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INTRODUCTION

THANK YOU FOR BECOMING AN AVATAR SUPER USER.

What you learn as a Super User will not just benefit your team(s) but will also benefit your own use of
Avatar. The Avatar Team’s support for you as a Super User begins with classroom training and continues
with monthly web and in person meetings. These monthly meetings are the forum to ask questions,
make suggestions, hear about changes to Avatar and listen to your counterparts at other clinics and
teams.

WHAT IS EXPECTED OF YOU AS AN AVATAR SUPER USER?

e If you are available, you will help other Avatar users at your location with common problems
they encounter using Avatar.

e Apply some trouble-shooting skills to determine if a problem is with Avatar, a computer or
network, or with the user’s understanding of the application.

e [f you can’t solve a problem, submit a Help Desk ticket.

e If a co-worker needs coaching on how to finish a task in Avatar, provide some coaching.

e If a co-workers need more training/coaching than you are able to provide, contact the Avatar
team to take over.

e Contact the Avatar team to report bugs and pass along suggestions for improvements.

HELP DESK

As a Super User, you are not expected to know all the answers. If you can’t assist someone who needs
help, contact the ISD Help Desk, and they will help you. You can then help your fellow employee. (This is
how you will build your knowledge base over time.) If the situation is urgent, say so and you will get
priority.

Phone number: 650-573-3400
eMail: ISDHelpDesk@co.sanmateo.ca.us

WHAT IF | CANNOT SOLVE AN ERROR/PROBLEM?

Many of the questions for Super Users will be along the line of “I knew how to do XYZ with a paper form
but how do | do it now?” Many of those questions can be answered based on what we used to do on
paper.

Let’s look at an example — A clinician provides consultation to a Telecare Full Service Partnership Adult
team about a Client they are treating. Where will the Clinician document her consultation? If the Client
were being treated by another County Clinic team, the Clinician would document to that team’s chart.
However, because the Client’s team is a contracted provider, in the paper system, the choice would be
an episode quick open/close. The same answer is true for Avatar.
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When the question goes beyond your knowledge and/or time, the suggestions below will assist the ISD
Help Desk to troubleshoot the issue.

e If there is an error message, write down the message and error number (if available) so the Help
Desk can better assist you.
OR

e Take a screen shot and paste it in a Word document.

0 Pressing [Print Screen] takes a picture of the entire computer screen.

O Pressing [Alt]+[Print Screen] takes a picture of the window/message/dialog box in the
foreground.

0 Switch to a Word document and paste the picture ([Ctrl]+[V]) in the document. Add any
information to the Word document that might help with troubleshooting, such as
describing what the user was doing just before the error occurred.

0 Save the Word document.

0 Email the Word document as an attachment in GroupWise to the ISD Help Desk.

e For other errors/problems, provide the following:

0 Client Number

0 Date of Service

O Program

0 Any other information you think might be helpful.

BILLING ISSUES

o Refer users to MIS.
0 Includes Financial Eligibility and UMDAP.
0 Admins are able to correct some Progress Note errors. Check the section on Error
Correction for instructions.
0 Includes erroneous Progress Notes where the client or the episode number is incorrect
or if the billing system has closed for the month.

COMMON PROBLEMS

Login Issue - Forgot Password
User will call the ISD Help Desk to re-set their password.

Login Issue - Password doesn’t work!
Check the Internet Explorer Address/URL. For the LIVE system it must be:
http://svmidl/ntst/radplus/

If anything else appears in the Address box, the user is trying to log in to the wrong system. The
address should look like the one in the image below:

/= RADplus Client - - Windawe Internet Explorer

& | http: fisvmidl fnkstfradplus/

2 Super User Guide


http://svmid1/ntst/radplus/

If the address is correct, check that the user is entering the password correctly.

0 Passwords are Case Sensitive. Is Caps Lock on or off?

0 Did the person recently re-set their password?
If you and the user are unable to figure it out after two tries, ask the user to call the ISD Help
Desk to get their password reset.

The password for the Live system is not the same as for the Training system; users should
receive a new temporary password via email. If not, contact the Help Desk.
0 Users are required to enter a new password immediately upon signing on with the
temporary password.
0 An Avatar password must be a minimum of 8 characters, at least one alpha character and
at least one number.
0 Passwords are case sensitive.
0 System Code (LIVE) must be in upper case.

Login Issue - Gray Screen on Login
Symptoms: User reports that after log on all the icons are grayed out.

The most common reason for the problem is that an Avatar Message Box opened that
requires a response before Avatar can finish logging in.

Fix: Ask user to maximize the Avatar window. When they do that, they should see a
Message Box displayed — normally it’s a notification that they have a new To Do item in
their list. Once they respond to the Message Box, they will be logged on to Avatar
normally.

If the above does not work, check the computer’s screen resolution. If the resolution is
low (print and icons appear larger), the message box may not display. To check the
screen resolution, follow these steps:

From the desktop, right click and select Properties

Click on the Settings tab

Screen resolution should be at least 1024 x 768

If you change the screen resolution, click on the command button Apply then OK

O O OO

The symptom can also appear if the user already has an Avatar session open. Avatar does
not allow more than one session for a user on the same computer.

Performance - Avatar screen appears frozen OR Screen locked up

Symptoms: Avatar appears unresponsive when trying to type or mouse click. Unresponsive
should generally mean at least three (3) minutes when the user is unable to type or operate the
system.
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e Did the user close the window with the red Close [ button?

e Isthere a message box hiding behind the current window? Use Alt+TAB to scroll through
open windows on your computer. If so, have the user respond to the message; that may
unlock the screen.

e Did the user click the Get Signature button? This will lock the screen if a Signature Pad is not
connected to the computer.

e Saving some forms and running some reports takes a long time. If the screen is unresponsive
for less than 2 minutes, wait another minute before deciding it’s an error.

Fix: There are several possible solutions.

e Hidden dialog/message box
User presses [alt] + [tab] keys and they will see the next screen or program open. If an
Avatar dialog box displays, respond to the prompt.

e Report run time
User should let report run. They may minimize the window and choose another Avatar
activity, or work with a different Windows application. They should not use the red 'x' to
close the application before the report completes.

e Slow System
ISD Help Desk should check user volume. If it is heavy then the user may need to wait 3-5
minutes. If the user can repeat their action at the end or beginning of the day they
should be able to save or proceed within a few seconds.

Clear an Avatar Field
Symptoms: User has made an entry in an Avatar field by mistake and can't clear it.

Fix: Press F5 to clear Avatar Radio Buttons, check boxes, drop down lists and Process
Search fields

Avatar "New To-Do List Item" made my document disappear.

Symptoms: User is working on an Avatar document. Without warning, the document disappears
and a message box displays notifying the user that they have a new TO DO List item. After the
user clears the message box, how do they get back to the document they were working on?

Fix: When the To Do List notification popped up, the user's Avatar document was
minimized. The user should look in the MS-Windows task bar at the bottom of the screen
for items opened to AVPMLIVE. If they click on the AVPMLIVE entry in the task bar, their
document will re-appear.

TO DO List items don’t show up on my list
Symptoms: User reports they are not receiving to-do items even though someone tells them
they've sent the user a document to review.

FiIX: When a clinical document is saved as DRAFT, it does NOT send a TO DO item. Only when a
document is finalized will the TO DO item be sent.
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I Can’t Find My Client Using the Select Client Screen

e Be sure the user enters the name using the correct format (no space between the comma
and the Firstname):
LASTNAME, FIRSTNAME
e From the Select Client Screen, use one of the Alternate Lookup Methods on the right hand
side of the window. You may select to look for a client using a Social Security Number, Alias
or Soundex. (Soundex will locate names that sound similar to the name the user enters. This
is helpful in locating names where the user is unsure of the spelling.)

5 Select Client

Client Narne,/1D# Alternate Lookup

Alternate Lookup Type

Select Client NameD# Search

Social Security Number (6) - |

Social Security Number (6)
Facility Chart Number (148}
Alias (206)

Unigue Client ID (7777)
Soundex (10111}

Claim Number (30005}

e Athird option is to use the more detailed Select Client screen, which you can access via
Avatar PM—Client Management—Episode Management—Call Intake. From this screen you
can look up a client using a combination of criteria shown in the screen shot below:

Select Client
il

Identification Sex
Last Mame | First Mame O Male
Social Security # Date of Birth ' Female
Assigned ID Alias @ Unknown
| Search | | Clear | [ WiewclientPicture | [ view Episades |
lnt‘Scnre |Name |ID ‘Date OF Birth |5ntial Security NumHEIient's Home Phnne‘nlias Family Number

The fields are full or partial Last Name and/or First Name, Sex, Social Security Number, Date of
Birth, MH ID (Assigned ID) and Alias.

Problems with Process Search Fields

Symptoms: User entered the Service Charge Code, but Avatar keeps indicating the field is
missing when s/he clicks Final.

Fix: The User must click the Process Search button to generate a response to the information
entered in the Service Charge Code text field then click OK to place the response in the blue bar.
Only then does Avatar recognize that the information is entered in the field.
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VPMCONY, (LIVE) - TULIP,TED (000930039)/BHRS Qutpatient Progress Note

Eile Edit Favaorites Awatar PM Avatar WS Avatar MSO
" 2 %
| e B n & &8 !
|[ TULIP,TED (000930039) Episode: 1 |
I e | Language and Other Information | The response to
Progress Mote For Draf/Final licking the P
() Existing Senvice () Existing Appointrerit ) Draft ® Final - clicking € Frocess
(2 Independent Mote ® hlew Service Search button must
Date Of Service appear here.
4/26/2010 | [ Today | [ Yesterday =
Sewice Charge Code
|g /
—
=

| Process Search H

Service Program
Service Duration (in minutes)
Mote Addresses Which Existing

Mote Type

= AVPMCONV {LIVE) - Error

The following fields are missing:
Service Charge Code

User To Send Co-Sign To Do Herf

Spell Check is Not Catching My Typos

Itis likely that a setting needs to be changed in My Preferences.

°
@ My Appointrents -
in the Tasks Frame on the left e oous SNSRI Priver Fonts [ Startup |
@ My Applications
side of the Avatar Homepage., [/ reoe: Spel Checker
& b My Preferences
@ Iy Courses ) Use Standard Spell Checker
@ Logoff
e Check the Always Check ]@ Use Microsoft Word Spell Checker

Click the My Preferences link

Spelling from Start of Text
checkbox. (It is also
recommended to use the
Microsoft Word Spell Checker. :
If the user stored special
terms in Word’s dictionary,
Avatar will recognize those
special terms.)

2585 My Preferences
® Select Client

My Caseloa ' (5)
@ TESTEIGHT,TI
@ TESTFOUR, TEST (N

® TESTOME, TEST (000928
M TECToRWER TECST (DI2ET
My Session

[

[v] Always check spelling from start of text.

NOTE: [F7] is the universal shortcut key for spell check. Right-clicking in a text field displays a
popup menu containing the Spell Check command.
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Multiple Entry Table Issues

When you want to make an entry in the table, you add a new row to the table and then
complete the related data fields below the table. This populates the rows in the table.

ADD, EDIT, AND DELETE ENTRIES IN THE TABLE
e Add a Row: Click the Add New Item button.

e Edit a Row: Select a row you wish to edit and click the Edit Selected Item button. The related
fields below the table become populated with information from the row you selected and
you can make changes directly in the fields.

e Delete a Row from the Table: Click a row to select it and then click the Delete Selected Item
button to remove a row from the table.

ComMMON MULTIPLE ENTRY TABLE MISTAKES

A common mistake when using a multiple entry table is forgetting to click the Add New Item
button before starting to fill out fields for additional entries. If you enter new data without
adding a new row, the new data you enter overwrites existing information in the active
(highlighted) row in the table.

Another mistake is to leave blank rows in the table. (A possible reason for this might be double-
clicking the Add New Item button.) When the user tries to submit the window, an error message
displays. The blank row(s) must be deleted before the form can be saved.

How Do You FIND THE DRAFT OF ANY DOCUMENT?

1. Access the command that generates the document, such as Adult Admission Assessment,
Treatment Plan, or BHRS Client Treatment and Recovery Plan.

2. Inthe Pre-Display screen, click the Edit button at the bottom of the screen to open the draft
document.
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MANAGING YOUR TO-DO LisT
What triggers To-Do list pop-ups?

e Send Notifications

e Saving a Progress Note, Assessment or Treatment Plan as DRAFT

e Assigning a Clinician as Primary Therapist or Primary Psychiatrist

e Saving a document as “Pending Approval” sends a To-Do list item to the supervising Clinician

e Selecting yourself or another Clinician for notification on an Avatar form; for example, the
notification from the Transfer/Discharge form.

As discussed in the previous section (Common Problems), when a user receives a To-Do list notification, if
s/he is working on an Avatar document or form, the document/form will minimize. Users must respond
to the notification before returning to the document s/he was working on.

Clearing To-Do list items
e Manual method — To-Do list entries can always be cleared manually. Many of them have to be
cleared manually. These types of To Do list items include Notifications received using Send

Notifications or Transfer/Discharge. Users also have to manually clear To Do list items from any
Assessment (e.g. Diagnosis, CA/LOCUS, Admission, Annual, Special, etc.)

MARK A To-Do ITEM As REVIEWED AND COMPLETED (REMOVE FROM To-Do LisT)

The Review To-Do Item report provides detail on the item that requires attention, as shown in
the following figure. Choose from one of the two options below:

Click the Close icon to keep the item on When you are ready to remove the item from your To Do list,
your To-Do List to review later. click the Reviewed checkbox and click the Submit icon to mark
the item as reviewed and remove it from vour To-Do List.

L AVPMTEST (SAMPLE) - APPLE,ADAM (000000390)/Rev ew To Do [tem

File Edt Favorites Awatar PM Awabar OWS Help
= —— 1. . L -
L = Page 1 of 1 [ > L S 7 o
= E
| Review To Do ltem |
To Do Information
Date Sent : 08/20/2009 7
Time Sent : 09:33 AM
Sent By i TEMPORARY 3TSTEM MMINISTEATOR
Optiomn : BHRE Client Tp#atment and Recovery Plan
EHES Client Trea t and Recowery Plan 'Treatment and Recowery Plan' Is Due For Rewiew
’S:F,?/I)D ltem to Reviewed | ,W
Reviewed
I‘L Optiok |
Complete
Chart Review
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e Automatic clearing — If you open and Finalize a Treatment Plan, Progress Note, or Co-Sign a
Progress Note from the To-Do list entry, the entry will be automatically removed from your To-Do
list once you refresh it. Instructions on opening a document from a To-Do list entry are in the
following section.

Use To-Do List item to open documents quickly
The illustration below shows two documents in DRAFT status — a Treatment Plan and a Diagnosis. If the
To Do Notifications did not exist, the standard method to open the draft documents would be to select

the Client, open the document type from the menus or My Favorites and then select the correct episode.

Use the To-Do list entry to avoid those steps.

o= = Sent: Wednesday August 18, 2010

¢ b Sent: Wednesday August 25, 2010
» 0324 PM BHRS Client Treatment and Recovery Plan TEST TESTOMNE (000230000) Draft BHRS Client Treatment and Recovery Plan
» 03:56 PM BHRS Diagnosis TEST TESTOME (000930000) Mo Outgaoing Comments Filed, Sent By: LORRIE SHEETS in Draft stakus

o= = Sent; Wednesday September 1, 2010

From the To-Do list, right click on the entry listing the document left in Draft status. In the illustration
below, the user selected the BHRS Diagnosis for TEST TESTONE.

¢ B Sent: Wednesday August 25, 2010
» 03:24 PIM EHRS Client Treatment and Recovery Plan TEST TESTORE (000930000 Draft EHR S Client Treatment and Recovery Flan 'TEST PLAN WEEIMAR 5-25-10'
w 03:56 PM EHRS Diagnosi QME (O00230000% Mo Outaoing Comments Filed, Sent Byvi LORE, H in Draft skaby;

o= = Sent: Wedn

Enter Post It Mote
Enker Cpkion

Open

The selections for the right click menu are:

e “Enter Post It Note” — Avatar has a “Post It Note” feature that we are not using. It allows users to
write notes that are not part of the document — similar to attaching a Post It note on paper.

e “Enter Option” — Opens the document that created the To Do entry. In the example above,
selecting “Enter Option” will open the BHRS Diagnosis form for client TEST TESTONE that was left
in Draft by the user. With this method, users do not have to navigate through menus, select
clients or episodes.

e “Open” — Opens the “Review To Do Item” form that allows users to manually clear the entry. It
does NOT open the document itself.
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How Do | FIND INFORMATION | PREVIOUSLY ENTERED IN AVATAR?

The two methods to find information in Avatar are Reports and Chart Review.

AVATAR Reports

Report Names in bold indicate reports most commonly used.

Report Name

Description

Menu Path

MMEF Lookup by MedsID
Description

Medi-Cal Eligibility information.

Avatar PM = Reports

Payor UMDAP

Avatar PM - Reports

BHRS Episode Display

By Client.

Standard Episode Display.
Includes ALL Episodes in Avatar
(from July 1,2004 forward) —
closed and open.

Avatar PM = Reports

BHRS Service Display

By Client and Episode.

Standard Services report for
Episode selected.

Avatar PM - Reports

BHRS Face Sheet

By Client and Episode.

Standard Face sheet. IDs Care
Coordinator and Anniversary
Date.

Also includes links to additional

reports including:

e Episode History,

e Demographic History,

o Diagnosis History,

e Primary Therapist History,

e Treatment/Services History,

e Progress Notes (Last 6
months),

e Client Relationships,

e Medication History

Avatar PM - Reports

BHRS MIS ledger

By Client and Date Range.

Shows all services recorded for
the client for the date range.
Indicates billing status as well.

Avatar PM - Reports

Patient Laboratory Labels

Prints labels to attach to Lab Corp
laboratory orders.

Avatar PM - Reports

Program Census Report

By Team and Date.

Avatar PM - Reports

10
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Report Name

Description

Menu Path

Lists all clients open to the
Program on the date selected.

Includes Client ID, Name, Episode

number, admit date, sex, date of
birth, primary therapist, primary
psychiatrist, first client alias.

BHRS Client Financial Report

Select by Client and Episode.

Displays Client Insurance
coverage recorded for that
Episode.

Avatar PM - Reports

BHRS Discharges by Date

Avatar PM - Reports

BHRS “P” Clients

Avatar PM - Reports

BHRS Program Guarantor Census
Report

Avatar PM = Reports

BHRS Admits by Date Report

Avatar PM = Reports

Treatment Plan Report

Avatar CWS - Treatment
Planning = Print Treatment
Plan

Face Sheet

Same as previous Face Sheet.
Selected by Client and Episode.

Standard Face sheet. IDs Care
Coordinator and Anniversary
Date.

Also includes links to additional

reports including:

e Episode History,

e Demographic History,

e Diagnosis History,

e Primary Therapist History,

e Treatment/Services History,

e Progress Notes (Last 6
months),

e Client Relationships,

e Medication History

Avatar CWS - Reports

Progress Notes Report

By Client and Date Range.

Displays all progress notes
recorded for the date range
regardless of episode of service.

Navigation available so that Users

can navigate to notes for a
specific episode if they wish.

Avatar CWS - Reports

11
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Report Name

Description

Menu Path

Progress Notes Report by
Clinician

By Clinician and Date Range.

Displays notes written by selected
Clinician during the Date Range.
Navigation available so that Users
can review Notes in DRAFT as well
as finalized notes.

Avatar CWS = Reports

Diagnosis Report

Avatar CWS - Reports

Infoscriber medications Report

By Client.

Lists Client Allergies recorded in
Infoscriber as well as Current
Prescriptions. Prescription
information includes Order Date,
Drug name, dose, Prescriber
name, number of refills,
prescription end date and
pharmacy name.

Has links to two additional
reports:

e Rx History for Last Year, and
e Non-Infoscriber Prescriptions

Avatar CWS = Reports

ADULT Admission Assessment

Avatar CWS - Reports 2>

Report Assessment Reports
ADULT Annual Assessment Avatar CWS - Reports 2>
Report Assessment Reports

ADULT Special Assessment
Report

Avatar CWS - Reports 2>
Assessment Reports

LOCUS Report

Avatar CWS - Reports 2>
Assessment Reports

Mental Status Exam Report

Avatar CWS - Reports 2>
Assessment Reports

CHILD/YOUTH Admission
Assessment Report

Avatar CWS - Reports 2>
Assessment Reports

CHILD/YOUTH Annual
Assessment Report

Avatar CWS = Reports =
Assessment Reports

CHILD/YOUTH Special
Assessment Report

Avatar CWS = Reports =
Assessment Reports

CALOCUS Report

Avatar CWS = Reports =
Assessment Reports

Mental Status and Behavioral
Observation

Avatar CWS = Reports =
Assessment Reports

Substance Use Assessment
Report

Avatar CWS = Reports =
Assessment Reports

Physician’s Initial Assessment

Avatar CWS = Reports =

12
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Report Name

Description

Menu Path

Report

Assessment Reports

Chapter 26.5 IEP Assessment
Report

Select by Client and Assessment
Date.

The Assessment Dates field lists
all assessments available to
report.

Avatar CWS - Reports 2>
Assessment Reports

PRE to 3 Admission Assessment
Report

Avatar CWS = Reports =
Assessment Reports

0.D./ W.I.C.C. Status Report

Avatar CWS - Reports

Skills and Assessment Referrals
Report

Avatar CWS - Reports

Activity Tracking Report

Avatar CWS - Reports

Call Intake History Report

Avatar CWS = Reports

Medication Administration
Record Report

By Client and Date Range.

Report of Progress Notes written
with for Medication
Administration. Displays with
most recent note first.

Avatar CWS - Reports

PRE to 3 Dx Report

Avatar CWS - Reports

Transfer/Discharge Request
Report

By Client and Request Date.

Request Date lists only those
dates that have an existing
Transfer/Discharge request.

Avatar CWS - Reports

Day Treatment Progress Notes
Report

Avatar CWS - Reports

Authorization Tracking Report

Avatar CWS - Reports

Caseload Report by Program

Select by Program.

Programs are listed by NAME and
not by Program Number.
Information listed by Primary
Therapist and Primary
Psychiatrist. One line of
information per Client.
Information per client is:

e Name

e C(ClientID

o Age

e CA/LOCUS

e Level of Care
e Co-occurring Dx
e 26.5 Indicator

Avatar CWS - Reports =
Caseload Reports

13
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Report Name

Description

Menu Path

e Next IEP Date if 26.5
e Primary Dx
e Last Date of Service

Caseload Report by Clinician

Select by Clinician.

Lists all Clients for whom Clinician
is Primary Therapist or Primary
Psychiatrist. Format of report and
information included same as
previous Caseload Report.

Avatar CWS - Reports =
Caseload Reports

Day Treatment Authorization
Due

Select by Day Treatment Program

Avatar CWS - Reports

14
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The Face Sheet and Medications reports are two of the most important reports in Avatar. This
section reviews the two reports.

Reports: Face Sheet

Menu Path:

Avatar CWS - Reports = Face Sheet

Avatar PM - Reports > BHRS Face Sheet

Even though the report names are different in the Avatar PM and CWS menus, they refer to the same
report. We have only one version of this report.

The Client Face Sheet covers 70% of the information most users need to find about a Client. You must
select both a Client and an Episode to run the report. Some of the information on the report is specific to
the Episode and some of it is the same across episodes.

The report has 8 sections:

Section

Information in this section

1 - Client
Demographics

Episode number, Client name, date of birth, address, phone numbers and
languages.

2 — Episode Details

Provider and Team, Mode of Service, Admission Date, Assigned Therapist,
Psychiatrist, Conservator/Court Status, Employment Status, Preferred Language,
Years of Education

3 — Diagnosis for
this Episode

Primary Diagnosis, Secondary Diagnosis, Diagnosis date, Axis 5 / GAF

4 — Financial, CCP
and Due Dates

Insurance/Guarantors for episode, Consent to Treatment, Admission Assessment
Date, Care Coordinator name, Anniversary Date

5 —26.5, Special
Populations,
Contact Information

26.5 Eligibility, School, Special Population, Parent/Guardian name and phone,
Next of Kin, Emergency Contact

6 — Additional Board and Care Operator, Case Manager, Conservator, Primary Care Provider
Contacts
7 — Discharge Discharge Date, Discharge reason

8 — Report Links

Links to additional reports — Episodes, Diagnosis, Treatment/Services,
Relationships, Demographics, Psychiatrist, Progress Notes, Medications
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oY SR,
g“ et SAN MATEO COUNTY BHRS
i 2 A FACE SHEET
%El- ﬁo
( Client-Episode: 030000 - 13 S5 & II2-35-0000 DOB: 05081962 Sex: Male
Family Number: 1 Pzendo 55 & Age Today: 43
Name: TESTONE TEST Language: TONGAN
. AKAL: tfestjos Parent's Lanzuage: No Eniry
SECtlon 1 * AKA 7T : rodney mytest
Address: 222 W.3%th Ave
SANMATED, CALIFORNLA, 24403
Home Fhone #  §30-573-0000 Work Phone #  553-1158 Cell Phone #:  §30-335-1212
) Provider: 410307 SENIOR. MENTAL HEALTH SVCS MOS: 15
Admit Date: 05272010 Groups:
Assigned Therapist: SHEETS.LORRIE
Daoctor: Mo Entry
. < Conservatorship/Court Status: ot Applicable
SeCtlon 2 Admission Employment Statws: Actively looking for work
Preferred Language: Amnenian
Years Education: 12 YVears
Current GAF: Mo Eniry
Diagnosis Effective Date: 05/27/2010
S . 3 < Frimary Diagnosiz: 311 - DEPRESSIVE DISORDER NOS
eCtlon Secondary Diagnosis: - Unknown
4 Notice of FE- Yas Guarantor Name: Rank: Folicy &
Consent to Tx: Client Verbally Agreed to ME Services DELTA HEALTH SYSTEMS 1 HFPOL 11091950
Section 4 < Initial Assessment: 06142010 MEDICARE MAA-SECURE HORIZONS (AARD
CCF Coordinmator: MURPHY.JILL PDP-AETNA MEDICARE 3
CCF Intake Date: 08/20v2010
\ Anmiversary Date: 091472011
¢ e e e e e e e e e e e e e e e e e e e e e e e e e
2i6.5: Eligibility: Yes Start Date:04/062010 End Date:
School:
Special Population:
. * Parent/ Guardian Name: BEST, FRIEND Home Phone #  §30-353-5355 Work Phone #:
Section 5 BEST, FRIEND Home Phome #  §30-555-5555 Work Phone #:
MNext of Kin: TESTER, TESSIE Relationship: Daughter Home Phone & §50-555-0099
\ Emergency Contact Name: TESTER, TESTING Relationship:  Board and Care Operstr Home Phone#:  630-5
Sect|0n 6 Board & Care Operator: TESTER, TESTING Phone =:
< Case Manager:
Conservator:
q FCF (MediCal):
o C . -
Sectlon 7 L Discharge Date:
q Episode Data Drill Down
) Episode History Diagnosis History Treatment History Client Relationships
Section 8 Demopraphic History ~ Psychiatrist History Progress Notes {Last § Months Medication History
.
—— - . — - - - — T———

Three important pieces of information in the Face Sheet:

1. Care Coordinator — Face Sheet in Section 4 by line labeled “CCP Coordinator”

2. Treatment Plan and Annual Assessment Due - Face Sheet in Section 4 by line labeled
“Anniversary Date”

3. Client Financial information — Get a quick overview of a Client’s insurance in Section 4,
Guarantor Name

In Section 8 at the bottom of the report are links to 8 additional reports. Click on a link (e.g., Episode
History) to open the report. All of the reports listed are also available through the Reports menu to open
individually.
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Reports: Medication Record

Avatar has two versions of the Medication Record: 1) Infoscriber Medications Report available from the
Avatar CWS Reports menu, and 2) Medication History available as a link from the Face Sheet. The
Infoscriber Medications Report is the complete medication record while the Medication History is an

abbreviated list.

It is important to note that the most current information resides in Infoscriber. The prescription
information in Avatar is updated nightly therefore both reports are current through the end of the
previous day. Details of the reports follow.
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Infoscriber Medications Report

This report has four sections

Section Information in this section

1 - Client Identifying | Client name, ID and age

information

2 — Medication This section only displays Medication Allergies. Other allergies recorded in
Allergies Infoscriber are available for viewing within Infoscriber.

3 —Current Lists current prescriptions including Order Date, Drug and Dose, Prescribing
Medications Physician, Number of Refills, Prescription End Date and Pharmacy.

4 — Links to Two reports are linked to this report —

additional reports

e Prescription history for the last year, - both continuing and discontinued
medications, and

e Non-Infoscriber prescriptions —any medications about which Client has
informed his/her doctor and are recorded in Infoscriber.

—

Section 1 4

Section 2 {

Section 3 {

g‘%‘;ﬁ SAN MATEO COUNTY
Fa BEHAVIORAL HEALTH & RECOVERY SERVICES

INFOSCRIBER PRESCRIPTION INFORMATION

Name: TESTONE, TEST (930000) Age: 48

Allergies (Medication Only)

*** Only medication allergies are displayed here Please check Infoscriber for client's up-to-date allergies including non-medication allergies. ***

penicillin noted on 12/15/2009 Inactivated on 12/15/2009
penicillin noted on 12/15/2009 Inactivated on 5192010
ampicilin noted on 1/25/2010 Inactivated on 51972010
aspirin noted on 2/22/2010 Inactivated on 51872010
penicillin noted on 5/24/2010 Inactivated on 5/2872010
penicillin noted on 5/28/2010 Inactivated on 71572010

penicillin noted on 7/15/2010
sulfamethoxazole noted on @/1/2010

Current Medications I

**% The information displayed in this report could be out-of-date by 24 hour. Pleaze check Infoscriber for client's up -to-date medication profile, ***

Section 4

Order Date Drug and Dose Physician RefillsEnd Date Pharmacy
825/2010 lithium - 150 mg, CARP, PO Nimkar, Jyotsna 0 924/2010 Baneths Willow Road Fharmacy
{0.5)ea BID
715/2010 Depakote - 500 mg, ECT, PO Nimkar, Jyotsna 0 8M14/2010 Bansths Willow Road Pharmacy
{3)ea QHS
10072010 10:07 57 A M CONFIDENTIAL PATIENT INFORMATION Fage 1 of 2
See California Wielfare and Insttutions Code Section 6328
Rx History for Last Year Non-Infescriber Prescriptions
1T2010 10:07:67 AN CONFIDENTIAL PATIENT INFORMATION Page 2 of 2

See California Welfare and Institutions Code 5 ection 5328
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Linked Report: Rx History for Last Year

Order Date Drug and Dose Physician Refill: Action End Date

752010 Lithium Carbonate MNimkar, Jyotsna 2 Discontinue 8/25/2010
- 300mg, TAB, PO (Zjea PRMN  Instructions:P| deliver the med to redwood house shelter

7H14/2010  acetaminophen Nimkar, Jyotsna 0 Discontinue 7/15/2010
- B50mg, TAB, PO (1iea
PRMN-QID

TI22010  Risperdal Wallace, Mary Em 0 Discontinue 7M14f2010
-2mg, TAB, PO {1jea QHS

B27/2010  hydrOXYzine Mimkar, Jyotsna 0 Discontinue 7/2/2010
- hydrochloride 10 mg/S mL,
SYR, PO (1img PRMN-Q4H

B23/2010  hydrOXYzine Mimkar, Jyotsna ] Change BI2352010
- hydrochloride 10 mafo mL,
SYR, PO (1imag PRMN-BID

B/23/2010  hydrOX¥zine Mimbkar, Jyotsna 0 Discontinue 7/2/2010

- hydrochloride 10 mg/S mL,

SYR, PO {1)mg PRN-BID

Linked Report: Non-Infoscriber Prescriptions

Non Infescriber Prescriptions

Order Date Drug/Description End Date
st john's wart 1272212009
St John's wiort 472172010
penicillin A4/2172010
Herb 472112010
St John's Wort A4/23/2010
metfarmin 51972010
aspirin-carisoprodol 2372010
Herbal Supplemental 5M19/2010
metformin S528/2010
metformin FH5Z2010
metformin 2 tab PO TH42010
metformin 81252010
glucosamine 81252010

atenolol r'd by Dr. Smith (FCP)
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Medication History Report

This report is available only through the report link in the Face Sheet. This report has two sections:

Section Information in this section
1 —Client Identifying | Client name, ID and age
information
2 —Current Lists current prescriptions including Order Date, Drug and Dose, Prescribing
Medications Physician, Number of Refills, Prescription End Date and Pharmacy.
oF 54y
j‘%ﬁ% SAN MATEO COUNTY
%-...fv; EEHAVIORAL HEALTH & RECOVERY SERVICES
INFOSCRIBER PRESCRIPTION INFORMATION
. N : TESTONE, TEST (930000) Age: 48
Section 1 9 ame ( )Age
( Current Medications I
#4%Tha information displayed in this report conld be out-of-date by 24 hours . Please check Infoscrber for client's up-to-date med ication profilatt
Section 2 Order Date Drug and Dose Physician Refills End On Instructions
{ 81252010 lithium Mimkar, Jyotsna o 42010
- 150mg, CAP, PO Pharmacy: Baneths Willow Road Pharmacy
(0.5)ea BID
752010 Depakote Mimkar, Jyotsna o 81452010
\ - 500mg, ECT, PO (3)ea Pharmacy: Baneths Willow Road Pharmacy
QHS
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Search within a report

Avatar provides the ability to search for words and phrases within reports. The report menu bar
at the top of every report has a binocular icon ( [#4).

| Progress_Notes 09_23 2010.rpt

| % & & o] | M4

Prewiew |

=) Episode 18 (930800 ACCESS ICT)
. E-9i9fzoi0

. SHEETS,LORRIE

When you click on the binocular icon, a Search box displays. Type the word or phrase you’re searching
for in the space labeled “Find what” and click “Find Next”.

Find what: tesk

Find Mext |
Cancel |

If the word or phase is found in the report, Avatar will highlight it by drawing a box around the text.

ﬂ Progress_Notes 09_23_2010.rpt

| * %@ﬁhnﬂz -l “ oA

3 of 57
Presview

oMo g4

= Episode 18 (990800 ACCESS ICT)
= 99i2010
" SHEETS,LORRIE

=] Episode 16 (415806 BADEN TDS DAY TREATMENT)
= 10/6/2010

- BULL, INGALL

Find what:

, test Find Mext

PROGRESS NOTES

From 1/1/2010 To 10/6/2010
Seme) TESTONE TEST (93g000) DOB: 5/8/1962
ERtEat Address:
- BULL,INGALL
| ECCLESTON,50RA

222°W. 3ffh Ave, MAIL STOP PONY: AMIELUE
SAN MPTEC, CA 94403
=1 Episode 15 (413000 SERRAMONTE TDS OUTPATIENT)
= 10/8/2010
- BULLINGALL

= 9/30/2010

[BuLLINGALL J
Program: 418306 BADEN TDS DAY TREATMENT (16

©BULLINGALL Date of Serfice: 7/1/2010

= 9j26/2010 Location: SCHOOL

5 7;2'5,2;?0“@“ Duration MMin)): 12

BULLOCK,KIM DAY TREATMENT INTEMSIVE- FULL DAY
=) Episode 13 (410307 SENIOR MENTAL HEALTH SYCS) B/1/2010

= gisfz010

. ECCLESTON,SARA
= 7j1/2010

©BULLINGALL
=l Bfz5{z010
' TEMPLETON,AMANDA

Electronically Signed By: JYOTSNA NIMKAR, COUNSELOR on 71/2010
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How Do | FIND INFORMATION | PREVIOUSLY ENTERED IN AVATAR? (CONTINUED)

CHART REVIEW

Chart Review allows you to review Client information saved in Avatar by all treatment team members for
all episodes — provided you have security rights to review the document(s).

Start Chart Review by opening an Avatar form for a Client. Examples of Client forms are an episode
opening, a financial, an assessment, a treatment plan, and a progress note. Once the form is open, click
on the Chart Review bar at the bottom of the window as in the illustration below:

[CR[EE]

[} Fle Edit Favorites Avatar PM Avatar CWS  Awakar MSO

ﬁ Page 1 072 E} m @7 Q@ 2 ::'

TESTONE,TEST (000930000} Episode: 13 Date Of Birth: 05/08/1962; Sex: Male

( Outpatient Progress Hote r’ Language and Other Information |

Progress Note For.
) Existing Semvice ) Existing Appointrment
¥ Independent Mote O New Service

[ —

Service Charge Code (For Codes 02,05, 06, 07,08 Use 2 4, 5,6, 7, @)

Date Of Semvice

| [ Yesterday |

Today

-]

Service Duration {in minutes) Mumber Of Clients In Group l:l

[ Processsearch_| |

MNote Addresses Which Existing Service/Appointment | - ‘
Mate Type |
=]

User To Send Co-Sign To Do lterm To

Go-Practitioner
I | [ Process search |

® Mame/D Mumber () Unigue Practitioner IO
| |

Co-Practitioner Duration (Minutes) l:l
Option

Complete

Chart Review

\
\ |
\ |

Chatt Review
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Click on the Chart Review bar to display the Client’s chart.

The chart has 4 primary sections:

Section

Information in this section

1 —Client Identifying

information

Client name, ID

2 — Non-Episodic

Use Assessments, Urgent Care Plan.

Contains information across episodes. It includes Progress Notes, To Do List,
Scanned documents, Client Relationships, CA/LOCUS, Care Coordinator, ICl
Contact Notes, Initial Contact Screening, Adult Mental Status Exam, Substance

3 — Episodes All of the episodes recorded in Avatar are listed in reverse order by episode

number. Episode number, admission date, discharge date (if closed), and team.
4 — Episodic Within the episode, Avatar displays Assessments, Treatment Plan(s), Diagnoses,
information and Financial Eligibility.

Section 1

Section 2

Section 3

Section 4

2| AVPMLIVE (LIVE) - TESTONE,TEST (000930000)/BHRS Outpatient Progress Note

Chart Review

| TESTONE, TEST {000930000)

® Chart Review
b Abstracts
b= To Do List
b Documents
= BHRS Client Relationships
b CALOCUS
b Care Coordinatar
b ICI Contacts Mote
W Initial Contact Screening (ICI)
b LOCUS
b= MENTAL STATUS EXAM {Adult + PIN}
© Problem List
b Substance Use Assessment
= URGENT CARE PLAN

= Episode # 22 Admit: 09/14/2010 Discharge: NONE Program: 929401 CANYON OAKS YTH CTR-OUTPT
= Episode # 21 Admit: 09/01/2010 Discharge: NOME Program: 991802 YOUTH ICI CHILD WELFARE
- Episode # 20 Admic: 09/01/2010 Discharge: NOME Program: 921842 YOUTH ICI - PRETOS
- Episode # 19 Admit: 05/21/2010 Discharge: NOME Program: 004200 CRESTWOOD REDDING IMD
- Episode # 18 Admit: 01/16/2010 Discharge: NOME Program: 990800 ACCESS ICT
b Episode # 17 Admit: 07/27/2010 Discharge: NOMNE Program: 929400 CANYON OAKS YTH CTR-RES.
= Episode # 16 Admit: 06/01/2010 Discharge: NOME Program: 413806 BADEN TDS DAY TREATMENT
= Episode # 15 Admit: 06/21/2010 Discharge: NOMNE Program: 419000 SERRAMONTE TOS OUTPATIENT
= Episode # 14 Admit: 06/28/2010 Discharge: NOMNE Program: 410315 ACCESS FOLLOW-UP CLINIC
¢ b Episode # 13 Admit: 05/27(2010 Discharge: MONE Program: 410307 SEMICR MENTAL HEALTH SWCS

b ADULT Admission Assessment

b ADULT Annual { Update Assessment

© ADULT Special Assessment

b BHRS Client Treatment and Recovery Plan

© BHRS Diagnosis

B CHILD [ YOUTH Admission Assessment

© CHILD [ ¥OUTH Annual [ Update Assessment

© CHILD | ¥OUTH Special Assessment

b Diagnosis

I Financial Eligibility

© Physician's Initial Assessment (PIN)
- Episode # 12 Admit: 05/21/2010 Discharge: NOME Program: 417000 COASTSIDE ADULT

b Episode # 11 Admit: 05/14/2010 Discharge: 08/05/2010 Program: 41EHO0 PATHWAYS
b Episode # 10 Admit: 05/13/2010 Discharge: 07f12/2010 Program: 994800 PATHWAYS ICT

5=

BHRS Outpatient Progress Moke
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Section 2 — Non-episodic information

This section includes information that is not tied to a single episode as
well as information from multiple episodes. Any line with a green arrow
next to it indicates an entry for that type of document — also called “the

green arrow rule”.

Chart Review

TESTONE,TEST {000930000)

@ Chart Review
b Abstracts
b= To Do List
b= Documents

To see what’s included in any of the lines, double click on the label. b~ BHRS Client Relationships

Abstracts — In Chart Review, the word “Abstracts” is a
synonym for “Reports”.

When you open this section by double-clicking on the word
“Abstracts”, a long list displays and each line has a green
arrow next to it. The detail section of Abstracts is an
exception to the green arrow rule. Within Abstracts, every
entry has a green arrow next to it whether or not
information is available for that report.

The only report to use within Abstracts is Progress Notes.

Close “Abstracts” in one of two ways:
e Double-click on the word “Abstracts”, or

e C(lick on the key icon next to Abstracts green arrow.

ki

e CALOCUS

b Care Coordinator
= IIZI Contacks Moke
= Initial Conkact Screening (1CI)
B LOZIS

© Problem List
b Substance Use Assessment
e URGEMT CARE PLAM

b MEMTAL STATUS EXAM (Adult + PIM)

Chart Review

TESTONE, TEST (000930000)

@ Chart Review
¢ b dbstracts

- Adult Admission Assessment
b Adult Annual f Update Assessment
I ADULT Special Assessment
b Call Inkake History
e CALOCUS
= Child)¥outh ADMISSION Assessment
= Child)¥outh SPECIAL Assessment
> Clinical Face Sheet
= Diagnosis
b ICI
e LOCUS
= Mental Status and Behavioral Observation
b Mental Status Exam
I Physician's Initial Assessment (PIM)
I FRE TO 3 Admission Assessment
= Pre to Three Diagnosis
= Progress Nokes
= Substance Use Assessments
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To-Do List — Will appear only if you have To Do entries for the Client’s chart. You can take action on the
entries just as you would from the standard To Do List.

TESTONE,TEST (000930000)

@ Chatt Review
o= = Abstracts
@ B To Do List
w 071212010 11:37 AM ADULT Annual § Update Assessm...
» 07/2702010 01:51 PM BHRS Diagnosis Mo Outgoing Comments Filed. Sent By: LORRIE SHEETS in Draft, status
» 03/03/2010 05:28 PM BHRS Client Treatment and Recovery Plan Draft BHRS Client Treatment and Recovery Plan '
p 03/05/2010 0057 AM ADULT Admission Assessment Mo Qukgoing Comments Filed, Sent By: LORRIE SHEETS in Dr3
» 031872010 04:55 PM BHRS Client Treatment and Recovery Plan Draft BHRS Client Treatment and Recovery Plan |
» 03/25/2010 03:24 PM BHRS Client Treatment and Recovery Plan Draft BHRS Client Treatment and Recovery Plan '
» 03/25/2010 03:56 PM BHRS Diagnosis Mo Qutgoing Comments Filed, Sent By: LORRIE SHEETS in Draft status
w 09/0172010 02:07 PM ADULT Special Assessment No Outgoing Comments Filed, Sent By: LORRIE SHEETS in Draft 5
E » Documents

LG L

TN T L

Documents — View documents scanned into the Client’s chart. This line will only display if the Client has

scanned documents.

TESTONE,TEST (000930000)

@ Chart Review

o= = Abstracks

o= [ To Da Lisk

¢ b Documents

w Al Documents

w Al Form Categories
v ol Forms

¥ BHRS Client Relationships
e CALOCLS

mH L

Users have the choice of viewing a list of
e ALL scanned documents
e Documents by Category
e Documents by Form names

Double click on your selection and choose a document

from the list.

TESTONE, TEST (000930000)

BHRS Client Relationships

o= - Documents

CALOCUS & I BHRS Client Relationships
: s 094082010 0341 PM LORRIE SHEETS LORRIE SHEETS
Care Coordinator & - crioas
ICI Contacts Note b INGALL BULL 13 Final
. . b TYOTSHA NIMKAR 16 Final
Initial Contact Screening (ICl) » HEATHER HAMILTON 23 Final
b JORGE MOMTOYA Draft
LOCUS » Clinician User Draft
Mental Status Exam (Adult + PIN) ~ Cinican Lser 14 Find
> Lisa Tso 20 Final
Substance Use Assessment ¢ b Care Coordinator
= 08i20{2010 MURPHY, JILL
- 07j15(2010 08/20/2010 BULL, INGALL

» ICI Contacts Mote
» Initial Contact Screening (ICT)

A green arrow next to one of the entries listed above

means one or more documents exist for that form. In v LoCUS
the screen shot on the right, you can see that one " ENTAL STATLS EXAN (At + FIN)
< Problem List

document exists for BHRS Client Relationships and
seven documents exist for CALOCUS.

¥ Substance Use Assessment
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To view the document detail, double

o 09/058/2010 03:41 PM LORRIE SHEETS LORAIE SHEETS
click on the entry to open a report. 7 b CALOCUS
W INGALL BULL 13 Final
- JYOTSHA NIMEAR 16 Final
If the document is in Draft as you see » HEATHER HAMILTON 23 Final
for several of the CALOCUS documents - JoRER I DE LS
» Clinician User Dy rEE
in the illustration, you can open the w Clinician User 14F
document from Chart Review. - e 20Final | Edk Current Entry
¢ b= Care Coordinator Add Mew Entry
- 082012010
To edit the Draft document, right click ~ 07/15/2010 0g PN
“ . ¥ ICT Contacks Moke
on the entry and select “Edit Current I et Bereo e TS

Entry” from the menu displayed.
If you select “Open” from the menu, Avatar will display the information in a report.

Urgent Care Plan

» Substance Use Assessment
- URGENT CARE PLAM

- 08/20/2010 LORRIE SHEETS Open
5 06/23/2010 LORRIE SHEETS Op
5 05/11/2010 LORRIE SHEETS Op

Edit Current Entry
» Episode # 22 Admit: 09/14/2010 Discharge: NOME Progral

» Episods # 21 Admit: 09/01/2010 Dischargs: MOME  Progral“P="

» Episode # 20 Admit: 09001/2010 Discharge: NONE Programm: 991842 YOUTH ICI - PRETO3

b Episode # 19 Admit: 05§21/2010 Discharge: MONE Prograrn: 004200 CRESTWOCD REDDING IMD
e Froicnds & 15 Adoeit 01 H &0 Nigrharoe: RICEIE Proaram 990800 ATCF ICT

Viewing Urgent Care Plans is similar to viewing any of the document types listed above. The difference is
that Urgent Care Plans do not have a Draft/Final status and are therefore available for Edit as long as you
have the security rights to do so.

When you double click on the Urgent Care Plan entry in Chart Review, Avatar displays the Start Date,
Therapist and Status (“Open” or “Closed”) of all the Urgent Care Plans for that client. If you want to Edit
one of the Urgent Care Plans, right click on the line you want to edit and select “Edit Current Entry” from
the menu. If you want to see details of the plan, select “Open” to view a report of the plan.
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Chart Review Section 3 — Episodes

» Episode ¥ 22 Admit: 0971452010 Discharge: NONE Program: 929401 CARNYON OAES YTH CTR-OUTFT
» Episode # 21 Admit: 09/01 /2010 Discharge: MOME Pragram: 9915802 YOUTH ICI CHILD WELFARE

» Episode # 20 Admit: 09/01 /2010 Discharge: MOME Pragram: 9915842 ¥YOUTH ICI - PRETO3

» Episode # 19 Admit: 05212010 Discharge: MOME Pragram: 004200 CRESTWOOD REDDIMG IMD

» Episode # 18 Admit: 01162010 Discharge: MORE Pragram: 9905800 ACCESS ICT

» Episode # 17 Admit: 07272010 Discharge: MORME Program: 923400 CARYOM OAakS ¥TH CTR-RES,

» Episode # 16 Admit: 0601 /2010 Discharge: MORE Program; 413506 BADEN TDS DAY TREATMENT

» Episode # 15 Admit: 06212010 Discharge: MORE Prograrm: 419000 SERREAMONTE TDS QUTPATIEMNT

Chart Review displays all episodes for a Client. The information for each episode includes Episode
number, Admission Date, Discharge Date (if there is one), and Program. All Episodes have a green arrow
next to them. Episodes are an exception to the green arrow rule — the green arrow does not indicate
that one or more episodic documents are filed for that Client and episode.

Chart Review Section 4 — Episodic Information

» Episode # 14 Admit: 06282010 Discharge: NOME Program: 410315 ACCESS FOLLOW-LP
¢ b= Episode # 13 Admit: 05)27/2010 Discharge: NOME Program: 410307 SEMIOR MEMTAL HEAL
w ADULT Admission Assessment
- ADULT Annual [ Update Assessment
o ADULT Special Assessment
» BHR.S Client Treatment and Recovery Plan
o BHR.S Diagnosis
w ZHILD [ YOUTH Admission Assessment
o CHILD | ¥OUTH &nnual [ Update Assessment
o CHILD | ¥OUTH Special Assessment
» Diagnosis
» Financial Eligibility
© Physician's Initial Assessment (PIN)

» Episode # 17 Admit: 05/21/2010 Discharge: NOME Program: 417000 COASTSIDE ADULT
» Episode # 11 Admit: 05/14/2010 Discharge: 03052010 Program: 416HI0 PATHWAYS

The list of document types is the same for each episode. If the Client is an Adult, within the Episode
detail you will still see the Child/Youth documents listed and vice versa.

The document types include two Diagnoses — BHRS Diagnosis and Diagnosis. The BHRS Diagnosis is the
form filled out by Clinicians in CWS. The Diagnosis entry is the form from Avatar Cal-PM that
Administrative Staff traditionally filled out. It was used to enter the diagnosis for Clients set up from
VAX. It is used by Contracted Provider teams as well.

Double click on the green arrow or on the Episode information line to view documents saved within the
episode. The green arrow rule applies for document types displayed within episodes. If there is a green
arrow next to a document type, one or more of that document type is available to view. Therefore, the
green arrows in the illustration above mean that Episode 13 has at least one Adult Admission
Assessment, Adult Annual Assessment, Treatment plan, etc. for the Client.
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To view what documents exist for each document type, double click on the document type (e.g. Adult
Special Assessment, BHRS Diagnosis, Child / Youth Admission Assessment). To review specific
documents, follow the same instructions for opening documents in Section 2 of Chart Review.

a e e e
¢ b= Episode # 13 Admit: 05/27/2010 Discharge: NOME Program: 410307 SEMIOR MENTAL HEALTH SYCS
@ b ADULT Admission Assessment
» LORRIE SHEETS 07/06/2010 Final
¢ B ADULT Annual f Update Assessment
w Annal J¥OTSMA MIMIAR Cemte
© ADULT Special Assessment
¢ b= BHRS Client Treatment and Recd  Edit Current: Enkry
# Flan Date: 06f24/2010 Plar add pew Entry
» Plan Dake: 06/28/2010 Plar est
. } Open
© BHRS Diagnosis
@ b CHILD | YOUTH Admission Assessment
» 26.5 Clinician User Final
o CHILD [ ¥OUTH Annual | Update Assessment
© CHILD | ¥OUTH Special Assessment
- Diagnosis
¢ b Financial Eligibility
» Entered By: RAMND MIYASHIRO Entry Date: 10/06/2010
© Physician's Initial Assessment (PIN)
» Episode # 12 Admit: 05/21/2010 Discharge: NOME Program: 417000 COASTSIDE ADULT
» Episode # 11 Admit: 05/14/2010 Discharge: 08/05/2010 Program: 41BHOD PATHWAYS
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CLIENT INFORMATION AND MANAGEMENT

Demographic Information

Generally, Clients’ Demographic Information is recorded by Admins, however, Clinicians have a form
named “Update Client Data” available. If you find out about any demographic changes, especially
address and phone number, you can use this form to change the information for the Client. The
alternative is to ask one of the Admins to make the change.

Menu Path: Avatar CWS - Other Chart Entry = Update Client Data

| Update Client Data |
Client Mame
|TESTONE'TEST | Client's Address - Stresat
Client Last Mame |222 W 30th Ave |
|TESTONE | Client's Address - Streat 2
Client First Name [MAIL STOP PONY.AMIBLUE |
[TEST |
Client's Address - Zipcode 94403
Client's Middle Initial
Client's Address - City |SAN MATED |
Suffix
O 5r O dr oo Client's Address - County [ San maTED - |
oW v [WRY
Client's Address - State | CALIFORMNIA 7 |
Prefix | -
- Client's Home Phone |ESD—5?3—9999 |
) Fernale ® Male ) Other 0 Uniknown Client's Work Phone |555-12586 |
Date Of Birth ;
Primary Language (Access Onld |TONGAN it |
osiogrneez | [T [¥] =
Client Race (Access Only) | - |
Social Security Mumhber 232-55-9994
Ethnic Origin (Access Only) | hd |
Alternate Social Security Murmber
Update Client Data |
lace Of Birth Alias 3
ountry OF Origin | > | Aiasd
aiden Mame | |
Alias 5
arital Status | Separated i |
Aliag B
Education (Access Only) |12 vears or GED | | |

Ernplovment Status (access Only) | Mot In Labor Force - Other > | Alias?

ccupation faccess Only) | Extractive Cccupations v | Alias

ias
liag | |
estjoe | Alias 8
lias 2 | |
odney mytest | Alias 10
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Client Relationships
Menu Path: Avatar PM - Client Management - Client Information

Client Relationships is the repository of all non-treatment team people involved in the Client’s life.
Record Emergency Contact, Parent/Guardian, Next of Kin, Spouse/Partner, Teacher, Parole Officer,
Conservator, Sibling, Family Members, Primary Care Physician — anyone you feel is important to have
information about within the Client record.

The Client Face Sheet and any report that shows information about important contacts for a Client
pulls from this form. If it isn’t recorded here, it can’t be reported.

For each client you can record:

Name

Type of relationship

Address

Phone numbers —home, work and cell

eMail address

Best time to contact

Release available? — No, Yes — Full, Yes — Limited
Legal Guardian

Emergency Contact

Next of Kin

Information is stored in a multiple entry table. Users need to understand how the tables work to avoid
overwriting existing information.
MULTIPLE ENTRY TABLE ISSUES
When you want to make an entry in the table, you add a new row to the table and then complete
the related data fields below the table. This populates the rows in the table.
ADD, EDIT, AND DELETE ENTRIES IN THE TABLE
e Add a Row: Click the Add New Item button.
e Edit a Row: When you select a row you wish to edit and then click the Edit Selected Item

button, the related fields below the table become populated and you can make changes
directly in the fields.

e Delete a Row from the Table: Click a row to select it and then click the Delete Selected Item
button to remove a row from the table.

CoMMON MULTIPLE ENTRY TABLE MISTAKES

A common mistake when using a multiple entry table is forgetting to click the Add New Item
button before starting to fill out fields for additional entries. If you enter new data without
adding a new row, the new data you enter overwrites existing information in the active
(highlighted) row in the table.
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Another mistake is to leave blank rows in the table. (A possible reason for this might be double-
clicking the Add New Item button.) Blank rows in a multiple entry table have to be deleted before
you can save a form.

[ TESTUNRE, TEST (DA 30000F TTETE UT BT, TIEIT 907, SEx Male

[ Entry Date | Relationships |
List of All Client Relationships

Type of Relationship Lask Mame | Agency Mame First Mame |Home Phone  |CellPhone  |Release vailable? Release Start Date Re
Eoard and Care Operator [TESTER TESTING B50-573-2837 es [Limited) -
Daughter TESTER. TESSIE B50-555-9999 Mo

Father BEST FRIEMD 650-555-5555  |650-555-9... [Ves (Limited) 04/02f2010

Add New Item | | Edit Selected Item | | Delete selected Item |
Type of Relationship Last Mame [ Agency Mame
| = || |
Cther Relationship First Mame
| | | |
Address - Strest City | |
| | State

Address - Street 2 |

| | Zip Code

| TESTONE,TEST (000930000} D ate Of Birth: 05/08/1962; Sex: Male

bl [ Entry Date || Relationships |

Home Fhone Email Address
| | | !
[} cell Phone Best MumbenTime to Contact
E
i | | |
Wark Phone
| |
Release Availahle? Legal Guardian?
| -| 1 ¥es ) No ® Unknown
Release Start Date Emergency Contact?
E E :I @ Yes 1 No
Release End Date Mext of Kin®?
e o o
Motes

I35 I3
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26.5 Information and Tracking
Menu path: Avatar PM - New Options = Chapter 26.5 Eligibility Tracking

The 26.5 Eligibility form is intended to be used by Admins based on information provided by Clinicians.
The form tracks a Client’s status from referral to assessment to placement to IEP closure.

The form is not fully implemented yet. The Central Assessment Team and the Avatar Team are working
to have it in place by the end of November, 2010.

Transfer / Discharge Request

This form is part of a Bundle which means when you open the Transfer / Discharge Request, the BHRS
Diagnosis form opens also. Just as Clinicians had to provide a diagnosis on the paper forms, they still
have to provide a diagnosis in the electronic medical record.

The most common complaint about the Transfer / Discharge Request is that a user will continue to get
To-Do List notifications after s/he has authorized and sent the document along. The check boxes on the
Notification list do NOT clear when you Save the form. Users have to clear the User Notification
selections to avoid sending redundant notifications.
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UNDERSTANDING CLIENT ALERTS

This option allows you to notify anyone in the BHRS system about some issue with a client. The
alert appears when you select that client or open a window for that client. You can set up an
alert to display for a certain period of time, such as a week, month, or up to eighteen months.

Administrators can use alerts as reminders that administrative items are due for a client, such as
a financial interview. Clinicians can use an alert as a complement to an Urgent Care Plan,
notifying staff that there is an urgent situation regarding a client that they need to be aware of.

MENU PATH
Avatar PM—RADplus Utilities—Client Alert Management Urgent—Client Alerts

ALERTS ENABLED BY ADMINISTRATORS

Type of Alert Message

Assignment of Benefits Please print and get client to sign.

Error (Custom) BHRS does not use this option.

Financial Interview Due Ask client to make appointment for financial interview.

Insurance Application Have client complete insurance application.

UMDAP/Financial Due Ask client to complete or make an appointment for an
UMDAP.

Update Client Demographics Update client demographics using Update Client Data.

Warning (Custom) BHRS does not use this option.

ALERTS ENABLED BY CLINICIANS

Type of Alert Message Action

Care Message Please review Urgent Care Plan in | Only clinicians need to respond to this
Chart Review for Information alert.

Care Alert HIGH PRIORITY-Please review the | Administrators and clinicians should

Urgent Care Plan in Chart Review | review the client’s Urgent Care Plan
immediately. (See page 34, “How to
View an Urgent Care Plan.”)
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How 10 VIEW AN URGENT CARE PLAN

You view an Urgent Care Plan through Avatar’s Chart Review feature. Chart Review is available
through any Avatar window. All Avatar windows have a Chart Review button in the bottom-right
corner of the window as shown in the following figure.

= AVPMCONV (LIVE) - CELERYSEED,CYNTHIA C (000930069)/Update Client Data

File Edit Favorikes Avatar PM Avatar OWS  Awatar MSO
| o o & @ | :
LN [ =] L g
| CELERYSEED,CYNTHIA C (000930069) |
Update Client Data |
Client Name Facility Chart Number
CELERYSEED,CYNTHIA C
| = | Client's Address - Street
Client Last Name [123 M&FLE ROAD |
|CELERY5EED | Client's Address - Street 2
Clignt First MName | |
[evmTHIA |
Client's Address - Zipcode 94403
Client's Middle Initial C
Client's Address - Gity SAN MATEO
Suffix
O 8r Crdr o Clignt's Address - County [5an maTED >
O OV Gyl
| Client's Address - State | CALIFORMIA ~ |
Prefix i
Client's Home Phone B50-555-1212
Sex
@ Female ) htale O ) Unknown Client's Wark Phone
Date Of Birth
Primary Language {Access Onlyd | - |
otiotaeed | o] ] =
Client Race (Access Only) | -|
Social Security Mumber 999-99-9599 . ! .
opion_| _—
Complete ~

B Update Cliert Data] e

When you click the Chart Review bar, the following window appears. To see a list of names of
clinicians who have created urgent care plans for the client, double-click on the entry labeled
“Urgent Care Plan”. The Urgent Care Plan Status (Open/Closed) and the name of the Clinician
who created the alert displays. (The most recent alert is at the top of the name list.)

E AYPMCONY (LIVE) - CELERYSEED, CYNTHIA € (000930069)/Update Client Data

Chart Review

CELERYSEED,CYNTHIA C (000930069)

® Chart Review

Double-click S
Urgent Care Plan b To Do List
to display the list I BHRS Client Relationships

of clinicians who CALOCUS
ICT Conkacks Moke

have created Initial Contack Screening (ICT)
Urgent Care Plans © LOCUS

for this client. \ MENTAL STATUS EXAM {adult + PIN)

Mental Status/Eehavioral Observation (¥l
© Substance Use &ssessment

a3
° ® Urgent Care Plan '=/

| 2 Open ML MURPHY
b Episode # 1 Admit: 01/01/2010 Discharge: NOME Program: 416300 EAST BAYSHORE ADULT
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Following is an example of an urgent care screen.

S AVPMCONV (LIVE) - CELERYSEED CYNTHIA C (000930069)/Update Client Data

Report: Open JILL MURPHY

Report Date: 06/02/2010 Page 1 of 1

SAN MATEQ COUNTY
BEHAVIORAL HEALTH &« FECOVERY SERVICES

Trgent Care Plan Incuiry

Trgent Care Plan
Start Date: 06022010

Ftatus:  Open
Diagnosis: GENERALIZED ANXIETY DISORDER (224.DC3)

Therapist/Caseworker: MURPHY, JILL (000004)

Orgent Care Treatment Plan:
Client becomes aggressiwe if she haz not had enough caffeine.

Caution:
Hawve double espresso available when client presents.

[(Wiew | @Search | 3 PDF Config | @ PDF Viewer |

Close the Urgent Care
Plan with this button.

Update Client Data

When you access Client Alerts, you may see a screen like the figure below. This screen appears if
alerts have been created for the client in the past. Notice there is a Disabled column that lets you
know if an alert is disabled.

@

S AVPMCONV (LIVE) - APPLE, ADAM (000930026)/Client Alerts

File Edt Favoribes Awatar PM o Awakar OWS Help
o v B K 0O ..
1af1 & A
| Pre-Display I
CARE ALERT HIGH PRICRITY-Please review the Urg... (03/24/2010 Mo
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CLIENT ALERTS TAB

This tab allows you to designate the type of alert, how long it will last, and which options and
episodes will trigger the alert to appear.

DEX

File Edit Faworites

Avatar PM Awakar CWS o Awakar MSO Help

ﬁ Page 1 o1 E} E m gl'f “@ é: 6?

APPLE,ADAM (000930026)
A Type Of Alert Urgent Care Plan -
Custom Message
B URGEMNT CARE PLAN OM FILE! Please review if client presents at any clinic.
c Disabled
D | 1 Yes ® Mo
E Start Date | End Date
oamszatn | [T [F] = } | H M A
F Applicable Options
Episode(s)
/| | ¥ al Episodes -
H [C] Episode # 1 Admit: 021 82010 Discharge: NONE  Program: 410301 CENTRAL COUNTY ADULT g
[C] Episode # 2 Admit: 03/01/2010 Discharge: 03/04/2010 Program: 007000 WESTWOOD MANOR =
[C] Episode # 2 Admit: 03/05/2010 Discharge: NOMNE Program: 007000 WESTWOOD MANOR -

I]\ Option ‘

Complete

B Cliert Alerts Chart Review ﬂ

Field

Description

A) Type of Alert

Choose the alert you want to use from the dropdown list.

B) Custom Message

This field displays the text of the chosen Type of Alert.

C) Active or Active for
Date Range

This field defaults to Active for Date Range and you cannot change it.

D) Disabled

Allows you to disable an alert without deleting it.

E) Start Date

Enter the date the alert should begin to appear.

F) End Date

Enter the date the alert should stop appearing. This should never be
more than 18 months from the Start Date.

G) Available Options

This field is set to All Options so the alert will display for the first
window that is opened, no matter what window that is.

H) Episode(s)

Select which episode(s) you want the client alert to appear in. By
default, All Episodes is selected.
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Sequester / Block Charts

When you need to sequester or block access to a Client’s chart, send a request via email to the Quality
Management group. They will determine the action to take and instruct the Avatar team accordingly.
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ASSESSMENTS
ADMISSION ASSESSMENTS

There are five pieces that together make up a complete Admission Assessment: The main
assessment and up to 4 companion document.

Admission
Assessment

MSE

Diagnosis

LOCUS or
CALOCUS

Substance Use

e ADULT or CHILD/YOUTH Admission Assessment special considerations

0 Co-Occurring Tab:
= |f you answer None on the Co-Occurring tab, it grays out the Substance
Use assessment dropdown list on the Finalize tab and is not required for

this assessment.

= |f you indicate some form of substance use or abuse and/or impaired
functioning, it makes the Substance Use dropdown list required.

= Other answers may allow you to add a substance use assessment but it is
not required and is left to clinicians’ clinical judgment.

e Companion Documents
0 Mental Status Exams (Required for all Admission Assessments)

=  Mental Status Exam (ADULT+PIN) is for use with the Physicians Initial
Assessment and Adult Admission Assessments only

=  Mental Status/Behavioral Observation (YOUTH) is for use with the
CHILD/YOUTH Admission Assessment only

= These Mental Status Exams are not interchangeable. If a clinician does
the wrong one by mistake they will have to redo their work in the correct
document

0 BHRS Diagnosis (Required for all assessments)
0 LOCUS or CALOCUS (Required for all assessments)

0 Substance Use Assessment (not required if no substance use is indicated in the
admission assessment)

IMPORTANT: You must complete and submit the MSE, Diagnosis, LOCUS/CALOCUS, and
Substance Use (if required) assessments in order to finalize the Admission Assessment. You then
make choices from the dropdown lists on the Finalize tab. This links the diagnoses to the main
Admission Assessment and allows the user to finalize the assessment.
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Assessment - Common Problems

e Symptom: | am unable to finalize my assessment because it cannot see one of my companion

documents.

(0]

(0]

e Symptom:
complete.

(o}

Solutions:
The companion document is not submitted as final. Go back and finalize the document.

For staff that require co-signature and have submitted their documents as “Pending
Approval” their supervisors need to approve their document so they are available for the
assessment.

They completed the wrong version of the Mental Status Exam

The user completed and finalized one or more companion documents while the
Assessment was open. Submit the Assessment as a Draft and Open it again. The
companion documents will be available in the drop down lists.

| cannot set my documents to Final because Avatar tells me | have required elements to

Solution: Avatar will prompt you with a list of items that need to be completed these
Items will need to be completed before Avatar will allow you to save your assessment as
final. The most common fields that get overlooked are contained in the Co-Occurring tab
and the Risk Assessment tab.
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TREATMENT PLANS

TREATMENT PLANS — HOW, WHY, WHEN, WHERE OF TX PLANS

e Symptom: The Treatment Plan won’t let me go to the next tab without saving but the Submit
button is missing.

O Solution: You have to click the File/Save button in the upper-left corner for each tab
instead of using the Submit button.

e Symptom: The Close 2.1 button on the Option toolbar is inactive in the Treatment Plan window.
0 Solution: Click the blue Exit Treatment Plan button within the screen.
e Symptom: My Treatment Plan does not print correctly.
0 Solution: The Problem, Goal, Objective, and Interventions are not linked correctly OR
Intervention does not print.

Treatment Plans - Correcting Bad Links

When Treatment Plan items are linked incorrectly, it can be very confusing to the end user to figure out
how to correct the problem. The most common problem is linking the Interventions directly to the

Problem. This causes the treatment plan to omit the Interventions from the report. Below are the steps
required to correct this issue.

BEHAVIORAL HEALTH & RECOVERY SERVICES

oF Say,
{}’-ﬁg SAN MATEQ COUNTY
—

CLIENTTREATMENT & RECOVERY PLAN
BADEN TDS DAY TREATMENT

TESTONE,TEST (930000)

Plan Date:  10/4/2010  Plan Demonstrating bad links Plan End Date: 10/7/2011
Plan Type: Annual Plan Last Update On:
Updated By: Status: Draft

Client's Overall Goal: Test overal problem

Evidence Based Practices Divr'd in Partnership w/ Law Enfarcement
[ Service Strategies:

Barrier to Recovery 10/11/2010: Problem with links 1
BULL,INGALL Status:Current

Goal 10/11/2010: Testing Goal 1 for Problem Links

Objective 10/11/2010: testing objective 1 for problem links

‘  Interventions are

—— not printing on
the report.

Client Signature Date: Guardian Signature Date:

1. Open the Treatment Plan that needs to be corrected.
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2. On the 1% tab click on “View Client Treatment Plan

TESTONE,TEST (000930000) Episode: 16 Date Of Birth: D5QAT 962 Se
BHRS Client Treatment and Recovery Plan r Barri?'ﬂj Recovery ' Pr
Flan Dekails I Service Strategies I ﬂé‘lt Signatures

File ;/ Save

| ¥iew Client Treatment Plan |

This example shows the Interventions is linked directly to the Problem instead of the Objective

2 AVPMLIVE (LIVE) - TESTONE, TEST (000930000)/BHRS Client

o B N

TESTOMNE,TEST (000930000) Episode: 16 Date Of Birth: 05/03/1 95 2,

Ei jent Treatment and Recovery Plan

D bHRSNient Treatment and Recovery Plan: /
[—T Barriersto Recavery | Problems: Problem with links 1

¢ ] Go

esting Goal 1 far Problem Links

¢ [ Phbiectives

testing objective 1 for problem links
9 [ Inkgrventions

Day Treatment Inkensive

4. To Correct: Select the intervention to be corrected and press Return at the bottom of the window
TESTONE,TEST (000930000} Episode: 16 Date Of Birtt

BHRS Client Treatment and Recovery Plan

D BHRS Client Treatment and Recovery Plan:
[ Barriers ta Recavery | Problems: Prablem with links 1
9 [ Goals
D Testing @oal 1 For Problem Links
¢ [ Objectives
D testing objective 1 For problem links
9 [ Interventions

D Day Treakment Inkensive

5. This will take you to the Interventions tab for the selected Intervention in the Treatment Plan.
6. As you can see, this Intervention is not linked to the objective or goal, because the fields are empty.
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| TESTOME,TEST (000930000) Epizode: 16 Date OF Birth: 05/02(1952; Sex. Male

r BHRS Client Treatment and Recovery Plan r Barriers to Recovery / Problems |/ Goals r Objecti rmuﬂ i rPar" ip
File / save | Yiew Client Treatment Plan |
Delete Intervention Exit Treatment Plan
Select Barrier i Problem
| Prablem with links 1 v| When the Treatment
| O Plan items are linked
-
— incorrectly, fields
| like the Goal and
ention To Edit H H H
Objective will be
|*Day Treatment Intensie v|
Selact Library EHRS Interventions b ‘ I'| sSelect From Library em pty
Intervention (Services and activities u=sed to aiding the client in resoling the Barrier/Problem)
’Day Treatment Intensive W
Duration of Intervention 12 Maonths i

7. Highlight and Copy the text in this item

Intervention {Services and activities used to aiding the client in resolving the Barrier/Prablem)
Day Treatment Intensiwve

Cut Ctrl-x

Duration of Intervention Copy Etl-C 12 Maonths
Faste Crl-
Delete Delete

SpellCheck F7
Select All Ctrl-&

8. Delete this intervention once you have copied it. Then click on “View Client Treatment Plan”

_______ ﬂ Page 10f2 E) m gj

|/ BHRS Client Treatment and Recovery Pl Barrlers to Recovery / Problems | Goals r Objectives W&w&nﬁnnﬁ

File / Save
Delete Interyention

Select Barrier J Problem
[ Problerm with links 1

| Yiew Client Treatment Plan |

| Exit Treatment Plan |

Select Goal
Select Ohjective
Select Intervention To Edit
| * Day Treatment Intensive

Select Librany v| i | Select From Library
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9. Select the Objective you want to link the intervention to. Click on return at the bottom of the window.
This will take you to the Objectives Tab for that Objective

w ragye 1w L u !I\.!

| TESTONE,TEST {000930000) Episode: 16 Date Of Birth: 05/0811962;

BHRS Client Treatment and Recavery Plan

D BHRS Client Treatment and Recovery Plan:
[T Barriers to Recovery [ Problems: Problem with links 1

¢ [ Goals
D Testing Goal 1 For Problem Links

9 [] Cbjectives
D |testing objective 1 For problem links

10. Immediately click on the Interventions tab.

[ {000930000) Episode: 16 Date Of Birth: 05/08M1 962; Sex: Male

A 4

reatment and Recovery Plan |/ Barriers to Recovery !/ Problems |/ Goals r Objectives |/ Interventions |/ Participati

I | ¥iew Client Treatement Plan |

11. Paste in the Intervention you copied and click on File/Save. You have now corrected a broken link

Click on Page 1 of2 |§'} E m @7 Q@ E:;s

FiIe/Save to save | TESTONE,TEST {000930000) Episode: 16 Date Of Birth: 05/08/1962; Sex: Male
the correct|0n \[ BHRS Client Treatment and Recovery Plan | Barriers to Recovery ! Problems | Goals | Objecti r { ions ] Participati |
File / Save | ¥iew Client Treatment Plan |
Delete Interyvention Exit Treatment Plan
Select Barriet f Problem
[ Frablem with links 1 =l
Select Goal
| Testing Goal 1 for Prablerm Links -
Select Objective
| testing objective 1 for prablem links - |
Select Intervention To Edit
| =
Paste the Select Library BHRS Interventians |1 ’m
|ntervent|0n Intervention {Services and activities used to aiding the client in resolving the EarrierProblem)
reatment Intensive W
Cut Ctrl-
Duration oflntem‘ hd

Faste Crl-W

Delete D
SpellCheck F7
Select All Ctrl-&
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Treatment Plans - Linking multiple elements

1. To begin linking multiple elements in a Treatment Plan Click on the “View Client Treatment Plan
Button”

E. AVPMLIVE (LIVE} - TESTONL, TEST (000930000)/BHRS Client Treatment and Recovery Plan =3
File Edit Favorites Avabar PM Avabar N

a0
| e B 0 & -
b &

| TESTONE,TEST (000930000) Episnde: 16 Date Of Birth. 050 2, Sex Male
f BHRS Client Treatment and Recovery Plan If Barriers to Recuuer}ﬁhlems r Goals r Objectit r Inter i r Participati |

File / Save | Yiew Client Treatment Plan |

Delete Barrier/Probleny Exit Treatment Plan
Select Barrier/ Probhlem To Edit
[ Prablem with links 1 -

Barrier / Problem (Diagnosis signsfsymptoms and other barriersfife domain challenges.)
Problem with links 1 7

Date Opened

fonizone] [ =

Staff Assighing

|| Process Search ‘

Status ‘ Current - | ) NamedD Number ) Unigue Practitioner 1D
Date Closed [BULL INGALL (pEnnS) -
| H M Predefned
O ves @ Mo

Optiot |
Complete

=] Chatt Review

2. Click on the level you want to an additional item to. (In this case, the goal)

| TESTONE,TEST {000930000) Episode: 16 Date OT Birlh' D&0&/1 962, Sex. Male _—

BHRS Client Treatment and Recovery Flan /
D BHRS Client Treatment and Recovery Plan:
[ Bartiers to Recovery | Problems: Problem with links 1

¢ ] Goals

[y | Testing Goal 1 For Prablem Links
9 [ Cbijectives
D testing objective 1 Far problem links

9 [ Inkerventions
D Day Treatment Intensive

Clicking on
“Return” will
take you to that
spot in the

|# - Treatment Plan
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3. Click on the field “Select Goal to Edit” and then select the blank line to start a new goal.

File / Save

| Yiew Client Treatment Plan |
Delete Goal Exit Treatment Plan
Select Barrier [ Problem Link

[ Prablerm with links 1 __— -

Select Gaal Ta Edit -
*Testing Goal 1 for Problem Links / - |

* Testing Goal 1 for Problem Links

4. Type in your new goal and then click on File/Save

( BHRS Client Treatment and Recovery Plan - covery / Problems r Goals rf“'; i rlllllﬂ i rrul icipati
File / Save | Yiew Client Treatment Plan |

Delete Goal Exit Treatment Plan

Select Barrier / Problem Link

[ Problem with links 1 -]
Select Goal To Edit
|*This is the additional goal we are adding to the existing Prablem - |

‘Goal (Development of new skills/behaviors and the reduction, stabilization ar rermaval of barrierfproblem.)
”l‘his iz the additional goal we are adding to the existing Problem ‘W
Date Opened Staff Assigning

fonizoe] [ W - | | [ Process searen |

5. You can now add Objectives and Interventions for this goal by working through the tabs in the usual
manner.

2. Treatment Plans — Updating and Editing Treatment Plans

Completing annual treatment plans and/or updating existing plans review is made simpler by bring
information forward from a previous plan.

Start a new plan for the correct episode. Complete the required fields for the first tab, including service
strategies

o O & &

~
| TESTONE,TEST00093000) B isade: 2 Date OF Bith: 05081
| BHRS Cliem’eﬂlnfﬂ and’eunuery lan | Barriers to Recovery /
| Plan Dt I/ Serwf Strategies| Client Signatures

File / s3%e

lems | Goals | Objectives | Interventions | Participation |

Set the /

Flan Type Annual Plan -
[Testone, test 101200
document
Client's Overall Ggfal f Desired OutcorMe (The reason the client is seeking treatment and the desired outcome of successiul treatment)
as DRAFT .
l’ru get o ]uy F
and
Plan Start Cate Last Updated
F|LE/SAVE 090142010 E E = =
Plan End Date Last Updated By

ponazot | ][]

Select ANAL or PENDING APPROVAL onhy when plan is complete
Treatrnent Plan Status
® Draft
O Final

Team Mermber To Notify i

(NOTE: BHSR Client Treatment and Recovery Plan will only default information from the same episode)
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When you save your plan Avatar will ask if you want to default information from a previous plan. Click on
YES

~ AYPMCONY (LIVE) - Treatmer.t Plan

Do you want to default plan inforghation from a previously entered plan ?

Avatar will open up a screen with a list of plans to choose from, displaying the date, type and plan name.
(Generally you should choose the most recent date since that will be your last plan)

2 AVPMCONV (LIVE) - TESTONE,TEST (000930000)/BHRS Client Treatment and Recovery Plan
Elle Edt Favorites Avatar PM - Awvakar CW3

ﬁ Page 1 of 4 m & C@b

| TESTONE,TEST (000930000) Episode: 12 Date Of Birth: 05/08/1962; Sex Male ]

Previous Treatment Plan Selections

D lJB,iUleEIlEI Annual Plan Test Plan Cos\gnature‘

[ 07j19/2010 Update Flan TEST PLAN 7/19/2010

D 06{21/2010 Initial Plan MAME

[ 08j18/2010 Anrual Flan test

[ 08j11/2010 Update Plan TEST PLAR

D 03/14/2010 Annual Flan TEST TESTOME Pre-fvatar Plan

E Previous Treatrmert Plan Selecions

Chart Review

This dialogue box allows you to opt out of coping plan info.
This dialogue box confirms that the plan was copied

~ AYPMCONY (LIVE) - Treatment Plan

~ AYPMCONY (LIVE) - Treatment Plan

Are you sure you want to default data from this plan % Filing Cornplete

Yes ‘ ‘ Ho ‘ 0K
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3. Editing Previous Problems, Goals, Objectives, and Interventions

There are a number of functions that you can perform when updating an Annual Plan.
e Edit exiting goals to be more relevant to the client needs or wishes.
e C(Close items because they are no longer relevant or have been completed.

Use “View Client Treatment Plan” to review the information you just imported. Select the item you want
to edit and click on return.

= AYPMCONY (LIVE) - TESTONE, TEST (000930000)/BHRS Client Treatment and Recovery Plan

//
a--m E B & 8 w [

TESTOMNE,TEST (000930000) Episode:; 12 Date OF Birth: 05/08/1962; Sex: Male

BHRS Client Treatment and Recovery Plan

D BHRS Client Treatment and Recovery Flan:
[T Barriers to Recavery | Problems: Anxiety that causes interference with being able to complets a worlgf8ay

9 [ Goals

D Manage anxiety betker in work situations
¢ [ Obijectives

D Disuss with therapist 1x per week to discuss anxiety producing situations and iggntify possiblff solutions

D |Ident|f\f sibuations that are anxiety producing at work in therapy 1x per week|
§ [ Interventions
D Medication Support
D Mental Health {TherapyfRehab/Collateralfizroup/ Assessment jPlan Developement)

\z| EHR:S Cliert Treatment and Racowery Plan

E#| BHRS Client Treatment and R la Chart Review

When editing an item you can add or delete text. Save your change using File/Save.

Select Objective To Edit
| * |dentify situations that are anxiety producing atwork in therapy 1% per week b

Objective (List skills client will master and steps and tasks the clientwill complete to accamplish the goal)
Identify and keep a log 0f| situations that are anxiety producing at work in therapy 1= per week W

Date Closed

BN N

Date Opened

fonzaoro] [F [ -

Added text Status | Current

When closing an item, change the value in the Status field to Closed.
Closing an Item will also close the linked items that follow but not the items that are above. For example
closing an Objective will close any Interventions linked to it but not the Goal that it is linked to.
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PROGRESS NOTES

Co-SIGNING PROGRESS NOTES

When the clinician writes their progress note they indicate that the document requires co-
signature and selects the supervisor to send the note to.

Yote Twpe |Requires Co-Signature

JserTo Send Co-Sigh To Do fem To |INGALL BULL

Because Avatar does not allow a note to be edited when it is sent for co-signature, the trainee
will save the note as draft iQitially. Then submit the note.

r

P il
= AYPMCONY (LIVE) - APPLE,ADAM {00930870)/BHRS Outpatient Progress Note =13
File Edit Favorites Awatar PM fvakar OWS

V T | ]
& e BN & =
| APPLE,ADAM (000930870 Episude: 1 Date O Birtn. 121 2196g, Sex Male
N
[ Outpatient Progress Hote | Language and Other Information |\

Select T.P.Yersion DrafiFinal
[¥] BHRS Client Treatment and Recovery Plan ® Draft ) Final

| Select T.P. Item Note Addresses | | Clear "Note Addresses Which Treatment Plan Problem’ Text.

Mote Addresses Which Treatment Plan Problem

Kotes Field (Right Click far Templates and Spell Checker)

This is an example of of a note being sawed as draft so supervisor is able to rewview.

Yiew Previous Progress Notes

E BHR.S Cutpatient Progress Mote Chart Review
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The trainee/clinician will then let the supervisor know that they have notes in draft. This should
be done in person, via GroupWise or voicemail.

The Supervisor can review the notes using “Progress Notes Report by Clinician” report

s Client - | ‘

kar P

S

Ayakar CWS

Assessments
Zonsents
Progress Mokes

Treatment Planning

Face Sheet

Reports
RADplus Ukilities

- w| v w w w

Progress Motes Repork

|4 Progress Motes Report by Clinician

Diagnosis Repark
Infoscriber Medications Report

¥

Process the report

Enter the name of the clinician and a date range

AEE)

AYPMCONYV (LIVE) - Frogress Notes Report by Clinician
Favorites  Avatpr PM - Avatar CW3

File  Edit

Fage 1

<La

of 1

=

B\ O

( Progress Hotes Repor]

by Clinician |

Mates VWritten By
ftso

Q‘Date

[1onagoto | 7] [¥] =

End Date

fonavie] [ [

|| Process Search |

-

| Clinician User (LTS@CYWS)

The pane on the left side of the Crystal Reports screen will have the Clinician’s name. Click on the
plus signs to see additional information. (TIP: Draft notes are first in the order)

-
Progress_Notes by Clinician.rpt

S & T 100n - 1 of1l

B INGALL BULL

=] Draft
- 10/8/2010
TESTCME, TEST §330000)
+ 5/18f2010
+]- Final
+- Unknown

he Supervisef can review the notes on screen or print them out to edit on the report.
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Print Function Page Back and Forward. You can also search by keyword

i Pr »gress_Notes by Clinician.rpt
| x6 [z on ] || 4 4 T of11 Erystalege
Preview |
Al
& Draft El
¢ E-10/8/2010 n
: TESTONE, TEST (330000)
| @ o5/19/2010
[ Final o Sy,
- Unknown j%a‘% SAN MATEO COUNTY
,; =;;,’B BEHAVIORAL HEALTH & RECOVERY SERVICES
PROGRESS NOTES
From 2/1/2010 To 10/11/2010 By INGALL BULL
|INGA LL BULL |
TESTONE.TEST (930000 Draft
Program: 419000 SERRAMONTE TDS OUTPATIENT (15)
Date of Service: 10/6/2010
Location: OFFICE
Duration (Min.): 25
Service Type:  DIRECT CLIENT CARE UNCLAIMABLE
AdmitDate: 6/21/2010
Progress Note
DGAFDGASDFG
Electronically Signed By:
Unigue Note 10: NOTE2005.001 1052010
!.

Once the supervisor has reviewed the note they can instruct the trainee to return to the note
and submit it as final.

Once the note is submitted as Final, the supervisor will get the To-Do List notification in your To-
Do list

O W e W Y w B i

® My To Do Lisk
¢ b Sent: Monday October 11, 2010
B 02:31 PM Review Co-Sign Motes (Home Yiew) ADAM APPLE (000930870} Co-Sign Reguires Co-Signakure For Episode 1 Sent By: Clinician User

My To Do List
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Double-Click on the item to open the co-signature option

You will seethe original note information and there is a place to comment. (Note: this is not
required and Co-Signers Comments are part of the chart documentation)

To Co-Sign the note click on Submit

B(E=1E

File Edit Favorites Avatar PM Avatar WS

| e B

I| APPLE,ADAM (D00930870) Episode: 1 Date Of Birth: 1211271964, Sex: Male |

| Review/Co-Sign Hotes |

Criginal and Appended Motes
Mote Date [Original): 1041172010 W
Last Updated by: Clinician Tser On: 101172010 Arc: 02:31 PM

MThis is an exawmple of of a note being sawved as draft so supervisor is able to rewview.

Co-Signer's Comments

IL Optioh |

Complete

Chatt Review
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Co-SIGNING ASSESSMENTS AND OTHER CLINICAL DOCUMENTS

Co-signing Assessments and other clinical documents works differently than the progress note.
The major difference is when the clinician submits a document for co-signature it is still in a draft
status and can be edited if need be. The setup of clinicians and supervisors needs to be correct
for this to work properly. A clinician or trainee who requires co-signature will have “Pending
Approval” instead of “Final” for any document. (If a Clinician/Trainee does not have “Pending
Approval” contact the ISD Help Desk immediately)

DraftiPending ApprovaliFinal
® Draft
1 Pending Appraval

When the trainee completes a document they select their supervisor in the “Send To” field and
write a brief outgoing comment that will be displayed on the supervisor’s to-do list

They select “Pending Approval” and submit the document.

DraftPending ApprovaliFin \
) Draft INGALL BULL

® Fending Approval Send Ta COutgoing Comments

Far appraval

The Clinician/Trainee will be prevented, at this time, from editing the document any further.

The supervisor will receive a to-do list item for the document to be approved with the

clinician/trainee’s outgoing comments. /

® My To Da List
¢ b Sent: Monday Cchober 11, 2010
| 03:09 PM LOCUS ADAM APPLE (000930870) For approval Sent By: Clinician User

Double-click on the to-do list item to open the approval screen.
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The To-Do Information Window shows document information (date, time, user, and outgoing
comments)

View Detail will run a report of the document for viewing.

............. S AVPMCONY (LIVE) - APPLE,ADAM (000930870)/Approve To Do Item (=t
File\ Edit Favoribes Awvad PM - Avatar CWS

Help
| 1 ,r:__ Ul
\iﬂ \E} X & & 1.
Appr ueToDoItem|
To Do INformation

Date t,  10/11/2010
Time Sent : 03:09 PM

Sent By : Clinician User
Option : LOcUs

For approval

Apprave To Do ltem

O ves O o | Yiew Detail

Cormrments |

Approve To-Do Item and Comments. “Yes” makes the document final.

“No” reverts the document back to draft. When you submit the To Do Item with “No”, Avatar
sends it back t the clinician/trainee’s to-do list as a draft document.

B Sent; Wednesday August 4, 20
b= Sent: Monday August 16, EDIDN\

: cfaber 11, 2010 A
[ 3 IZIS 21 PM LOCUS ADAM APPLE (00093053700 Please Revise Sent By: INGALL BULL in Draft skatus

Once the clinician/trainee has completed the document they can send it back for approval. When
the Supervisor approves the document it will be in final status.
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CORRECTING ERRORS IN CLINICAL DOCUMENTATION

There are a variety of methods for correcting clinical documents. Please review the following
processes so you will know where to find the procedure if clinical documents need correction.

CORRECTING A PROGRESS NOTE

There are two sections of a progress note where a mistake might occur—the content of the
actual note or an error in the billing section of the note, such as code, date of service, or duration
of service.

CORRECTING DRAFT NOTES
If a progress note is still in draft status the clinician can edit most of the information in the note.
e To correct Episode and/or Client clinician needs to write a new progress note for the
correct Episode or Client.
e Delete the draft note with the wrong information.

CORRECTING FINAL NOTES
Errors that need to be corrected to final note are
e Disclosure of PHI information for another client
e Wrong Client, Episode, or Date of Service
e Duplicate progress note
e Service information (service code, location, duration, # of clients in a group)

e Clinician should complete the “Progress Note Error Correction Request” for this note,
requesting the note be corrected
e Original incorrect note will be voided and/or service deleted

VOIDING A PROGRESS NOTE (Removing from client record)
Progress notes will only be voided for specific reasons

e Disclosure of another client’s PHI in the content of the note
e Progress note was written on the wrong client, or episode

APPENDING A PROGRESS NOTE
If there is an error in the note itself, the clinician should use the Append Progress Notes feature
to make the correction. Follow these steps to use the Append Progress Notes window:

1. Avatar CWS—Progress Note—Append Progress Notes

2. If the Select Client screen appears, type all or part of the client’s name in
LASTNAME,FIRSTNAME format and tap the [Enter] key.

3. If necessary, choose the client from the list.

Click the OK button at the bottom of the screen.

5. If the Select Episode screen appears, click once on the episode that contains the progress
note error and click the OK button.

B

The Append Progress Notes window appears.
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6. Inthe Note Type field, select whether the mistake was made in a note that did or did not
require a co-signature.

7. Inthe List of Notes field, select the Progress Note where the mistake occurred.

8. The note will appear in the Original and Appended Notes field. Verify that this is the note you
want to correct.

9. Click the Next Page icon to go to page 2.

10. In the New Comments to be Appended to the Original Note field, type the correction to the
note. The information will append to the end of the original note.

11. Click the Submit icon to save the changes.

PROGRESS NOTES ERROR CORRECTION REQUEST (COMING SOON)

A new option called Progress Note Error Correction Request is being added to avatar to help streamline
the correction of documentation errors. To request a correction in a progress note the clinician will
complete this option.

e The progress Note change Request has 2 pages
e Depending on the request, either M.I.S. or your ADMIN will make the correction
e You may be contacted to provide further information

2, AVPMLIVE (LIVE) - TESTONE, TEST (I}DDQ}I}DDD],"Progress Note Error Correction Request
File Edit Favorites Awvatar PM o fAwakar Cws Help

@ Page 1 of 2 E) E ‘:

TESTONE,TEST (000930000} Episode: 12 Date OFBirth: 05/08/1962; Sex Male

& @ !

| Progress Hote Change Request | Disposition (Q.1. / MIS ONLY) |

Original Note
Information - Date of Reguast

Shows a list of honsooe| [ (W =

p rog ress n otes fo r *** For a note with incorrect CLIENT, DATE OF SERVICE, OR EPISODE please complete a hew note with correct information. ***

| Yiew Progress Notes

a client for the last
calendar year

Select Items to
Change - When the
clinician selects
items to change it
will enable the
corresponding field
to enter the correct
information

Original Mote Infarmation

Selectltams to Change
[ Locatian

[T service Code

[T Duratian {in minutes)
[_] Date of Service

[C] wirong Client

[CJ Other Client's PHI Disclosure
[Z] Wrang Episade

[C] wirong Practitioher
[J] Duplicate Entry

[C1 Other

MEW Date of Service

MEW Location Code

CORRECT ProgramiEpisode

REWY Duration {in minutes)

CORRECT Client

L Option |

Complete

Chart Review
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Change
Comments/Reason

- Document reason\
for request or

anything that

person making

correction may

need to know in

addition to

information already
provided.

Requestor - Staff
making the request

2 AVPMLIVE (LIVE) - TESTONE, TEST (000930000)/Progress Note Error Correction Request

Fle Edit Favorites Awatar FM Avatar CWS

& - K O &

Fage 2of2

& .

| TESTONE,TEST (000930000} Episode: 12 Date Of Birth: DA/0B/1962; Sex: Male

| Progress Hote Change Request | Disposition (.1 / MIS OHLY) |

MEW Service Code CORRECT Practitioner

| || Process Search |

|| Process Search ‘

| | o

Change CommentsiReasan
i
Reguestor
‘ | Process Search

| |
L Orption ‘
Complete

= Chart Review
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ERROR IN SERVICE INFORMATION (I.E. SERVICE CODE, DATE OF SERVICE, DURATION OF SERVICE)

Notify your administrator of the mistake, providing the Client Name, Episode #, Date of Service,
incorrect entry and what the correct entry should be. Administrators can make corrections to
some billing errors, or the administrator will contact MIS to correct the errors if necessary.

CORRECTING AN INITIAL CONTACT SCREENING (ICl)

You can always return to any ICl window and make a change or correction at any time. The only
field you cannot change is the original date of the ICI.

CORRECTING AN ADMISSION OR ANNUAL ASSESSMENT (ADULT AND YOUTH)

Corrections are only necessary for a critical field mistake such as suicide, a risk issue, or violence
information. The steps are the same for correcting an error in an Admission or Annual
Assessment. To correct a critical field error, use the following steps:

1. Avatar CWS—Assessments—ADULT Annual/Update Assessment
OR
Avatar CWS—Assessments—CHILD/YOUTH Update Assessment
2. Inthe Assessment Type field, select Update from the dropdown list.

Information from certain Admission Assessment fields will automatically populate to
the fields.

3. Make any necessary corrections.

4. Go to the Finalize tab.

5. Attach the correct Substance Use, LOCUS, and Diagnosis assessments from the dropdown
lists.

6. Inthe Draft/Pending Approval/Final field, select Final.

7. Click the Submit icon to save the changes.

CORRECTING A PHYSICIAN’S INITIAL ASSESSMENT (PIN)

Doctors note any corrections to the PIN in a Progress Note.

CORRECTING A LOCUS/CALOCUS

Any mistake in a LOCUS or CALOCUS needs to be corrected by creating a new LOCUS/CALOCUS.
Generally the LOCUS/CALOCUS with the most recent finalize date is the working version.

CORRECTING A SUBSTANCE USE ASSESSMENT

Any errors in the Substance Use assessment need to be corrected by creating a new Substance
Use Assessment. Information from the previous Substance Use assessment will populate into the
new window, so you do not need to re-type everything. Make the corrections in the new
Substance Use window and submit the changes as Final.
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CORRECTING A BHRS DIAGNOSIS
Making a correction to the BHRS Diagnosis window requires that you complete a new BHRS
Diagnosis window. The most recent diagnosis populates to Avatar PM for billing.

If you have an incorrect non-billable diagnosis, notify your Unit Chief. The Unit Chief will contact
QM or MIS.

CORRECTING THE MENTAL STATUS AND BEHAVIORAL OBSERVATION ASSESSMENT

To correct an error in this window, you will have to complete a new Mental Status and
Behavioral Observation (Avatar CWS— Assessments—Mental Status and Behavioral Observation).

CORRECTING A TREATMENT PLAN

If the error is minor, document the mistake in a Progress Note.

If the mistake is critical, you will need to create a new Treatment Plan (Avatar CWS—Treatment
Planning—BHRS Client Treatment and Recovery Plan). When Avatar asks if you want to default
from the previous plan, select Yes. You will see any previous Barriers, Interventions, and so forth
in the dropdown lists, so you do not need to re-type everything. Remember that the original
Treatment Plan will remain in the system for auditing purposes.

CORRECTING A MISTAKE IN CONSENT FORMS

Many times, corrections here are not mistakes so much as changes, such as consent for a certain
family member being changed or revoked. For any changes to Consents, go to the specific
Consent window where you will create a new consent that overrides the previous one. A new
consent with the proper changes will print. You can then give the consent to your client.

CORRECTING A DISCHARGE

If a client is mistakenly discharged from an episode, you must contact the Help Desk at 650-578-
7150 so that they can undo the discharge.

DoCUMENTATION ON WRONG CLIENT

You may find that you have completed the correct information, but entered and submitted as
final for the wrong client.

A IMPORTANT

DO NOT RE-DO THE DOCUMENT FOR THE CORRECT CLIENT!

For all clinical documents except Progress Notes, contact the ISD Help Desk and inform them of
the error. They will assign the problem to an eCC Team member for correction. In some cases
clinical documents can be moved form one client to another. Make sure to provide the clients’
names and Medical Record #s along with the documents affected. .

DupPLICATE DRAFT DOCUMENTS

Sometimes you may discover that you started the same clinical document as a draft for the same
client. If the documents are still in Draft, use the following steps:
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Treatment Plans ONLY: Contact the ISD Help Desk and 650-573-3400 to report the problem with
Client name, MH#, Episode and Start Date of Treatment Plan.

All Other Clinical Documents: Open the particular document window. The Pre-Display window
should appear showing all draft copies. Select the extra draft you wish to delete by clicking it
once and then clicking the Delete button. You cannot undo this action.
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INFOSCRIBER

INFOSCRIBER FREQUENTLY ASKED QUESTIONS

1. I sent my Rx to the wrong pharmacy. How do | get the order to the correct pharmacy?

Reorder the medication(s) and send it to the correct pharmacy. Have the clinical or admin staff
call the wrong pharmacy to cancel / disregard the incorrect Rx.

2. The pharmacy that | need is not on the selection list. What do | do?

Contact the ISD Help Desk at 573-3400 or email isdhelpdesk@co.sanmateo.ca.us with the
pharmacy name, location, phone number if known, and one of the InfoScriber analysts will add
the pharmacy to the database. If a prescription needs to be sent right away, then either call in
the Rx or print it for the patient, and then notify the ISD Help Desk.

3. The Rx that | just sent has the wrong sig / quantity. How do | correct this?

Discontinue the wrong entry and send the output to the pharmacy. Then enter in the correct
information as a new prescription.

4. How do | see that the Rx order | sent out is successful?

Launch InfoScriber Reports. Run the report called “Rx Transmission Log” for the desired criteria.
The report shows the status of the transaction. Keep in mind that transactions will take some
minutes due to transactions needing to be processed by multiple systems. For example, faxing
Rx can take up to 45 minutes if the fax line at the pharmacy is busy and the system has to keep
trying to send.

5. How do | resend the Rx order if the pharmacy said they never got the original one?

Resending can be done either from the Print tab on the Rx Profile page of the client, or from the
Rx Transmission Log report.

From the Print tab, click the checkbox in the Prescription column for the desired order entry.
Change the drop down selection from Print to either Fax or eRx and click the “Go” button. Verify
or change the pharmacy destination as necessary. Click “Send Fax” or “Send eRx” button.

From the Rx Transmission Log report, click the “Resend” button on the desired order. Verify or
change the pharmacy destination as necessary. Click “Send Fax” or “Send eRx” button.

6. How do | tell what the drug strength abbreviation means?
At the Custom Order page during prescribing, click on “Abbr.” hyperlink under the Special
Instructions box and Titrate button. A popup will appear with the list of abbreviation meanings.
If viewing a drug order from a patient’s Rx Profile, click on the medication name hyperlink. The
medication detail popup will display the full description.
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InfoScriber (ISC) Easy Reference Guide

To Order New Rx

1. Click

2. Select search library, type in drug name and click Search.

Go. LS%ee

3. Select desired drug entry.

g JOHN DOE mr# 42, Male, 51, 02084962

S7<% Cyclothymic Disorder

Aozailable Rk L

O My Prastice Drug Hame: | COgentin
Oty ray
y Group -
@ Infoseriber Practice
O mit brugs

Allerqy  BuxHs

ibraries

Edit DX MNonlSC SEARCH

D FORMULARY:

Rx Libraries

Select Search Criteria Remove Cogentin - 1 mg, TAB, PO(1)ea BID

v

./ j‘\ ‘ Cancel Order HCusInm Order

<

(Cogentin - 1 mg, TAB, PO (11ea BIE
Cogentin- 1 mg, TAB, PO(1)es QHS
Cogentin - 2 mg, TAB, PO (11ea BIC
Cogentin - 0.5 ma, TAB, PO (1)ea BID
Cogentin- 2 mg, TAB, PO (1123 OHS
Cogentin - 0.5 mg, TAB, PO (1iea QHE

Cogentin - 1 mg, TAB, PO (1122 PRMH-BIL
Cogentin- 1 mg, TAB, PO (11ea QAW
Cogentin - 1 mg, TAB, PO (11ea TIk
Copgentin - 1 my, TAB, PO (11ea Q0
Cogentin- 2 mg, TAB, PO (1123 QAW
Cogentin -2 mg, TAB, PO (11ea TIk

4. Repeat as necessary for multiple drugs.

5. Select Dx from drop down list under drug entry.

6. Click

a.

Submit Order.

@ JOHN DOE mr# 42, Male, 54, 02021958

5<% Cyclathymic Disorder
Order Date
01/15/2010

Special Instructions: +

“fou have 210 charact

Remave

HoEnty  JR8

Cogentin - A
Cogentin -
Cogentin -
Copgentin .
Cogentin .
Cogentin

>

~

Cagentin -1 mg, TAB, PO(1)=a BID

/ :‘ | Cancel Order | | Customn Order | | Submit Order

If modification is needed, click Custom Order.

Custom Orders

Start Date

01/15/2010 MNoEnty v

Remave Cogentin - 1 mg, TAB, PO (1)ea BID

TITRATE

Allergy

Cogentin

for your instructi

ExHx EditCx MonlSC  Abbr.

v~ @ [ cancel Order | | RxLibraries | Submit Order

Strength: COGENTIN #Dose
]| 0.5 mg. TAB. PO v
*| -
*| -
*| -

1

ea

Units

Schedule

EID

£ )| ]| )]|%
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b. Change sig, enter titration instruction or enter special instructions, then click Submit Order.

QOrder Confirmation

@ JOHN DOE wmr# 43, Male, 51, 08181958
S5 cyoicthymic Disorder Virtual Pharmacist

Prescriber: | Nimkar , Jyotsna v

Pharmacy: | San Mateo Medical Center 222 30th Ave, San Mateo hd ‘

Il (] NEW ORDER Cogentin- 1 mg, TAB, PO (1)2s BID
Start Date - End Date
1452010 “VS ’E"”S Deaw 31162010
[ eaet
Oee
— =
®000
Output: Print: ©  Fax: ®  eRx Mone: O = @

Reports: Chart: (] Active: [] Hist.: [] Med Mote

| AcceptOrder | Editorder | cancel |

7. Ensure pharmacy is correct. If default pharmacy is incorrect, select correct one, click the blue
Pharmacy hyperlink and click “Set as patient’s default pharmacy” button.

2 Pharmacy Detail -- Webpage Dialog

& | https:fimembers infoscriber, comfprescribefpharmacy Detail. aspPpharmID=85012 %
San Mateo Medical Center
Address: 222 W 35th Awve
0
San Mateo, CA 94403
Phone: (B50) 573-2253
Fax: (B50) 377-1967
NCPDPID:
IL et as patient's default pharmacy ,]

8. Change number of refills, enter comments, etc. as needed. Quick Check area on the right gives
information about interactions / reactions if present.

If needed, click the Units button to customize number of units to dispense.
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ps:/imembers.infoscriber.com - Units Dispensed - Microsoft Internet

Total Number of Units Dispensed

* Linits provided fom Sample or preseribers stock will not anpearon the
preseigtion and will mot affect the quantity omered foa the dispensing
phamzcy. These units can be used fo bachk sample ard stook wsage ook
drfo Sedbers custon reporing.

[ seve | [ meser | [ cLose |

Cogentin
Dicpered by Phanhacy  Sample Stock

Select appropriate output. Qutput: Print: O Fax©  eRx ®  Mone: O

CIickAcceptOrder.l. Accept Crder J
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To Refill Rx

1. Click on the Reorder action button(s) for the desired medication(s).

JOHN DOE, MR# 43, Male, 51, 8/8/1958
% % Cyclothymic Disorder

Current Medication Profile

atenalol

Known Allergies
CODEINE

sTRawBERRY B4

n L

Current Diagnosis Start Date Medication Order =% End Date  Action
12M32009  Ambien- 10 ma, TAB, FO (123 FRM-QHS QH7Z10
30413 - Az 1 - Cyelothymic Disarder x|[2] 4
12A1/2009  Haldol Decanoate - decanoate 100 mg/mL. 01402010 3| [{3] A
SOLN, IM (50)m g A= Dir, x|[5] Al
& moni
120802009 Ativan- 0.5 mg, TAB, PO (1)ea PRM-QID

[[]4dd Mew Prescription icar=|

Rx Profile | RxHx Nnn-lSCRxl PaﬁanlDemul Allergies : | Notes I Print I Close Chart | Log Of I

04/02/2010 ﬂgg
x|

2. Click Go. ES9==2

3. Ensure pharmacy is correct.

4. Change # of refills / quantities / comments / etc. as needed.

Order Confirmation
9 JOHN DOE tr# 43, Male, 51, 0amara5a

5% Cyclathymic Disorder

Prescriber: ‘ Mimk.ar , Jyotsna "l

Pharmacy: ‘ San Mateo Medical Center 222 %/ 33th Ave. San Mateo b |

[ [7] REORDER Ambisn - 10 mg. TAB. PO (1)ea PRN-OHS
Start Date " - EI End Date
11152010 mdavs refills Loaw 21472010
et
[re
REORDER Haldol Decaneate - decaneate 100 mg/mL, SOLN, I
(50)mg As Dir
Start Date - - EI End Date
111512010 mdavs peill Deaw 21442010
et
Cre
T
Output: Print: O Fax: ®  eRx Mane: O & @

Virtual Pharmacist

—

00©°

Reports: Chart: [ Active: [ Hist: [0 Med Mote:

| Acceptorder | EditOrder | cancel |

5. Select appropriate Output. Qutput:  Print: O
6. Click Accept Order.L Accept Order J

Fax: O eRx ®

Mone: O

64

Super User Guide



Rx Cheat Sheet Guide

Desired Rx InfoScriber Input

Artane trihexyphenidyl

Atarax hydroxyzine

Compazine prochlorperazine

Desyrel trazodone

Dexedrine Dexedrine Spansule

Elavil amitriptyline

Etrafon amitriptyline-perphenazine

Lactulose strength - 10 g/15 ml syr

Luvox fluvoxamine

Maalox Maalox Regular Strength

Metamucil 3.4 g/11 g pwdr

Milk of

Magnesia 8% Susp, PO (that's the common strength used)

Multivitamin multivitamin -> Multiple Vitamins, tab
Multivitamin-Minerals -> Therapeutic Multiple Vitamins with Minerals

Multivitamin tab

Noctec chloral hydrate

Prolixin fluphenazine

Seroquel IR Seroquel

Serzone nefazodone

Sinequan doxepin

Stelazine trifluoperazine

Thorazine chlorpromazine

Triavil amitriptyline - perphenazine

Venlafaxin venlafaxine, tab or ERT

Vitamin E vitamin E -> 400 IU cap
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