DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 
ENTRANCE CONFERENCE WORKSHEET 
ELECTRONIC HEALTH RECORD (EHR) INFORMATION 
Please provide the following information to the survey team before the end of the first day of survey. 
	Provide specific instructions on where and how surveyors can access the following information in the EHR (or in the hard copy if using split EHR and hard copy system) for the initial pool record review process.  Surveyors require the same access staff members have to residents’ EHRs in a read-only format. 

	Example:  Medications 
	EHR:  Orders – Reports – Administration Record – eMAR – Confirm date range – Run Report 

	Example:  Hospitalization 
	EHR:  Census (will show in/out of facility 
 
MDS (will show discharge MDS) 
 
Prog Note – View All – Custom – Create Date Range – Enter time period leading up to hospitalization – Save (will show where and why resident was sent) 

	 
1.  Pressure Ulcers 
	 
· EHR – Full Clinical/Body Observation – resident – observations – view observation history – confirm  date range - search 
· EHR – Braden Scale with Score – resident – observations – view observation history – confirm date range – search 
· EHR – Wound Care Notes – resident – resident documents – wound care notes 
· EHR – Physician Progress Notes – resident – progress notes – search progress notes – confirm date range – check “Physician” and/or “NP” – search 
· EHR – Resident Notes – resident – resident documents – Resident Notes – Physician Name-Progress Notes
· EHR – Treatment Orders – resident – orders (current); resident – orders – search order history – confirm date range – check “include active orders” – page through at bottom for history 
· EHR – MDS – resident – RAI – MDS 3.0 reports – print MDS 3.0 Assessment – Report – Choose desired Assessment – Print – Select sections wish to be viewed – Report 
· EHR – Care Plan – resident – RAI – Care Planning – Report 
· EHR – Wound Management – resident – Wound Management
 

	 
2. Dialysis 
	 
· EHR – Orders – resident – orders (current); resident – orders – search order history – confirm date range – check “include active orders” – page through at bottom for history 
· EHR – Documents – resident – resident documents - Dialysis 
· EHR –  MDS – resident – RAI – MDS 3.0 reports – print MDS 3.0 Assessment – Report – Choose desired Assessment – Print – Select sections wish to be viewed – Report 
· EHR – Care Plan – resident – RAI – Care Planning – Report 
· Paper – Dialysis Logs/Notes – Dialysis Unit Maintains 

	3.  Infections
	• 
	EHR – Medication Orders - resident – orders (current); resident – orders – search order history – confirm date range – check “include active orders” – page through at bottom for history 

	
	• 
	EHR – Progress Notes – resident – progress notes – view progress note history – confirm date range – choose desired notes (all, nurses, physician, NP, etc.) – search 

	
	• 
	Infectious Disease/Clinic Notes – resident – resident documents – physician notes (May not be applicable)

	
	• 
	EHR – MDS – resident – RAI – MDS 3.0 reports – print MDS 3.0 Assessment – Report – Choose desired Assessment – Print – Select sections wish to be viewed – Report 

	
	• 
	EHR – Care Plan – resident – RAI – Care Planning – Report 

	
	• 
 
	Paper – Infection Control Logs – Infection Control Coordinator’s office 

	 
4. Nutrition 
	• 

•

•
	 EHR – Nutritional Observation – resident – observations  – view observation history – confirm date range – search
EHR – Nutrition at Risk– resident – observations  – view observation history – confirm date range – search
EHR – Tube Feeding Referal – resident – resident documents – Dietary

	
	• 
	EHR – Progress Notes – resident – progress notes – view progress note history – confirm date range – choose dietary) – search 

	
	• 
	EHR – Diet Orders - resident – orders (current); resident – orders – search order history – confirm date range – check “include active orders” – page through at bottom for history 

	
	• 
	EHR – MDS – resident – RAI – MDS 3.0 reports – print MDS 3.0 Assessment – Report – Choose desired Assessment – Print – Select sections wish to be viewed – Report 

	
	• 
 
	EHR – Care Plan – resident – RAI – Care Planning – Report 

	 
5. Falls 
	• 
	EHR – Progress Notes – resident – progress notes – view progress note history – confirm date range  – search 

	
	• 
	EHR – Fall Risk Observation (1) – resident – observations – view observation history – confirm  date range - search 

	
	• 
	EHR – MDS – resident – RAI – MDS 3.0 reports – print MDS 3.0 Assessment – Report – Choose desired Assessment – Print – Select sections wish to be viewed – Report 

	
	• 
	EHR – Care Plan – resident – RAI – Care Planning – Report 

	
	• 
 
	Paper – Reportable Incidents – Administrator’s Office 


	 
6. ADL status 
	• 
	 
EHR – ADL Functional Analysis  - resident – observations  – view observation history – confirm date range – search 

	
	• 
	EHR – MDS – resident – RAI – MDS 3.0 reports – print MDS 3.0 Assessment – Report – Choose desired Assessment – Print – Select sections wish to be viewed – Report 

	
	• 
 
	EHR – Care Plan – resident – RAI – Care Planning – Report 

	7. Bowel and Bladder
	• 
	EHR – Bladder Observation & Bowel Observattion  – resident – observations – view observation history – confirm  date range - search 

	
	• 
	EHR – Orders -  resident – orders (current); resident – orders – search order history – confirm date range – check “include active orders” – page through at bottom for history 

	
	• 
	EHR – Progress Notes – resident – progress notes – view progress note history – confirm date range  – search 

	
	• 
	EHR – MDS – resident – RAI – MDS 3.0 reports – print MDS 3.0 Assessment – Report – Choose desired Assessment – Print – Select sections wish to be viewed – Report 

	
	• 
	EHR – Care Plan – resident – RAI – Care Planning – Report 

	 
8. Hospitalization 
	• 
	 
EHR – Resident Census – resident – census 

	
	• 
	EHR – Progress Notes – resident – progress notes – view progress note history – confirm date range  – search 
EHR – Discharge Nurses Notes – resident – observations – view observation history – confirm date range – search

	
	• 
 
	EHR – MDS – resident – RAI – MDS 3.0 reports – print MDS 3.0 Assessment – Report – Choose desired Assessment – Print – Select sections wish to be viewed – Report 

	 
9. Elopement 
	• 
	 
EHR – Elopement Risk Observation (1)  – resident – observations – view observation history – confirm  date range - search 

	
	• 
	EHR – MDS – resident – RAI – MDS 3.0 reports – print MDS 3.0 Assessment – Report – Choose desired Assessment – Print – Select sections wish to be viewed – Report 

	
	• 
 
	EHR – Care Plan – resident – RAI – Care Planning – Report 

	 
10. Change of condition 
	• 
	
EHR – Progress Notes – resident – progress notes – view progress note history – confirm date range  – search

	
	• 
	EHR – Orders - resident – orders (current); resident – orders – search order history – confirm date range – check “include active orders” – page through at bottom for history 

	
	• 
	EHR – MDS – resident – RAI – MDS 3.0 reports – print MDS 3.0 Assessment – Report – Choose desired Assessment – Print – Select sections wish to be viewed – Report 

	
	• 
 
	EHR – Care Plan – resident – RAI – Care Planning – Report 

	 
11. Medications 
	• 
 
	 
EHR – Orders - resident – orders (current); resident – orders – search order history – confirm date range – check “include active orders” – page through at bottom for history 

	12. Diagnoses 
	• 
 
	EHR – Face Sheet – resident – face sheet 

	 
13. PASARR 
	• 
	 
EHR – PASARR - resident – resident documents – background information
 

	 
14. Advance Directives 
	
• 
	
 EHR – POA, Guardian, DNR, POLST, etc. – resident – resident documents – advance directives 

	
15. Hospice 
	• 
	 
Paper – Hospice Contracts – Administrator’s Office 

	
	• 
	Paper – Hospice Assessments/Charting – Binder at nurse’s station 
EHR -  Hospice Assements/Charting  - resident – resident documents – hospice/palliative 

	
	• 
	EHR – Physician Orders - resident – orders (current); resident – orders – search order history – confirm date range – check “include active orders” – page through at bottom for history 

	
	• 
	EHR – MDS – resident – RAI – MDS 3.0 reports – print MDS 3.0 Assessment – Report – Choose desired Assessment – Print – Select sections wish to be viewed – Report 

	
	• 
	EHR – Care Plan – resident – RAI – Care Planning – Report 


 
Please provide name and contact information for IT and back-up IT for questions: 
IT Name and Contact Info:   Jeff Tolley - 708-798-0651
IT Name and Contact Info:   Tori Gawlinksi - 708-384-4947
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