Medical Summary regarding:

m Social history (including smoking and alcohol use)
m Problems

m Medications

m Allergies

m Procedures and surgeries

Note: You learn how to add more detailed medical history information to a patient’s
» Medical Summary in later modules.

To record a patient's medical history during a patient visit;

1. On the SOAP form, right-click and then, in the SMART menu, click Quick Entry. The EMR
displays the Quick Entry Form window.

Cuick Entry Form

Enter Medical History For: Test, Mother e

ratiert:  1€8t, Mother Clinic MO: Janna Somer Schreiber, MD PhD FRCPC =]

Social | Problems | Medications | Allergies | Procedures & Surgeries

Marital Status: Common Law [=] hotes:

Significant Cther: Father Test

Ccoupation:

Income Type: El
Education: [=]
Smoking: Hon Smoker E|
Mleohal: Light: < 6 DrinksMeek [=]

ﬂ Enter Smoking, Alcohol, and Cther Harmful Substance History

ﬂ Enter Family History

B

2. In one or more of the tabs, enter information as needed, and then click

Q Tip for entering medical history using Quick Entry

If you want to view the patient’s Medical Summary (medical chart) as you are
entering information in the Quick Entry window, click the patient's name (which is
displayed in blue).

20
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Entering visit notes -

General Practitioners

The SOAP form contains a variety of quick-links you can use to view patient information (for
example, patient lab results), or to perform common actions (for example, to prescribe a
medication). Links are strategically placed, with each link located near the fields it relates to.

S.08P | Record Details
Template Search: + | x| General Wisit Template Mo Pending Followe-ups
CHIEF COMPLAIMT | El Investigations
SUBJECTIVE Pending Lahz
Open Hix Documents
Builder At & Glance
Medications - 3 Listed
OBJECTIVE Problems - 15 Maoted
Mo Allergies Moted
BIOMETRICS - Height: 142.5 cin
Exih  General [+] Drave Picture Spply Defaults
BP Systolic: ﬂ Pulze: Height: 142.5 @ Wiaist Circ: @ Length Units: (&3 cm (hin Temg
B Disstolic: RR: VWeight: Bl Weight Units: | () kg () b ®Cc OF
ASSESSMENT aND [=]
Text
Crder Labs
Prescribe Medication
FLA Enter %accination
Create Referral
B4 blumber

As you enter information in the SOAP form, new links may display in response to the information
entered. For example, if you enter and then click a diagnosis in the ASSESSMENT area, links
display to Add To Problem List, Delete Assessment, and Edit Assessment.

You can perform a number of additional actions from a SOAP note via the SMART menu. For
example, you can:

m Send a message or follow-up task regarding the patient
m Perform a Cardiac Risk Assessment

m Record a vaccination

To open the SMART menu, right-click anywhere on the SOAP form.
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IHR.

i)

Refill Medications
Yiew INR Summary
Wiew Medication List
Enter Mew Medication
SMART Farms
QuickEntry

Mew Requisition
Fawourite Reguisition
Fawourite Order Set
Mews Problem

Mew Referral

T Waccination
Mew Message

T Follow-up

M Allergy

Mews Procedure

M Manual Resule

Mews Preventive Care Result

Mew Encounter

Wiew Encounters

Wigw Vitals Entry Screen (F&)
Wiew Medical Summary (F7)

Wigw Patient Maintenance (F3)

Wiew Special Alerts

Entering visit notes - General Practitioners

Q

You can open the SMART menu by right-clicking most windows related to a
patient’s record, including:

m Patient tab (CPP)

m Messages and tasks regarding the patient

m The Medical Summary

As a rule-of-thumb, if a window displays the SMART patient banner, you can open

the SMART menu from that window.

22
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Q Tips for using the SMART menu

m SMART menu options are grouped by what they do. Medication and
prescription-related options are displayed at the top of the menu, action
options are displayed in the middle, while view options are displayed at the
bottom.

B YOou can customize what options display in the SMART menu. If there are
SMART menu options you do not use regularly, you can hide these options: On

the WorkDesk menu click Configuration > Configure WorkDesk (- %4 ), and
then on the General tab, click Manage Right-Click menu.
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Managing your incomplete visit notes

In the old days of paper charting, your desk likely contained a pile of patient charts you had to

finish notes for. In Wolf EMR, your “pile” is located on the WorkDesk. Any time you save a SOAP
note without locking it, the EMR adds the visit note to your Incomplete Visit Record list. From
the Incomplete Visit Record list, you can go back and finish your notes at your convenience.

To view and finish your incomplete visit notes:

1. On your WorkDesk, in the Patient Records area, click # Incomplete Visit Records. The
EMR displays the Incomplete Records window.

Incarnplete Recards

Test, Ml_Jltlher

- L
Aorn 06-Mar-1993 (23)

FHN 9990234722 El_
+

SexF o StatusMNiA, D

52980 SE Oriental Court,
Clds A8 T1F OE1

Fridanna Schreiber, WD Ph...

=Z0x

Aet Zusan M. Kuhn

Patient Hame
Test, Mother

Test, Elhy 16-Mar-2016 10:11
Test, Glenn 16-Mar-2016 10:12
Test, Lindsay 16-Mar-2016 10:12

O Include &1 Arrived Sppointments

Appt Start Visit Description
14-Mar-2016 10:13 Diabetes Mellitus -Type 1- Insulin Depende:

opened and then closed (without locking). To include incomplete visit notes for all

Q By default, the Incomplete Records list displays only records that you have
arrived appointments, select the Include All Arrived Appointments check box.

2. Inthe list of incomplete visit records, double-click the visit record you want to complete. The
EMR opens the SOAP form for the incomplete visit record.

3. Complete any unfinished areas on the SOAP form, and then save and lock the visit note.
See “Entering SOAP note data” on page 15.
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Evaluation

/0 Complete the following questions.

1. What is the easiest way to open the patient's Medical Summary (chart) from the SOAP form”?

2. In the SOAP form, where do you enter the visit reason?

3. If you select a problem (diagnosis) in the ASSESSMENT area of the SOAP form, can you
add the problem to the patient's general Problem List?

4. Can you use more than one exam template”?

5. You have diagnosed your patient with diabetes. You want to document her full diabetic
history. What is the BEST and recommended way to enter her history and diabetic visit
notes so that you can effectively manage her condition?

6. During a visit, your patient indicates that they had an appendectomy 2 years ago. What is
the quickest way to record this in the patient's chart?

7. You have finished your patient visits for the day and want to ensure that you signed off on all
your visit notes. Where can you find a list of your incomplete visit notes?

|~ End of Module
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Introduction to this module

Purpose

In this module, you learn how to enter basic patient visit notes using the Wolf EMR consult letter
form. On the consult letter form you can:

m View and modify visit notes added by your front-end staff.

Enter your visit notes in a consult letter format.

View pertinent patient chart information (for example, view a patient’'s recent lab results).

Perform actions in the patient's chart (for example, prescribe a medication).

Objectives

Upon completion of this module, you will be able to:
m Record visit notes in a consult letter format
m Enter a patient's medical history information while entering visit notes

m Record objective visit data using exam templates specific to a particular problem or type of
examination

m Create and use consult letter templates
m View patient data and perform other actions on a patient’s chart while entering visit notes

m Manage your incomplete visit notes
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Starting consult letter visit notes

If a patient’s visit notes are to be printed/sent as a consult letter, you enter your visit notes in the

consult letter form. When you finish your visit notes, you can then print the notes as a consult
letter.

Tip: If a majority of your patient visit notes are written in the form of a consult letter,
set the Consult Letter form as your default visit note template:

1. On the WorkDesk menu, click Configure > Configure WorkDesk (&9 ).

2. Inthe General tab, in the Default Form drop-down list, select Consult Letter.

To start a consult letter visit note for a patient:

1. On the WorkDesk, click the Appointments tab and then, in your list of appointments, click
the patient. See “Viewing your appointments” on page 8.

Q Adding patients to your appointments list:

If a patient is not on your appointments list, you must add them to your list before
you can start a visit note. For example, if a mother is in for a visit and asks that you
quickly check her child as well, you must add the child to your appointments list
before you can enter a visit note for the child.

To add a patient to your appointments list:

1. At the top of the Appointments list, click * | The EMR displays the Patient
Search window.

2. Search for and select the patient.

3. In the Enter New Encounter window, ensure the appointment details are correct
(for example, that the Appointment Start and Appointment Length are

e

correct), and then click

The EMR displays the Patient tab. The Patient tab contains the patient's Cumulative
Patient Profile (CPP), and includes:

m Alist of the patient’s previous and current encounters and messages (includes encounter
date, status [C = complete, | = Incomplete], attending physician, and visit type).

m A summary of important and recently added patient chart data.

m The SMART patient banner (located at the top of the window): here you can view a
summary of the patient’s demographic information, latest vitals and measurements,
smoking status, care team information, and notifications.

28
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[ Tasks | Patient |
Test, Mother Aorr06-Mar-1993 (23) Sex B PHN 9990234722
. N 237 ming Status Mg
Home address Home o BMi 335 3yr3m Fri Janna Schreiber, MD PhD FRCPC
5980 SE Oriental Court, Celt Q‘J Wejoht BBk 3yr3m
Clds A8 T1F OE1 Wark AR 8BB0 Zyr3m Ref Susan M. Kuhn
[§j Pending Inv. Mo Docs @ Mo Rules 5 Messages __ Mo Folioy Ups # Mo Waccinstions
VSpEES NO KHOWH ALLERGIES
3
09-Jul-2013 1 Fu PATIENT : ** LEMOHN, JODI ** -
19-Jun-2013 I meg | This is a message CURREHT MEDICATIOHS
22-Apr-2013 C msg Thisis a message Melatonin5mg PO ghs
25-Mar-2013 C meg Thisis a message PEG 3350 10 gm po od
13-Mar-2013 C msg |Thisis a message Topiramate (Topamax) 25 mg ii PO BID
16-Jan-2013 C meg Thisis a message ACTIVE PROBLEMS
15-Jan-2013 C msg |Thisis a message Smith Magenis Syndrome
15-Jan-2013 C msg Thisis a message financial stressors
09-Jan-2013 C msg Thisisa message Astigmatism
20-Hou-2012 C msg Thisis a message Honcompliance Appointments
20-Hou-2012 C meg Thisis a message Headache
20-Hou-2012 C msg Thisis a message Hypertrighrceridemia
19-Hou-2012 C Epistasis and flushing Obesity
29-0ct-2012 C msg Thisis a message Seizure
11-Sep-2012 C msg Thisis a message gleep disturbances
11-Sep-2012 C Good Response to Increase Med Dose. global developmental delay
27-Aug-2012 C review, multiple issues behavioral challenges
27-Mar-2012 C meg Thigig a message Constipation
08-Mar-2012 C msg Thisis a message IHACTIVE PROBLEMS
07-Mar-2012 C msg Thisis a message Rectal Bleeding - HYD
05-Mar-2012 [ review, multiple issues Pyelonephritis
10-Jan-2012 C meg Thisis a message Polydipsia and polyuria
04-Hou-2011 C msg Thisis a message LATEST DOCUMENTS
25-Sep-2011 C msg Thisis a message 19-Jun-2013 Reviewed scrambled
06-Sep-2011 C msg Thisisa message 13-Apr-2013 Reviewed scrambled
24-Aug-2011 C social work contact 19-Mar-2013 Reviewed scrambled
24-Aug-2011 € msg |Thisis a message 7 13-Mar-2013 Staff Reviewed scrambled
Filtered by: All providers 15-Jan-2013 Reviewed scrambled
Viewing 33 of 33 encounters IRty Gpiltamss NOTED FAMILY HISTORY S

Q

Tips for viewing patient information from the SMART patient banner

To view the patient's Medical Summary (medical chart), click anywhere on the
SMART patient banner.

If the patient has any un-reviewed investigations (labs), a number displays

beside Investigations ( i ). To review the investigations, click the icon.

If the patient has any un-reviewed documents (medical reports), a number

displays beside Documents ( ). To review the documents, click the icon.
If there are incomplete messages related to the patient, a number displays
beside Messages ( ). To view the messages, click the icon.

It there are incomplete follow-up tasks related to the patient, a number displays

beside Follow Ups ( v ). To view and manage the follow-up tasks, click the
icon.

To view or modify the patient’s detailed demographic information, below the

patient's name, click 2%,
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2. In the list of office visits, click the office visit you want to start a consult letter form for (in most
cases this is the incomplete (1) visit listed at the top with today’s date), and then in the
Templates drop-down list, click Consult Letter. The EMR displays the consult letter form.

Consult Letter Examination Date: 16-har-2016
Test, Lindsay Pl 9994568371 Cuick -
B 4 Plog| i | & | S 9K a | e
Aorn 16-Mar-1999 (16) Sex M StatusMNIA
7237 ME Knickerbocker Avenue, H B3231216 FriBeata 5, MD
Rockford A8 F20 551 C
14 (302) §56-6501 Ret
Referral Reazon: Prenatal lz‘ ..edit info
Select Template:
E| Orler Labs
Double Click to Launch Prescribe Medication
Template Paragraph:
Detailed Referral
Set Billing defaults
Structured Examinations:
EditMewy Template
Assessment:
Search a0 [+
Text:
List: Delete Aszessment
Add Ta Problem List
Eclit
Medications Ho Medication Changes.
Guick Referral Group: Investigation/Procedure:
-

information displays in the consult letter form. You can edit and add to this
information as needed.

Q If an MOA, nurse, or other front end staff has entered notes for this visit, this

Practise: Starting a consult letter visit note

' m In the WorkDesk Appointments tab, click a patient's name to open the
Patient tap.

m Perform the following actions from the SMART patient banner:
1. Open the patient's Medical Summary (medical chart).
2. View the patient's demographic information.

m Open a consult letter form for today's visit.
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Entering consult letter note data

The consult letter form contains structured text areas for easy data entry. A majority of your
notes are written in the main text area, with your assessment notes entered in the lower part of
the window.

To enter a patient’s visit notes in the consult letter form:

1. In the Referral Reason field, enter a short description of the primary visit reason or, in the
drop-down list, click a primary visit reason.

2. In the main text area, enter your visit notes in the form of a consult letter. (For example, start
your notes with a statement such as “Thank you for referring your patient to our clinic
regarding...”.)

Tip: To check your spelling, in the main text area, right-click, and then click Check
Spelling.

3. Inthe ASSESSMENT area, enter the problem(s) the patient is seeing you for:

a) In the top field, enter all or part of a problem name or ICD9 diagnosis code, and then
press Enter. The EMR displays a list of matching problems.

Assessment:
's]
Search :Jregnancy apD El ﬂ
. Problem Description ICD9 - N

Tead: abdaminal pregrancy GQuialifier

List: Ahnormal Glucose Tolerance Pregnancy E43.5 El
Abnormalty of soft tizsues pelviz - pregnancy [0
symptomatic bacteriuria in pregnancy B4E.5 Add to Assessment >>
Drug dependence complicating pregnancy G453
Ectopic Pregnancy TE1.4
Etnesis Pregnancy 643
hralthe Brefnaney -

b) In the results list, click a problem.

c) (Optional) In the Qualifier field, enter the position (for example, right, left, front) or other
qualifier information about the problem, or in the drop-down list, click a qualifier.
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d) Click Add to Assessment. The EMR displays the selected problem in the Structured
field.

Tip: When you add a problem to the ASSESSMENT area, you can choose to
add the problem to the patient’s Problem List:

m Inthe ASSESSMENT area, click the problem, and then click Add To Problem
List.

m [f you enter the wrong diagnosis, and have not yet selected Add to

"y
Assessment, to clear the search field, click Cancel Search ( 7 ).

m [f you enter the wrong problem, and have selected Add to Assessment, to
remove the diagnosis, click the diagnosis, and then click Delete Assessment.

. Inthe Assessment area, in the Text area, enter any additional assessment notes.

. From the consult letter form, perform any other actions required in response to the visit (for

example, create a requisition form, prescribe a medication, or record a patient's medical
history information). See:

m “‘Recording a patient's medical history while entering visit notes” on page 43

m ‘Performing actions on a patient’s chart while entering visit notes” on page 44

. To print your consult letter, click one of the following options:

Guick
m Quick Print (ﬂ): To print your consult letter to your default printer

m Print ( & ): To print to a selected printer or fax machine or to set preferences before
printing/faxing
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Printing consult letters using Microsoft Word

If you want more options for formatting your letter, you can pull the data from the
consult letter form into a Word Document template (SMART Form). You can then
modify the letter before sending it. For example, you can add bullets, add a
letterhead, or change the text font.

To open a consult letter in a SMART form (Microsoft Word template):

1. On the consult letter form window, right-click and then, in the SMART Menu,
click SMART Forms. The EMR displays the Send to SMART Form window.

2. In the left pane, expand the Letters category.

V Docurnent Configure SMART Forms
a Keyword GP Lether hd v" Cpen Docun

"] kKeyword - w1 Link ko Patie]
Send and

Clase Keyword - ' Mark as Re
Mame

3 Diagnoskic Tools

3 Forms

- Letters

Cental Access and Triage Referral Form-CHAMP

() Consult letter
Consulk letter
Consulk letter - copy
Consulk letter - Dr Twa
Consulk letter - specialisk
Consulk Letter Composer
Consulk Letber Composer - copy
Consult Letter Campaoser Full

3 {GP Letter

Marnrmogram Letkber
IMed List
Med List-lack

3. Double-click the consult letter template you want (unique to each clinic). The
EMR opens a letter template in Microsoft Word with your visit notes populated

4., Modify the letter as needed, and then save and print the letter.

e

7. To save and close your visit notes, click . The EMR saves your visit notes, and prompts
you to lock the visit note.
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8. Perform one of the following actions:

m o “finish” the visit note click Yes.

m [0 add information to the visit note at a later time, click No. The EMR adds the patient to
your Incomplete Visit Record list.

»

A visit note is never truly “locked”; you can go back and edit a locked note if
needed.

Practise: Entering basic consult letter notes
m Open the consult letter form for a test patient, and then enter a visit reason.
m Enter the body text for the consult letter.,

m Enter a diagnosis for the visit,
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Using structured examination templates

In the consult letter form, you can enter vitals, measurements, and other exam findings using
visit-specific templates called “structured examinations”. Structured examinations contain fields
specific to a particular problem or type of examination. For example, the Diabetes Review
exam includes fields for hypoglycemic episodes, foot exams, and Framingham score.
Information recorded in structured examinations can be searched and reported on.

CAUTION: Two users should never enter information into the same structured
examination for the same patient at the same time.

To use a structured examination:

1. On the consult letter form, in the Structured Examinations drop-down list, select a
structured exam. The EMR opens the structured examination in a new window.

2] Test, Lindsay - DOB: 16-Mar-1393 - AGE: 16 years - GENDER: M - PHIN: 9394568371 (==
Patiert Blood Glucose Range | [+] Cardiac Risk -
Patiert Lipid Risk E Patient Hot In Age Range 30 - 75
Hypoglycemic Epsiode Past Week [=]

BP Systolic: Bl . Hot1
EF Diastolic: Height: Qm @k Chalesteral
Pulse: Wigight: ®ky O Triglycerides:
R Funclus: Crestining:
HnelE =] corctiabrutz R

L Funcus: [=] L Microsloumin;
=1 [w] Murmur: =] AlbuminiCr:
52 [=] Grade: E|

=3 =4 Framingham Score:
Diesp Tendon Reflexes: EI Last Cphthalmalogy Consult:
Fest: E| Peripheral Pulzes:
Wikration: [+] Right Left Notes:
Sensation: =] P [=] [=]
Pinprick: [=] PT: [=] [=]
109 ]
Monofilament
Test s

2. Enter data into the various text fields, drop-down lists, and check boxes, and then click

Close (@ ).

‘ m IMPORTANT: Information entered in a structured examination is saved in the
y.

patient's encounter record, however, structured examinations DO NOT print
with your consult letter, unless you print your consult using a SMART Form.,

B As with visit notes, if your nurse or front end staff enters information in a
structured examination, you see this information when you open the same
structured examination for the visit. You can edit or add to the information as
needed.
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Tips for entering and viewing exam data

If you only want to enter a patient's vitals, select the General exam.

To graph a vital or measurement, beside the value you want to graph, click
|

To view values that were previously entered in an exam field, double-click the
field.

To view a patient’'s Medical Summary (chart), click back to the consult letter
form and then, on your keyboard, press F7 or click the SMART patient banner.

If, after you close the structured examination, you want to modify or enter
additional information, simply open the exam again, and then add or modify
information as needed.

You can enter information into more than one exam during a visit.

[ (-4

Practise: Using exam templates

Start a consult letter visit note for a patient.

In the Structured Exam drop-down list, select an examination (for example,
Diabetes Review).

Enter exam data, and then close the structured exam window.

( (-4

Scenario: Using Structured Exams

You are completing a 6 month check-up for an infant. What exam would likely be
most useful for entering the visit data?

36
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Consult letter templates

If your consult letters follow similar formats for certain types of visits, you can create consult
letter templates to save you time. Consult letter templates consist of a series of pre-written
paragraphs. You choose which paragraphs you want to include in each letter. Once you insert
each paragraph into a consult letter, you can edit the paragraph as needed.

Paragraphs can also:
m Automatically pull in data from a patient's chart.

m Contain a series of check box items. In paragraphs with check box items, you select which
text items you want to include in the paragraph.

Creating consult letter templates

When you create a consult letter template, you create pre-written paragraphs that can be
chosen when the template is used. You can make the entire template in one paragraph;
however, if you split your template into numerous paragraphs, the template user can include or
exclude paragraphs in the consult letter, as needed.

To create a consult letter template:

1. Open the consult letter form for a test patient. See “Starting consult letter visit notes” on
page 28.

2. On the left side of the window, click Edit/New Template. The EMR displays the Visit
Consult Template Builder window, with your name selected in the MD field.

=
MDD Know-Four Dana [=]

[+ |

Mewy Paragragph |

Wolf EMR Course Workbook for Providers - Issue 02.02 37



Entering visit notes - Specialists

3. If you want to allow other providers to use the template, in the MD field, select <<All

MDs>>.

4, Click il, and then enter a name for the template.

5. To add a paragraph to the template, click New Paragraph and then, in the “New paragraph
name” window, enter a descriptive name for the paragraph.

6. In the main text area on the Visit Consult Template Builder window, enter text for the

paragraph as you want it to appear in the consult letter.

7. To add check box choices to the paragraph:

a) In the paragraph, click where you want selected check box items to insert.

b) Enter check box options using the following format: {ltem 1|ltem 2|item 3|...}. For
example, you can enter: “Diet: {Doing all that they think they can do for optimal nutrition |
Looking for nutritional advice | Insufficient fruit and vegetables | Excessive simple

carbohydrates}”

CAUTION: For check box items, use only letters and numbers. Do not use any
special characters such as _7:,.*> or the template will not work properly.

Check box options are limited to a single sentence at most, as you cannot use
periods or commas. Use simple statements only.

Tip: When the template is used, the first check box is always selected by default.
Consider making the first check box blank, or N/A .

8. To have patient data pull into the paragraph automatically (using SMART tags):

a) Open Wolf EMR online Help and find the SMART tag you want: In the Wolf EMR online
Help, search for “SMART tags”. The EMR displays the Smart Tags help topic, with a list of
available tags you can choose from,

Name Area it is used Description

<<age>> Demographics Inserts patient's age.

<<APApptlD>> Appointments Inserts the appointment ID number.
<<APMDID=> Appointments Inserts the appointment MD ID number.
<<APApptStart== Appointments Inserts the appointment start time.
<<APApptTypelD>> Appointments Inserts the appointment type ID number
<<APPatientID>> Appointments Inserts the patient ID making the appointment.
<<APNonPatientName>=> Appointments Inserts the appointment non-patient name.

AP Annt] snath

Arnnnintmeants

Inserte the annaintment lennth
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On the Visit Consult Template Builder window, in the paragraph, enter the SMART tag
name where you want the corresponding patient data to populate.

E
P aph in &l20 found
WO Hnow Fe.r Dana Z‘ h:l'?seler::i;:s:
Disbetes vist [«]¥s|+]| LATEST TEST VALUES:
i ) | HbA1C = <<LastLabHbA1c=>
;‘;m Microalburnin/Creati ntng Railo c<L astLabAlb/Cr Ratlo:-:l

Creatinine =

Cholesterol chastLabCHOL» ‘\ e 2 ““"'“5”"‘“"'"
TG = <<|as \ -
LDL = chastLabLDL» Smart Tags

HOL = =<LastLabHDL==

Last flu shot <<LastFlu=>

Home FES: Lab FBS: <<LastLabFES=>

Remove Paragraph |

9. If you want to use the paragraph in another template as well, in the right pane, in the Add
Paragraph to Another Template drop-down list, select the template.

10.To add additional paragraphs, repeat Step 5 and Step 9 .

Q Tips for managing consult letter template paragraphs

m o move a paragraph: in the left pane, click the paragraph, and then click
Move Up or Move Down.

m To remove a paragraph: in the left pane, click the paragraph, and then click

Remove Paragraph ("),

11. To save and close the template, click @ .
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| (-4

Practise: Creating consult letter templates

Create a Diabetes Visit consult letter template with paragraphs laid out as follows:

Paragraph name Paragraph content

Intreduction

Thank you for referring <<patient’s first name
inserts here>> to the Wolf Diabetic Centre.

Discussed

DISCUSSED:

Lack of targets for glucose and HbA1C
Smoking cessation

Activity increase

Nutrition

Test Values

LATEST TEST VALUES:
HbA1C = <<Latest lab result inserts here>>
Creatinine = <<Latest lab result inserts here>>

Subjective

SUBJECTIVE:

Diet:

0 Doing all that they think they cando
for optimal nutrition

Looking for nutritional advice
Insufficient fruit and vegetables

Excessive simple carbohydrates
Smoking:
Continues to be a smoker

Working toward smoking cessation

Non Smoker

Plan

MNext steps include:

Insulin initiation

Diabetic information handout
Diabetic program referral

Dietitian referral

40

Wolf EMR Course Workbook for Providers - Issue 02.02



Using consult letter templates

To use a consult letter template:
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1. On the consult letter form, in the Select Template drop-down list, click a template.

2. In the main text area, click where you want a paragraph to insert.

3. Inthe paragraph list, double-click a paragraph.

Test, Father
- LE o]

Aorn 20-Jun-1980 (34) Sex M OStatys Long Term C..

FHMN

1234 Frist Street,

A (403) 999-5558
Calgary A8 TSR4E3WY -

Fam

45 Ret

Referral Reasan: Diabetes Follow Up

Select Template:
Jiabetes visit
L kl
Template Paragraph:
Introduction
Discussed

Test Values
Subjective
Objective

Plan

[+]

Lolodto ] ™

EditMew Template

A Dana Knowe-Four, MD

The EMR inserts the paragraph’s text in the main text area. If the paragraph has check box
items associated with it, the EMR opens a window with a list of options to pick from.

Exercise: Walking
Smoking: Continues to be a smoker

= 2
SUBJECTIVE: Doing =il that they think they can do for optimsl nutrition

Feels: well O Looking for nutritionsl advice

Diet: Doing all that they think they can do for optimal

nutrition

[ inzufficient fruit and vegetables
O | excessive simple carbohydrates

O

o o o o

4 | » | Stop | Flnlshedl
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Q

Tips for selecting check-box items

m Read the orange text on the left to understand what the check box selection
pertains to.

m You can select more than one item.

m To move to the next selection list for the paragraph, click Next (M) or, to

go back to a previous selection list, click Previous ( 4 |).

m 0 exit the selection window, click Stop (ﬂl). In the main text area, the
EMR inserts text for the check boxes you selected.

4. Edit the inserted paragraph text as needed.

5. To insert another paragraph template, repeat Step 2 to Step 4 .

Q

Tips for adding multiple paragraphs

m Each paragraph inserts where your cursor is situated in the main text area. If
you want a double space between each paragraph, press Enter twice before
inserting the next paragraph.

m You can insert paragraphs in any order.
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Recording a patient’s medical history while entering visit notes

When you are entering visit notes in the consult letter form, you can quickly record a patient’s
medical history using Quick Add. With Quick Add, you can record basic information to a
patient's Medical Summary:

m Social history (including smoking and alcohol use)
m Problems

m Medications

m Allergies

m Procedures and surgeries

Note: In later modules, you will learmn how to add more detailed medical history
» information to a patient's Medical Summary.

To record a patient's medical history during a visit:

1. On the consult letter form, right-click and then, in the SMART menu, click Quick Entry. The
EMR displays the Quick Entry Form window.

Cuick Entry Form

Enter Medical History For: Test, Mother e

ratiert:  1€8t, Mother Clinic MO: Janna Somer Schreiber, MD PhD FRCPC =]

Social | Problems | Medications | Allergies | Procedures & Surgeries

Marital Status: Common Law [=] hotes:

Significant Cther: Father Test

Ccoupation:

Income Type: El
Education: [=]
Smoking: Hon Smoker E|
Mleohal: Light: < 6 DrinksMeek [=]

ﬂ Enter Smoking, Alcohol, and Cther Harmful Substance History

ﬂ Enter Family History

B

2. In one or more of the tabs, enter information as needed, and then click

Q Tip for entering medical history using Quick Entry

m [f you want to view the patient's Medical Summary (medical chart) as you are
entering information in the Quick Entry window, click the patient's name
(displayed in blue at the top of the window).
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Performing actions on a patient’s chart while entering visit
notes

The consult letter form contains a variety of quick-links you can use to view patient information
(for example, patient lab results), or to perform common actions (for example, to prescribe a
medication). Links are strategically placed, with each link located near the fields it relates to.

Consult Letter Exarnination Date: 16-Mar- 2016

Test, Lindsay FHN 9994568371 Quick
B 4 Pflog h | & B W | a | e
FAorn 16-Mar-1999 (16) Sex M Status Mg
7257 ME Knickerbocker Avenue, H OBS251216 FriBesta 5, MD
Rockford 2B F2D 831 c
144 [302) 856-6501 Ret
Referral Reason: Prenatal El .edt info
Select Template:
El Order Labs
Double Click to Launch Prezcribe Medication

Template Paragraph:
Detailed Referral

Set Billing defaults

Structured Examinations:

[

EditMesw Template

Assessment:

As you enter information in the SOAP form, new links may display in response to the information
entered. For example, if you enter and then click a diagnosis in the ASSESSMENT area, links
display to Add To Problem List, Delete Assessment, and Edit Assessment.

You can perform a number of additional actions from the consult letter form via the SMART
menu. For example, you can:

m Send a message or follow-up task regarding the patient to your front end staff (for example,
if you want your MOA to send the consult letter to the patient’s family physician)

m Perform a Cardiac Risk Assessment

m Record a vaccination

To open the SMART menu, right-click anywhere on the consult letter form.
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IHR.

i)

Refill Medications
Yiew INR Summary
Wiew Medication List
Enter Mew Medication
SMART Farms
CiuickEntry

Mew Requisition

Fawourite Reguisition 3
Favourite Order Set 3
Mews Problem

Mew Referral

T Waccination

Mew Message

T Follow-up

M Allergy

Mews Procedure

Mews Manual Result

Mews Preventive Care Result
Teww Encounter

Wigw Encounters

Wigw Vitals Entry Screen (F&)
Wiew Medical Summary (F7)
Wigw Patient Maintenance (F3)

Wiew Special Alerts

patient’s record, including:

Q You can open the SMART menu by right-clicking most windows related to a

m The Patient tab (CPP)
m Messages and tasks regarding the patient

m The Medical Summary

As a rule-of-thumb, if a window displays the SMART patient banner, you can open

the SMART menu from that window.

Wolf EMR Course Workbook for Providers - Issue 02.02

45




Entering visit notes - Specialists

Managing your incomplete visit notes

In the old days of paper charting, your desk likely contained a pile of patient charts you had to
finish notes for. In Wolf EMR, your “pile” is located on the WorkDesk. Any time you save a visit
note without locking it, the EMR adds the visit note to your Incomplete Visit Record list. From
the Incomplete Visit Record list, you can go back and finish your notes at your convenience.

To view and finish your incomplete visit notes:

1. On your WorkDesk, in the Patient Records area, click # Incomplete Visit Records. The
EMR displays the Incomplete Records window.

Incarnplete Recards
Test, Mother FPHN 9990234722

vy S[oX N+

Aorn 06-Mar-1993 (23) SexF o Statushia, D
52980 SE Oriental Court, Fridanna Schreiber, WD Ph...
Clds A8 T1F OE1

=Z0x

Aet Zusan M. Kuhn

O Include &1 Arrived Sppointments

Patient Hame Appt Start Visit Description

Test, Mother 14-Mar-2016 10:13 Diabetes Mellitus -Type 1- Insulin Depende:
Test, Elhy 16-Mar-2016 10:11

Test, Glenn 16-Mar-2016 10:12

Test, Lindsay 16-Mar-2016 10:12

opened and then closed. To include incomplete visit notes for all arrived

Q By default, the Incomplete Records list displays only records that you have
appointments, select the Include All Arrived Appointments check box.

2. Inthe list of incomplete visit records, double-click the visit record you want to complete. The
EMR opens the consult letter form for the incomplete visit record.

3. Complete any unfinished areas on the consult letter form, and then save and lock the visit
note. See “Entering consult letter note data” on page 31.
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Evaluation

/0 Complete the following questions.

1. What is the easiest way to open the patient's Medical Summary (chart) from the consult letter
form?

2. In the consult letter form, where do you enter the visit reason”?

3. If you select a problem (diagnosis) in the ASSESSMENT area of the consult letter form, can
you add the problem to the patient’s general Problem List?

4., Can you use more than one exam template”?

5. You have diagnosed your patient with diabetes. You want to document her full diabetic
history. What is the BEST and recommended way to enter her history and diabstic visit
notes so that you can effectively manage her condition?

6. During a visit, your patient indicates that they had an appendectomy 2 years ago. What is
the quickest way to record this in the patient's chart”?

7. You have finished your patient visits for the day and want to ensure that you signed off on all
your visit notes. Where can you find a list of your incomplete visit notes?

8. How do you program a consult letter template to pull a specific piece of patient information
automatically”? For example, you want a patient’s latest HbA1C lab result to pull into the
letter.

|~ End of Module
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Creating prescriptions and managing
medications

Introduction to this module

Purpose

In this module you learn how to create and manage patient prescriptions. In Wolf EMR, you can
create and print patient prescriptions from any window related to a patient’'s record (via the
SMART menu). Once a prescription is created and printed, you can easily:

m Re-print the prescription
m Modify the prescription
m Refill the prescription

m Discontinue the prescription

Wolf EMR tracks a patient’s active (current) and inactive (previous) medications in the Medical
Summary, and displays the patient's medications in the Prescription entry window. This enables
you to view at-a-glance what medications the patient is taking when you prescribe new
medications.

Objectives

Upon completion of this module, you will be able to:

m Create and print a basic prescription

m Create a prescription for multiple medications

m Modify a prescription

m Reprint a prescription

m Discontinue a medication for a patient

m Refill an active prescription, or resume an inactive prescription

m Record a patient's medications without prescribing the medications

Wolf EMR Course Workbook for Providers - Issue 02.02 49



Creating prescriptions and managing medications

Creating prescriptions

To create a prescription:

1. On any window of a patient’s record (including the SOAP form and consullt letter form), right-

click and then, in the SMART menu, click Enter New Medication ( R ). The EMR displays

the Add New Medications window.

=

Test, Mother PH T9827-4114

wee *
Aoen  2T-0ct-1970 (43)
1234 Frist Street,

Sex F Stetes Long Term C...

A [403) 999-3833
[

Fr Dans Knowe-Four, MD

Prescribe

olx|w|

Calgary AR TSR4EIN Fam Weight 60 kg (132.3 Ibg) 6 m ago
1 Ret
Ry Allergies
) . - ) ; acetaminophen’caifeine/cc Course of Medicstion Finished
) OverRide Total Dosage Per Day: [ Auto save medication az favourite on exit azithromysin Course of Medication Finished
Search } Include Genetic
18] Starts.wrth Doze form Include OTC
I @ Cortsins <Any> O] nchude I
Favourites Drug Category Search Search by ATC categories
Descrigtion O clinic-wide _Add Favourits |
Rx Hame | Favourite Description |Duration |Notes |Clin 4+
Amoxicillin (Amozicillin 125 mg/5s mL PWDR) g i PO TID Amox 125 10 yes
Hydrocortisone cream 5% i topical BID prn topical *
Acetylsalicylic acid (Apo-ASA TAB) 325 mg 1PO OD prn apo
Diclofenac topical (Woltaren Emulgel $% GEL) g i TOP OD topical
Hon Medication Diabetic needles 100 units V.
Amoxicillin (Amox CAP) 250 mg PO TID Amox 250 L
Hon Medication yes = X
Selec Jelect Favourite Medication From Listi Problem: lz‘
| Dosage UnitzDose: *Duaration: E
prre 2 “Date Prescribect 16-Sep-2014) |
MNone Mone QD » | Articoagulant: O
?:g Manufacturer
2 1] Indlications:
i 5x/Day
q4h .
Pat s
i qsh 20
] ~ gsh Rank:
Units i g1zn Notes
=
2,
[ qam
Route oPM
= q72h A

2. Search for a medication to prescribe:

a) Inthe Search field, enter part or all of the medication name (generic or trade name), and
then press Enter. The EMR displays a list of matching medications in the Select

medication from list area.

b) Click the medication you want.
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Q Medication/treatment search tips

m \Wolf EMR does not produce accurate search results for misspelled names. If
you are not certain how to spell a medication name, in the Search field, enter
only the first three letters of the medication name.

m By default, the EMR displays matching medications that start with the term you
entered. To include medications that contain your search term anywhere in the
name, in the Search area, click Contains.

B YOu can narrow your search results by selecting the form you want the
medication to be in. For example, to search for amoxicillin in capsule form, in
the Dose Form drop-down list, click CAP. The search results return all
amoxicillin options available in capsule form.

m [f you are searching for an over-the-counter medication, in the Search area,
select the Include OTC check box.

m [f you are searching for a brand name medication, clear the Include Generic
check box.

m [f you are prescribing a compound medication (for example, Hydrocortisone
topical (Neo-HC CREA) in 20 mg Glaxal base):

1. Search for and select the first ingredient of the compound.
2. In the Search area, select OverRide. The *Rx field becomes editable.

3. In the *Rx field, enter the remainder of the compound name/ingredients, in
addition to application instructions.

m [f you are prescribing a non-medication treatment (for example, a knee brace):
1. Search for and select Non Medication.
2. Below the blue *Rx field, select OverRide. The *Rx field becomes editable.

3. In the *Rx field, beside the words Non Medication, enter the treatment
name and any application instructions.

3. In the prescription details area (located on the bottom right of the Add New Medications
window), enter or modify prescription details for:

m Dosage
m Frequency

m Duration
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Depending on the medication you choose, the prescription detall fields may
populate with default values. You can edit default values as needed.

)‘
Q Tips for entering prescription details

m [f you want the EMR to automatically discontinue the medication for the patient
when the prescription is completed, in the Duration drop-down list, select a
duration.

m [f the patient wil be taking the medication for an extended period of time
(continuous), in the Duration drop-down list, click No Cut Off.

The EMR displays the prescription details at the top of the window, in the blue *Rx field.

Tip: To modify the prescription details (for example, to change the prescription
details from “1 caps PO” to “1-2 caps PO”):

1. Below the blue *Rx field, select OverRide, the *Rx field becomes editable.

2. In the *Rx field, modify the prescription details as needed.

4. To view interactions the medication may have with the patient’s current medications,

Mult
allergies, or problems, at the top of the window, click Multum ( e ).
5. At the top of the window, click Prescribe. The EMR displays the Prescriptions window.
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Prescriptions

Test, Mother

FHf 9999 999 999

Clobazam (Frisium TAB)} 10 mg iPO ghs
Lamotrigine (Lamictal TAB) 150 mg iPO BID
Methylphenidate (Ritalin-SRERT) 30 mg iPO O

Haproxen (Haprelan 375 ERT) 375 mg iPO 0D

1]

Previous Medications:

Allergies:

Spec DiC Quick
n
bea I Multurn |y mea | B | | it | B
Born 2-0ct-1970 (44) Sex B Status NI
1234 Test Street, Ao 1111 Fri Yeta Coles, M.D. Default Pharmacy:
Squamish BC o
3%
¥ -
Mt Select R Date: 08-Jul-2015 5|
. . *Prescribing MC: Veta Coles, M.D.
Medications 2 [=]

(&) May Substitute Generic ) Mo Substitutions [ Prirt Medications

* . Naproxen (Naprelan 375 ERT) 375 mg i PO 0D
RX:

Total Dozage Per Day: 375 mg

*ouantity: '] Repeats: 0 G;Duration
Long Term Single Rx
Urits: TAB [=] O sing
. Okayed i
*Start Date: 08-Jul-2015
. E To Come In

Mext Refill: Chart Requested
Mote: take with food Denied

() Refill Histary ) Medication Histaory

Mext Refil  |LastRefil  |Quant |Repeats |Pharm Called |Refill Status |Initials |

4 3
Current Refill (Dbl Click to Delete Prescription Entry):
hedhlame |Quant  |Repeats [rote

6. In the Rx area, enter or modify prescription details for:

Quantity and associated units

Repeats

Start date

general Notes

Q

Tip: If you want to modify the prescription’s dose, frequency, or duration, you can
go back to the previous window (Add New Mediation window) at any time. At the

top of the Prescriptions window, click Edit Medication Dosing ( & ).

7. To prescribe another medication (to print on the same prescription), enter the next
medication. See “Prescribing multiple medications” on page 54.

8. To print the prescription, click one of the following options:

Gick
m Quick Print (w): To print the prescription to your default printer.

Wolf EMR Course Workbook for Providers - Issue 02.02

53



Creating prescriptions and managing medications

m Print ( = ): To select a printer or fax machine to print to.

After the prescription prints, the EMR changes the prescription Status to 'Printed’.

a Practise: Creating single-medication prescriptions
' Create a basic prescription for a common medication.
m From a visit note, start a prescription.
m Search for one of your common medications by name.
m Enter dosage, frequency, and duration details, and then click Prescribe.

m Enter quantity, duration, and repeat information, and then select if the patient
will be taking the medication for a Short Term or Long Term.

m Print the single-medication prescription.

Prescribing multiple medications

When you prescribe more than one medication for a patient, you can print all the medications
on a single prescription printout,

As you prescribe multiple medications, the EMR displays the medications in one area, enabling
you to review your prescribed medications before printing.

To prescribe multiple medications for a patient:

1. Prescribe the first medication. See “Creating prescriptions” on page 50.

2. To prescribe additional medications, in the Prescriptions window, perform one of the
following actions:

m 0 prescribe a medication that has not been previously prescribed to the patient, click

Add/New (

e

), and then prescribe the medication as normal. See “Creating

prescriptions” on page £0.

m [0 prescribe a medication that the patient has been previously prescribed, refill or resume
the prescription. See “Refilling and resuming prescriptions” on page 59.

As each medication is added to the prescription, the EMR displays the medication name in
the Current Refill area. For previously prescribed medications, in the Medications area,
the word Refilled also displays beside the medication’s name.
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MUlti-Select

bdadicatione

=+**Refilled***** Interferon beta-1a (Avonex Pref

—Clotrezamr s ARty Poghe—
Lamotrigine (Lamictal TAB) 150 mg i PO BID
Methyiphenidate (Ritalin-SRERT) 30 mg iPO O

Haproxen (Haprelan 375 ERT} 375 mg i PO OD

Frevious Medications: !
Haproxen (Haprelan 375 ERT) 375 mg iPO OD

*Rx Date: 08-Jul-2015 |

*Prescribing MO: Veta Coles, M.D. E
*) May Substitute Generic ) Mo Substitutions [ Print Medic
*Rx_ Naproxen (Haprelan 375 ERT) 375 mg i PO OD
Total Dosage Per Day: 375 mg
*Cwantity: 0 Repeats: 0 G;Duratic-n
Long Term
Units: TAB [=]
Okayed
*Start Date: 08-Jul-2015
L J To Come In
Mext Redill: Chart Request
Mate: take with food Denied

& Refill History
Mesd Refil | Last Refil

() Medication Histary
|Guart |Repests |Pharm Called |Refill Ststus |Intisls |

4

Allergies:

Current Refill (Dbl Click to Delete Prescription Entry):

Medhlame |Quarrt |Repeais |Note
Irtetferan beta-1a (Avonex Prefiled Sy 1 UMITS 0
2t arelan 3 RT1373 mg 30TAB 0O with foo

Q

Tip: If you add a medication in error, in the Current Refill list, double-click the
medication name to remove it from the final print out.

3. To print the prescription, click one of the following options:

Guick
m Quick Print (\M): To print the prescription to your default printer.

m Print ( = ). To select a printer or fax machine to print to.

Practise: Prescribing multiple medications
m Create a prescription for Warfarin 1mg once daily for 7 days (continuous).
m Add a prescription for Amoxicilin 250mg, three times daily (TID) for 10 days.

m Review and manage interaction warmings (between Amoxicilin and Warfarin -

Moderate drug interaction displays).

m Print a multiple-medication prescription.

Wolf EMR Course Workbook for Providers - Issue 02.02

55



Modifying prescriptions

Creating prescriptions and managing medications

If after you print a prescription you realize there is an error on the prescription, from the
Medication Profile you can modify the prescription details, and then reprint the prescription.

To modify a prescription:

1. On any window related to the patient’s record, right-click and then, in the SMART menu,
click View Medication List. The EMR displays the patient's medication profile.

=3 Medication Profile

o | =

Test, Daughter

ees \
Boen 28-Aug-1999 (15) Sex o Stats ML

P 9999 999 999

D/C
Med

Spec

(T Auth

Loy

Multum‘ Refil ‘@‘ %‘m‘ﬂ!‘

123 Test Street,
Sejuarmish BC

11111111
C (222)222-2222
i

Friveta C MDD

Default Pharmacy:

Effective (as of) Date: 09-Jul-2015 E

Allergies

Medications
Medication Hame Start Date
Clobazam (Frisium TAB} 10 mg iPO ghs 16-0ct-2012
Lamotrigine (Lamictal TAB) 150 mg i PO BID 16-0ct-2012
Methylphenidate (Ritalin-SRERT) 30 mg iPO 0D 16-0ct-2012
Previous Medications
Medication Hame End Date Start Date

Current Medication

Clobazam (Frisium TAB) 10 mg i PO ghs

Frohlem.

Start Date: 16-Oct-2012

End Date: Ho Cut Off

Mote: Medication note

There are no drug interaction overrides recorded for this medication.

ﬂ Linked Lab Results:

@ Refill History O Medication History

Mext Refil  |Last Refil | Quart|Repeats |Ph Call |RefilStatus [Intials |Notes
24-Jan-2013 16-0ct-2012 100 T. 0 Yes  Prited  ¥G

2. In the Medications area, click the medication you want to modify. The EMR displays the
medication’s prescription details on the right side of the window.

3. Click Edit Medication Dosing ( =i ). The EMR displays the prescription in the Add New

Medications window.

4. Modify the dose, frequency, and duration details as needed, and then click Prescribe.

5. In the Prescriptions window, modify the quantity, quantity units, repeats, and start date

details as needed.

6. To print the prescription, click one of the following options:

Gick
® Quick Print (w): To print the prescription to your default printer.

m Print ( = ). To select a printer or fax machine to print to.
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Scenario: Editing prescription details

' After you print a prescription for Lipitor, you realize that the dosage you specified is
wrong. What is the fastest way to modify the dose, and re-print the prescription?

Reprinting prescriptions
If a patient loses or forgets their prescription, you can re-print the prescription at any time.
To reprint a prescription:

1. On any window related to a patient’s record, right-click and then, in the SMART menu, click
Refill Medications. The EMR displays the Prescriptions window.

2. In the Rx Date field, enter the date of the original prescription, or to select the date on a

calendar, click g . In the Current Refill area, the EMR displays all medications prescribed
on the selected date.

Tip: if you do not know the date the original prescription was created, you can
view the start dates of the patient’s current medications in the Medication Profile.

To view a patient's Medication Profile:

m  On the Prescriptions window, right-click and then, in the SMART menu, click
View Medication List. The EMR opens the patient's Medication Profile, with a
list of the patients current medications and corresponding start times displayed
in the Medications area.

3. Optionally, modify any of the listed medications’ prescription details. See “Modifying
prescriptions” on page 56.

Tip: If a medication is listed in the Current Refill area that you DO NOT want
printed on the prescription, double-click the medication. The EMR removes the
medication from the Current Refill area.

4. To print the prescription, click one of the following options:

Guick
® Quick Print (w): To print the prescription to your default printer.

m Print ( = ): To select a printer or fax machine to print to.
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Discontinuing medications

Best practice: VWhen you instruct a patient to stop taking a medication, always
record the discontinuation in the patient’s record. This way, the patient’s
Medication Profile accurately reflects the medications the patient is taking.

Discontinuing medications that a patient is no longer taking also ensures you do
not receive medication interaction warnings that are no longer relevant.

Note: If you are changing a medication’s dose details, you do not have to
discontinue the medication before prescribing a new dose. Instead,
modify the original prescription’s details. See “Modifying prescriptions”
on page 56.

When you discontinue a medication, you can record any adverse reactions to the medication at
the same time.

To discontinue a medication:
1. Open the patient's Medical Profile. See Step 1 in “Modifying prescriptions” on page 56.

2. In the Medications area, click the medication and then, at the top of the window, click D/C
Med. The EMR displays the Discontinue Medication window.

Discantinue: wl
Amoxicillin {Amox CAP) 2560 mg iPO TID Cancel |
Diate Discontinugd: §6-5ep-2014) EI
.
— Allergy | Adverse Rx | Anaphylaxis |
Reason: EI

3. Inthe Reason drop-down list, select a reason for discontinuing the prescription. If the
reason you want is not available, enter your reason in the Reason field.

4. Perform one of the following actions:

m [f you are discontinuing the medication due to an adverse reaction, click Allergy,
Adverse Rx, or Anaphylaxis, and then, in the allergy entry window, enter the reaction
details.

m [f you are discontinuing the medication for another reason, click Discontinue.
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Scenario: Recording an adverse reaction to a medication

| (-4

After taking Lipitor for a week, your patient comes back and reports that they are
experiencing severe muscle weakness. What is the fastest way to discontinue the
medication and record the adverse reaction”?

Refilling and resuming prescriptions

After you prescribe a medication to a patient, the process for re-prescribing (refiling) the
medication is quick and easy. You can refill a single-medication or multiple medications at once.
You can also resume inactive medications.

To refill or resume a prescription:

1. On any window related to a patient's medical record, right-click and then, in the SMART
menu, click Refill Medications. The EMR opens the Prescriptions window.

2. Perform one of the following actions:

m [fyou are refilling an active medication, in the Medications area, click the medication you
want to refill. The EMR displays the medication’s prescription details.

m [f you are resuming an inactive medication, in the Previous Medications area, click the
medication you want to resume, and then click Re-activate previous medication
( ! ).The EMR adds the medication to the Medications area and displays the

medication’s prescription details.

3. In the Quantity field, enter the quantity or duration and then, in the Units field, enter the
associated guantity or duration units.

4. Modify other prescription details as needed.

Q Tip: To modify the dosage and frequency prescription details, at the top of the

Prescriptions window, click Edit Medication Dosing ( & ). The EMR displays
the Add New Medication window.

5. To refill or resume another prescription, repeat Step 2 to Step 4 .

6. To print the prescription, click one of the following options:

Giuick
m Quick Print (_"™ }): To print the prescription to your default printer,

m Print ( = ). To select a printer or fax machine to print to.
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‘ All medications that display in the Current Refill area on the Prescriptions window
» are included in the refill printout.

Scenario: Refilling prescriptions

| (-4

Your patient returns for a medication refill on their Warfarin, How can you quickly
refill and print their prescription?

Recording medications

If you want to record that a patient is currently taking or has previously taken a medication,
without prescribing the medication, you can add the medication to the patient's medications list
using Quick Entry. For example, if a patient received a prescription at the hospital, you can
record the medication with fewer prescription details. Quick Entry enables you to record only
basic information about the medication, making the entry process faster.

To record a medication using Quick Entry:

1. On any window related to a patient's medical record, right-click and then, in the SMART
menu, click Quick Entry. The EMR displays the Quick Entry Form.

2. Click the Medications tab.
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CQuick Entry Farm

Enter Medical History For: Test, Lindsay i+

patient.  1€8t, Lindsay Clinic: M Beata C, MD, FRCPC =
Social | Problems | Medications |Allergies| Procedures & Surgeriesl

Rix

Search: | OverRide: Current Medications:
Select medication from list Amoxicillin (Amox CAP) 250 mg iv PO TID
Multivitamin i FO 0D

Select =» Haproxen {Haprosyn E DRT) 37% mg i PO 0D

Stert Date: | 23-Mar-2016 |

Problem: El DJC Date: E

Default Pharmacy:  (303)-299-5374 [ | CooP

3. Inthe Search field, enter part or all of the medication name, and then press Enter. The EMR
displays a list of matching medications in the Select medication from list area.

4. Click the medication you want. The EMR displays a prescription details entry area.

Depending on the medication you choose, the prescription detall fields may
» populate with default values. You can edit default values as needed.

5. Enter or modify the prescription details, and then click Select >>.

Tip: If you are recording a medication that the patient has previously taken but is
not currently taking, in the D/C Date field, enter a discontinue date.

The EMR adds the medication to the patient's medications list.

6. To record additional medications, repeat Step 3 to Step 5 .

- SR
7. When you finish, click
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Evaluation

/0 Complete the following questions.

1. When searching for a medication, you should enter only the first few letters of a medication
to save time and minimize the chance of spelling errors.

2. A patient phones the office to report a reaction to a recently prescribed medication. You
instruct the patient to stop taking the medication. How should you record the reaction”?

3. You want to prescribe Advil Cold and Sinus Plus for a patient with cold. When you search for
“Advil’, the medication you want does not display in the results. How can you include over-
the-counter medications in the search results?

4. You are creating a prescription for 5 medications. How do you check if any of them have
potential interactions?

5. A patient who received a prescription two days ago has lost their prescription. How can you
re-print the prescription for them?

|~ End of Module
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forms)

Introduction to this module

Purpose

In this module you learn how to complete requisitions and other forms using Wolf EMR SMART
forms. SMART forms are Microsoft Word-based form templates that can populate patient
information automatically. Wolf EMR contains hundreds of SMART forms for the most
commonly used provincial and local forms (including lab and diagnostic imaging requisition
forms). You use SMART forms to order labs and other investigations.

SMART forms are centralized in the Wolf database, and are available to all Wolf clients. If the
Wolf development team creates a SMART form for other clinics in your area, the form becomes
available on your SMART form list.

You can define which SMART forms are your favourites, making it easier to access your
commonly used forms.

Objectives
Upon completion of this module, you will be able to:
m Use a SMART form
m Access and print completed SMART forms

m Define your favorite SMART forms
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Using SMART forms

You can open and fill out a SMART form from almost any window related to a patient. Once
opened, you will notice that the EMR populates most of a patient’s information automatically (for
example, the patient's name, health number, and address). This decreases the amount of time
it takes to fill out the form, and decreases errors. To complete the form, select or clear check
boxes, and enter data into text fields. Once you complete a SMART form, you can print or fax it.

To use a SMART form:

Electronic requisitions and forms (SMART forms)

1. On any window related to a patient’s record (for example, the SOAP form, consult letter
form, or Medical Summary window), right-click and then, in the SMART menu, click one of

the following options:

m New Requisition: To select from SMART forms categorized as requisition forms.

m SMART Forms: To select from all SMART forms in your system,

m Favourite Requisition: To select from a list of your favourite requisition SMART forms.
See “Managing your favourite SMART forms” on page 68.

If you select New Requisition or SMART Forms, the EMR opens the Send to SMART

Form window.

o Ed
E‘V Document Configure SMART Forms

Keyward -

- Keyward -

Keyward -

Filter:

Hame

Send to SMART Form —JLo |2

v" Open Document
¥ Link to Patient =
dd to Rermoy Filter

W/ Mark as Reviewed Favourites  Favourites Documents

Tnclude hidden W SMART Form Preview | SMART Form Data

3 iFavaurites

¥ Diagnastic Tools

3 Farms

- Letters
(1) Consult Letter
'.Q Letter - Mo Appointment
f;r Letter ko Family MD from Encounter
{r Letter ko Institution From Encounter
({I‘ Letter to Insurer from Encounter
'."f;; Letter ko Patient From Encounter
'\‘;‘;r Letter ko Referring MD from Encounter
'\‘ﬁ;j School Absence
'.‘;Cr Wideo Yisit Patient Instructions
() wark abscence
Order Sets
Requisitions

C Special Authority Forms

o SMART Form selected

2. In the list of SMART forms, expand the category of forms you want to view (if not expanded
already), and then click the form. The EMR displays a preview of the form.
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3. If you cannot find the form you want:

a) In the Filter field, enter a search term. (For example, “MRI”.) The EMR filters the list of
SMART forms to display only SMART forms containing your search term.

Q Tips for entering search criteria
m o find a lab requisition, enter the word “Lab”

m To find a diagnostic imaging requisition, enter “DI” or “Imaging’.

m SMART forms are named by region (for example, "“AB Cg”), or company/type
(for example, “CDC”, or "MIC”). Try entering these terms to find a form specific
to a certain region or company.

b) In the filtered list of SMART forms, click the form you want. The EMR displays a preview
of the form.

X

4, Click Send and Close (& ) or, in the list of SMART forms, double-click the form. The
EMR opens the form in Microsoft Word, with editable check boxes and fields highlighted in
grey.
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@' (=] = HarleyBeard_Lab Req-BC_20150615_0946 - Microsoft Ward | o =2
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" A A AT Ty == LI | iagaccoi maBbcendl AaBpGepd AashceodE %
Paste B J U - abe X, X ab, = - Change |
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Clipboa... Font Paragraph Styles Editing
. E
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Wolf Clinic
Yellow highlighted fields must be completed to avoid Fortests indicated in Blue Text, consult provincial 6970 Hinsdale §treet
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5. Select any check boxes you want, and enter text into fields highlighted in grey.

You cannot edit text or other items on the form that are not highlighted in grey. For
example, you cannot edit a patient's address on the SMART form. You must edit
the address in the Patient Maintenance window.

6. To save the form, click Save ( = ), or press Ctrl + S. The EMR saves the completed
SMART form in the Documents tab of the patient's Medical Summary.

7. To print or fax the form, in the Microsoft Word menu, click File > Print.

Wolf EMR Course Workbook for Providers - Issue 02.02




Electronic requisitions and forms (SMART forms)

Viewing, modifying, and printing previously completed SMART

forms

After you complete and save a SMART form, the EMR saves the SMART form in the patient’s

Medical Summary. If a patient loses their requisition form, or if a company asks you to re-fax a
patient’s form, you can reprint or re-fax the form as needed. Also, if you made a mistake on the
original SMART form, you can modify the form before you print it.

To view and print a previously completed SMART form for a patient:

1. Open the patient's Medical Summary, and then click the Documents tab. The EMR
displays all of the patient's documents and SMART forms.

2. In the Search field, enter a word that you know is in the SMART form’s name (for example,
“lab”). The EMR filters the list to display only documents and SMART forms that contain the

search term.

Lo =) 5=

Test, Father Sorn 20-Jun-1980 (34) Sex M PHN l+
e m anter: None Status  Long Term Care Pa. |

Hame address Home  (403)999-8388 BMi 212 2d S Dana Know-Four, MD l?a

1234 Frist Strest, Ceil @ Welght B5kg 2d Fam rm—

Calgary AB TSRAEIN ok BR120/880 2d Ref

100 raire. Unrev. Docs @ 3Rules | 8 Messages L 10 Follow Ups # Mo vacoinations

= | Prirt Chart 5| Custom Report JReques‘t Chart 4’1‘_, Change Log If : MetCare

| Current Hx | Past Hx I Personal Hx | Communicatian

|
Invest\gatmn5| DUCUmEmS| Referrals |

[ Hide SMART Forms

18-Apr-2013  Reviewed

07-Mar-2014  Reviewed

Document Type <AL L=

Lab Req-AB Cg
Lab Req-AB Cg

lak

[=] search:

21

aND [w] Publish to Portal

“Wiew Document Properties

07-Mar-2014
TG  A8.Apr2M3

3. In the filtered list of documents, double-click the form. The EMR opens the SMART form in

Microsoft Word.

»

that contain eSignatures.

At this point, you can add to or edit information in the SMART form if needed. If you
save your changes, the previous version is overwritten in the patient's Documents.

Note: If the practitioner has an eSignature on the form, the form is saved in the
Documents tab as an un-editable PDF. You therefore cannot edit forms

4, To print or fax the form, on the Microsoft Windows menu, click File > Print.
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Practise: Using SMART forms
' m Open a diagnostic imaging requisition form.

m Onthe SMART form, select a few check boxes, and enter data into a few of the
text fields.

m Print and save your form.

m From the patient's Medical Summary, open the form you just printed.

Managing your favourite SMART forms

Wolf EMR contains hundreds of SMART forms. With so many forms, it can be challenging to
find the form you want. To make commonly used SMART forms easy to find, designate these
SMART forms as favourites. Favourite SMART forms display at the top of your SMART forms
list. You can also open favourite requisition SMART forms using the Favourite Requisition
option on the SMART menu.

You can add SMART forms to or remove SMART forms from your favourite’s list when you open
SMART forms for patients (via the Send to SMART form window).

To add or remove a SMART form from your favourites list:

1. Open the Send to SMART form window and then, in the left pane, click the form. See Step
1 to Step 3 in “Using SMART forms” on page 64.
2. At the top of the window, click one of the following options:

m Add to Favourites ( "% )

m Remove from Favourites ( » )

Practise: SMART form favourites
' m Define a SMART form you use on a daily basis as a favourite.

m Open your favourite SMART form directly from the SMART menu.
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Evaluation

/0 Complete the following questions.

1. When completing a SMART form for a patient, you notice that the patient's old address
populates the form. Can you edit the patient's address directly on the form?

2. When you want to use one of your favourite requisition SMART forms, what is the quickest
way to open it?

3. A patient calls the office because they lost their lab requisition form. VWhere can you find and
print a copy of the original form?

|~ End of Module
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Creating outgoing referrals

Introduction to this module

Purpose

In this module you learm how to create referrals to external consultants and clinics. When you
refer a patient to an external consultant, you initiate a referral in Wolf EMR. When you initiate a
referral;

m Wolf EMR tracks where the patient is in the referral process (for example, if the referral letter
needs to be completed, or if the patient is waiting for an appointment date/time)

m You create a referral letter from the referral

There are several ways to create a referral letter in Wolf EMR, you can use the Referral Letter
Composer or you can use a Microsoft Word template (SMART form).

Objectives

Upon completion of this module, you will be able to:
m |nitiate a referral

m Create and send a referral letter

m View and modify a patient’s referrals

m Add and modify consultants on your clinic's consultant’s list
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Initiating referrals

In Wolf EMR, before you create a referral letter, you initiate a referral for the patient. When you
initiate a referral, you specify referral details such as the:

Referral Type

Consultant, clinic, or facility where you are referring the patient

Urgency of the referral

Referral reason

The referral details automatically populate the referral letter. The referral details also help you
track and manage a referral.

To initiate a referral:

1. On any window related to the patient (including the SOAP form, or consult letter form), right-
click and then, in the SMART menu, click New Referral. The EMR displays the New
Referral window.

72 Wolf EMR Course Workbook for Providers - Issue 02.02



Creating outgoing referrals

== Mews Referral 3

Test, Lar PN 9990 Cancel | Delete

- Lary Log | E&F | 4! [+

wee ~ Refarral | Refarral

Born 16-May-1953 (62) Sex M Status NI

342 STest Street, A [555) 555-5555 Fri Shona b

East Vancouver BC K7D 4C1 [

¥ (EEE) BEE-GEEE

Referral Type: Search: ARND E| .dnfe
|:| Search by Consuftant Last Mame only

Investigation : Manage

*Choose Consuttant H o Favourites

Massage Therapy

Medicallmeging | | _From Fevourites || | accupunciure =
Physiotherapy it il
Prysiotners By Specialty Addiction Medicine Setas
Py Allergist Primary
w Allergy & Clinical Immunology =
Add Hew Consultant

CC Recipient(s):

Urgent Add to CC
Rermove from fist
O Cancel Appt
[ SeenBefore ? haCx El
*Referral Reason:
Current
Invvestigstions:
Booking Motes:
[ Conzultant Wyill Motity Patient of Appointment:
Appt DatedTime: [ MSP Referral Sent Use Medical Hx
Enter Text of Letter: @5
LETTER COMPLETED
[ Letter [ Edited
[ Dictated [ Prirted
O Typed O Sent
Send to SMART Form Compose § Print
Keywvords: [=] Save and Link File
Guick
Keywvords: [=] Open Document B ‘ B PL:::d =] ‘
Keywords: El htark Lz Reviewed

Linked Documents:

Reconcile Date: E

Disposition
Foutcome:

I a visit note has been created for the patient today, the EMR also displays a dialogue box
with the following prompt: “Use current visit record to build referral letter?”

m Jo include your visit notes in the referral letter, click Yes.
m o start a blank referral letter, click No.

2. In the Referral Type list, click the type that best describes what the referral is for. The EMR
filters the consultant list to display only consultants categorized under the selected type.
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3. Using the following table, search for and select a consultant to refer to.

Search method  Steps

Search field 1. In the Search field, enter one or more criteria to search by (for
example, Pediatrics Kelowna).
Search: Pediatric Vancouver AND ..info
[] Search by Consultant Last Hame only v
*Choose Consultant S, David F. - Favourites
From Favourites g' ig:l:a J J
,7—“";';?::" a S reoATe | pramany
Add Hew Consultant
CC Recipient(=1
Note: Separate each search term with a space.
2. In the drop-down list to the right of the Search field, click either:
m AND: To search for consultants with ALL of the criteria entered.
m OR: To search for consultants with ANY of the criteria entered.
3. In the list of matching consultants, click the consultant you want.
Tip: I you are searching by the consultant’s last name, select the
Search by Consultant Last Name only check box.
Favourite To search your favourite consultants:
consur:tant 1. In the Choose Consultant area, click From Favourites. The
searc EMR displays a list of your favourite consultants.
2. Click the consultant you want.
Tip: You can enter criteria in the Search field to narrow the list. For
example, enter cardiology to view only favourite cardiologists.
Specialty To search for consultants by specialty:
category search 1. In the Choose Consultant area, click By Speciality. The EMR
displays a list of specialties.
2. Click the specialty you want. The EMR displays a list of
consultants for the selected specialty.
3. Click the consultant you want.
Tip: You can enter criteria in the Search field to narrow the search.
For example, enter Vancouver to view only consultants from that
City.
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Q Tips for searching for consultants:

m [f you do not know the consultant you want (for example, you do not know
which specialists are available), search for and select “Next Available
Specialist”. You (or your front end staff) can specify a consultant at a later time.

m To view consultant notes (for example, on booking procedures or wait times):
Click the consultant, and then hover your cursor over the consultant's name.

A, Kourosh UROLOGY -
A Susan

b Christine b, ORTHO - PEDIATRIC

A, Fobert

B, Collin Mote: 6-8 month wait for elective n=_~1:n3rrals}_0'3‘rr
BCCH, Cardiology CARDIOL OGS &

Note: Consultant notes are added by your clinic. For more information on
how to add or modify a consultant’s notes, see “Adding and
modifying consultants” on page 82.

m To verily that you selected the correct consultant, in the top right comer of the
window, click ...info. The EMR displays details on the consultant you selected.

4, To set the selected consultant as the primary practitioner to receive the referral, click Set as
Primary.

5. If applicable, enter practitioners to be CC'd on the referral letter: Search for and select a
consultant, and then click Add to CC.

6. To define the Priority of the referral, click either Routine or Urgent.

7. Use the following table to enter information in the rest of the window.

Field/Check box Description

*Referral Reason Enter the reason and/or diagnosis for the referral.
(Mandatory)
Current Investigations Enter any investigations you are awaiting results on

(including investigations that you have ordered today).

Booking Notes I a front end staff member reviews and sends your
referral letters, enter any referral instructions. For
example, enter the type of specialist you want to refer to
(for example, “Refer to cardiology”), or the documents
you want attached to the referral.

Note: This information does not display in the referral
letter.
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Field/Check box Description

Enter Text of Letter

Enter the referral letter body content.

Tip: If the Enter Text of Letter field is too small for your
letter content:

1. Click Expand Area (EI). The EMR expands the
text area.

2. When you finish entering your letter content, click

Minimize Area (gl).

MSP Referral Sent

Select this check box if you want to bill MSP for the
referral, (This is a no charge fee referral 3333.) When
you save the referral, the EMR automatically creates a
bill in Billing with the patient's name, Fee Code, and the
Specialist's name to whom the patient is referred.

Note: If you do not send the referral billing to MSP now,
your front end staff can send the referral biling to MSP
later.

8. Perform one of the following actions:

m |f a front end staff member reviews and sends your referral letters for you, you are
finished. Send a message to the staff member indicating that the referral is ready. See
“Sending messages” on page 87.

m [f you are not creating a referral letter now, but will create one later, under LETTER
COMPLETE, select the Letter check box. The EMR adds the patient to your Letters to

Write list.

m [0 create and send a referral letter that contains select patient information or attached

8
documents, click Compose (J). See “Creating referral letters using the Referral

Letter Composer” on page 77.

m [0 create a basic referral letter that contains the patient’s entire medical profile, but no
attachments (for example, if you are sending the patient to the hospital, and the letter is

(i
for the emergency team), click J See “Creating referral letters using a Microsoft
Word template (SMART form)” on page 81.

9. When you finish the referral, click

EL‘ .

76

Wolf EMR Course Workbook for Providers - Issue 02.02



Creating outgoing referrals

Practise: Initiating a referral

| (-4

Your patient is experiencing severe abdominal pain, for which you cannot find a
cause. You decide to refer the patient to a gastroenterologist.

Initiate an urgent referral to a gastroenterology specialist.

Creating referral letters

After you initiate a referral, you can create a referral letter using the Referral Letter Composer or
using a Microsoft Word letter template (SMART form). The method you use depends on what
information you want to include in the referral letter.

Method When to use...

Referral Letter Use if you want the referral letter to have:

Composer m Attached documents (for example, medical reports)

m Only selected information from the patient's Medical Summary

Microsoft Word Use if you want the referral letter to have:
template

m No attached documents

m The patient’s entire Medical Profile (current problems,
medications, allergies, inactive problems, surgeries, smoking
history)

Creating referral letters using the Referral Letter Composer

To create a referral letter using the Referral Letter Composer:

1. Initiate a referral and complete the New Referral details. See “Initiating referrals” on page 72.

‘ To create a letter based on a previously started referral.
» 1. Open the patient's Medical Summary, and then click the Referrals tab.

2. In the patient’s list of referrals, double-click the referral you want. The EMR
opens the referral in the Existing Referral From <Date> window.

=
2. Click Compose (—|). The EMR displays the Referral Letter Composer window.
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o Referral Letter Composer = o || x
=) o & H s 5]
Prink Send ko SMART Farm Atkachrnent Save Cancel Save & Exit
""" (™| Information Recipient Author ol
[w] Client Infarmation Dr. W Caoles , M.D.
.. ¥ Reterral Detail ggm H Sggﬂ
: . ) 3ssiz,
B[] Medical Information 5F 0E2
- [w] Problems CA
-] Current Medications Ehcrggg;i}]g?ggg 8
. ax .
[ Allergies Email Agassiz@nowhere com
&-[] Encounters
=- Invegtlgatlons (Sort By Lab Type) Information Recipient
=[] Inactive Froblems o
- [w] Procedures and Surgeries Dr. Christine A
U E! Dept. of Orthopaedics
&[] Famiky History Vancouver, BC
&[] Harmful Substances }’ﬁ“i"\"i
one
[]--DAIeng . Fax
-] Vaccinations
[]‘-D Referrals CCed Recipients
-] Other Treatments )
Patient
Larry Test PHN: G940
Birthdate: May 16, 1953 Gender: Male
Phone: H: (555) 555-5555 W (666) 666-6666
Senton: | Appointment
Referral Detail
Urgency: Routine
Referral Reason: ACL repair
Current Investigations:
Problems
Mone noted.
[ Letker View
Current Medications
Save Checked Modes as Template
MNene noted.
Tempiate m Lie.
- Allergies
Save as Template Mone noted. J
Y -

3. Select what medical history information to include in the letter:

a) In the left pane, select the check box beside the Medical Summary categories you want
to include (for example, Current Medications).

b) Clear the check box beside the Medical Summary categories you do not want to include,
but are selected by default.

c) To include only specific items from a Medical Summary category, expand the category,
and then select the items you want.
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Q Tip: ltems that display in the left pane in blue text are customizable. To customize

these items, right-click the blue text.

m Referral Detail: You can modify the Primary and CCed consultants, referral
priority, referral reason, letter text, and current investigations.

m Investigations: You can change the sort order of a patient’s investigations.

m Other Treatments: You can enter details of the patient's non-medication
treatments.

4. To attach documents to the referral letter:

a) At the top of the window, click Attachment ( 7 ). The EMR displays a list of the

patient’s linked documents.

g Attachments =alleci o
Aktached  File Mame Date Stakus Kesword One Kevyword Two Keyword ... Notes Physician  Review Date
3 FatherTest... 24/10/2014  Rewviewed DI Req-Pureform-abCg Dana Kn... 24/10f2014

| i FatherTest... 24/10f2014  Rewiewed DI Req-AHS-AB Dana Kn... 24/10/2014
FatherTest,., Z2f10/z014 Reviewed  GF Letter Dana kn... Z2/10/z014
FatherTest... 22/10/2014  Rewviewed  Consult Letter Compaser Full Dana Kn... 22/10f2014
FatherTest... Z2/10/2014 Reviewed  GP Letter Dana Kn... Z2/10f2014
FatherTest... 22/10/2014  Reviewed  GP Letter Dana Kn... 22/10f2014
FatherTest... 22/10f2014  Rewiewed  Consult lstter Dana Kn... 22/10f2014
FatherTest,.. 06/10/2014 Reviewed DI Req-Pureform-Ab Cg Dana Kn... 08/10/2014
Father Test... 01/10f2014  Reviewed  e-MS Referralletter Dana Kn... 01/10/2014
FatherTest... 01/10f2014  Rewviewed  CP¥ - Female Dana Kn... 011072014
FatherTest,., 01710/2014 Reviewed  Mote - Work Abscence Dana kn... 01/10/2014
FatherTest... 01j10f2014  Reviewed  Mote - Work Abscence Dana Kn... 01/10f2014
Sunflower_... 24/09/2014 Picture Followi. ..
FatherTest... 07/03/2014  Rewviewed  LabReg-AB Cg(Zpg) Dana Kn... 07/03j2014
FatherTest... 07/03/2014  Rewviewed  CP¥ - Female Dana Kn... 07/03]2014
FatherTest,., 07/03/2014 Reviewed Mot - Massage Dana Kn... 07/03/2014
FatherTest... 06/03/2014  Staff Revi... Consult Letter Compaser WOLF, COMPOSER.CO... Marked as re... 06032014
Father Test... 06/03/2014  Reviewed  e-MS Referralletter Diavid Kn... 08/0372014
S.koapptr... E7IOSIZ0LS Cardilogy Report test
6. linkta ca... 27/08/2013 Cardilagy Repart

»

You can attach only files that are available in the Documents tab of the patient’s
Medical Summary.

b) Select the documents you want.

c) Click Close (- * ).
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5. To print, fax, or save the referral letter as a PDF, click Print ( = ) and then, in the Print
Referral window, perform one of the following actions:

Tip: To view what the letter will look like when it prints, select the Letter View
check box.

m To send the referral letter to your default printer or fax machine, click Quick Print.
m [0 print to a specific printer or fax machine, click Print.

m To save the referral letter as a PDF file, select the Collate to PDF check box, and then
click Quick Print.

If you are printing or faxing the referral letter, ensure that the Collate to PDF check
» box is cleared.

6. To close the Referral Letter Composer, click H .

7. To indicate that the letter is completed, in the referral window, select the LETTER
COMPLETED check box. The EMR adds the patient to the Referral Appointments to Be
Made list.

a Practise: Creating and printing a referral letter

You have inttiated a referral to a gastroenterologist and now you want to compose
and send the referral letter.

Create a referral letter using the Referral Letter Composer. Include in the letter:
m The patient's problem list

m The patient’'s current medications

m The patient’'s past surgeries and procedures

m Two of the patient’s investigations

m An attachment, such as a CT scan

Print the letter, and mark the status as completed.
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Creating referral letters using a Microsoft Word template (SMART form)

To create a referral letter using a Microsoft Word template (SMART form):

1. Initiate a referral and complete the New Referral details. See “Initiating referrals” on page 72.

To create a letter based on a previously started referral.
/ 1. Open the patient's Medical Summary, and then click the Referrals tab.

2. In the patient’s list of referrals, double-click the referral you want. The EMR
opens the referral in the Existing Referral From <Date> window.

LLE
2. Click J The EMR opens Microsoft Word with your referral letter text inserted in a letter

template.
Home Insert Page Layout References Mailings Reviews e Developer Al @
=3 Arial AET iE iE % % 3
- B 7 U ~ahe x, x* & b=
Paste " N ': ¥ Cuick Change | Editing
. B A Aav | A A glq Styles = Styles~ | 7
Clipboard Font Paragraph Styles
KL AR i
F Y
Re: 1234 Frist Street
DOB: Calgary, AB TIR4E3W
PHN: H) {03 $-EE M G

Reazon For Referral: Suzpected heatt izzues.
Current Investigations:

Patient haz had difficulty breathing, shortness of breath. Complaining of dizziness. Examination ;
Biometrics - Height: 50 cm, Weight: 2 kg, BME 8.0

Current Problems: All problems masked
Medications: Al medicstions masked
Allergies: Mo allergies noted|

Inactive Problems: &Il problems masked
Surgeries: Mo surgeries noted
Smoking: Former smoker.

Thank you for seeing thiz patient in consultation. | look forwardto your assessment.

Sincerely,

Dara Knowe-Four, WD

3. Enter or modify letter text, or modify the format of your letter using the various tools available
in Microsoft word.

4. To print or fax the referral letter, click File > Print.

5. Click Save ( = ), and then close the window. The EMR saves the letter in the Documents
area of the patient's Medical Summary.
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6. To indicate that the letter is completed, in the referral window, select the LETTER
COMPLETED check box. The EMR adds the patient to the Referral Appointments to Be

Made list.

Viewing and managing a patient’s referrals

You can view and managing a patient’s referrals in the Referrals tab of their Medical Summary.

To view and manage a patient’s referrals:

1. Open the patient's Medical Summary, and then click the Referrals tab. The EMR displays a
list of the patient’'s outstanding and completed referrals.

== Medical Surnmary

Test, Mother

Born 19-Apr-1964 (51)

Sex F

FHN 9999 999 999
Status  hlis

Home address
123 Test Street,
South Hazelton BC Q4k 542

Home (M1 111-1111
Celf

IWork  (222)222-2322

Welght 188lbs Syrdm
EF 120080 Syr1m

Pl Deswayne B, M.D.

8§ ro .

Recent Docs

@ Mo Rules Mo Messages

_'_ 1 Follow Up # Mo Vaccingtions

x| print chert

=55 Custom Report

J Request Chart

ﬁ Change Log

‘ Current Hx | Past Hx | Persanal Hx I Comrmunication

Investigations

Documents | Referrals | Obstetrics

Consultant
» echocardiogram

Date Type
16-Jul-2015 Consultation

Specialty
CARDIOLOGY

Referral Reason
§Palient complaing of shortness of breath

Showe all referrals

econciled 0iC

DB 15-Mar-2012 Consultation C,Lisa PHYSICAL MEDICIHE Consultation problem Ho Consu
DB M-0ct-2011 Consultation LGH,CT Medical Imaging Consultation problem Ho Const
DB 27-Jul-2011 Consultation €, Maureen H. PSYCHIATRY Consultation problem Ho Consy
DB 02-Apr-2011 Consultation P, Paul GEHERAL SURGERY Consultation problem Ho Const
HJ 08-Jul-2010 Consultation M, Rizwan PLASTIC SURGERY Consultation problem Ho Consu
DB 14-Jan-2009 Consultation B, Gordon PSYCHIATRY Consultation problem Ho Const
DB 18-Hov-2007 Consultation D, Carol GEHERAL SURGERY Consultation problem Ho Consy
DB 11-Sep-2007 Consultation  Q, David CHIROPRACTIC Consultation problem Ho Const
DB A7-Jul-2007 Consultation K, David PSYCHIATRY Consultation problem Ho Consu
DB 12-Jul-2007 C, i M, David OPHTHALMOLOGY Ci ion problem Ho Cons.

2. To view or update a specific referral on the list, double-click the referral.

Managing consultants

You can refer patients only to consultants or clinics that are in your clinic’s consultant list. If the
consultant you want is not in the consultant’s list, you can add a consultant as you create a
referral. If you find the consultant you want, but see that any of the consultant’s details are
incorrect, you can edit the consultant's details from a referral.

If you refer to a particular consultant regularly, you can identify the consultant as a favourite,

Adding and modifying consultants

To add or modify a consultant:

1. Start a referral. See “Initiating referrals” on page 72.
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2. Perform one of the following actions:
m o modify a consultant:
a) In the consultant search area, search for and click the consultant.
b) Click ...info. The EMR displays the Consultant Information window.
c) Click ...edit. The EMR displays the Edit Consultant Information window.

m o add a consultant, under Choose Consultant, click Add New Consultant. The EMR
displays the ENTER New Consultant window.

—= Consultants 53
ENTER MNew Consultant ¥ New‘ EL"
Last Mame: | Address:
First Mame: Address (2):
Title: Dr. Address (3);
City: E|
Province: British Columbia [=]
General Office: Crganization:
Pager: Department:
Cellobile:
Home: Email:
Fax: Drefault Wiord
Template:
Prac #: Motes:
Specisity: [=]

3. Enter or modify the consultant’s information.

Q Tips for entering consultant information:
m Always enter a Title (for example, Dr., Mr., Mrs.).

m To document special referral instructions for the consultant (for example, on
booking procedures or wait times), in the Notes area, enter the instructions.

e

4. Click

. The EMR updates your clinic's consultants list.
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Adding consultants to your favourites

To add a consultant to your favourites list:

1. Initiate a referral, and then search for and select a consultant. See “Initiating referrals” on
page 72.

2. In the Manage Favourites area, click Add currently selected consultant to favourite

list (ﬂ). The EMR displays the Manage Favourite Consultants window, with the selected
consultant's name and phone numbers displayed at the top.

Manage Favourite Consultants w | Qe

Conzuftant Mame:

Test, Chitra Dr. (230} 111-1111 0

Specify scope of favourite consultant:

For clinic o)

For Dana Knoww-Four )

3. In the Specify scope of favourite consultant area, click one of the following options:
m For clinic: To add the consultant to the Favourite Consultants list of all users in the clinic.

m For <your name>: To add the consultant to your Favourite Consultants list only.

Practise: Adding consultants to your favourites list

' m |nitiate a referral to a consultant you regularly refer to.

m Add the selected consultant to your favourites list.
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Evaluation

/0 Complete the following questions.

1. When initiating a referral to a pediatrician, how can you search for a list of Kelowna-based
pediatricians?

2. If you are creating a referral letter using the Referral Letter Composer, can you add specific
lab results to the printed letter? How?

3. A patient asks you about the status of a referral you sent a few months back. How can you
view the referral?

4. You are asked by a colleague if you can share some of your favourite consultants with her.
Can you change one of your personal favourite consultants to a clinic-wide favourite? If so,
how?

|~ End of Module
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Introduction to this module

Purpose

In this module you learn how to create and manage messages and tasks. Wolf EMR contains
an intra-office communication feature similar to e-mail. Using this feature, you can:

m Create messages for yourself and other clinic users
m Create follow-up tasks for yourself and other clinic users

m Manage all of your tasks and messages from one location

Objectives

Upon completion of this module, you will be able to:

m Send a message

Create a follow-up task

Create a to-come-in task

Manage your messages and follow-up tasks

View and manage a patient's messages and follow-up tasks as you are entering visit notes

Sending messages

In Wolf EMR, you create messages primarily to:

m Inform users that they have received calls from patients, patient family members, external
consultants (specialists), and so on.

m Respond to incoming referrals (specialists)
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m Notify clinic members of upcoming events (such as staff meetings), policy changes, and
other non-patient related items.

You can create a message from your WorkDesk or from a patient’'s record. You can create a
message regarding a specific patient, or you can create a non-patient message.

Messages regarding patients are saved in patient records — both in the Communication tab
of the Medical Summary and in the encounter list. The SMART patient banner also displays a
notification if there are any outstanding messages regarding the patient. See “Managing a
patient’s outstanding messages” on page 102.

To create a message:

1. Perform one of the following actions:

m If you are sending a message regarding a patient, and you have any window of the
patient’s record open (for example, the SOAP form), right-click and then, in the SMART
menu, click New Message.

m [f you do not have the patient's record open, or if you are sending a message that is not
regarding a patient, on the WorkDesk, in the Current Messages area, click kd .

The EMR displays the New Message window.

Mews Message For Test, Mother

Gluick
IMessage Print | S X. e
To: <<All MD's>> + From: Patient Cliniz MD:
Py B, Yanna Consultant
Physiciz s
C,Moses MD FRCPC Family Member § Janna, MO Pho [=]
el ¢, Cyril Clinic MD
Group €, Arthur Staff
Muttiple | FrAllan Other
H, Chet -
Test, Mother FH 9990234722 Please Call Back
Re: XM ' will Call Again
Other Aorn DE-Mar-1993 (23) SexF  StatusMia For Your Information
5850 SE Oriental Court, H Frrdanna 5, MD PhD FRCPC
Oldz AB T1F 0E1 C
11/ Fet Susan
A
. Important
Message: P
Urgent -
Notes: F
Response:  mescagetent
No Answer
[ Completed
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Best practice: Always double-check the SMART patient banner on the message

* to ensure that you selected the correct patient. Once a message is sent, it is
permanently associated with the selected patient's chart (you cannot delete it or
move it to another patient).

2. Inthe To areaq, click the type of recipient you want to send the message to, and then click

the recipient(s).

Q Tips for selecting a recipient type

m [0 send a message to a group, click Group. All users in that group receive the
message; however, as soon as one group member completes the message,
the message disappears from the message list of ALL group members.

m [0 send the message to multiple users, and to require that each user views and
completes the message, in the To area, click Multiple, and then click the
recipients’ names.

m To add a message to a patient’'s chart without sending the message to a clinic
member (for example, you want to add a reminder to discuss something with
the patient at their next visit), click Patient.

3. To send the message on behalf of someone else (for example, another clinic user, a patient,
or an external consultant), in the From list, click the type of sender for the message, and
then specify a name, facility, and/or contact information.

4. In the Re area, click one of the following options:

m Please Call Back
m Will Call Again

m For Your Information

5. Using the following table, select the message’s priority level:

Priority Description

Routine The EMR displays the message at the bottom of the
recipient's message list.
Important The EMR displays the message in the recipient’s

message list in red, with an asterisk (*) in the first
column, and lists the message above Routine
messages in the list.
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Priority Description
Urgent The EMR displays the message in the recipient’s
message list in red, with an exclamation mark (!) in the

first column, and lists the message at the top of the list.

The EMR also displays an Urgent Message pop-up
window on the WorkDesk of the recipient. To see the
pop-up, the receiver must have the WorkDesk open.
This pop-up window re-appears about every 10
minutes for front end staff, and every 1 minute for
practitioners, until the recipient completes the message.

Best practice: Mark a message as Urgent only if the recipient must address the
message right away (for example, if the message is regarding an urgent phone call
from another provider or from a pharmacy)

6. In the Message field, enter the text of your message.

e

7. Click

a Scenarios: Creating messages
' Create messages for the following situations:

m You want to remind yourself to call a consultant regarding questions on a report
they sent. Create a message to yourself that is From a consultant, and is
regarding a patient.

m You want to inform all clinic practitioners and staff members that the clinic's
Christmas party will take place on December 10 at 6 PM. All staff members
must RSVP by November 30.

Remember, each recipient must be able to respond to the message
individually.

Creating follow-up tasks

Follow-up tasks are similar to messages; however, you create follow-up tasks primarily to:
m Instruct a clinic member to call a patient or schedule a return appointment (recall).

m Remind yourself to do something during a patient’s next visit. For example, to talk to the
patient about a particular test result, treatment option, or lifestyle advice.
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‘ Because follow-up tasks serve such a specific function, they have fewer options
» than Messages do. For example:

m You cannot send follow-up tasks to several users at once to complete
individually. You can send a follow-up task only to a single user or security
group. As soon as one member of the group views and completes the task,
the task disappears from the follow-up list of all group members.

m Follow-up tasks have fewer From options than messages do. You cannot
indicate that the message is originating from a patient, family member,
consultant, or any other external source (unless you enter text in the Follow-up
Reason field).

Follow-up tasks are saved in patient records — in the Communication tab of the Medical
Summary. The SMART patient banner also displays a notification if there are any outstanding
follow-up tasks regarding the patient. See “Managing follow-up tasks” on page 98.

To create a follow-up task regarding a patient:
1. Perform one of the following actions:

m |f you have any window of the patient's record open (for example, the SOAP form), right-
click and then, in the SMART menu, click New Follow-up.

m [f you do not have the patient’s record open, on the WorkDesk, in the Current Follow

Up Tasks area, click # :

You can also start a follow-up task regarding a lab result or medical report. From
the Investigations/Documents In Basket, click Follow-up. See ...

The EMR displays the Follow-ups window.
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Followe-ups
Test, Mother FHIL 9990234722
0 | e
Forn 06-Mar-1993 (23) SexF o Statos s,
5850 SE Oriental Court, H Fridanra 5, MD PhD FRCPC
Old= AB T1F OE1 [
14 el Susan

TO o J, Raul -

L, Argelia, MD FRCPC

Staff M, Terrance MD FRCPC Urgent

Group 5, Janna MD PhD FRCPC

% Reata MIL FROPC T

From:

() Practitioner Janna S, MD PhD FRCPC [=]

) Mon -Practitioner

Faollow-up Reason:

SO =]
Date for Fallovw-up: 30-Mar-2016 g Patient TCI For Follow Up
Mext Appt:

Motes:

O Followy Up Done

Best practice: Always double-check the SMART patient banner on the Follow-
Ups window to ensure that you selected the correct patient. Once a message is
sent, it is permanently associated with the selected patient’s chart (you cannot

delete it or move it to another patient).

2. Inthe To area, click the type of recipient you want to send the follow-up to, and then click
the recipient(s).

3. Using the following table, select the follow-up priority level:

Priority Description

Routine The EMR displays the follow-up task in the recipient’'s
Follow Up Tasks list below any urgent follow-up tasks.
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Priority Description

Urgent The EMR displays the follow-up task at the top of the
recipient’s Follow Up Tasks list in red, with an
exclamation mark (1) in the first column.

Best practice: Mark follow-up tasks as Urgent only if the recipient must address
the task right away.

4. In the Follow-up Reason area, enter the problem and reason for the follow-up.

5. If the due date is a day other than today, in the first Select Follow-up Date field, enter the
number of days, weeks, months, or years when the follow-up is due. The EMR displays the
calculated date, based on the Select Follow-up Date fields, in the Date for Follow-up
field.

Q Tip: You can also edit the Date for Follow-up field. Click Calendar (g) and
then click the date you want.

6. In the Notes area, enter notes regarding actions you have taken toward completing the
follow-up task. For example, “Informed patient during their visit that | will contact them to
book an appointment if results are abnormal”.

ELQ.

7. Click

Scenario: Creating a follow-up task

- Create a follow-up task for the following situation:
m During a visit your patient indicates that they will be attending a flu shot clinic
next week. You remind yourself to confirm that the patient received their flu shot

at their next visit.
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Creating to-come-in (TCI) tasks

Ato-come-in (TCI) task is a special type of Follow-up task used to request a patient to come in
for a visit.

When you create a TCl task, two actions occur:

m Your MOA/Front end stalff receive a notification to contact the patient and book an
appointment (adding to their recall list).

m You receive a Follow-up task, reminding you what items to discuss or actions to perform on
the patient when they come in for their follow-up visit.

To create a TCl task:

1. Create a follow-up task, and address the task to yourself. See Step 1 to Step 6 in “Creating
follow-up tasks” on page 90.

the Investigations/Documents In Basket, click To Come In. See ...

Always select your name in the To area of the follow-up task. If you address the
follow-up task to a front end staff member, the task is duplicated for them as they
already receive a notification in the Patients to Notify list.

Q You can also start a To Come In task regarding a lab result or medical report. From

2. On the Follow-ups window, in the follow up type list, click Patient TCI for Follow Up.

*
3. Click Save & Close ( ﬂ ). The Follow-up displays:

m On the MOAs/Front end staff's WorkDesk in the Patients to Notify list, as a notification
to contact the patient to book the appointment.

m |In your Current Follow-up Tasks list.

m  On the notifications bar of the patient's Medical Summary, as a reminder to address the
Follow-up item with the patient during their appointment.
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a Group Discussion: For the following scenarios what type of message or
task would be most appropriate? Why?

m Patient has an abnormal CT scan result. You want the patient to come back for
a follow up visit.

m You want your front end staff to contact a specialist's office to check on the
status of your patient’s referral.

m The patient is having compliance issues with their Diabetes nutrition plan. You
want to remind yourself to discuss during the patient’s next visit.

m You want to remind your MOA to order more lab supplies.

Managing messages and follow-up tasks

You manage your messages and follow-up tasks from your WorkDesk. From here, you can
view, update, modify, complete, or redirect your messages and follow-up tasks.

If you complete some action toward a message or follow-up task, but do not fully complete the
task, you can document the actions you have taken in the message or follow-up task itself.

Also, if you do not have enough time to address a message or follow-up task, or receive one in
error, you can redirect the message or task to another clinic user.

Managing messages

To view and manage your messages:

1. On your WorkDesk, locate the Messages area. Your messages are listed chronologically in
the following order:

m Top: Urgent messages displayed in red, with an exclamation mark (1) in the first column.
m Middle: Important messages displayed in red, with an asterisk (*) in the first column.

m Bottom: Routine messages displayed in blue.
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Janna 3, MD PhD FRCPC

g Mo Investigations 1 Documert & Mo Rule Matches 2
Current Messages: W] Sign Out +
! . 0 J Medical Sumim
Date Patient*To From
* 16-Mar-2016 15:00 B, Jules Moses C Investigation Res
19-Jun-2013 12:04 * Janna 5 Janna 5

Mo Linresvienned Me:
1 Mewy Documernt
Mo My hanual Re
Mo Rule Matches (g
Reterrals
Mo Letters Dus Wy
Mo Letters to Edit
Mo Incoming Consuf

Mo Incoming Referr

Patiert Recards

2. In the Messages list, double-click a message. The EMR displays the Message List window,
with the selected message displayed on the right, and your full list of messages displayed

on the left.

hlessage List

Patient Wessage for B, Jules

Show
Filters

B
Prirt

&‘EL*

W Signout  Current Messages For Janna S, MD PhD FRCPC &g OF 30-Mar-2016 14:58

Date Patient/*To From To
* 16-Mar-2016 15:00 B Jules
19-Jun-2013 12:04 * Janna S, MD

Janna 5, MD

Important Message 4

From: Moses €, MD FRCPC
To: All Providers

B, Jules

FPHi 9992238155

. by
Aorn 19-Jun-1999 (16)
5121 SE Euclid Avenue,
Blairemare &8 16U 8C7

Sex M StatnsOtfice Patient

H FriMoses C, MD
£ (31) B93-4796
I Rei

Message Erered by: Moses C, MD FROPC (16-Mar-2016 15:00)

this pt is in trouble

hotes

LOQ Completect
Mezsage Left

Completed: [ Mo &nswer

ReDirect...

Tip: To reorder your list of current messages by the contents of a column, click the
column header. For example, to order the list by sender, click the From header.
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3. To view and address only certain types of messages:

a) Filter the list of messages to display only the messages you want to address: at the top of

the Message List window, click Show Filters (
on the left side of the window.

Show
Filters

). The EMR displays filtering options

Once you filter the message list, the list remains filtered until you either:
’ m Change the filter criteria.

m Close the Message List window.

4. Using the following table, perform one or more actions to manage a message.

Action Steps

To record steps you have
taken toward the message

In the Notes area, enter the steps you have taken.

To record that you called the
patient, consultant, family
member, and so on, but the
they did not answer

Click one of the following options:

m Message Left: The EMR displays the text “Message
Left: [your name] (current date and time)” in the Log
area.

m No Answer. The EMR displays the text “No Answer:
[your name] (current date and time)” in the Log area.

Tip: You can edit the text in the Log area as needed.

To modify the message text, or
to change the message
priority level

Redirect the message to yourself, You can then edit the
message and priority:

1. Click Redirect. The EMR displays the Redirecting
Patient Message window.

2. Inthe To area, select your name, and then modify the
message details as needed.

e

3. Click
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Action Steps

To pass the message on to
another user

1. Click Redirect. The EMR displays the Redirecting
Patient Message window.

2. In the To field, click the user or group you want to
redirect the message to.

3. In the Notes area, enter any additional notes or
instructions to the receiver.

-+
4. Click ¥

To complete the message
(and remove the message
from your current messages
list)

Click Completed.

To create a follow-up task
based on the message

At the top of the window, click —. The EMR opens
the Follow-ups window with the contents of the
message displayed in the Follow-up Reason field,

5. When you finish managing your messages, on the Message List window, click

Managing follow-up tasks

IL‘ .

To view and manage your follow-up tasks:

1. On your WorkDesk, locate the Follow Up Tasks area. Your follow-up tasks are listed
chronologically in the following order:

m Top: Urgent messages displayed in red, with an exclamation mark (1) in the first column.

m Bottom: Routine messages displayed in blue.

98

Wolf EMR Course Workbook for Providers - Issue 02.02



Clinic communications and tasks

Mo Incoming Can
Mo Incoming Retfy
Fl 1] F
Patient Records
T Incomplete Yisi
Currert Follow Up Taszks: Sign Out ﬂ
Date Patient*To From -
24-Hou-2015 Helton, Wes Janna 5, MD
24-Hovu-201% W, Knystina Janna %, MD =
M-How-2015 H, Taunya Janna 5, MD
19-0ct-2015 H, Morris Janna S5, MD
04-0Oct-2015 W, Lahoma Janna 5, MD
28-Jul-2015 W, Lahoma Janna S5, MD
15-May-2015 C, Forrest Janna 5, MD
04-Apr-2015 H, Patria Janna S5, MD
05-Feb-2015 H, Patria Janna 5, MD
30-Jan-2015 B, Charlott Janna S5, MD
0M-Jan-2015 L, Maryanne Janna 5, MD
M-Jan-2015 B, Bob Janna S5, MD
27-Dec-2014 ¥, Adrianne Janna 5, MD -
First 50 af 130 Fallove Ups shiown

2. In the Follow Up Tasks list, double-click a follow-up task. The EMR displays the Follow-up
List window, with the selected follow-up task displayed on the right, and your full list of
follow-up tasks displayed on the left,

= Followi-ups

£2
Shy
Follove-up List rm‘;:; ‘ s ‘ IL‘ ‘
Signed Out Current Follow Ups for = Ta:
Date Patient”To From To Rou"ne FD“OW Up Xavier R
! 10-Feb-2016  H, Susanne R, Xavier R, Xavie —
10-Feb-2016 G, Marlin R, Xavier G, Marlin Fril a9%8
10-Feb-2016 L, Lucio R, Xav!er R, xa“fe Forn 23-Jun-2008 (6 yr 7 m) Sex M Status Mis,
10-Feb-2016 M, Laurence R, Xavier Ry Xavie || 5154 Moy Tennis Court, H 3BE453240 Frr Janna S, MD Ph
Recwond Meadows AR CBK 2R3 C(311) 87089
W Ret

Follawy-up Date: 10-Feb-2016
Call patient to book an appointment for a follow up on their lab results

Last Appt: 12-Jun-2013 Mend Appt:
Mates:

Request
Patient TCI

Completed Redirect

Completed By

Completed Date:

From: Xavier R

Creats Date: 2016-Feb-10 13:49:12
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contents of a column: click the column header. For example, to order the list by
sender, click the From header.

Q Tip: As with messages, you can reorder your list of current follow-up tasks by the

3. To view and manage only certain types of follow-up tasks, filter the list to display only follow-
up tasks you want to address. At the top of the Follow-up List window, click Show Filters

Show
( Filters

). The EMR displays filtering options on the left side of the window.

Once you filter the follow-up task list, the list remains filtered until you either:
/ m Change the filter criteria.

m Close the Follow-up List window.

4. Using the following table, perform one or more actions to manage a follow-up task.

Action Steps

To record steps you have
taken toward the task

In the Notes area, enter the steps you have taken.

To modify the follow-up task
due date or to change the
follow-up task priority level

Redirect the follow-up task to yourself. You can then edit
the due date and priority:

1. Click Redirect. The EMR displays the Redirect
Patient Follow-up window.

2. Inthe To area, select your name, and then modify the
follow-up task details as needed.

-+
3. Click ¥ :

To modify the text describing
the follow up task

In the area below the Follow-up date, edit the text as
needed.

To pass the follow-up task on
to another user

1. Click Redirect. The EMR displays the Redirect
Patient Follow-up window.

2. In the To field, click the user or group you want to
redirect the message to.

3. In the Notes area, enter any additional notes or
instructions to the receiver.

B

4. Click
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Action Steps

To complete the follow-up task | 1. If the follow-up task originated from a TCl task, select
(and remove the follow-up the Patient Notified check box (if not selected
task from your list) already)

2. Click Completed.

Note: A patient remains on the Front end staff's
Patients to Notify list, until the Patient
Notified check box is selected. If you have
followed up with a patient on a follow-up item,
then there is no need for the patient to remain on
the Patients to Notify list. For this reason,
always select the check box after you have
completed the task.

IL‘ .

5. When you finish managing your follow-up tasks, on the Follow-up List window, click

You receive a message regarding a patient. Before you respond, you need to
check some notes in the patient's record. What is the quickest way to open the
patient's record from the message”?

a Scenario: Viewing your messages

Scenario: Viewing your follow-up tasks

| (-4

While viewing your extensive list of follow-up tasks, you decide to reorder your task
list by sender. How do you accomplish this?

Scenario: Redirecting a message

You are on vacation next week, but have several important follow-up tasks that
need to be completed by mid-next week. You don't have enough time to complete
them before you leave. How can you forward these tasks to another provider?

( (-4

Scenario: Completing a TCI follow-up task

( (-4

As you complete a TCl follow-up task, you notice that the Patient Notified check
box is not selected. Should you select it before completing the follow-up task? If
you do not select the Patient Notified check box, what are the consequences”?
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Viewing and managing a patient’s messages and follow-up
tasks
When you enter visit notes or view a patient’s chart, you can view at-a-glance if the patient has

any outstanding active messages or follow-up tasks. You can also update and complete the
patient's messages and follow-up tasks.

Examination Date: 30-Mar-2016

Test, Mother Ao 06-Mar-1993 (23)
fes 11 mins
Home gddress Hopme o BIMi 335 3yrdm
5880 SE Oriental Court, Cell ;'J Weight BB Aky Syrdm
Olds &B T1F OE1 Wiowk e} 2wk 2d
[§§ Pending Inv. Unrev. Docs @ o Rules 5 Messages __ 1 Follow Up # Mo vaccinations

<@ \| Wisit Search B 45| Change Log = | Print =/ Gk Prirt £ 5| Netcare
SO0AP |Record Details

Template Search: ¥ | % | General Visit Template
CHIEF COMPLAINT | [=]
SUBJECTIVE

Open Hx

Bluilcder

Managing a patient’s outstanding messages

To view and manage a patient’s outstanding messages:

1. On any window related to the patient’s record (including the SOAP form, and Medical

Summary), in the SMART patient banner, click # messages ( —' ). The EMR opens the
Messages window for the patient.

2. To view a message, in the Current Messages list, click the message. The EMR displays
the message details on the right side of the window.

3. Update or complete each message as needed. See Step 4 in “Managing messages” on
page 95.

Managing a patient’s outstanding follow-up tasks

1. On any window related to the patient’s record (including the SOAP form, and Medical

Summary), in the SMART patient banner, click # Follow Ups ( = ). The EMR opens the
Follow-ups window for the patient.

2. To view a follow-up task, in the Follow-ups list, click the follow-up task. The EMR displays
the follow-up details on the right side of the window.

3. Update or complete each follow-up task as needed. See Step 4 in “Managing follow-up
tasks” on page 98.
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Evaluation

/0 Complete the following questions.

1. Can you send a message to yourself?

2. In a patient’s record, how do you know, at-a-glance, that there are active follow-up tasks
outstanding for the patient?

3. Can you send a follow-up task to multiple people at once, with each recipient having to
address the follow-up individually”?

4, What is the difference between a Reminder Follow up and a To Come in Follow up?

|~ End of Module
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Viewing and entering patient medical
history (Medical Summary)

Introduction to this module

Purpose

In this module you are introduced to the Medical Summary. The Medical Summary is essentially
a patient’'s medical chart. From the Medical Summary you can view a patient's medical
information in a series of organized tabs. You can also add medical history information that is
more detailed than the information you enter using Quick Entry.

Objectives

Upon completion of this module, you will be able to:
m Open a patient's Medical Summary
m [dentify what information you can view in each tab of the Medical Summary

m Enter a patient’s detailed medical history information
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Opening a patient’s Medical Summary

To open a patient's Medical Summary, perform one of the following actions:

m [f you have any window related to the patient open (for example, the Patient tab (CPP), the
SOAP form, the consult letter form, the Investigation/Document In Basket, or a message or
follow-up task), click the SMART patient banner.

m |f you do not have a window related to the patient open:

1. On the WorkDesk, in the Tasks area, click Medical Summary.

2. Search for and select the patient.

The EMR opens the patient's Medical Summary.

=5l Medical Sumimary

Test, Mother

Born19-Apr-1964 (51) Sex F

Status b

FHA 9994 200 232

Home address
123 Test Street,
South Hazelton BC Q4K 542

Home (M1 1111111
Ceil

S

Work  ([222) 222-2222

aMr i Deweayne B, MD.

Ieight 183ks Syr3m
EF 120080 Zyrm

<<Add Vaccination>>
<<¥accination Schedule=>
Td

Blood Type:

Waccinations

03-0ct-2006

[ Primary Immunizations Completed

]

g o Mo Docs @ o Fules Mo Messages L 1 Follow Up # Mo vaccinations
ﬂpr\m Chart ﬂcus{nm Report JRequast Chart 4&| change Log
Current Hx | Past Hx | Personal Hx | Communication | Investigations | Documents | Referrals | Obstetncs‘
Problems Current Medications

<<Add Hew Problem=> <=Add Hew Medication=>

Depression Almotriptan (Axert TAB) 125 mg iPO 0D
Almotriptan (Axert TAB) 6.25 mg iPO OD
Betnovate ointment gm  topical BID prn
Dukoral 2
Duloxetine (Cymbalta DRC) 30 mg i PO 0D

Encounters Liothyronine (Cytomel TAB) 25 meg i PO 0D

07-How-2012 C Hepatitis B Immune Aiters low - Modafinil (Alertec TAB) 100 mg ii PO 0D

07-How-2012 C Depression

05-0ct-2012 C msg Thisisa message

14-Sep-2012 C msg Thisisa message

05-Sep-2012 C m=sg Thisisa message |

16-Aug-20M2 C m=g Thisisa message 3

23-Jul-2012 C m=eg Thisis a message

18-Jul-2012 C msg Thisisa message

10-Jul-2012 C msg Th!s !s a message A\Iergies

10-Jul-2012 C msg Thisisa message

10-Jul-2012 C Depression <<Add Hew Allergy>>

10-Jul-2012 C Back Pain i

ALl W04 B oo ST Bom mommnes

Q

Tip for opening a patient’s Medical Summary

Medical Summary, on the top right cormer of the window, click ﬂ

If you are viewing a patient's Medical Summary and want to view another patient's
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Medical Summary window overview

The Medical Summary is essentially the patient's medical chart. From the Medical Summary,
you can access all of a patient's medical information, including medical history, visit notes, lab
results, and medical reports.

Medical Summary information is grouped into tabs for easy navigation. In tabs containing a
large amount of information, you can use filter options to quickly find the information you want.

SMART patient banner overview

The SMART patient banner is located at the top of the Medical Summary. Here, you can view
the following information about a patient:

m Basic demographic and contact information

m Date of next appointment

m [f the patient has an appointment today, the status of the appointment (for example, Arrived 5
mins, or Exam room 7 min)

m Primary practitioner, referring practitioner, family practitioner, and assigned care team (if
applicable)

m Smoking status
m Patient status (for example, if the patient is a long-term care patient)
m [f the patient is pregnant, and the gestational age

m Most recent vitals

== Medical Surnrmary IE' E3
Test, Casey Forn 16-Dec-2001 (14) Sex M PHN 9997 62T 885
= -) Status  NI&
Home gddress Hore (1101111111 AMI 208094.8%) 3yr3m Fri Weta Coles, M.D.
9397 Test Street, Cell (333 3333333 Weight B5ks (74.5%) 3yr 3 m
Duncan BC F7G 674 Wark  (222) 222-2222 Hejght 5380 (17.3%) Sy 3m
15§ o . Mo Docs @ Ho Rules Mo Messages __ 1 Follow Up # Mo vaccinations
= | Print Chart =5 |Custom Report U Reguest Chatt 'e Change Log

Current Hx | Past Hx | Personal Hx | Communication |_In\restigations Documents | Referrals

Problems Current Medications
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‘ The vitals that display in the SMART patient banner depend on the age of the
y patient:

m [f the patientis O to 2 years old, the EMR displays the patient's HC (head
circumference), Weight, and Height, and includes percentiles.

m [f the patientis 2 to 19 years old, the EMR displays the patient's BMI, Weight,
and Height, and includes percentiles.

m [f the patient is 20+ years old, the EMR displays the patient's BMI, Weight,
and BP.

On the WorkDesk menu, click Configure > Configure WorkDesk >
Miscellaneous tab.

Q Tip: You can customize what information displays in the SMART patient banner.

From the SMART patient banner, you can also perform a number of actions by clicking the
various icons located below the patient's name or along the bottom of the SMART patient
banner (in the notification bar).

The following table describes icons located below the patient's name.

Icon Description

View patient demographics information

11N Opens the Patient Maintenance window.

View Paper Chart

I:I Opens a scanned version of the patient’s previous paper chart information or
previous medical summary (if available).

Note: This icon displays only if the patient has a scanned paper chart
attached. A document is flagged as a paper chart if the keyword
Medical Summary is assigned to the document.

View Patient Visits

Opens all of the patient's current and previous visit notes in one window.
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Icon Description

Search Patient Visits

Opens the Visit Record History window, which contains a list of previous
encounters.

Wialf Clinical

Visit Record History © Test, Casey

Encourter Histary (Click on Yisit to Open Form:
Search || AND [

21-Jan-2016

20-Jan-2016

24-Oct-2012 Phone Message

16-Oct-2012

16-Oct-2012 Attention Deficit Dizorder ADD

To view detailed visit notes for an encounter, click the encounter. You can also
use the Search function to find a specific encounter.

Note: When you enter text in the Search field, the EMR searches text in the
visit notes to produce matches.

Patient Notes
Opens the Notes tab in the Patient Maintenance window.

Note: This icon displays only if in the Patient Maintenance window, on the
Notes tab, text is entered in the General Notes area.

Patient Photo

[ Opens patient photo (if available).

Note: This icon displays only if the patient has a photo attached. An image is
flagged as a patient photo if the keyword IDPhoto is associated with
the image.

View patient alerts

. Opens special alerts for the patient (if available).
Note: This icon displays only if the patient has one or more special alerts.
Custody information

ﬁ Hover your cursor over the icon to view the patient's custody information.

This icon is available only if in the Patient Maintenance window, in the Name/
Addr/Phone tab, in the Custody Agreement area, information is entered in the
Note field.
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Description

Patient Portal alert
e Indicates that the patient is a Patient Portal user.

Opens Patient Maintenance to the Portal Settings area (if set up).

The notification bar (located at the bottom of the SMART patient banner) indicates how many
investigations, rules, documents, and messages the patient has. The notification bar also
indicates how many follow-ups and vaccinations the patient is due for. Pending, un-reviewed,
and recent items appear in red text.

== Medical Surnrmary IE' E3
Test, Casey Forn 16-Dec-2001 (14) Sex M PHN 9997 62T 885
X oy ;3 Status  NI&
Home gddress Hore (1101111111 AMI 208094.8%) 3yr3m Fri Weta Coles, M.D.
9997 Test Street, Cell (333 3333333 Weght G5l (T45%) 3w 3m
e i e S e e
15§ o . Mo Docs @ Ho Rules Mo Messages __ 1 Follow Up # Mo vaccinations
=L = =5 | oM Rep e =T E,I CrEge Log
Current Hx | Past Hx | Personal Hx | Communication | Investigations | Documents | Referrals
Problems Current Medications

Click any icon in the notification bar to open the related area in the EMR. For example, click the
Investigations icon to open the Investigation In Basket window for the patient.

‘ The EMR displays the SMART patient banner at the top of most windows relating
y to a patient, including the patient’s:

m Visit notes (SOAP form, consult letter form)
m \Vital Entry form

m Messages and tasks

m Prenatal forms, and WCB forms

m Medication windows

m Referrals

m Anticoagulation Summary Sheet
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Viewing and entering Medical Summary information

The following table provides an overview of the information you can view and enter in each of
the Medical Summary tabs. You can enter patient medical history information in the Current
Hx, Past Hx, Personal Hx, and Obstetrics tabs.

s il TIOTTE
Home address Haome (110 111-1111 B 335(999%) Syvrlm
5950 SE Test Street, Cell (33303333333 Weight BEAKEO9.9%) Svrim
Cld= AB T1F OE1 Wark (2220 2222222 Helght 142 5cm (81 6%) Syrlm
J§i Pending Inw. Mo Docs @ o Rules 5 Messages ___ M Falleese Ups A Mo Yaccinsti

_Llein{l‘“hH m|r‘....—+mnl t ﬂn PR S E}F‘h v L -"_

) Past Hx | Personal Hx | Communication | Investigations | Documents | Referrals | Obstetrics

Froblems CUrrs

Tab Information available

Current Hx: Current m Problems

Histo L

ry m Current medications
m Encounter records
m Allergies
m \accinations
m Blood type
Past Hx: Past History m [nactive problems

m Previous medications
m Procedures and surgeries

m Refuted and terminated allergies

Personal Hx: Personal | m Social history

History m Harmful substances (for example, smoking history and alcohol
history)

m Family history

m Other risks

Communication Uncompleted and completed:

m Messages

m Follow ups

Investigations m Lab results
m Manual results

m Preventive care procedures (for female patients)
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Tab Information available
Documents m Requisition forms and other SMART forms produced by the
clinic
m Medical reports and other documents attached to the patient
record
Referrals m Outgoing referrals made for the patient
Obstetrics m Pregnancy history information (for female patients if applicable)

Q Tips for viewing and entering Medical Summary information

To view detailed information about an item listed in the patient's Medical
Summary, double-click the item. For example, to view detailed information
about one of a patient’s allergies, on the Current Hx tab, in the Allergies area,
double-click the allergy.

To add a medical history entry to the Medical Summary, at the top of the
corresponding area, click <<Add New...>>. For example, to enter a problem,
in the Current Hx tab, at the top of the Problem area, click <<Add New
Problem>>.

If you are not viewing a patient's Medical Summary, but are in another window
related to the patient (for example, the SOAP form), you can enter a Medical
Summary entry: right-click and then, in the SMART menu, click New <entry
type> (for example, New Allergy).

Be consistent with your data entry (for example, to enter problems, always
search for and select an option with the correct ICD 9 code). This way, you can
produce reports on and create automated reminders for patients with specific
diagnosis’.

On tabs that contain lists with titled columns, you can sort the list by any
column. For example, to view a patient’s lab results sorted by test, on the
Investigations tab, in the Test column, click the column header.

On the Investigations tab and the Documents tab you can quickly find
item(s) using the filter options at the top of the tab.

( (-4

Practise: Recording a problem

Add arthritis to a patient's Problems list. Indicate that the problem affects the right
hip and that the year of onset was 2010,
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Practise: Recording a vaccination

You see a patient for their annual physical, and they tell you they got a flu shot last
week at a pharmacy. Record this vaccination and note that it was administered at
another facility by an unknown individual.

| (-4

Practise: Recording an allergy

| (-4

Record that a patient is allergic to dogs. The patient experiences asthma-like
symptoms.

Scenarios: Medical Summary window overview

| (-4

For the following situations, indicate where in the Medical Summary you can find
the needed information.

m You want to view a patient's smoking status.
m A patient asks about the status of their referral to an orthopedic surgeon.
m A patient lost their MRI requisition form and needs to have it reprinted.

m A patient wants to ensure that they are up-to-date on their vaccinations and
asks what date they received their last flu vaccination at your clinic.

m You notice that in the patient's SMART patient banner, the patient's Primary
Provider is not indicated. You need to assign the patient to the appropriate
Primary Provider.
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Evaluation

/0 Complete the following questions.

1. How do you open the Medical Summary for a patient who does not have an appointment
booked?

2. You are in a patient’s Medical Summary and want to see if there are any notes for the
patient. Where can you find this information?

3. You are in a patient's Medical Summary and want to search for another patient's medical
summary. What is the quickest way to do this?

4. On which tab in the Medical Summary can you add a surgery for a patient”?
a) Current Hx
b) Past Hx
c) Personal Hx
d) Investigations

5. If you are entering a patient’s visit notes in the SOAP form, what is the quickest way to record
that you have administered a vaccination to the patient?

|~ End of Module
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Introduction to this module

Purpose

In this module you learn how to view and manage lab and other investigation results that your
clinic receives electronically.

Objectives

Upon completion of this module, you will be able to:

m Review and respond to your investigation results

m View and manage INR results using the Anticoagulation Summary Sheet
m Redirect investigations to other providers in the clinic

m View and print a patient’s investigation results during a visit

Reviewing and responding to electronic investigation results

It your clinic receives lab and other investigation results electronically, your front end staff
manually imports results several times daily. VWhen investigations for your patients are imported,
you are notified on your WorkDesk. From your WorkDesk, you can then view and respond to
your electronic investigation results.

To view and respond to electronic investigation results:

1. On the WorkDesk, on the blue notification banner at the top of the window, click <#>
Investigations.
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-l

FILE Reference Configure Patients Reports Sign Cut H

Beata S, MD, FRCPC

[I§ 2 Investigations 10 Documerts & Mo Rule Matches
Messages | Appointments | Tasks E
Current Messages: Sign Out M
Date Patient*To From
F3 AC BE AL A Xl Dink Raal R Fad vy

The EMR displays the Investigation/Document In Basket window with your un-reviewed
investigations listed in the left column.

=5l Tvestigation/Document In Basket Bl £
g

H, Carol P 999 Order Newr Quick & .
wee ~ Lab Tests Prirt EL
Horn 05-Jul-1924 (90) Se M Statys MR

3384 M Fair Place, H FrRay D, MWD

Granthams BC [ @ Reviewed | Redirect ‘ To Come In | Fallow:-up |Messaga ‘Patiem Summary‘

(i
Electronic Investigation

8 I B [ Hide Mates

) Incoming Consutts Iote:

) Incoming Referrals ) Declined eReterrals

Practtioner:

Ry O, WD |Z| Patient: CarolH EEL] Born 05-Jul-1324

) Reported: 14-Now-2012 13:20 Collected: l4-Now-Z01Z 08:4l Specimen Received: l4-Now-201Z 08:41

New

[ Correcteg 1 Abnarmal

O Date TSH (Status: Final)

o " 2.8 (0.38-5.5) nl/L

O lPatient i TOTAL ABS NEUT = NEUTS + BANDS

14Hovi2 ), Bobby
14HovA2 C, Zada
14HovHi2 5, Leigh
14HovA2 K, Don
14Hov2 A, Emil
14HovHd2 M, Emmett
13HovA2  H, Sharol
13Hov12 0O,Debo
13HovH2 M, Sierra
13Hov2 5, Rasheed
08Hov2 K, Del
083Hov12 K, Del

TxnlD: 12-168313033

Filler Order: 12-168319033-
TSR

Sending Facility: LIFELABS
Sending Application: PATHL?

Tip: If you want to view and manage only your abnormal results at this time, select
the Abnormal check box.

2. Inyour list of electronic investigations, click a patient. The EMR displays the investigation on
the right side of the window.
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Tips for viewing investigations

L m To view the patient's medical record, at the top of the window, click the SMART
patient banner or, on your keyboard, press F7.

m To simplify your view of an electronic investigation, at the top of the window,
select the Hide Notes check box.

m [f the result contains a blue link , click the link. The EMR opens the link in your
default browser.

m To view a running list of a patient’s previous results for a particular test, on the
investigation, click a numeric result, and then click Patient Summary.

m To graph a numeric result, double-click the result.

3. To append (add notes to) the investigation, above the investigation, in the Note field, enter

your notes.

4. Using the following table, respond to the investigation,

When you choose any response option, the investigation:
/ m No longer displays as “new” in your Investigation/Document In Basket.

m s moved to the Investigations tab of the patient's Medical Summary.

Option Use when... Results

Reviewed Result is normal. The investigation no longer displays as “new”
OR in your Investigation/Document In Basket,

and no other actions are taken.

You are CC'd on a resullt o y ‘ o
oertaining to a patient This is smlar to ﬂl\ng away the investigation
who belongs 1o a after you review it
provider from another
clinic.

Redirect Result pertains to a The investigation moves to another

patient belonging to
another provider in your
clinic.

practitioner’s Investigation/Document In
Basket and is removed from yours.

Note: You can redirect labs only to
providers who are set up to receive
labs in Wolf EMR.
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Option Use when... Results

To Come In | A patient has an Both you AND your front end staff receive
abnormal result. You notifications to follow up with the patient:
want to notify your gtaﬁ 1. Front end Staff. The patient displays on
to call-back e patient, iheir Patients To Notify list (prompting
and smu\tangously them to call the patient to come back for a
create a remmder to follow up visit).
yourself to discuss the
result during the patient's | 2. Provider: Patient displays on your follow-
next visit. up list (prompting you to discuss the

patient’s test results when they come
back for their follow-up visit).
Note: Ensure you address the task to
yourself.

Follow up A patient has an A follow-up task displays on your or another
abnormal result; user’s follow-up list, depending on whom
however, you know that | you assign the Follow-up to.
the patient already has
an appointment booked.

You want to remind
yourself to discuss the
result, but do not need
to notify your front end
staff to call-back the
patient.

Or

A patient’s results are
normal. You send a
follow-up task to your
front end staff to inform
them that no issues were
found.

Message You want to talkk to a A message displays on either your or
colleague about an another user's message list, depending on
investigation result whom you send the message to.
before you act on it.

5. When you finish viewing and responding to your electronic investigation results, click

e
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Practise: Viewing and responding to electronic investigations
' m Open your list of un-reviewed electronic investigations.
m Graph an electronic investigation resullt.

m Digplay a list of a patient's previous results for a particular investigation.

m Create a To Come In request for the patient.

Viewing INR results and managing patient instructions

If you receive an INR result, using the Anticoagulation Summary Sheet you can view and
manage the patient’s:

m INR history
m Anticoagulation medication instructions

m Follow-up appointment and testing instructions

You can access the Anticoagulation Summary Sheet from the INR result in the Investigation/
Document In Basket.

To view a patient's INR results and manage anticoagulation treatments:

1. Open your Investigation/Document In Basket, and view investigations for a patient with an
INR result. See “Reviewing and responding to electronic investigation results” on page 1158.

2. Double-click the numeric INR result. The EMR displays the patient’s Anticoagulation
Summary Sheet window. The Text tab displays:

m Current and historic INR results
m Anticoagulation medication dose and frequency at the time of each INR result
m [NR follow-up instructions for each INR result

m Anticoagulation medication adjustment instructions for each INR result
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Anticoagulation Summary Sheet

B, Armand P 999 Quick .
= print | & EL
Aorn 18-Hou-1946 (68) See M Statis Mid -
8995 E Placs, H Fri M Jos, MDD, | view Change Log
Hazetton BC o Bil | calPatient |
Diagnosis:  Atrial Fibrillation Paroxysmal |I| Wieww Current Anticoagulart Prescriptions Initiation: E
Most Recent Directions: .
Termination B
6rmg daily J
Range: To:
Graph | Text
MR Resutt and Adjustment Follow Up Patient Instructions and Callback Log -
Plizhov2012 27 Electronic Resut | [=] z
= Called

25-0ct-2012 17 Electronic Resut El Smg every day L. labin 2 weeks

Called 25-0ct-20M12 1519
0 Adjustment [=] ®©

24-Aug-2012 2.4 Electronic Result [=] 5= dose ... 1 maonth

Called 25-Aug-2012 10:39
0 Adjustment [=] ® &

Q Tips for viewing the Anticoagulation Summary sheet

B YOu can open a patient’'s Anticoagulation Summary Shest from any window that
pertains to the patient: On the window, right-click and then, in the SMART
menu, click View INR Summary.

m A patient's most recent INR and corresponding anticoagulation medication
dosage display at the top of the table in blue.

m [f a patient has not received an INR result, the table is blank.

m [0 view the patient’s latest anticoagulation medication prescription, click View
Current Anticoagulant Prescriptions.

m To view a graph of the patient's INR results, click the Graph tab.

3. To modify a patient’s INR test and anticoagulation medication instructions, on the Text tab, in
the top entry area of the INR table, use the following table to enter information.

If the patient is to... Follow these steps...
Comeinforafollow-up | m Inthe Follow Up drop-down list, click a recommmended
appointment time until the next patient follow up visit or, in the field,

enter a time (for example, 3 days).
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If the patient is to... Follow these steps...

Maintain their current
anticoagulation
medication dose

m |n the INR Result and Adjustment column, in the drop-

down list, click No Adjustment. The EMR displays the
text “Continue with Current Dose” in the Patient
Instructions and Callback Log column.

Start or modify their
current anticoagulation
medication dose

. In the INR Result and Adjustment column, in the drop-

down list, click Adjust Anticoagulant. The EMR displays
the Enter new Anticoagulant Dosage window.

. In the New Dosage field, enter the anticoagulation

medication dosage directions.

“*
. Click IL . The EMR displays the text “MEDICATION

ADJUSTMENT: <medication name and dosage
instructions>" in the Patient Instructions and Callback
Log column,

Follow additional
instructions (for
example, to go for
another INR test)

In the Patient Instructions and Callback Log column,
enter the instructions (for example, “take Vitamin K.

Stop taking their
anticoagulation
medication indefinitely

In the Termination field at the top of the window, enter a
termination date.

4. Perform one of the following actions:

m [f you have called the patient, click Called.

m |f a front-end staff is to contact the patient, send the patient's INR, follow-up, and
anticoagulation medication instructions to your front-end staff:

a) At the top of the window, click Call Patient. The EMR displays a new message, with
the patient’s instructions displayed in the Message text area.

b) In the To area, click the individual or group you want the message to go to.

c) Enter or modify the text of the message as needed, and then click

e

5. To bill the province for INR management, on the top right of the Anticoagulation Summary

Sheet window, click Bill.

&
6. When you finish entering instructions in the Anticoagulation Summary Sheet, click EL :
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7. To clear the INR result from your Investigation/Document In Basket, click Reviewed.

a Practise: Managing INR results
)/

m Open the Anticoagulation Summary Sheet from the Investigation/Document In
Basket window.

m Click the Graph tab to display the patient's INR graph.

m [f not displayed already, show the patient's anticoagulation medications on the
INR graph.

m Click the Text tab.

m [ndicate that the patient is to have no change to their anticoagulation
medication dose, and that they are to get an INR test in 3 weeks.

m Send the instructions to your front end staff.

Viewing and printing a patient’s investigation results

When a patient comes in for a visit, you can view all of the patient’'s investigation results in the
Investigations tab of their Medical Summary.

Also, if a patient has any un-reviewed investigations, you can view and respond to the
investigations from any window of the patient's medical record via the SMART patient banner.

When you view investigations, you can print the results, and give them to the patient as a
reference.

Best practice: Before or during a patient visit, ensure the patient does not have
any un-reviewed investigations.

Viewing a patient’s unreviewed investigations

To view a patient’s unreviewed investigations:

1. If the patient's SMART patient banner shows a Pending Inv. notification (in red), click the
notification.
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=3 Medical Summmary

Test, Jona
e LY

Home address Home
123 Test Street, Celf
frmssimrterrE Work (1111111
3 Pending Inv. Mo Docs @ HoFRules

-—E’mrcnm— =55/ Custam Report El
Current Hx | Past Hx | Fersonal Hx | Communication | I

The EMR opens the Investigation/Document In Basket window with the patient’s un-
reviewed investigations displayed.

2. View and respond to the investigations. See “Reviewing and responding to electronic
investigation results” on page 115.

Viewing a patient’s investigations history

In the Investigations tab of a patient's Medical Summary, you can search, view, print, and
graph the patient’s current and historical investigations.

If a patient wants a copy of their results, you can print a:
m Specific investigation
m Summary of results for a specific test
m Graph

To view a patient’s investigations:

1. Open the patient's Medical Summary, and then click the Investigations tab. The EMR
displays a list of the patient’s investigations.
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| [ || =2
Test, Father B0 20-Jun-1980 (34) Sex M PHN .ﬁl
raa = L] Mext Encounter. hone Status  Leng Term Care Pa..
Haome address Home  (403)993-8858 BMi 8 1yrdm Fri Dana Know-Four, MD [ﬁ
1234 Frist Street, Celi Weight 2kg 1yrdm Fam
Calgary AR TSRAEIW Mok BP0 1800 1wk 2d Rel
g Mo I Unrev. Docs @ 3Rules [-] 5§ Messages L 7 Follow Ups #' Mo Waccinations

1= Print Chart :[.lcus‘tom Report

u Reguest Chart

§| Change Log

EI MetCare

| Current Hx | Past Hx | Personal Hx | Commumcatmn| Investigat

lons | Documents | Referrals
| Investigations 5
FromDate: | 15-Apr-2013) 88| To Date: | O7-Mar-2014) B8] Status: =< A== [o] Test: << All== [=] Type: == &l == [+] 00 Mon-Graph
07-Mar-2014 Final Hgb TaglL (-)glL Wolf
A7-Apr-2013 Final Creatinine 79 umoliL (- )yumollL Wolf
AT-Apr-2013 Final HgA1C 4% (-)% Wolf
15-Apr-2013 Final Cholesterol 4.2 (- Walf
4 (1] | +
Preventive Care Procedures Manual Results
<<Enter Hew Preventive Care Procedure Result=> 07-Mar-2014 Hgb 7% gL
A7-Apr-2013  Hemoglobin ... 4 %
A7-Apr-2013  Creatinine 79 umc
15-Apr-2013  Cholesterol 4.2
4 | L} L3

header.

Tips for viewing a patient’s investigations

Q.

To re-order the list based on the contents of a column, click the column’s

m o filter the list of investigations, above the list, select one or more of the filter

options.

m o view an investigation in greater detail, double-click the investigation. The
EMR opens the investigation in the Investigation/Document In Basket window.

m o graph an investigation result, click the investigation, and then click Graph

(EI) (located above the list).
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2. To print an investigation result, double-click the result and then, in the Investigation/
Document In Basket window, perform one of the following actions:

m [0 print a summary of results for a specific test, click the test result, and then click
Patient Summary (located in the top right of the window). The EMR displays a summary
of all of the patient’s current and historic results in Microsoft Word. Click File > Print.

Guick
m o print the displayed investigation results only, click Quick Print (™™ |) or Print ( S ).

Practise: Viewing a patient’s investigations and documents during their
e visit
m Open a patient's Medical Summary, and then click the Investigations tab.
m Re-order the investigations list by Test.

m Filter the list, so that only investigations with a Type of H are displayed. (This
displays investigations with an abnormally high result.)

m Graph an investigation result.
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Evaluation

/0 Complete the following questions.

1. If you are viewing a patient's Medical Summary, how do you identity whether the patient has
any un-reviewed investigations?

2. When you are reviewing your investigations, you notice that a patient has an abnormal Pap
test. You want to both inform your front end staff to call-back the patient AND remind
yourself to discuss the result when the patient is back to see you. What action(s) should you

select”?
a) Reviewed

b

=

Redirect

~

c) To Come In

d

== <=

Follow-up
e) Message

3. After you enter a patient’s INR instructions and anticoagulation medication instructions in the
Anticoagulation Summary Sheet, how can you inform your staff to call the patient”?

4. When you are reviewing your investigations, how do you clear normal results?

|~ End of Module
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Introduction to this module

Purpose

In this module you learn how to view and manage medical reports and other documents that
come in for you via fax, mail, or direct import.

Objectives

Upon completion of this module, you will be able to:

m View your unreviewed documents

m Perform actions in response to documents

m Append (add notes to) documents

m |dentify if a patient has any un-reviewed documents
m View all of a patient’s linked documents

m Print a document

Reviewing and responding to documents

Faxed and mailed documents are manually imported into Wolf EMR and linked to patients by
your front end staff.

As front-end staff link documents to your patients, you are notified on your WorkDesk. You can
then view and respond to each document.
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To view your incoming documents:

1. On the WorkDesk, in the blue notification banner, click <#> Documents.

@/ -

FILE Reference Configure Patients Reports Sign Out H

Beata S, MD, FRCPC

g 2 Irvestigations 10 Documerts o Mo Rule Matches

Messages | Appointments Tasks | p|

Current Messages: Sign Ot F "
Date Patient*To From

The EMR opens your Investigation/Document In Basket, with a list of your un-reviewed
documents displayed.

=5l Investigation/Document In Basket
T, Elvis FHN 9991 Order ey
. ~ Lah Tests
Aorn 05-Mar-2002 (13) s M Status MIA
86352 E Avenue D, HO339343373 Fri Mitch, b0
Trochu AB X7Y BPE [ Reviewed | Redirect | Ta Come In Fallawy-uy
14 Aet
(") Electronic Investigation
(*) Documerts
(O Incoming Consutts Mote:
() Incoming Referrals ) Declined eReferrals
Practitioner:
Mitch Wy, MD E
O
& New ) Reviewed Search Keywords: AND E| “iewy Document Properties
7 &)l Dacuments Document Type AL L= [=]
[ Date
e
=rfatient
Date Document Type  (Keyword One Keyword Two Keyword Three Content Type Review Hote Patient
18-Jan-2016 | Diagnostic Imaging O/R Report
15-Jan-2016 Diagnostic Imaging MRI Second opinion report T, Yadira
11-Jan-2016 | Surgical Pathology O/R Report T, Loura

2. To view a document, double-click the document. If the document is in PDF format (which
most scanned/faxed documents are), the EMR displays the document in PDF-XChange
Viewer.

‘ If the document is in a format other than a PDF, the EMR opens the appropriate
y application (if available) to display the document. For example, Word documents
open in Microsoft Word,

128 Wolf EMR Course Workbook for Providers - Issue 02.02



Managing incoming documents

3. To append (add notes to) a document, click the document and then, in the Note field, enter
your notes.

Q

Tip: Modifying a document’s properties

Unlike electronic investigations, where results are automatically labelled,
categorized, and assigned to the appropriate patient (based on healthcare
number), documents are manually viewed, assigned to a patient, and categorized
by your front end staff.

An unfortunate consequence of this manual process is that documents can be
labeled or categorized inaccurately.

As you review your incoming documents, you can modify the document’s
properties (including Document Type and Keywords), if needed.

To modify the document's properties:

1. Click View Document Properties. The EMR displays the Document
Properties window.

2. Add or modify information in the document properties as needed, and then click

e

4. Using the following table, respond to the document.

When you choose any response option, the document:

» m No longer displays as “new” in your Investigation/Document In Basket.
m |s moved to the Documents tab of the patient's Medical Summary.

Option Use when... Results

Reviewed Result is normal and no | The document no longer displays as “new” in
action needs to be your Investigation/Document In Basket, and
taken. no other actions are taken.

Or
The document is for your
information only.

Redirect Document pertains to a | The document moves to another provider's
patient belonging to Investigation/Document In Basket and clears
another practitioner in from yours.
your clinic.
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Option Use when... Results

To Come In | A patient has an Both you AND your front end staff receive
abnormal result (for notifications to follow up with the patient:
example, an abnormal 1. Front end Staff. The patient displays on
MRI report). You want1o |y patients To Notify list (orompting
notify your staff to call- them to call the patient to come back for a
back the patient, and follow Up visit).
simultaneously create a
reminder to yourself to 2. Provider: Patient displays on your follow-
discuss the result during up list (orompting you to discuss the
the patient's next visit. patient’s test results when they come

back for their follow-up visit).
Note: Make sure you address the task to
yourself.

Follow up A patient has an A follow-up task displays on your or another
abnormal result (for user'’s follow-up list, depending on whom
example, an abnormal you assign the Follow-up to.

MRI report), however;
you know that the patient
already has an
appointment booked.
You want to remind
yourself to discuss the
result, but do not need
to notify your front end
staff to call-back the
patient.

Or

A patient’s results are
normal. You send a
follow-up task to your
front end staff to inform
them that no issues were
found.

Message You want to talkk to a A message displays on either your or
colleague about the another user's message list, depending on
result before you act on | whom you send the message to.
it.

5. When you finish viewing and responding to your electronic investigation results, click

EL{.

130

Wolf EMR Course Workbook for Providers - Issue 02.02



Managing incoming documents

Practise: Viewing your new electronic documents

| (-4

m Open your list of new documents.
m Open a PDF document.
m Add a Keyword to the document.

m Mark the document as reviewed.

Scenario: Modifying documents

(-4

You are reviewing your documents and notice that an MRl report is labeled as a CT
scan report. How do you change the document's keyword to MRI?

Viewing and printing a patient’s documents

When a patient comes in for a visit, you can view all of the patient's documents in the
Documents tab of their Medical Summary.

Also, if a patient has any un-reviewed documents, you can view and respond to the documents
from any window of the patient’'s medical record via the SMART patient banner.

If needed, you can print documents, and give them to the patient as a reference.

Best practice: Before or during a patient visit, ensure the patient does not have
any un-reviewed documents.

Viewing a patient’s un-reviewed documents

To view a patient's un-reviewed documents:

1. If the patient's SMART patient banner shows an Unrev. Docs notification (in red), click the
notification.
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==] Medical Summary

Test, Leana

ees A Mext En
FHiare address Forme 11131111111
926 ME Sterling Place, Cell
ark  (222)222-2222
wu Pl Iy Unrev. Docs 0 rlo Rules (-] 3 Messag

= Print Chart _EFDWW D Feguest Chart

Current Hx | Past Hx | Personal Hx | Communication | Investigations

The EMR opens the Investigation/Document In Basket window with the patient's un-
reviewed documents displayed.

2. View and respond to the documents. See “Reviewing and responding to documents” on
page 127,

Viewing a patient’s linked documents

In the Documents tab of a patient's Medical Summary, you can search, view, and print the
patient’s current and historical documents. Documents include:

m Received scanned and faxed medical reports (for example, diagnostic imaging reports, and
consult letters).

m Requisition forms, and other SMART forms created for the patient in Wolf EMR.
m Modified referral letters
To view a patient's documents:

1. Open the patient's Medical Summary, and then click the Documents tab. The EMR
displays a complete list of the patient's documents.

= S =

Test, Father Forp 20-Jun-1980 (34) Sex M RHN 'ﬁ
=] Next Encounter: Nong Statws  Lang Term Care Pa

Hame address Harme  1403) 999-83588 BM! 8 1yrd4m Fri Dang Know-Four, MD ﬁl
1234 Frist Street, cell Wejght 2kg 1yr4m Fam
Calgary A8 TSRAEIY Wark AP 18080 1 whk2d Ref
T3 v ire unrev. Docs @ 3Rules ~| 5 Messages Ji 7 Follow Ups # Mo vaccinations
EIPr\m Chart qf.lcus‘tom Report J Request Chart el Change Log f:l MetCare

| Current HXI Past Hx | Personal Hx I Communication \nvest\gatmns| Documents ‘ Heferrals|

Document Type <ALL> [+] ssarch: ann [+ iew Document Properties

07-Mar-2014 Reviewed Lab Req-AB Cg (2} 07-Mar-2014
07-Mar-2014  Reviewed CPX - Female 07-Mar-2014
07-Mar-2014 Reviewed Hote - Massage 07-Mar-2014
06-Mar-2014  Staff Revie Consult Letter Co WOLF.COMPOSER. Marked as reviewed at cr 06-Mar-2014
06-Mar-2014 Reviewed eReferral e-MS ReferralLetter DK 06-Mar-2014
27-Aug-2013 Diagnostic Imaging Cardilogy Report
27-Aug-2013 Incoming Referral Cardilogy Report
18-Apr-213 Reviewed eReferral e-M5 ReferralLetter TG 18-Apr-2013
18-Apr-2013  Reviewed Lab Req-AB Cg TG 18-Apr-2013
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Q Tips for viewing a patient’s documents

m o re-order the list based on the contents of a column, click the column’s
header.

m o filter the list of documents, above the list, select one or more of the filter
options.

m o view a document, double-click the document. If the document is in PDF
format (which most scanned/faxed documents are), the EMR displays the
document in PDF-XChange Viewer; Otherwise, the EMR opens the appropriate
application (if available) to display the document. For example, word
documents open in Microsoft Word.

2. To print a PDF document, double-click the document and then, in PDF-XChange Viewer,

click - .
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Evaluation

/0 Complete the following questions.

1. A patient has an abnormal CT scan. You see that the patient already has an appointment
booked. If you want to remind yourself to discuss the result when the patient is back to see
you, what action should you select?

a) Reviewed
b) Redirect
c) To Come In
d) Follow-up
e) Message

2. You are reviewing a hospital report from the Investigations/Document In Basket. You want to
note the important points so that they display beside the document name in the patient’s
Medical Summary. How do you add notes to the document?

3. A patient asks for a copy of their MRI report. How do you print the document?

|~ End of Module
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Introduction to this module

Purpose

In this module, you learn how to use the various Wolf EMR features related to prenatal visits. For
prenatal visits, you enter most of a patient's notes in the prenatal record. Each time the patient
returns for a prenatal visit, you add information to the same prenatal record until the pregnancy
is finished. From the prenatal record you can also:

m Calculate the patient’'s estimated date of delivery (EDD) and gestational age based on the
last menstrual period (LMP) or ultrasound

m Access the patient’s ultrasound images

m Open and print informational prenatal handouts for the patient

Objectives

Upon completion of this module, you will be able to:

m View a patient’s pregnancy status

m Open and enter information in a patient's prenatal record

m Calculate a patient’s EDD and gestational age based on LMP

m Calculate a patient's EDD and gestational age based on ultrasound results
m Print or fax a patient’s prenatal record

m Record delivery details and lock the prenatal record at the end of the pregnancy
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Viewing a patient’s pregnancy status

I a patient is pregnant, the SMART patient banner displays “Pregnant” and indicates how far
along the patient is in her pregnancy.

=R e

FHN O 9990
Statns MWEA,

Bornlhd 21993 (22} o
14 mins I Freghant 15wk Bid I

me T -1111 B 281 0d i Janna S, MD
eli Weight SSkg Od
ok 7 120080 Od Aef  Suzan M
p Mo Rules 5 Messages _J_ Mo Fallowy Ups # Mo Vaccinstions
The SMART patient banner displays pregnancy information only if a prenatal
» record has been started for the patient.

Entering information in the prenatal record

You can enter prenatal medical information and visit notes in the Wolf EMR prenatal record. The
prenatal record template is based on the provincial prenatal record. Each time the patient
returns for a prenatal visit, you add information to the same prenatal record until the pregnancy
is finished. You can then print or fax the entire prenatal record to a hospital, midwife, or
consultant. The printed prenatal record looks like the provincial prenatal record.

To enter information in the prenatal record:

1. On your workdesk, in your Appointments list, click the patient. The EMR opens the
Patient tab (CPP) for the patient.

2. Click today’s visit and then, in the Templates drop-down list, click Prenatal Form.

— .
Home godress Home
28980 SE Oriental Court, et
Clds &8 T1F OE1 WWark
[l Pending Inv. Unrev. Docs @ MoFules 5 Messages
Templates: | EI
07-Apr-2016 1 Office Visit Consult Letter L
30-Mar-2016 I |J85 | Office Visit CPX Form
21-Mar-2016 I JSS |Office Visit Prenatal Form
21-Mar-2016 1 J55 | Injection Radiology
14-Mar-2016 I JSS | Diabetes Mellitus -Type SorF Hote
09-Jul-2013 1 458 |Fu WCE Reports
19-Jun-2013 1 msg  Thig is a message

It your MOA or nurse has already started the Prenatal Record for you, in your list of
visit records, double-click the latest visit record labelled Pre Natal Form.

<

The EMR opens the Prenatal window.
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Each tab on the Prenatal window represents a page of the provincial prenatal record:

m Part 1: Contains fields specific to a first visit, including medical history and obstetrical

history.

m Part 2: Contains fields specific to the second and subsequent visits, including lab test
results, other investigation results, and discussion topics.

m Part 2 - Visits: Lists all visit records for this pregnancy and allows you to enter a new visit
record or to edit and delete existing ones.

> pregnancy.

The prenatal form includes all information entered for previous visits for this

Heart dizease

Hypertension

Binge drinking na yes

|

Prenatal
Test, Mother Bom19-Apr-1984 (31) SexE PHN 9994 H .
ez N Statws  NA |
Home giddvess Home (11101111111 BmM! P Desweayne Bryson, MO x
5469 Test Street, Ceif IVeight 183bs Syt 3m |
South Hazelton BC Q4K 542 lforf  (222) 222.2222 8P 120080 3yr7m |
T8 Mo i Recent Docs () Mo Fules Mo Mezsages L 1 Follow Up 4 Mo Vaccinations @
&=
LMP EDD BY DATES EDD B US EDD Gest. Age: PHYSICIAN § MIDWAFE RAME
Search: [=]
Part1 |pPart2 | Part2- Visits | Delivery | Risk Assessment
Hospital Search: Aftending physician/micwife FARMLY PHYSICIAN Age at EDD
Dewayne Bryson, M.D. El Dewayne Bryson, M.D.
Mother's maiden name Ethinic: arigin Language preferred Parner's name Age
Kory Colson
Occupation vork hrs iday Mao. of school years completed Ethnic origin of newhorn's father Partrer's wiork
Allergies Medicationsherbals Beliefs & Practices
<<Add Hew Allergy== =<Add Hew Medication>> -
Almotriptan (Axert TAB) 125 mg i PO 0D E
Almotriptan (Axert TAB) 6.25 mg i PO 0D I
Betnovate ointment gm  topical BID prn
Nesleneal % o
Obstetrical Histary Gravida Para Term Preterm Abortion  (nduced  Spontaneous)  Living
Place of hitthr Hrs. in Gest, Type of Prenztal Birth Presert
¥ | Date Abortion laboLr ane birth complications S yyeigpt  Dresstfed  pogp +|
LhdP _, Menses Cycle Contraceptives when stoppecdt: = 15T ULTRASOUND D.f'_I'E EDD Calculation
EJ 2| il G EDD BY US Crvertice =
Irreguar Cycle GEST. AGE BY US 5
ek days: () EDD BY Dats
Present pregnancy Medical Histary Lifestyle & social
no yes (specity) | g ves (specify) | Discussed Concerns Referred
IVF Pregnancy Surgery Diet
Bleeding Falic acid
Nausea Anesthesia Physical activity/
= restistop waork date
Infections of fewver Literine/Cx procedure E
Other STIs finfections OTC drugs/
5 tible witatming
uzceptible to 7 =
. . [ ebaher oo Alcohol B never [ quit ;!iJ
Farnily history Thieimbasmbsic Drinksfwk: before pregnancy
no Maternal  Paternal feoag. current

m
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3. Enter information into the prenatal record as needed.

4. When you finish, click H*..

Q Tips for entering information

m o record a previous pregnancy, in the Obstetrical History area, click =],

m o edit information on a pregnancy listed in the Obstetrical History area,
double-click the entry.

m A gray check box indicates that the patient has not yet been asked about or
screened for an item.
To indicate a Yes answer for an item, select the check box.
To indicate that the patient has been asked about the item, but that the answer
is “no”, click the check box twice. The check box is no longer gray.

m When you add an allergy, a medication, or an obstetrical history item through
the prenatal record, the EMR updates the patient's Medical Summary with the
new information, and vice versa.

m [f your front end staff entered the patient’s vitals, those vital entries are
automatically populated in the Prenatal Visit Record window.

m [f your clinic has linked patient handouts to the prenatal record (for example,
prenatal nutrition information handouts), you can access patient handouts on
the Part 1 tab. On the bottom right of the window, click the blue Patient
Handouts link.

m [f alab name is displayed (on the Part 2 tab) in blue text (as a link), a result for
the test is available in the patient's chart. To view the result, click the blue link.

m To view the Fundus Height Growth Chart, on the bottom right corner of the Part
2 - Visits tab, click SYMPHYSIS - FUNDUS HEIGHT GROWTH CHART.

Calculating an estimated due date (EDD) by LMP

If you enter the patient's menstrual information correctly in the prenatal record, the EMR
calculates the patient's estimated due date.

To calculate a patient's EDD by LMP:

1. Open the patient’s prenatal record.
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2. Under the Obstetrical History area, in the LMP field, enter the patient's last menstrual
period date, or select the date from the calendar.

3. In the Menses Cycle area, enter the average duration (in days) of the patient's cycle.

4. (Optional) In the Menses Cycle area, indicate if the patient's menstrual periods are regular
or irregular.

5. In the EDD Calculation area, select EDD BY Date. The EMR displays the EDD and
gestational age at the top of the Prenatal form in the Pregnancy Summary area.

Recording ultrasound results: Calculating gestational age and EDD

\When you receive the patient's first ultrasound results, enter the first ultrasound date and
gestational age by ultrasound in the patient's Prenatal Record. You can then calculate the
estimated due date (EDD) by ultrasound (US), by selecting EDD BY US in the EDD
Calculation area.

To record a patient’s ultrasound results and recalculate the EDD:

1. Open the patient’s Prenatal Record.

2. In the Obstetrical History area, enter information in the following fields:
m 1st Ultrasound date: Enter the date of the first ultrasound.

m Gest. Age by US. Enter the Gestational Age by Ultrasound in weeks and days.

You can also enter the first ultrasound date and gestational age on the Part 2 tab
Y in the Other Investigations & Comments area.

3. To calculate an EDD by ultrasound, in the EDD Calculation area, select EDD BY US. The
EMR uses the ultrasound date to calculate the EDD BY US date and the Gestational Age.

Q If you want to enter a different estimated due date, use the Override feature:

1. Click the calendar icon (to the right of the Override field) and select the due
date.

2. Double-click the due date to close the calendar. The value you selected gets
copied to the EDD field (near the top of the window).
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Practise: Entering information in the prenatal record

| (-4

m Open the prenatal record for a patient.

m Enter information in the following areas: LMP, Menses Cycle area (enter the
average duration of the patient's cycle).

m |n the EDD Calculation area, select EDD BY Date. The EMR calculates the
EDD date.

m [Enter the First Ultrasound date.

m Enter the Gestational age by US.

m |n the EDD Calculation area select EDD BY US.
m Family History: Add a Family History problem.

m Medical History: Add an allergy. Go to the patient's Medical Summary and
view the allergy you just added.

m First Trimester Topics Discussed: Select some topics.
m Browse through the main areas on the Part 2 tab.
m In the Investigations/Results area, record various test results.

m |ndicate a Lifestyle concern for the patient.

m Open the Part 2 - Visits tab of the Prenatal Record, and then enter a visit note.

Printing or faxing the prenatal record

When the prenatal record is to be sent to a hospital or consultant, you can print or fax the
record from Wolf EMR.

To print or fax a patient's prenatal record:
1. Open the patient’s prenatal record.

2. At the top of the window, click one of the following options:

&

m Collate and Print Prenatal Record (J):To print or fax the entire prenatal record as
one document on a selected printer or fax machine. (Note: \When you choose this option
the prenatal record is also saved to the patient's Medical Summary, in the Documents
tab.)

140 Wolf EMR Course Workbook for Providers - Issue 02.02



Obstetric patient visits

m Print to Default Printer (‘ﬂ): To print the prenatal record to your default printer.

m Print Prenatal Record (\:): To print or fax each tab of the prenatal record as a
separate document on a selected printer or fax machine.

m Attach Prenatal Form to patient’s chart (E): To save the prenatal record as a PDF
document in the patient's Medical Summary, in the Documents tab. Use this option if
you will be attaching the prenatal form to a referral.

Entering delivery details and closing the prenatal record

Important: \When a patient's pregnancy is complete, always note the delivery

y details and lock the prenatal record. The EMR then recognizes the patient as no
longer pregnant. Also, if the patient has future pregnancies, the EMR will start a
new prenatal record.

1. Open the patient’s prenatal record, and then click the Delivery tab.

[Part1 |Part2 [ Part 2- visits | Deivery | Risk Assessment |

DELIVERY DATE | @
WEEKS AT DELIVERY ki clays:

HRS. IN ACTIVE LABOUR

DELIVERY TYPE =l
COMPLICATIONS

SEX [=]

BIRTHWEIGHT
PRESEMT HEALTH

2. Enter the patient’s delivery details, and then click u*..

After you enter the delivery date and close the Prenatal record, the EMR locks the Prenatal
record.
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Evaluation

/0 Complete the following questions.

1. You have just received a patient’s first ultrasound results. When the patient was in for her first
visit, she was unsure of her last menstrual period date. How can you calculate a more
accurate estimate for date of birth”?

2. You open the prenatal record for a patient’s first prenatal visit and you notice that information
from the patient’s previous pregnancy (including visit notes) is populated. How do you finish
the old prenatal record and start a new prenatal record?

3. On the prenatal record, in which tab do you enter a patient’s visit notes?

|~ End of Module
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Introduction to this module

Purpose

In this module, you learm how to use the various Wolf EMR features related to pediatric patient
visits.

Objectives

Upon completion of this module, you will be able to:
m Enter a patient’s birth information

m View pediatric growth charts

m Use the Rourke Baby Records

Entering patient birth information

You enter a patient’s birth information in the Patient Maintenance window. Birth information
includes the patient’s place of birth, gestational age, and birth measurements. The EMR uses
the gestational age when displaying adjusted growth charts for the patient.

To enter a patient’s birth information:

1. Open the Patient Maintenance window for the patient: on any window related to the patient,
in the SMART patient banner, click ===,

2. Click the Other Demographics tab.

3. In the Birth Information area, enter the patient's place of birth, gestational age, and birth
measurements.
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SR
Test, Jodi
[ Lak Resuts 1 Documents 1 =Mt Used=
[ Appoirtments 1 Biling 1 Mot Used=
** Paﬁrﬂ Search ** T Mame/&ddr Phone T Other Demographics
Birth Information Ethnicity Provincial Payment Coverage Patient Portal
City: | - Ethnic Origin: Coverage End Date Status
- Inactive
Biories: l:None> v] Displary with Patient Mame Language: Coverage Last Checked Last Login
Gestational Age: weeks Before: English -
Birth Length : - Preferred Language Setti
) ) After - Internal Data nas
Birth Weight : Current Patient ID:
Birth Head
) 12326
Circumference : cm - Cther
Discharge Weight : P Employmert Pattiert's Maiden Name: InzertDate:
Employer: 2978 prf2008
TP First Vit 7}\‘18@& =
Dame: Orecupstion: . OSfUgr2008
Phone: Last Visit: Unmerge Patient
hotes: . 190Mov 2012

4, Click Save (l' J ), and then click Close (@).

Practise: Entering a patient’s birth information

' Open the Patient Maintenance window, and then click the Other Demographics
tab. Enter birth information for the patient.

Viewing pediatric growth charts

Growth charts are a series of percentile curves that illustrate the distribution of selected body
measurements in children. You can display growth charts for patients under the age of twenty
years. In Wolf EMR, you can view growth charts from the following organizations:

m World Health Organization (WHO) growth charts adapted for Canada
m Centers for Disease Control and Prevention (CDC)

m Canadian Pediatric Endocrine Group (CPEG)

To view a patient’'s growth charts:

1. On any window related to the patient’s record (for example, the Vital Entry window or the
Medical Summary window), right-click and then, in the SMART menu, click View Growth
Charts > Child Development Charts.
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The EMR displays the Growth Charts window. By default, the EMR displays:
m The WHO growth chart adapted for Canada, specific to the patient's gender and age.

m The data points and percentiles in a table format to the right of the chart.

£ Test, Jodi - Growth Charts R =T
Home o
- POF s |=£; |" | 7
=) H ™ T liz=] s
Options  Save To Print Quick Save Percentiles Edit G
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. BOoes « Fields - Age (Years) g96.2% 5.4 1
3 6 3 1z 15 18 01-Mar-2... 83.3% 7.0 1o
‘Weight-For-Length
27-5ep-2.. 89.1% 7.6 s
0-24 m,., Head Circ-for-Age Height - Height
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HIar e s "™ osMarz.. e oo 15
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119 em g7er 90k | |o1-3un-z.. 99.9% 8.2 5.
| Hzem ke | osMarz.. 99.9% 90 6.
105 cm = 70 kg F-Aug-..  99.9% 9.5 6.
i
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Current Options o GO
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. To view a different type of chart;
a) In the Organization drop-down list, click an organization.

b) Inthe list below the Organization field, click a specific graph type. The EMR displays the
chart.

. To adjust the chart/percentiles for an early pregnancy, in the Current Options area, enter
the number of weeks early in the Adjust age by field.

. To modify the way the graph looks, in the Current Options area, modify the view options.

. To view the value and percentile for a data point on the graph, hover your cursor over the
data point.
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6. To add percentiles to the patient’'s chart as exam findings, click Save Percentiles ( L ).

<

Why save percentiles as exam findings?

m You can graph percentiles together with lab values and other data only if you
save the percentiles to the patient’s record as exam findings.

m [f your clinic uses practice searches and rules that search based on patient
percentiles, the patient can be identified only if their percentiles are saved as
exam findings.

7. To print the growth chart(s), perform one of the following actions:

¥
m o print the growth chart(s) on your default printer, click Quick Print ( ?!( ).

m o print the growth chart(s) with or without the data point table on a selected printer, click

fal

Print ( = ) and then, in the drop down list, select either Print (with table) or Print.

Q

Tips for viewing growth charts

m [f the patient's gestational age is entered in the Other Demographics tab of
the Patient Maintenance window, when you click the Auto button the EMR
automatically populates the Adjust age by field.

Note: The Auto button is available only if the gestational age you entered is
less than 38 weeks.

m To zoom in, hold the Shift key and then click the area you want to zoom in to.

m [0 zoom out, hold the Alt key and then click the area you want to zoom out
from.

m 7o hide the percentile table, click the ¥ icon to the right of the chart.

m o collapse the patient banner and maximize the growth chart, click the blue up
arrow i’r‘ in the top right part of window.

m o attach a growth chart to a referral, you must first save the growth chart as a
document in the patient's Medical Summary. You can then attach the growth
chart as you do other documents. To save the growth chart as a document,

POF

click Save To Chart (k1)
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Practise: Viewing a patient's growth chart

| (-4

m View a patient's growth chart from each organization: WHO, CDC, and CPEG

m |n the Current Options area, adjust the settings to see how they change the
graph.

m Zoom in and zoom out of different areas in the chart.
m Show and hide the data points and percentiles table.
m Sort a column in the data points and percentiles table.

m Collapse the patient banner and maximize the growth chart.

Entering information into Rourke Baby Records

If you enter pediatric patient visit notes into Rourke Baby Records (RBR), from a patient visit
note, you can access the RBR forms in the Exam list.

Each exam is broken into sections (tabs) that correspond to the standard RBR format.

As with other exams, if your front-end staff entered information in an RBR exam,
» you see this information when you open the same exam for the visit. You can edit
or add to the information as needed.

To enter information in a Rourke Baby Record form:

1. Perform one of the following actions:

m [fyou are entering visit notes in the SOAP form, in the Exam drop-down list, select an
RBR exam.

m [f you are entering visit notes in the consult letter form (specialists), in the Structured Exam
drop-down list, select an RBR exam.

The EMR displays the RBR exam.
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Within 1 Week Age at Exam: 1
BIRTH INFORMATION
Gest. | wesks  Birth cm [ Birth wt ky [l Head Cire cm [ Discharge ky [=]
Age Length Wit
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Height cm [=] Weight ky [=] Head Circ cm [=] i
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Strength of recommendation bazed on literature review uzing the clazsification of the Canadian Task Force on Preventive Health Care:
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Disclaimer: Given the constantly evolving nature of evidence and changing recommendations, the Rourke Baby Record is meant to be used
as a guide onby.

Resources 1 : General ! Resources 2 Healtthy Child Development : Resources 3 !

Immunizationdnfectious Diseases
CREATE PDF PRINT

.|| Creste as & PDF and attach to Chart

GLIDE . Immunization  Parent Resources

|:| Include Resources/Guide W

= | Print Rourke Baky Record /| Guick Print Rourke Bakby Record

2. Enter data in each of the exam tabs as needed.
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Q Tips for entering information into RBR exams

m The fields in the BIRTH INFORMATION section are synchronized with the
related fields on the Other Demographics tab in the Patient Maintenance
window; if you change these fields in RBR structured examinations, the EMR
updates them in the Patient Maintenance, and vice versa.

m Each of the check boxes on the Education and Advice and the
Development tabs supports three different states (check mark [discussed
and no concems], X [if concems], or clear [not discussed]). Click a check box
to change the state.

2wEeks| Education and Advice | Development | Physical Exam | ProblemsiPlan

[ dizcuzzed and no concerns @ itconcernz [ if net dizcuzzed

r Az

m The state of the check box for certain fields is automatically carried over from
previous visits. You can change the state of these check boxes if needed.

Practise: Completing an exam based on the Rourke Baby Records

( (-4

m From a visit note open a Rourke exam.
m Browse through the information on the various tabs.

m Enter some data in the exam.

Scenario: Completing an exam based on the Rourke Baby Records

A mother arrives with her 6-month old for a check-up. She is concemed that her
son seems small for his age. Which structured exam would you use to verify or
disprove this?

( (-4
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Evaluation

/0 Complete the following questions.

1. What organizations can you view growth charts for?

2. You are viewing growth charts for a patient who was born at 36 weeks. How do you view the
patient’'s growth chart adjusted for their premature birth”?

3. If you enter a patients birth information in a Rourke Baby Record exams this information
automatically populates the Other Demographics tab in the Patient Maintenance window.

a) True

b) False

4. What is the primary benefit of recording a patient’s birth information?

|~ End of Module
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Introduction to this module

Purpose

In this module, you learn how to use the various Wolf EMR features related to WCB visits. For
WCB visits, you enter visit notes into the appropriate WCB forms. You can then submit the
forms electronically to WCB through the Wolf EMR eBill program. Wolf EMR contains the
following provincial WCB forms:

m Form 8: First Report

m Form 11: Progress Report

You access and manage WCB forms from the WCB Report Manager.

Q Tip: Avoiding refused WCB bills

Always submit your WCB report and associated bill(s) on the date of service. If a
WCB bill is submitted 1-3 days after the service, WCB will reject the bill and you
will not be paid.

Objectives

Upon completion of this module, you will be able to:
m Open the WCB Report Manager

m Start a WCB Form

m Finish an incomplete WCB form

m Track and manage your incomplete WCB forms

Wolf EMR Course Workbook for Providers - Issue 02.02 151



WCB patient visits

Opening the WCB Report Manager

The WCB Report Manager is where you access and manage a patient's WCB forms. From the
WCB Report Manager, you can:

m Start a WCB report for a patient
m View, edit, and complete a patient's WCB reports

m View a patient's historical WCB reports

The method you use to open the WCB Report Manager depends on whether the patient is
booked for an appointment.

Use the following table to open the WCB Report Manager for a patient.
Appointment

booked? Steps

Yes 1. On your workdesk, in your Appointments list, click the patient. The
EMR opens the Patient tab (CPP) for the patient.

2. Click today's visit and then, in the Templates drop-down list, click
one of the following options:

m WCB Form 11: To start a Progress Report (form 11)
m WCB Form 8: To start a First Report (form 8)
m WCB Reports: To finish a previously started WCB report.

Too Doz @ FloFules Mo Mes
Templates: | [=]
- 1 Office Visit Consult Letter -
2 C Flu Shot CPX Form
2 C Drivers Complete Phys Prm_‘latal Form
2 C msg |Thisis a message Radiology
P oap H B
¢ C msg |Thisis a message
4 C msg |Thisis a message WCE Form 11
2 C stool occult blood pogi WCE Form 8
2 C lab review WCE Reports
No 1. Open the patient's Medical Summary: On your WorkDesk, click

Medical Summary, and then search for and select the patient.

2. On the Medical Summary window, right-click and then, in the SMART
menu, click View WCB Reports.
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The EMR opens the patient's WCB Report Manager.

5| w/CB Reports For: Test, Dion IEI@
WCE Report Manager B+

Mewy Reports | Incomplete Reports | Old Reparts

Test, Dion Al Incompletes
Patient Hame Date Treatment Form Hame Report Sent Initials
Test, Dion Ti20/2015 Form & vC
Test, Dion T120/2015 Form 11 v

[Doukle
Click on
Report to
Edit)

Entering information in WCB forms

You enter WCB medical information and visit notes in the WCB forms. The WCB forms in Wolf
EMR are based on the WorkSafeBC forms. From the WCB Report Manager, you can:

m Start a WCB form for a patient

m Add or modify information on a previously started form

If a nurse or other front end staff entered information in the WCB form, you can view, add-to,
and modify this information.

Please be aware of the following

/ m You must submit a WCB Progress Report if it has been more than four weeks

since the last Form 11 was sent, or if a Form 11 is requested by a WorkSafeBC
Officer.

m A report is not necessary if the appointment is a follow-up and the worker's
condition is stable.

m o be paid for the WCB visit, make sure you submit and bill Form 8 and Form
11 reports within 1-3 days of the service date.
Best practice: Send your WCB reports within 24 hours just to be sure!

m You will not receive payment for any Form 8 or Form 11 reports that are
submitted and billed 7 or more business days following the service date.
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To start a WCB form for a patient:

WCB patient visits

1. Open the patient's WCB Report Manager. See “Opening the WCB Report Manager” on

page 152,
2. Click the New Reports tab.

5] WCB Reports For Test, Dion

[E=N o=

WWCE Report Manager

Mew Reports | Incomplete Reparts I Old Reports

E|_¢

Currert Patient:
Test, Dion

Select Report:

Select Appaintment:

{#)Form 8: First Report
) Form 11: Progress Report

Appt Date  |Reason | Provider
20-Jul-2015 Office Visit Veta C, M.D.
20-Jul-2015 WCB Veta C, M.D.
04-Hov-2010  Flu shot FREE Ethan M,

Service not in Clinic

Mesw Report 8

3. Inthe Select Report area, select the WCB form you want to start.

4. In the Select Appointment area, perform one of the following actions:

m [f the patient was seen in clinic, click the associated appointment.

m If the patient was not seen at your clinic (for example, the patient was visited in the
hospital), at the bottom of the appointment list, click Service not in Clinic.

5. If you are starting a Progress Report and you want to auto-fill most information in the report

based on a previous report for the claim:
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a) Inthe Select Claim area, select the claim the report is for. The EMR clears the Do not
pull values from previous claim check box.

Select Claim: [ Do net pull values from previous claim

SCBEn ITooey  JUEB Gy

e

6. On the bottom of the window, click New Report. The EMR displays the selected WCB
form.

WYCB Electronic Forms

Test, Dion Al 2999 399 999 WCB Rpt Re- | Guick
s |+
e Manager Subimit | Print é w i EL
Horn 22-May-1976 (39) Sex M Status Mg
123 Test Court, Ao Froveta Coles, M.D.
West Vancouver BC LTE SES (222 222-2222
14

Interview | Clinical Information | Return to Wiork Planning | Biling Status

Physicians First Report [ wiorker's condition of trestment has changed: please describe in Clinical Information Area
WICE Claim Mumber: | 20-Jul-2015 E
* Diate of Injury: E
Employer's Infarmation: Employee Information:
* Mame: Test Dion
* Employer Mame: 4
*Gender M [+ *Date of Birth: 22-May-1976
" Address: * PHM: 9999999999
* Cty: [=] '
* Address: 123 Test Court
* Postal Code:
* City: West Vancouver
* Telephone:
TR * Province: BC [=]
* Postal Code: L7EB 5E8
* Home Telephone: 111 1111111
* Are you the worker's regular physician? [  * Howv long has the worker been your patient?
0-6 Morths 7-12 Morths =12 Marths
*ivho rendered first treatment’?:
E-Farm Fee: 1993?E| Service Location: Service Time Start:
Wisit Fee: 100 | [=] Service Time Endt: Call Time:

7. If you selected (in the Select Appointment area) an appointment that has SOAP
information, the EMR displays a prompt asking if you want to use the exam data to create a
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new WCB encounter record. Click Yes. The window now has a Copy from existing exam
tab that displays the SOAP information.

Interview | Clinical Information | Return to Work Planning | Billing Statul Copy from exizting exam

Tip: The information on the Copy form existing exam tab does not get sent to
WCB.

To make sure this information gets sent to WCB:
1. Highlight text on the Copy form existing exam tab.

Tip: if you want to select all the text in the Copy form existing exam tab, on
your keyboard, press Ctrl + A.

2. Copy the highlighted text (press Ctrl + C).

3. Navigate to the appropriate tab of the WCB form, click the field, and then paste
the text (press Ctrl + V).

<

The original SOAP encounter is not automatically deleted.
You have the option to keep it or delete it.

8. Enter information into each of the form tabs as needed.

Q

Tips for entering information in WCB forms

m The data entry fields exactly match the WorkSafeBC forms. As with the
WorkSafeBC online forms, an asterisk (*) indicates required fields.

m The worker's first name, last name, and PHN must match the information on the
worker's British Columbia CareCard.

m o view the billing status of the WCB form, click the Billing Status tab.

156

Wolf EMR Course Workbook for Providers - Issue 02.02




WCB patient visits

‘ If you selected to pull information from a previous report (Step 5 ), most of the form
y is auto-filled for you. You can modify this information as needed.

9. When you finish entering information on all of the tabs, click il . The EMR displays a
prompt asking if you want to send the WCB Report to the billing program.

10. Perform one of the following actions:

m If the report information is complete, click Yes. The EMR displays a prompt similar to the
following:

WifarkDesk EL

f &% /CE Report has been electranically prepared for subrmission to WCE. It
Y will be sentwith your nest WP submission,

The following bills will appear in the billings for service date:
01-Jun-2015

Fee Code; 100 ICD9 Code: 0173

Fee Code; 19937 ICDY Code; 0173

Fee Code: 19333 ICDA Code: 0173

Fee Code; 19334 ICDY Code: 0173

Fee Code; 19335 ICDY Code: 0173

Do youwish to print this report now?

Click Yes if you want to print the report now. Click No if you do not want to print the
report. The form is sent to the Billing program and is ready to be billed and submitted.

m [f the report information is not complete, click No. The EMR saves the form for further
modification.

The form is sent to the Billing program and is ready to be billed and submitted. The EMR
displays the WCB Report twice in the patient’'s encounter record: once to indicate that it is a
WCB report, and once to display the Diagnosis. (This is similar to how the EMR displays a
SOAP record several times in the Encounter List to display several impressions or
assessments.)
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Practise: Starting a WCB First Report

| (-4

Find the patient for whom you entered SOAP notes in an earlier exercise.

Start a WCB First Report for that patient. When the EMR displays a prompt asking
if you want to use the exam data to create a new WCB encounter record, click
Yes.

Browse through the information on the following tabs:
m Interview

m Clinical Information

m Return to Work Planning

m Billing Status

Copy information from the Copy from existing record tab and paste it on
another tab.

Finishing a patient’s previously started WCB form

Reports that have been created but not Sent to Billing are listed on the Incomplete Reports
tab of the patient's WCB Report Manager. You can modify or complete an incomplete report
and then send it to Billing.

To finish an incomplete WCB Report for an individual patient:;

1. Open the patient's WCB Report Manager. See “Opening the WCB Report Manager” on
page 152,

2. Click the Incomplete Reports tab.

==l wrCB Reports Far Test, Dion EI@
WCB Report Manager i+

Mewy Reports | Incomplete Reports | Old Repoarts

Test, Dion Al Incompletes
Patient Hame Date Treatment Form Hame Report Sent Initials
Test, Dion 71202015 Form & v
Test, Dion 20,2015 Form 11 vC

[Doukle
Click on
Report to
Ediit)

3. Inthe list of incomplete reports, double-click the report. The EMR opens the selected report.
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4, In the various form tabs, enter and modify information as needed.

5. When you finish entering information, close the form and send the WCB claim to billing. See
Step 9 and Step 10 in “Starting a WCB form” on page 154.

Tracking and managing your incomplete WCB reports

You can track and manage all of your incomplete WCB reports (for all of your patients) from one
location on the WorkDesk.

To track and manage your incomplete WCB Reports:

1. Inthe WorkDesk Tasks area, in the Patient Records area, click # Incomplete WCB
Report(s). The EMR displays the WCB Report Manager window with the Incomplete
Reports tab open. The Incomplete Reports tab lists all of your incomplete WCB reports.

2. To open and modify a report, in the list of incomplete reports, double-click the report.
3. Inthe various form tabs, enter and modify information as needed.

4. When you finish entering information, close the form and send the WCB claim to billing. See
Step 9 and Step 10 in “Starting a WCB form” on page 154.

Your biller is about to send the clinic’s claims into WCB. To ensure that all WCB
bills go through, the biller asks you to finish any outstanding WCB forms. How do
you know if you have properly finished all of your WCB forms”?

a Scenario: Tracking and managing incomplete WCB Reports
J
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Evaluation

/0 Complete the following questions.

1. You want to create a WCB Progress Report to update a WCB claim. Which tab do you use
in the WCB Reports Manager?

a) New Reports
b) Incomplete Reports
c) Old Reports

2. What happens when a patient has a SOAP note for the appointment you create a WCB form
for?

3. Why would you copy and paste information from the Copy form existing exam tab to
other fields in the WCB form?

4. It's the end of the day and you are about to verify and send all billing claims to WorkSafeBC.
You want to ensure that there are no incomplete WCB forms that have not been sent to the
billing program. How do you view a list of incomplete WCB forms”?

|~ End of Module
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Responding to incoming referrals
(Specialists)

Introduction to this module

Purpose

In this module you learn how to view and respond to incoming referrals. When a referral comes
in for you, you are notified on your WorkDesk. You can choose to accept the referral, decline
the referral, or request more information from the referring clinic. When you respond to a referral,
your front-end staff are notified. Your front-end staff can then manage the referral, based on
your response.

Objectives
Upon completion of this module, you will be able to:
m View your incoming referrals

m Respond to referrals

Viewing and responding to incoming referrals

Whether referrals come in through fax or mail, you are notified on your WorkDesk via the
Incoming Referrals link. From here you can review and respond to the referrals.

‘ IMPORTANT: A faxed or scanned referral displays in your Incoming Referrals

Y list only if your front-end staff selects Incoming Referral as the Document Type
for the document. Otherwise, the referral letter displays in your New Documents
list.
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To view incoming referrals;

1.

In the Tasks area of your WorkDesk, in the Referrals area, click # Incoming Referrals.
The EMR opens your Investigation/Document In-basket with a list of your un-reviewed
referrals.

=
Test, Father PN Order New
i N ] Lah Tests %
Aovn 20-Jun-1980 (34) Sex M Stetus Long Term €.,
1234 Frist Street, A (403) 999-5555 1 Dana Knowe-Faur, kD
Calgary AB TSR4EIY [ Fam
W et

Reviewed | Redirect |TDComaIn | Follow-up |Message|

(7} Electronic Investigation

() Documents

) Incoming Consults Mote:

(¥ Incaming Reterrals () Declined eReferrals
Practitioner:

Dana Knowe-Four, MD |z|

O =igned Out

@ New () Reviewed Search Keywords: 21D [ wiew Document Properties I
) All Documents:

O Date

L1 lpatient 4|

Date |Keyword One | Keyword Two |Keyword Three |Review Hote | Patient | Appoi]

OF-Mar-2014 Referral Letter Test, hynke
27-Aug-2013  Cardilogy Report Test, Father

Q Tip: To review incoming referrals for another practitioner, in the Practitioner drop-

down list, click the practitioner's name.

2. To view the referral letter and attached documents, double-click the referral. The EMR opens

the letter in PDF x-Change viewer.

3. Using the following table and the options in the top right corner of the Investigation/

Document In Basket window, respond to the referral,

. Best practice: To notify your front-end staff that a referral is accepted, rejected, or

needs more information, always choose to send a Message. In messages, your
front-end staff can easily document calls made and actions taken to complete the
referral,
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Option Example scenario Results
Reviewed | Caution: Use this optiononly | m The referral no longer displays in your
if your front-end staff have Incoming Referrals list.
dready been passed the m The referral letter posts to the
reteral. Documents tab of the patient’s
If you have told your referral Medical Summary without a message,
clerk to accept or decline the task, or notification created.
referral, click Reviewed to
clear the referral from your list
without sending a message
or follow-up task to your
referral clerk.
Redirect You do not have availability for | The referral moves to another
the patient; however, another | practitioner's Incoming Referrals list
practitioner in your clinic and is removed from your Incoming
does. You redirect the referral | Referrals list,
to the available practitioner.
Message You want to accept, reject, or | m A message displays on your front-end
request more information for a staff's message list.
referral. You send a message m The referral letter posts to the
1o your front—ehd staff 1o , Documents tab of the patient’s
cgrjtact the patient or referring Medical Summary.
clinic.
m The referral no longer displays in your
Note: Messages are the best Incoming Referrals ist.
way to pass the referrals to
your front-end staff,

4. After you finish viewing and responding to your incoming referrals, click

e

Scenario: Responding to a referral

' You have viewed a referral letter and want to accept the referral. What steps do
you take?
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Evaluation

/0 Complete the following questions.

1. You have viewed a referral letter and want to accept the referral. VWhat steps do you take?

2. You have received a referral, but do not have enough room to take on a new patient. A new
provider has just joined your clinic, and you know they have room to take the patient. How
do you “pass on” the referral to the other provider?

I|~ End of Module
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Questions?

WOoIfEMR.Support@telus.com

&,

L Wolf EMR Community Portal at:
https://telushealthcommunity.force.com/wolfcommunity

1-866-879-9653 (Option 1)

000

=7 TELUS |HEALTH

Information for Life.


https://telushealthcommunity.force.com/wolfcommunity
https://telushealthcommunity.force.com/wolfcommunity
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