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)° HHA exchange The Enterprise System

Clinical E-Docs

Overview

DISCLAIMER

The Clinical E-Docs feature is activated by System Administration. Please contact HHAX Support Team
for details, setup, and guidance.

Clinical E-Docs are created based on Caregiver Discipline and by Service Code per Contract. The
HHAeXchange (HHAX) Clinical Team works closely with Clients to customize forms (pages) which become
available as the feature is activated.

The Clinical E-Docs function allows one to enter clinical information for a specific Skilled visit in the
HHAX application. This category covers the Clinical e-Docs feature and provides a high-level overview of
the function as well as requirements when manually completing e-docs that are unique to HHAX.

Please direct any questions, thoughts, or concerns regarding the content herein to HHAeXchange Cus-
tomer Support.

HHAX System Key Terms and Definitions

The following provides basic definition of HHAX System key terms applicable throughout the document.

Term Definition

Refers to the Member, Consumer, or Recipient. The Patient is the person receiving ser-

Patient .
Vvices.

Refers to the Aide, Homecare Aide, Homecare Worker, or Worker. The Caregiver is the

Caregiver . .
person providing services.

Provider |Refers to the Agency or organization coordinating services.

Refers to the Managed Care Organization (MCO), Contract, or HHS. The Payer is the

Payer . . . . .
y organization placing Patients with Providers.

HHAX Acronym for HHAeXchange
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Clinical E-Docs

The Clinical E-Docs function allows clinical information to be entered for a specific Skilled visit. Complete
the following steps to enter an e-Doc in the HHAX system.

1 [Navigate to the Patient’s Calendar page and select the appropriate visit.

On the Visit Info tab, scroll down to the Clinical Documentation section. There are two options
(Add or Upload) as described in the table below the following image.

Clinical Documentation:
Clinical Q-Dﬂ(ﬁ Add v > Upload Clinical Dncumeulo
The following links will open in a new
window
Clinical Doc ‘ [ sove [ print |
2 Clinical Documentation — Visit Info Tab

Select... To...

Select from the e-Doc forms dropdown to add a new form created

Add (dropdown
(drop ) by the Agency.

Upload (icon) Upload a copy of the assessment if already file.

Depending on the selected form, the applicable page opens to complete. In this example, the Clin
ical Document window opens. Use the tabs on the top to navigate to the various pages of the doc
ument. Enter the required information.

Admission ID: 900474 Patient Name: Trainer ann DOB: 12/02/1991 Gender: Female
Visit Date: 02/02/2016
0900 - 1000

Vital Signs Neuro/EENT/Psych Cardiovascular/ ¥y GI/GU/ tive Musc /PV/Pain Endocrine
3 Medication DME/ | Sup

Clinical e-Docs Tabs

Documentation Type: Reassessment no tools Documentation Status: In Progress Documentation Version: 1.00

Alternatively, click the Save & Next button at the bottom of each page to move from one page to
the next in order.

4 [Click the Save & Close button if completing the assessment during the visit.

Clinical E-Docs Page 2 Clinical E-Docs
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Visit Info

The Visit Info page is automatically opened when adding a Clinical e-Doc. The Visit Start Time and Visit
Date must be entered prior to navigating to any other page.

Visit Info

© Visit
Visi

* Visit Date: -

Start Time:
t End Time:

Documentation Type: Reassessment no tools

Caregiver: DiMuria Diane

Add any additional comments concerning Visit info here.

Comments:

Visit Info Page

Clinical E-Docs

Page 3

Visit Info
Proprietary and Confidential



(] .
¥ HHAeXchange The Enterprise System

Vital Signs

The Vital Signs page contains fields to record Blood Pressure, Pulse, Temperature, Respiration, Lungs,
and Weight. If Patient’s Blood Pressure, Pulse, or Temperature was not assessed, select the Not
Assessed checkbox in the applicable sections (as illustrated in the image below).

Vital Signs

* Blood Pressure: Sitting: L | | 7 ] r| | /[ |
Standing: L [ | 7 | R |/ |
Lying: L] |71 | R |71 |
¥ Not Assessed |Not Assessed |

* Pulse: Apical: :l Reg Irreg Bounding Thready
Brachial: I:l Reg Irreg Bounding Thready
Radial: [:l Reg Irreg Bounding Thready
¥ Not A d [Not Assessed |

* Temperature: | I | Not Assessed 'l

Not Assessed Values
Clinical E-Docs Page 4 Vital Signs
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GI/GU/Reproductive

The GI/GU/Reproductive page contains fields to record information pertaining to the Patient’s
gastrointestinal and genitourinary assessment. The fields in the Reproductive section correspond to the
Patient’s gender.

GI

[] Asymptomatic

PP L LLLELLLLELPOLOPOOSIOSOSOSSSLSOQSS
BM Frequency _Selei ;\e '

GU

[[] Asymptomatic ntinent

18P0 080000808 600000800000880000

[) srincsy D.sers.on/Cston ¢

Reproductive _
= Female:
[ Asymptomatic [] Amenorrhea [] Dysmenorrhea
[[] Post Menopausal [T] Vaginal Bleeding ] Vvaginal Discharge
[] other
Breasts:
[] asymptomatic [] pischarge ] wmps
[ Mastectomy [[] Tenderness
Gl/GU/Reproductive
Clinical E-Docs Page 5 GIl/GU/Reproductive
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Nutrition

The Nutrition page is used to record and keep notes on the Patient’s diet. Some fields, such as GM
Sodium and GM Carbohydrates, require an additional value if selected. The requirement for each of

these fields varies.

Visit Info Vital Signs Neuro/EENT/Psych Cardi ular/|
DME/ lies Parapr i pervision Narrative
Nutrition

Prescribed Diet
[[] NA (No Oral Intake)

¥ GM Sodium
™| GM Carbohydrates
[J Low Fat
[ soft
* Appetite
Good
[[] Excessive
* Changes In Appetite
V] Ne
* Fluids
[V No Restriction

[[] Enteral Feedings

y GI/GU/Reproductive Musculosk

[[] regular/No Restrictions
O \:] GM Protein

[] Gluten Free

[[] Low Cholesterol

[] other

[] Fair

[] ves

[JRestriction [ ] ce/24Hr

I/PV/Pain Endocrine k ietic m Medication

O I:, Calorie
Od |:| GM Potassium
[ JemFiber

[] puree

[] Poor

[JEncourage I:] ¢/ 24Hr

Nutrition

Clinical E-Docs
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Medication

The Medication page is used to record medication assessments and maintain a history of the Patient’s
medication regimen. When a Patient’s medication is added, edited, discontinued, or deleted in the eDoc
or MD Order, the change syncs displaying in the Patient Med Profile page (Patient > Med Profile). When
a medication is changed to a different one, then the new medication information replaces the older one.
If deleted, then the medication is deleted from the Med Profile.

Note: Information only syncs from the Patient’s Med Profile to the eDoc/MD Order one time; when created. If
information is added or changed on the Patient’s Med Profile (after the eDoc or the MD Order is created), then it
does not sync to either the eDoc or MD Order.

This section covers entering medication assessments and updating the Med Profile.

Medication Assessment

Complete the following steps to enter a new medication assessment.

Select Yes for the Medication Assessed This Visit field. This prompts the system to generate 5
additional questions (as illustrated in the image below).

1. Medication Assessed This Visit: ¥ ves ] no
2. Change In Medication Regimen
(Prescription/OTC/Herbals): [ Yes O we
3. Adequate Supply In Home: [ ves [ ne
1 4. Medication Stored/Labeled Properly: [] ves [ no
5. Patient/Caregiver Reports Patient Is
Taking Medication as Ordered: L ves L1 ne

6. Is Patient Exhibiting Any Side Effects Or
Drug Interactions? [ Yes ] no

[C] sN pre-Poured The Following Medications For\:l Days Into:
[] compartmentalized Pre-Pour Container
[7] sealed Labeled Envelopes
] other

Medication Assessment — Additional Questions

Answer questions 2 through 6 to complete the assessment. Depending on the answers, addi-
tional clarification in the provided text box may be required.

1. Medication Assessed This Visit: | ves [ ne
2. Change In Medication Regimen
(Prescription/OTC/Herbals): [ ves M No
3. Adequate Supply In Home: [0 Yes ™I Ne  [Elaborate wsing this text field
z 4. Medication Stored/Labeled Properly: [[] ves M No Elaborate using this text field
5. Patient/Caregiver Reports Patient Is
Taking Medication as Ordered: M ves O e
6. Is Patient Exhibiting Any Side Effects Or =
Drug Interactions? Yes | Elaborate using this text field O ne
[T] SN Pre-Poured The Following Medications For I:| Days Into:
[[] compartmentalized Pre-Pour Container
[J sSealed Labeled Envelopes
[ other

Further Clarification Required

If No is selected for a medication assessment, then further clarification is required. Enter in the
text box (as seen in the image below). Questions 2 through 6 are not required in this case.

Clinical E-Docs Page 7 Medication
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1. Medication Assessed This Visit: [] ves No [ Elaborate using this text field |

[C] SN Pre-Poured The Following Medications For[______ | Days Into:
] Compartmentalized Pre-Pour Container
[] Sesled Labeled Envelopes
[] other

No Medication Assessment Completed

Clinical E-Docs Page 8 Medication Assessment
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H-AeXchange

Med Profile

The Med Profile is a record of every medication used by the Patient. From the Med File, one can add,

edit

existing records, add new medications, or delete entries that are no longer relevant.

O view All ® View Only Active

Med Profile
Medication Dose [Amount  [Form Route [Frea. Order Date [Start Date Date Taught Disc. Date Comment [Status m
SIL-O-TUSS 60 MG/5 ML ELIXIR ORAL Daily 01/31/2015 01/31/2015 test comments New []
LaSTX 20 MG 1 [TABLET  |ORAL Daily 02/19/2015 02/19/2015 test New ]
[IYLENOL 325 MG 1 [TABLET ORAL PRN 09/09/2015 09/09/2015 New
LASTX 40 MG 1 [TABLET ORAL Daily 08/05/2015 08/05/2015 added from wisit New [x]
Melatonin

L M 1 TABLET  |ORAL Daily 06/29/2015 06/29/2015 Changed a8
(YOPAC 650 MG 1 [TABLET ORAL Daily 04/29/2015 04/29/2015 |Changed a
|COLD - SINUS 3 HP_X/G LIQUID ORAL Daily 05/13/2015 05/13/2015 05/14/2015 Changed [x]
|RHINACON DH 2.5 MG 1 ILIQUID ORAL Daily 04/01/2015 04/29/2015 New [x]

Med Profile

Complete the following steps to update an existing record on the Med Profile page.

Step Action
1 |[Click on the medication name.
Select an option from the dropdown to either Edit, Change, or Discontinue.
Med Profile
Medication Dose Amount Form Route
Sll=CTlies 60 MG/5 ML ELIXIR ORAL
Edit 20 MG 1 TABLET  |ORAL
DiscnGnoe 325MG 1 TABLET  |ORAL
40 MG 1 TABLET ORAL
Edit, Change, Discontinue Menu
2 Select... To...
update the record to reflect the changes.
Note: This option should only be selected if a clerical mistake was made when the Medication
was originally entered.
create an entirely new active entry and Discontinue the previous record.
make it inactive and lock in the information.
3 If Edit or Change is selected, the Patient Medication window opens. Make the necessary updates
to the record.
Clinicdl E-Docs Page 9 Med Profile
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Patient Medication Info

Status: ® New () Existing

“Medication: [SIL-0-TUSS ? “ord Physician: [Doctor Tom V]|
* Route: m amount:[ ]
Class: Expectorants/Cold Combinations * Frequency: | Monthly [v]
“Start Date: = “Order Date: m
Taughtpate:[ |79 Discontinue Date: [ |9
OrderDate:| |7 Preferred Pharmacy:

More Test
Comment:

Edit or Change Medication

Click the Save & Close button to save the changes.

Complete the following steps to add a new medication for the Patient on the Med Profile page.

Click the Add button in the rightmost column to open the Patient Medication Info window.

y O View All ® View Only Active

Med Profile S5
Medication Dose Amount Ford

F

1 SIL-0-TUSS 60 MG/5 ML ELTd Existing

LASIX 20 MG 1 rapd New
TYLENOL 325 MG 1 TABY New [x ]
LASIX 40 MG 1 [ABLY = visit New

Add New Medication
Click the “?” to the right of the Medication field to search the HHAX medication database.

Patient Medication Info

Status: ® New () Existing

2 *Medication: | |? _nysician:
* Dose: | Select [v] * Form: m
* Route: | Select [v] Amount:[ ]

Open Medication Search

The Medication Search window opens. Type in the medication name in the Description field. The
first few letters can generate results if the medication name is not fully known.

Clinical E-Docs Page 10 Med Profile
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Medication Search
*Description: [ Tyl ]

Search Results
123
Description Class |Doslges
Amino Acid Preps. & Comb. ORAL
Amino Acid Preps. & Comb. ORAL
Ar ipyretics, Misc. 325 MG, 650 MG ORAL
Analgesics/Antipyretics, Mise. —_—_lesope oRAL
F&FFFIyTyyyyyTyTFaTyITyT rFr
‘ _ 1 a y [T LS TN N N 111G-0 h.G-2 Mt NN
LENOL COLD HEAD CONGESTION P 325 MG-10 MG-200 MG-5 MG, 325
SEVERE Cough/Cough/Cold Combinations MG-200 MG-5 MG IORAL
LENOL COLD INFANTS" Sympathomimetic Agents IORAL
2 2% 5 R 325 MG-10 MG-5 MG, 325 MG-2

Search Results

Click on the name of the medication to apply it to the Medication field. Enter the Dose, Route,
and Form. The values in these dropdowns correspond to the specified Medication.

Patient Medication Info
Status: @ New () Existing
4 +*Medication: \% *0rd Physician:
* Route: Amount: l:l
Medication Added
Select the Ord Physician, Frequency, Start Date, and Order Date (required fields). Click Save &
Close to save.
[Patient Medication Info
Status: @ New () Existing
*Medication: [TYLENOL 8 HOUR ]2 *0rd Physician: m
* Route: m Amount: ’:I
Class: Analgesics/Antipyretics, Misc. * Frequency: | Daily j
5 “Start Date: ™ “Order Date: ]

Taughtpate:[ ]
Discontinue Order Date: [ (7

Discontinue Date: ,:| l]
Preferred Pharmacy:

Comment:

L@ et o B sove i Anoter | cone

Required Fields Completed

Note: The Patient Medication Info window also includes optional fields including Amount, Taught Date, Dis
continue Order Date, Discontinue Date, Preferred Pharmacy, and Comment.

Once saved, the Medication may be reviewed, edited, or deleted from the Med Profile. To edit a Medic-
ation, click the name of the medication. Click the red X icon to delete it.

O View All ® View Only Active

Med Profile

Medication Dose [Amount [Form Route  [Freq. Order Date Start Date [Date Taught [Disc. Date C Status
s 650 MG TABLET  |ORAL Daily 03/01/2016 03/01/2016 Hew
—

Medication Listed in Med Profile

Note: If a medication name displays as a Link, then it is still active. If not, then it has been Discontinued.

Clinical E-Docs Page 11
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HHAeXchange maintains a comprehensive record of every medication entered for each Patient, as well as any edits
or changes made to the prescription or use of the med. Users may opt to review only the most current medication
(s) a Patient is using, or a history of every medication they used.

To see all medication records on the Med Profile, select the View All radio button:

I ® view All () view Only Active |
Med Profile

mn Dose [Amount |Form [Route Freq. [Order Date [Start Date Date Taught Disc. Date Comment [Status Ii
SIL-O-TuSS ?401 Megs ELINR  |ORAL Monthly 01/31/2015 01/31/2015 More Test Changed
BSOS ;“LMG/S ELDUR  [ORAL Once A Week [01/31/2015 l01/31/2015 01/30/2015 More Test Di
LASIX 20 MG 1 TABLET |ORAL Daily 02/19/2015 02/19/2015 test New
EEUCLOPRAM]DE 10 MG b TABLET  |ORAL E‘;‘?{“’ Other l0g/03/2015 08/03/2015 09/04/2015 Di:

View All Medication Records

To view only active medication records on the Med Profile, select the View Only Active radio button:

Med Profile

Medication Dose [Amount  [Form Route [Frea. [order Date |Start Date Date Taught Disc. Date [Comment Status
SIL-0-TUSS 60 MG/5 ML| ELIXIR ORAL Monthly 01/31/2015 01/31/2015 More Test Changed [x]
LASIX 20 MG 1 TABLET  |ORAL Daily l02/19/2015 02/19/2015 test New a8
TYLENOL 325 MG 1 [TABLET ORAL PRN 09/09/2015 09/09/2015 New [x]
ILASIX |40 MG 1 [TABLET ORAL Daily I08/05/2015 08/05/2015 added from visit New 8

View Only Active Records

Note that two of the records in the View All view are locked and have a Status of Discontinue, whereas
all the records listed in the View Only Active view may be edited and have a Status of New or Changed.

Clinical E-Docs Page 12 Med Profile
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DME/Supplies

The DME/Supplies page is used to keep a record of equipment being used by the Patient as well as the
condition of the equipment.

Visit Info Vital Signs Neuro/EENT/Psych Cardiovascular/Pulmonary GI/GU/Reproductive Musculoskeletal/PV/Pain Endocrine Hematopoietic Nutrition Integument Medication
1 [FETT 0] Paraprofessional Supervision Narrative

DME/Supplies

DME And Supplies

[] none [ Bedpan Select [v] [[] Bedside Commode Select [v]
Cane ele [ catheter Select [v] [] central Line Supplies Select [v]
[] Chair Cush Straight Cane [ ch Select [v [ crutch Select [v

air Cushion Quad Cane ux ele [=] rutches ele 2
[[] Gastrostomy Tube Select [ [] Glucometer / Strips Select [w [[] Hand Rails Select [w
[] Hospital Bed Select ~ [ Injection Supplies Select [~ [ trrigation Set Select [v
[ v Supplies Select [v] [] Low Air Loss Mattress Select [v [ NG Tube Select [v
[] Non Sterile Gloves Select [v] [] Ostomy Supplies Select [v] [] Prosthesis Select [v]
[[] shower Rails Select [v] [ side Rails Select [v] [[] sterile Gloves Select [v]
[[] Trapeze Select [»] [] Urinalysis Supplies Select [~] [[] venipuncture Supplies Select ]
[ walker Select [v] [] wheelchair Select |v| [] wound care Supplies Select |v]
[] iapers Select [v] [] Enema Select [v]
[] other —_— [] other -
Select [v] Select [v]

Equipment In Home
[] cane [] Grab Bars [] Hospital Bed
[[] shower Chair [] walker [ wy/c
[] other [] other

Condition Of Equipment In Home
[] Good Repair [] used safely [[] Adjustment Needed On

DME/Supplies Page

To add new supplies, select the desired checkbox and then use the dropdown to specify what type of
supply it is.

DME/Supplies
DME And Supplies
[] mone
Cane i
lect
: ) Straight Cane
[] Gastrostomy Tube i
Hospital Be Select v
[] Hospital Bed L

Add DME/Supplies

For example:

1. Click on the Cane checkbox to open the dropdown menu.

2. Select one of the available values (Straight Cane or Quad Cane).

3. Repeat this process until every DME and/or Supply item has been entered.
4,

Click Save to finalize.

Note: Values in these dropdowns are managed by the Agency (not HHAeXchange). Contact the Agency Rep-
resentative if a value is not listed.

Clinical E-Docs Page 13 DME/Supplies
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If the Patient already has equipment in their home, use one of the checkboxes in the Equipment In
Home section to specify what equipment they have:

Equipment In Home

[[] Grab Bars ¥ Hospital Bed
[ straight [ quad ‘ M Electric "] Mon-Electric

[] shewer Chair [] walker [ w/c

[] other [ other | Side Rails

Equipment in Home

If the Patient has equipment that is not listed by one of the available checkboxes, use the Other fields to
manually type in the DME/Supply item. Lastly, specify the condition of the Patient’s equipment in the
Condition of Equipment In Home section:

Condition Of Equipment In Home

[] Good Repair [+ used safely [] adjustment Needed On

Condition of Equipment

Clinical E-Docs Page 14 DME/Supplies
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Paraprofessional Supervision

The Paraprofessional Supervision page is used to enter an assessment when a Non-Skilled Caregiver is
assessed or supervised during a visit. Initially, the page consists of two checkboxes, Yes and No. Selecting
Yes generates additional fields, as seen in the image below.

Paraprofessional Supervision

e

“ Paraprofessional Service
o Ha [Jrca [ hsk

[] Private Hire

* Name of Paraprofessicnal [Facob Caniels Name of Second Assigned Paraprofessional [

Complies With Plan Of Care?

M ves O ne
Change In Plan Of Care Needed?

Wi no [ ves
“ patient/Caregiver Satisfied With Service?

M ves [ ne
PERFORMANCE / OBSERVATION

[ Bathing

[) Greoming

Toileting

] Bedpan/Urinal R/ Commode/Toilet (] Incontinence Care
[] Assist Pt with ostomy [] other

(] Ambulation
]

] Bed To Chair [] chair To Bed (] Hoyer Lift
¥ sitting To Standing ] standing To Sitting [] other

[ other Tasks

[ vital Signs: Read & Record

Instructions Provided:

] standard precautions [ when To call 911 [ s/s To Repart To Nurse
] T P R & BP Parameters [] Medication Schedule [] Diet /Meal Preparation
V] Transfer Technigue [ Falls Precautions [] weight Log

[ Use Of DME (Specify) [ seizure Precautions [] Cheking Precautions
[] 02 Precautions [] Performance Of HEP [] other

Paraprofessional Supervision

The fields provided are used to document the Non-Skilled Caregivers Name and designation, their com-
petency performing POC tasks, any instructions provided to them, and their response to instructions. At
the top of the page:

Select To...

Yes complete all required fields before continuing to the next page.

if a supervisor did not assess another Caregiver or complete an
assessment to save and continue.

Clinical E-Docs Page 15 Paraprofessional Supervision
Proprietary and Confidential



(] .
¥ HHAeXchange The Enterprise System

Additional Clinical E-Doc Information

Tip: You can press Ctrl-F on your keyboard to search this topic.

Teaching Provided Field

The Teaching Provided field reoccurs frequently throughout the clinical e-doc and is used to capture
information pertaining to any training provided to the Patient, another Caregiver, or any other individual
associated with the Patient’s care.

Select Yes in this field, which prompts one to specify to whom training was provided, as well as how the
training was received. The free text field may be used to specify the actual training provided to the selec-
ted party(s). In the Comments free text field, record any additional notes or comments on the training

session.
Specify the type of training provided in this free text field.
D Mo
* Teaching Provided: * Teaching Provided To: ] Patient [] caregiver
[] other
* Response to Teaching: W] Understanding Expressed [[] Needs Further Teaching
["] Agreed To Be Compliant [] other

Any additional comments or thoughts may be documented using this free text field.

Comments:

Teaching Provided Field

Bold Values

Many of the values throughout the clinical e-doc display in Bold. Anytime one of these values is selected,
the system generates additional informational/assessment fields.

[7] * Bowel Sounds

Date Of Last BM I

BM Frequency Select [v]

Bold Value NOT SELECTED

¥, Bowel Sounds

[] Present & Active X 4 [ ] Hypoactive [] Hyperactive
[] absent [] Mot Assessed

Date Of Last BM I =

BM Frequency Select ﬂ

Bold Value SELECTED

In most cases, an additional value must be selected to save the information and move to the next page
of the clinical e-doc.

Clinical E-Docs Page 16 Additional Clinical E-Doc Information
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E-Doc Status

The following table provides Status levels for a Clinical e-Doc.

Status Description

In Progress Document has been started but not completed.

Completed All required fields in the document have been completed.

Document is completed by a Clinician and being reviewed by another

Caregiver in Review .
Caregiver.

Office Review (O‘ptlonal‘) Document is completed and being reviewed by the man-
aging Office.

TR ——— (Optional) D'ocument has been approved by the managing Office or the
other Caregiver.

An In Progress status is automatically assigned when beginning a new document.

Clinical Documentation:

Clinical e-Doc: Reassessment no tools (In Progress) H uUpload Clinical Document:

Clinical e-Doc In Progress

Upon completion, a new Status can be assigned to the document (as illustrated in the image).

In Progress
Completed
Caregiver In Review

Office Review

Reviewer Approved

[_sove | sovearrevins JECEERS T G

Select e-Doc Status

Access to Status levels depend on the Agency’s permission setup. Furthermore, once the document is
completed, one can access it again. Consult with your Agencies regarding their internal practices and the
permissions granted to their field staff.

To review the status history of an e-Doc, as well as the user(s) who worked on it, click on the H found in
the Clinical Documentation section of the Visit Info tab:

Clinical Documentation:

& t no tools (Completed) ﬂ—

Clinical e-Doc:

History Link

Clinical E-Docs Page 17 E-Doc Status
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Clinical Document Status History

Date User 0Old Status New Status

03-16-2016 14:00 |DiMuria, Diane Office Review Completed
(dianedimuria)

03-16-2016 14:00 Di!\l'luria., Dia_ne In Progress Office Review

Clinical e-Doc Status History

Clinical E-Docs

Page 18
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Accessing Existing E-Documentation

Complete the following steps to view, edit or remove an existing E-Document.

Step Action

Navigate to the Patient’s Calendar page and locate the appropriate visit. Visits with E-Docu-
mentation are displayed in orange labeled with an “RN” prefix (hyperlink) in the title (as illus-
trated in the image). Click the RN hyperlink to open the Visit Info tab.

Tuesday wed
1 2
1 | (1)|s:14
1 S[7 0500 BN
B: N (01:00) Smit

Dimuria Diane [T
5:1400-1800

B: N

Smith Sally

Existing E-Documentation
On the Visit Info tab, scroll down to the Clinical Documentation section. Existing e-Docs appear

as a link below the field. To edit an existing Clinical e-Doc, click on the link and select Edit Docu-
ment (as seen in the image).

HHAeXchange - Skilled Visit Info
No Data Found.

* New Reason: | --Select - v] Act]

2 New Note:

WYY

Clinical Documentation:

Clinical e-Doc: H Upload

Edit Docu nt
| sove f ciosa J puie |

Editing an Existing Clinical e-Doc

Select the course of action: View, Edit, or Remove Document.

Clinical Documentation:

Clinical e-Doc: RN Revisit (In Progress Upload Clinical Document:
iew Document
.emove Document]

3 Accesing Existing e-Document

I

Select... To...

AUV LA View the existing e-Doc and navigate from section to section.

) Update the existing e-Doc. The Save options become available with this
Edit Document

option. Select Save & Close once all updates are applied.
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Delete the existing e-Doc. A confirmation message prompts one to con-

firm the removal. Removed e-Docs cannot be recovered. Press OK to pro-
ceed or Cancel to abort the action.

Message from webpage

Remove Document

You are attempting to remove a Clinical e-Doc from the visit,
Please be advised that once removed, this e-Doc record will

be deleted and cannot be recovered. Press OK to continue
with removal, or press Cancel to return to the e-Doc,

Cancel

4 |Click the Close to exit the Visit Info tab.
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Viewing a Patient’s Documentation His-

tory

Complete the following steps to view or edit an existing E-Document from the Patient’s Documentation

page.

trated in the image below).

Navigate to the Patient > Documentation page to view a history of e-Docs for a Patient (as illus-

P
B HHAeXchange

Documentation

Patient Info - Active
me: Training Adam
DOB: 01/01/1932

Coordinators: Mary Jones

Notification

Admission ID: FLN-500103
Primary Alt. Patient 1D

Office: Florence Nightingale

)

Messages  Tobo's

&

Open Cases

Patient ID:
Home Phone: 718-999-6545

Languages:

Support Center | Sign Out
Welcome - patsmith (Florence Nightingale)

Contract: Caring Hearts
Address: 1906 80th Street, BROOKLYN,

Clinical Documentation

visitFrompate: [ |7 visitTopate: [ 7 Documentation Type: [4 & Document status: (A1 2

Search Results (10)

Visit Date  |Caregiver Type] [Entry Method MD Order Completed Date Completed By [Last Print Date ‘ ‘
- . 08/02/2018 11:15
oartorz018  [pim (079 [ Revist - et i oo ]
g 07/06/2018 10:25
o12016  |pustinies (1005) o il - et & B oo ]
08/06/2016  |Dimuria Diane (1073) Initial Integrated MD  ||e-Doc Entry Edit|f8s- 162425 In Progress. 05/17/2017 3:31 PM ‘m‘m
08/02/2016  |Dimuria Diane (1073) RN Revisit e-Doc Entry Edit| In Progress. ‘El‘
05/01/2016  |pimuria Dione (1073) e il e-Doc Entry i in Progress | - ]
05/10/2016  |Austin Mies (1005) [ niial Integrated MD. ||e-Doc Entry egiflos-1azs08 [improgress BED
05/19/2015  [pustin s (1005)  [Rn R oo Entry i i progress osi2s72037 150 o 3 [
1oz urse (1058) e-Doc Entry i Completed [11/24/2015 3:04 P11 07062037 105 o 3 [
1 [ ; S— 7 120672017 12735
os/0sr2015 Nurse (1055) [— edit Completed [06/22/2017 12:45 P B BEn
05/12/2015  |Amazing furse (1056) <-poc Entry edit Completed [02/19/2016 10:44 A ™ os/oe/2015 245 v ) [

Patient Documentation Page

Locate the specific e-Doc for a visit and click the Edit (hyperlink) under the Entry Method column.
Select View Document to view the document or Edit Document to edit.

Clinical Documentation

Visit From Date: : =

Doc Type: |4

4 A A

Search Results (10)

Visit Date  |Caregiver Documentation Entry Method MD Order Document  |Complet. |
Type Status
02/10/2018 |Dimuria Diane (1073)  |RN Revisit e-Doc Entry Edit| In Progress
[ ul
[view Document
08/13/2016 |Austin Miles (1005) RM Initial e-Dof|[Edit Document Office Review

View or Edit Patient E-Doc

To...

View the existing e-Doc and navigate from section to section.
Update the existing e-Doc. The Save options become available with this
option. Select Save & Close once all updates are applied.

o L omeerer oo | oo |

Edit Document

Clinical E-Docs

Page 21 Viewing a Patient’s Documentation History

Proprietary and Confidential



(] .
¥ HHAeXchange The Enterprise System

Clinical E-Docs Page 22 Viewing a Patient’s Documentation History
Proprietary and Confidential



(] .
¥ HHAeXchange The Enterprise System

Document Status Tracking

Providers can update the status of a document directly on the Patient Documentation page (Patient >
Documentation) by selecting a status from the Document Status column, as seen in the following image.

Patient Info - Active

Name: Pandeyy Sushantt Admission 10: £XQ-$00020588537857 Patient 10: Contraet: A8Demo & Contras
Solution, A -
Contract?, .
©O0B: 03/03/2018 Primary Alt. Patient 1D: Home Phone: Address: 8700,
Coordinators: RANI WALKER Offices Excellence QA Team Languages:

Clinical Documentation

Visit From Date: m wisit To Dater o P —| Document statuss [F—————¥]

Search Results (15)

Documentation Type Entry Method MD Order Completed By Last Print Date
&-Doe Entry Edt x| o |
&-Doe Entry Edt 06/29/2021 9:27 AM B3
&-Doc Entry Eat 06/21/2021 10539 AM ] v |
&-Doc Entry Edt ] e |
Forms-uiider x| orine |
Forms-Builder Edit (x] o-et |
Forms-Builder Edit ] o-et |
Focme-Build nEry |

Patient Documentation: Document Status
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Accessing the Integrated MD Order from
the Patient Profile

When an integrated MD Order is created from an eDocg, it also appears in the Patient MD Orders page
(Patient > MID Order). Fields that were disabled on the integrated MD Order when accessed from the
assessment are disabled when accessed from the Patient MD Orders page. Any modifications to these
fields must be made from the assessment to ensure consistency between the documents.

Patient MD Order

1111111

::::::

Patient MD Order Page
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Integrated MD Orders

Tip: You can press Ctrl-F on your keyboard to search this topic.

Assessment and Reassessment eDocs can be integrated with an MD Order to reduce duplicate doc-
umentation. As nurses complete their Patient visit assessments, they have the option to create an MD
Order directly from within the eDoc. The assessment entered in the eDoc then flows into the MD Order.
After the integrated MD Order is created, information continues to flow as the assessment is edited.

Note: HHAX does not support MD Order integration with revisits (such as post-hospitalization follow-ups).

New MD Order Tabs via eDocs

On the eDoc page (Patient > Calendar > Visit Info), the following five new tabs are now available to
integrate newly entered information into an integrated MD Order: Certification, MD Order-Demo-
graphics, MD Order-Others, MD Order-Order/Goal, and Review MD Order (as seen in the image below).
Each of these tabs is covered in sections below.

V'3 00 Vital Signs Neuro/EENT/Psych Cardiovascular/Pulmonary GI/GU/Reproductive Musculoskeletal/PV/Pain Endocrine Hemat ietic Nutrition Medication

DME/Supplies Paraprofessional Supervision Narrative| Certification MD Order - Demographics MD Order - Others MD Order - Order/Goal Review MD Order

New eDoc MD Order Tabs

MD Order: Certification Period

As for all MD Orders, a Certification Period is required. When creating an MD Order via eDocs (Cer-
tification tab), a Certification Period can be created directly (click Add to apply a new one) or an existing
Certification Period can be selected from this page.

Certification Period m
* Gentification perod:

Creating a Certification Period

To create a Certification Period, enter the Start Date and End Date fields (required, as denoted by the
red asterisk) on the Patient Certification window.

Entering a Patient Certification

Clinical E-Docs Page 25 Integrated MD Orders
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Consequently, the new MD Order tabs on the eDoc assessment are enabled and values from the assess-
ment populate the MD Order.

MD Order-Demographics Tab

The MD Order-Demographics tab is available on the eDoc assessment (Patient > Calendar > Visit Info) as
part of the Integrated MD Order feature. Nurses can enter information as needed via the eDoc assess-
ment functionality. Details on this tab are pulled in from the Patient Profile when the integrated MD
Order is created.

Visit Info Vital Signs Neuro/EENT/Psych Cardiovascular/Pulmonary GI/GU/Reproductive Musculoskeletal/PV/Pain Endocrine Hematopoietic Nutrition Integument Medication

DME/Supplies Paraprofessional Supervision Narrative Certification [LDLTIEORNESRETENTITEY MD Order - Others MD Order - Order/Goal Review MD Order

MD Order - Demographics

3.Cert. Period # 1 (08/31/2020 - 05/29/2020) 4.MR # : 9000205985385363
5.Provider # : NPOZ 6.Patient Details : Evans Valeri, LONG ISLAND CITY,NY,11101
. . Excellence QA - ML, 978 Point Street ,1533 Brentwood Drive
7.Providers Detail : . . 8.Date Of Birth :
Austin,NY,075452123 KRR R

9.5ex : Female
11.Primary Dx
Sr ICD Code Description Date Date Type Historical as of  Ident. During m
#.
12.Surgical Procedures
Sr ICD Code Description Surgery Date
P [ naa |
13.0ther Pertinent Diagnosis
Sr ICD Code Description Date Date Type Historical as of  Ident. During m
#.
17.Allergies : [No Known Allergies |
23.Nurse's signature : 24.Physician Name and Address :

* Nurse : | --Select— ~ pate: [ | * Physician Name : | 10 phyit v

Physician Address : [ sajzct. v

25.Date HHA Received Signed POC :

=3 T e

eDocs: MD Order-Demographics Tab

MD Order-Others Tab

Details on the integrated MD Order—Others tab are populated based on details entered via the eDoc
assessment. To ensure the consistency of information between the two documents, any value that is
present on the eDoc assessment is disabled on the integrated MD Order (even if not selected in the e-
Doc assessment). The nurse must always go back to the eDoc assessment to modify any MD Order value
that is disabled.

Clinical E-Docs Page 26 MD Order—Demographics Tab
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eDocs: MD Order- Others Tab

For example, documenting the Prognosis on the Narrative tab of the eDoc, the same value is added to
the MD Order.

Prognosis:
] Poor ] Guarded J Fair
Good [ Excellent

MD-Orders-Others Tab: Prognosis Section

On the MD Order, the fields are all disabled because the Prognosis section is updated via the eDoc
assessment.

20. Prognosis

Excellent Fair Good

Guarded Poor

MD-Orders Tab: Prognosis Section

MD Orders-Order/Goal Tab

As with the MD Orders-Others tab, details in the MD Order-Order/Goal tab are populated based on the
information entered in the eDoc assessment. Any Order/Goal values that are present on the eDoc assess-
ment are disabled on the integrated MD Order (even if not selected).

P Qs - e/ Gont

eDocs: MD Order-Order/Goal Tab

Note: Any custom-created sections on the MD Order-Order/Goal tab are available on the integrated MD Order;
however, information does not flow from the eDoc assessment.
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Integrated MD Orders and Goals Configuration

Providers can turn off the Orders/Goals mapping for Integrated MD Orders (primarily a configuration for
LHCSAs) via the Agency Profile (Admin > Agency Profile). To disable the Orders/Goals integration with
the eDoc, select the Turn off Orders and Goals Integration checkbox, as seen in the following image.

Agency Info

General

*Agency Name: | Excellence QA - ML |

* Agency Code: |QA123

Medication Interaction Severity Types: | Major and Higher A

Turn off Orders and Goals Integration: @

Required Fields ()

0 2 0202080V FIFFFI o 0de

Agency Profile: Turn Off Orders and Goals Integration Checkbox

When this configuration is selected at the Agency level, the information from the eDoc does not sync to
the Order/Goal tab of the MD Order, as seen in the following image.

Physician Order (MD Order)

Admission ID: 133-0000205985
Print Date:

[ Demographics ‘ L

386173 Patient Name: Evans Abe

SentDate: [ |7

Medications | Other

BB - [

MSW H Aide ‘ Other

Patient is DNR

[) Cardiovascular/Pulmonary

BIPAP

cPAP
Tracheostomy:
Oxygen:

Ventilator:

B et

Frequency: + Frequency will be specified in units. 1 hour is 1 unit. 30 minutes is
Range  From To Amount Frequency Ouration Type
) Standard

Patient Assessed For Palliative Care: Not Needed

Certification Period: (10/01/2020 - 10/30/2020
Signed Date: A wu
Ordar/Goal [ Review MD Order

s 0.50 units.

Hours

Refused

VIV ISV IIFIIFIIIFIIVIIIFIIFIIIY.

Dates

MD Order: Order/Goal Tab
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Integration of Medications on the MD
Order

Because the Medications tab on the MD Order and the eDoc assessment are so closely matched, only
one version exists in the integrated MD Order. The Medications tab on the eDoc assessment continues
to be available and syncs to the Review tab on the integrated MD Order.

The Medications tab on the eDoc assessment syncs to the MD Order Review tab, even after the MD
Order is created. This behavior differs from what happens when a medication is added or edited in the
Patient Profile after creation of the MD Order, in which case the modifications do not sync.

As stated previously, when a Patient’s medication is added, edited, discontinued, or deleted in the eDoc
or MD Order, the change syncs displaying in the Patient Med Profile page (Patient > Med Profile). When
a medication is changed to a different one, then the new medication information replaces the older one.
If deleted, then the medication is deleted from the Med Profile.

Note: Information only syncs from the Patient’s Med Profile to the eDoc/MD Order one time; when created. If
information is added or changed on the Patient’s Med Profile (after the eDoc or the MD Order is created), then it
does not sync to either the eDoc or MD Order.

Standardize Med Profile in MD Orders

Several columns on the Patient MD Order (Patient > MID Orders) in the Medication and Review MD
Order tabs provide better visibility for a physician or nurse to view to include a Comments column in the
Medication tab as seen in the following image.

[Physician Order (MD Order)
Admission ID: £XQ-200020535537657 Patient Name: Pandeyy Sushantt Certification Period: (08/31/2021 - 08/28/2021)
Print Date: 10/01/2021 Clear Sent Date: ] Signed Date: =

‘Other H order/Goal H Review MD Order

Dose Amount Form Route Frequency
250 MG 1 TABLET ORAL
100 MG TABLET ORAL
250 MG CAPSULE ORAL

325 MG
325 MG
500 MG
VITAMIN B COMPLEX + C 50 mg

TABLET ORAL
TABLET ORAL

D:
D:
TABLET ORAL Daily
D:
M
D;

tablet test route

Patient MD Order: Medication Tab, Comments Column

Amount, Form, and Comments columns have been added to the Review MD Order tab, as seen below.

Clinical E-Docs Page 29 Integration of Medications on the MD Order
Proprietary and Confidential



(] .
¥ HHAeXchange The Enterprise System

Physician Order (MD Order)

Admission ID: EXQ-300020535537657 Patient Name: Pandeyy Sushantt Certification Period: (05/31/2021 - 03/23/2021)
Print Date: 10/01/2021 Clear sentoate: [ |74 signed Date:
[ icati Il Other Il Order/Goal
1.Patient’s HI Claim No : 2.50¢ # : [cz/on/a01s 3.Cert. Period # : (08/21/2021 - 09/29/2021)
AMR# : 200020598537657 5.Provider # : 987654321 6.Patient Details : Pandeyy Sushantt, BROOKLYN, NY,11213
7.Providers Detail : Excellence OA - ML, 1698 E Washington 1116 kear Rd  8.Date Of Birth : 03/01/2018 9.5ex : Male
MONTICELLO,FL, 323445566
10.Medications
Medication Dose Amount Form Frequency Route Comments status
crro 250 M6 1 TaBLET Dally oRaL comment on the medication New
1BUPROFEN 100 MG 1 TABLET Daily ORAL New
KEFLEX 250 MG 1 CAPSULE Daily ORAL new comment New
TLENOL 32516 1 TABLET Dally ORAL New
TYLENOL 25 M6 1 TABLET Daily ORAL New
TYLENOL XSTR 500 MG 1 TABLET Monthly ORAL New
VITAMIN B COMPLEX + C 50 mg 1 tablet Daily test route New

Patient MD Order: Review MD Order Tab, Amount, Form, and Comments Column
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Modifications to the MD Order Con-
figuration

Several sections of the MD Order are configurable such as DME and Supplies, Nutritional
Requirements, and Safety Measures. The system uses exact (matching) text for the information to flow
from the eDoc assessment to the MD Order in these sections.

Values that have been previously created, can now be inactivated in the Office Option Setup section of
the Edit Office page (Admin > Office Setup > Office Edit). Therefore, a field that does not match a cor-
responding field in the assessment, can now be inactivated and replaced with a label that does match.

For example, in the following image, “Rails” is inactivated and replaced with “Side Rails”. Once saved,
the custom MD Order field matches the text on the eDoc assessment DME and Supplies tab.

Office Option Setup

Field: [Clinical OME and Supphies v | ([l
Search Results (9) m

Description Status

Other Active

Side Rails Active
Rails Inactive

Office Option Setup
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