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Front Office Workflows 

Patient Registration 

The flowchart below illustrates the recommended workflow for registering new patients in eClinicalWorks. The 

patient registration packets will be received through the eClinicalWorks fax inbox where the staff can member can 

sort and attach appropriate forms to the patients’ documents. 

Patient calls and needs to be registered.

Front desk/scheduling will click  ‘new’ to 
open up blank demographic page.

Front desk/scheduling  staff will fill in 
relevant info on the demographic page, 
including name, DOB, phone number, 

insurance info and structured data on the 
the additional info page.

Forms that need to be filled out, can either be 
completed via eCliniForms or scanned in from 
the demographic page, using the ‘scan’ button 

from the demographic page or the ‘patient 
docs’ button from additional info page. Refer 

to ‘Document Management’ workflow .

Registration complete

Patient walks-in.

Is this a patient 
new?

YES

Follow ‘Scheduling 
Workflow’.

NO

Front desk/scheduling will check to see if 
patient exists by clicking on ‘patient look 

up’ button and searching for patient.
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 Applying a Sliding Fee Scale 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Patient is eligible for sliding 
fee schedule.

From the patient 
demographic screen, check 
the “Self Pay” box and click 

“Sliding Fee Schedule”

In the Income Details 
screen, enter all forms of 

income and number of 
dependents (including self 

as 1 dependent).  Check 
appropriate documentation 

checkboxes.  Click 
“Calculate” to determine the 

patient’s poverty level 
percentage.

The Poverty Level % and 
corresponding Fee Schedule 
is calculated and displayed.  
Click “Assign” to accept and 

assign the sliding fee 
schedule.  Click “OK” to 

close.

Sliding fee schedule is 
displayed in patient’s 

demographic.

Patient responsible portion 
displays as “Allowed 

Amount” in appointment 
right chart panel after 

charges are entered in the 
Progress Note.

Collect patient responsible 
portion and post patient 

payment.
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Prenatal Insurance Workflow 

Patient is eligible for Prenatal 
Program. 

Calculate the patient’s level of 
poverty using the sliding fee 

schedule workflow.

If patient’s poverty level is less 
than 185%, assign the Prenatal 

Insurance to the encounter using 
the Case Manger workflow.

Charges for prenatal claims will be 
adjusted to $0.00 during the 

overnight utility.
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Case Manager 

There are occasions when a visit may be covered by an entity other than the patient’s medical insurance.  For example, 

Prenatal visits and Project 7.  In these scenarios, case manager will be used to override the primary/secondary/tertiary 

insurance in demographics.  

 

From the Case Manager window: 
Apply only the appropriate insurance for 

this visit.

In the Patient Demographic section, add/
verify that the appropriate insurance 

doesn’t not have designation .

Patient insurance needs to be linked 
under patient demographics

Proceed with remainder of check-in 
process.

Note: Case manager must be 
linked to appointment before 

progress note is locked.

Note: Use case manager for the 
current visit when: 

1) Patients primary medical 
insurance is not being billed.

2) If patient is self-pay and need 
to change to an insurance.
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Scheduling Patient Appointments  

The flowchart below illustrates the recommended workflow for scheduling patient appointments, for new and established 

patients.  

Patient requests appointment
Search for the appropriate available 
appointment slot under a provider/
resource and double click the slot.

Verify appointment facility, date/time 
then search for the patient by clicking on 

‘Sel’ button.
Look up patient by name.

Is this a new 
patient?

Double click on the patient’s name to 
select the patient for the appointment 

slot.

NO

Click on the ‘New’ button  register the 
patient with the appropriate 

demographic & insurance 
information. Note: Please refer to 

Patient Registration Workflow.

YES

Select the appropriate ‘Visit type’, enter 
the ‘Reason of the Appointment’ and 

click ‘OK.’

Appointment is scheduled for the 
patient.

On the ‘Resource Scheduling’ screen , 
select the appointment facility and 

check-off the respective appointment 
provider(s).
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Rescheduling Appointments 

The flowchart below illustrates the recommended processes for rescheduling and cancelling scheduled visits. 

Patient calls to Reschedule or Cancel 
an appointment.

 Select the original appointment and 
copy it to the ‘clipboard’ in the 

Resource Scheduling screen. 

 On the original appointment, change 
the Visit Status to “R/S”.

Process?

Select the time slot where the 
appointment has to be moved/
rescheduled to and ‘paste’ the 

copied appointment and clear the 
‘clipboard’.

 On the original appointment, enter the 
reason for rescheduling the appointment 

in the “Reason” field.

 Enter the appropriate 
reason for cancellation/no 
show in the “Reason” field.

 On the original appointment, 
change the Visit Status to “CANC” or 

“N/S”.

RESCHEDULING

CANCELLATION/NO SHOW
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Eligibility Workflow 

Open Eligibility Report from 

Resource Schedule

Filter Transmission 

Status “Not 

submitted”  

Are these 

insurances that can 

be verified through 

eCW?

No

Filter Transmission 

“Received” Not 

Verified

Yes

Local Error

eCW is unable to 

connect to the 

clearinghouse/payer.  

Remote Error

Clearinghouse was not 

able to receive file.  They 

may be closed or not 

available

Clearinghouse has received the 

request, but there was 

something wrong with the file 

(i.e. subscriber ID# number, 

incorrect, etc.).

Resubmit the file

Verify Insurance 

Outside of eCW

Contact System 

Administrator to review 

eligibility setup for that 

insurance

Make appropriate corrections 

and resubmit the request for 

those patients only 

If you haven’t connected in a 

reasonable amount of time, log 

a case with eCW

Resubmit the file
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Checking-In 

The flowchart below illustrates the recommended workflow to be followed at check-in on the day of the patient’s 

appointment.  

Patient arrives for the 
appointment.

Is this
a new 

patient?

Give out the respective ‘New 
Patient’ forms that need to be 

filled-in by the patient.

Front desk/scheduling  staff will fill 
in relevant info on the demographic 
page, including name, DOB, phone 

number, insurance info and 
structured data on the the 

additional info page. 

Search for the patients appoitnment 
& verify patient’s demographic and 

insurance details on the ‘Patient 
Information’ screen and update if 

necessary.

Give the patient the required form(s) 
to be filled in.

Once patient completes the form(s), 
verify the information filled-in and 

scan it in.

Collect co-pay, as applicable for the 
visit, from the ‘Payment’ screen.

Print a receipt for the patient from the 
‘Payment’ screen.

Update and link the appropriate 
incoming referral with this 

appointment. 

Change patient visit status to ‘arrive’.

PAPER FORMS TO BE FILLED-IN

NO YES

Scan-in any referral related 
documentation, if required. 

INCOMING REFERRAL VISITS

Scan-in and/or enter in 
patient’s insurance card, 
identification documents, 

required forms and address 
forms as applicable.

Insurance 
Eligibility 
checked?

NO

YESRun Insurance Eligibility

Note: Referral must be 
done and linked before the 

progress note is locked.

Note: If patient is self pay, 
check ‘self pay’ option in 
demographics window.
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Checking-Out 

The recommended workflow for the appointment check-out process is illustrated below:  

Provider finishes visit.

Patient goes to appropriate 
location to be checked out.

Any payments to 
be collected?

Post collected payment against 
respective claim (s), from ‘Payments 

screen’ and print receipt.

YES
Collect payments (co-pays/self 
payments/previous balance/

payment for services).

Schedule a follow-up appointment 
(if needed).

Right click on the patient’s appointment 
and print out a copy of the Visit 

Summary for the patient (if applicable).

NO

Change the appointment visit status 
to ‘CHK’ to indicate that the patient 

has been checked out.

Is this a WIC 
visit?

YES
Continue current WIC 

workflows as they exist 
now.

NO
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Incoming Referrals 

Referral appointment request comes from 
patient/referring physician’s office .  

Search for the desired appointment 
slot from the ‘Resource Scheduling’ 

screen.

Assign referral to respective staff 
member.

 Register the patient in the ‘Patient 
Lookup’ screen by entering only the 

required fields* (please refer to 
patient registration workflow).

 Create an ‘Incoming Referral’ for 
the patient and enter the 

appropriate details.

 Scan-in/ verify the documents 
required for the referral (if available)

Schedule the appointment by 
selecting the appropriate Visit Type 

and Visit Reason.

Use the visits tab to link the 
scheduled appointment with the 

referral.

Is this a new 
patient?

Yes

No

Note: Referral must be 
done and linked before the 

progress note is locked.
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Outgoing Referrals  

Referral is  ordered from the 
progress note.

Open up the ‘outgoing 
referral’ screen and enter the 

required information.

Referral is assigned to the 
appropriate staff member.

Fax the referral with the 
appropriate attachments to the 

referring office

Change the referral status to 
“Addressed”.

Scan-in  the consult report and 
attach it with the appropriate 

referral

Change the ‘status’ of the 
referral to ‘Consult Pending’

Assign the scanned consult 
report to the respective staff 

member .

REFERRAL COORDINATOR
WORKFLOW

After the Consult Report comes back
 from the referring physician’s office
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Document Management 

The below workflow illustrates the management of documents that are scanned into the system and that are faxed into 

the system.  

Paper document is scanned into the 
system.

The document must be attached to the 
corresponding folder for the respective patient 

and named appropriately.

Mark the document as 
“Reviewed”.

Paper document is electronically 
faxed into the system.

Assign the document electronically to the 
respective person. Type in any additional 

notes, if required.

Sign-off/reviewed 
by provider 
required?

Further follow-up 
required?

NO

YES

YES

NO

Type in the respective instructions and 
re-assign the document to the 

appropriate staff member.
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Telephone Encounter  

The recommended workflow to handle patient phone calls, relating to clinical and non-clinical calls is below: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Patients’ calls go into a queue. Front desk/
Operator will answer depending on type of call.

Document the conversation/
message using the “Telephone 

Encounters” feature.

Nature of the 
call

‘Address’ the Telephone 
Encounter.

Telephone Encounter is 
“addressed”.

Assign telephone encounter to 
provider/nurse

Provider/nurse documents the 
“Action taken”.

APPOINTMENT 
RELATED

Perform the required tasks and 
document it on the “Action 

Taken” section.

CLINICAL:
NON-URGENT ISSUE

CLINICAL:
URGENT ISSUE

Mark telephone encounter as 
“High Priority” and assign to 

provider/nurse.

Provider/nurse documents the 
“Action taken”.

Verbally inform nurse/provider 
regarding the telephone 

encounter.

Optional



© eCLINICALWORKS, 2016. ALL RIGHTS RESERVED  

BUSINESS ANALYSIS DEPARTMENT - CREATED FOR KENTUCKY DEPARTMENT FOR PUBLIC HEALTH  17 

 

 

Clinical Workflows 

Provider Workflow  

The flowchart below illustrates the provider workflow to document a patient’s visit in eClinicalWorks. 

 

Note: Orders will be ordered on the 
progress note, but will be printed 

at check-out.

Orders/review treatment plan 

(prescribe meds, order & print out 

lab/DI orders, immunization, 

procedure and create outgoing 

referral, as needed) in eCW.

Select the diagnosis code(s) from the 

Assessment section and reviews the 

patient’s problem list.

Enters and complete the billing and 

follow up information.
NO

Merge the appropriate template into 

the patients Progress Note.

Visit is completed. 

Progress 

Note 

completed?

Continues to document on 

the progress note and 

‘Lock’ the note when 

completed.

No Yes

Review and ‘Lock’ the 

Progress Note.

 Follow up 

needed?

On the office visit screen,  

change the status to alert 

respective staff.

YES

Appropriate staff sees the 

status, fulfill lab orders 

action and documents on 

the progress note.

Patient checks in at front desk and this 
changes the ‘Visit Status’ code on the 

Office Visits screen to ‘Arr’.

Labs needed 
prior to seeing 

nurse?

Open the Progress Note (double click), 
document  vitals, medical history and 

allergies and other additional 
information, based on the visit.

Order labs as needed and 
document results in progress 

note.

Check patient into a room, enter 
the room number and choose the 

appropriate status.

YES

NO
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Lab/Diagnostic Imaging Orders Workflow 

Below illustrates the workflow for lab/diagnostic orders pre-interface and post interface. 

Labs are ordered from the 
progress note.

Type of 
order?

Send patient to Lab draw 
area (if applicable).

Assign the lab with 
results to the clinician 

for review.

Staff member will fill out lab 
form and  perform lab, attach 

requisition to samples for send 
out.

Patient proceeds to 
check-out.

IN-HOUSE

SEND-OUT

Complete the test and 
document the results 

appropriately.

  Staff member can electronically 
submit order using the “Quick 

Transmit” button. Print 
requisition and attach to 

samples.

Interface turned-
on?

Print a copy of the order for 
the patient

Send patient to Lab draw 
area (if applicable).

Print a copy of the order for 
the patient

YES
NO

Send patient to Lab draw 
area (if applicable).

Open up the lab results 
screen from Progress 

Note.
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Lab/Diagnostic Imaging Result Workflow 

The below workflow illustrates when the practice receives results from labs and diagnostic imaging. 

Lab result comes back

Results
 e-faxed to 

eCW?

Staff member scans the 
document into the system 
(Patient Document Screen)

Fax Administrator opens the 
fax inbox screen in eCw and 

see the list of fax

Yes
(eFaxed)

No
(Hard copies)

Staff/Fax Admin attaches the 
lab result to the appropriate 

lab order.

Lab result needs 
to be tracked?

Staff/Fax Admin enters the lab 
result into the lab result 

window
Yes

Staff/Fax Admin assigns the 
lab to respective staff 

member.

No

Appropriate staff views lab 
result and addresses it 

accordingly.

High priority?

No

Staff/Fax Admin marks 
the lab as high priority

Yes

Receive results

Staff enters in results
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Lab/DI Results workflow (with bi-directional interface) 

Access the ‘L’ jelly bean to see the ‘To Be 
Reviewed’ results.

Note: Results are automatically assigned 
to the Ordering Provider’s work list (L 

Jelly bean)

Note: Default option for viewing all 
reports can be setup under “My Settings’ 

 Default tab

Click on each test result and review the 
result. Click on the ‘pink paper’ clip to 
see the electronic report or access the 

link to the diagnostic image.

Checks off one of the patient’s test and 
clicks on the ‘View All Reports’ option. 

This only applies to lab order at the 
same time.

Pink paper clip identifies electronic test 
results.

Follow-up 
needed?

Click on ‘Timestamp’ and change the 
status of the test to ‘Reviewed’ then 

click OK.

Add the comments for the nurse in the 
‘Add Notes’ field and assigns the result 

to the nurse. 

Staff member receives the result under 
the L jelly bean and performs the follow 

up action.

Click on the ‘Add Notes’ button to 
document the action taken under 
‘Notes’ section or use the ‘Internal 

Notes’, if needed.

Need 
Clinician’s 
attention?

Change the status of the  test to 
‘Reviewed’ and click OK.

Assign the result back to the clinician for 
review and sign off.

Clinician receives the results, changes 
the status of the test to ‘Reviewed’ and 

clicks OK.

Electronic/Interface Lab results come back 
under the ‘L’ Jelly bean

VIEW MULTIPLE RESULTSVIEW INDIVIDUAL RESULT

NOYES

NO

YES

Process Complete

 



© eCLINICALWORKS, 2016. ALL RIGHTS RESERVED  

BUSINESS ANALYSIS DEPARTMENT - CREATED FOR KENTUCKY DEPARTMENT FOR PUBLIC HEALTH  21 

 

 

Managing Electronic Refill (E Jellybean) 

Incoming medication refill request.

Nurse accesses the E Jellybean and sets the 

filters to view refill requests for providers.

Provider receives the telephone encounter, 

reviews the refill request, responds 

appropriately and documents the action 

taken on the telephone encounter.

Provider addresses the telephone encounter

Follow up 

action by 

nurse 

required?

NO

Double click on each of the requests and 

based on the refill protocol, respond to the 

request appropriately.

Can the request 

be fulfilled by the 

nurse ?

Select the ‘Denied’ response and select the 

appropriate denied reason from the drop-

down list.

NO

On the ePrescription Rx screen, select the 

appropriate ‘Response’; approved, 

approved with changes, denied or denied 

new rx to follow and enter the ‘Refill 

Details’. 

YES

Select the ‘Best Matched Prescription’ if 

information appears in red. Click ‘Send 

ePrescription’ button to send the refill to 

the patient’s pharmacy.

Note: The ‘Best Matched Prescription’ 

pane displays the details of the drug in the 

local database that is the best match for the 

drug that was originally prescribed. If this 

drug is not in the local database, this 

information appears in red and you must 

select the best match.

 -   Click ‘Cur Rx’ to view the patient's 

current prescriptions and select the best 

match from that list.

 - Click ‘Select Rx’ to select the best match 

from the local database. 

Click ‘Send ePrescription’ and confirm the 

action to create a Telephone Encounter.

On the telephone encounter, select the 

appropriate refill provider and enter the 

refill details under the ‘Message’ tab for 

the provider. 

Process Complete

Click on the ‘Add’ button to add the 

appropriate action taken detail, forward the 

message to the provider (changing the 

‘Assigned To’ field) and click OK.

Nurse addresses the telephone 

encounter

Provider assigns the telephone encounter to 

the nurse.

Nurse performs required task, timestamps 

and documents action taken on the 

telephone encounter.

YES

Note: New prescriptions can be selected 

and sent under the ‘Rx’ tab. 
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Program Workflows 

HANDS 

 

Patient sign eCliniform labeled 
as ‘HANDS Referral Form’ and is 
located under ‘General Clinical’ 

folder.

Have patient sign paper form 
and scan document into 
‘HANDS’ folder in patient 

documents.

Create Outgoing Referral with the 
following fields:

Specialty: HANDS

Assigned To:  Respective LHD HANDS 
coordinator/supervisor

Attach: Progress Note & signed consent 
form.

Reason HANDS.

Patient gives consent for HANDS Referral 
Record Screen.

Paper FormeCliniform
Patient Signs 
eCliniform or 
Paper Form?

Coordinator/Supervisor approves referral to 
HANDS; closes out eCW referral once 
information is entered in HANDS 2.0

Go to the Progress Note, merge 
‘HANDS Referral Record Screen’ 
template and answer respective 

questions.
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LEAD POISONING PREVENTION SCREENING GUIDE 

NOTE: All Pregnant women should 
provide a lead poisoning verbal risk 

assessment at initial pregnancy visit or 
positive pregnancy test visit.

Provide blood lead screen Provide VRA (Verbal Risk Assessment) at 
child’s next preventive health care visit.

Upon receipt of blood lead results, 
either LHD ordered or by PCP referral

 Notify parents/prenatal patient of 
blood lead results.

 Provide lead poisoning preventive 
education materials.

Lead poisoning verbal assessment is to be 
performed for children at ages 6, 9,  12,. 18 & 
24 months, and ages 3, 4, 5, and at 6 years (72 

months of age & younger).

NOYES

BLOOD LEAD SCREENING, AGES 1 & 2

ADULT

YES

ALL BLOOD LEAD RESULTS

CHILDHOOD

BLL < 5 µg/dL

Provide blood lead screen for young children at 
ages 12 & 24 months and screen all children 

form 36-72 months of age who have not been 
screened previously. 

Lead Hazards 
Identified?

Child 
enrolled in 
Medicaid?

Child lives in a 
high risk zip code 

area?
NO

YES NOTE:  CDC recommends venous 
samples to decrease sample 

collection contamination errors

NO

Adult blood lead levels ≥ 10 µg/dL 
should be referred to Kentucky Injury 
Prevention Research Center (KIPRC), 

Mark Chandler 1-859-257-5839.

1)  Re-test at next appropriate preventive visit.

2)  Provide VRA at each preventive visit until 
child is 72 months of age.
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ELEVATED BLOOD LEAD RESULTS (EBLL ≥ 5) 

Upon receipt of elevated blood lead results, 
initiate case management intervention on 

child <72 months of age.

Notify Parent of EBLL Result

NOTE:  If case manager @ LHD is 
notified first, they will assign an 

‘Action’ to Susan Lawson.

Notify child’s parent by phone call.

If unable to reach child’s parents 
by phone, Notify by letter.

If letter returned, send certified 
letter to child’s parent.

NOTE:  CDC recommends venous samples to 
decrease sample collection contamination 

errors.

A) 5-9.9 µg/dL:  Within 12 weeks or sooner.

B) 10-14.9 µg/dL:  Within 1month or sooner.

C) ≥ 15 µg/dL:  Within 2 week or sooner.

D) 48-69.9 µg/dL:  Within 48 hours.

E) > 70 µg/dL:  Within 24 hours.

NOTE: Capillary samples can be collected, 
however, are at higher risk of contamination.

Confirm EBLL ≥ 5 µg/dL

Provide a REVIEW of Lead Poisoning 
Preventive Education.

Refer for Women’s, Infants and 
Children’s (WIC) Services.

Notify KYCLPPP NCI of new case in eCW.

NOTE:  If Susan Lawson (DPH) 
receives notification of new csae 
(before LHD), Susan will  send an 

‘M Jellybean’ to LHD.
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INTERVENTION FOR CONFIRMED BLL RESULTS 

Confirmed EBLL results.Confirmed EBLL results < 5 µg/dL.

1) Close EBLL Case.

2) Re-test at next appropriate preventive visit.

3) Provide VRA at each preventive visit until 72 
months of age.

Confirmed EBLL results 5-14.9 µg/dL

1) Notify parent of blood lead level.

2) Assure preventive measures are being taken to 
minimize child’s lead hazard exposure.

3) Assure child has WIC visit has been completed.

4) Review Preventive Education with Parents.

5) Visual Investigative Home visit at child’s primary 
residence within 30 days or sooner.

6) Repeat BLL every 12 weeks.

A) Or as ordered by physician.

7) Assure EBLL CM interventions 1-6 at each follow 
up visit until case closure, BLL is < 5 µg/dL.

8) Provide a follow up home visit if Child:

A) fails to return for blood lead monitoring.

B) Blood lead levels remain elevated.

C) Blood lead levels are increasing.

D) Other: any other time the case manager 
feels a home visit would be beneficial.

Complete.

Complete.
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INTERVENTION FOR CONFIRMED BLL RESULTS (continued) 

Confirmed EBLL results.

Confirmed EBLL results ≥ 45-69.9 µg/dL

 Refer to PCP for medical evaluation within 48 
hours.

 Refer for Environmental Services
a) Visual Investigation to be completed 

within 48 hours.
b )Refer to certified risk assessor to 

Complete a Lead Inspection.

Assure & complete interventions as for previous BLL’s , 
plus:

10) Refer for Medical Nutrition Therapy.

11) Refer to primary care physician for Medical 
Evaluation.

12) Refer to Environmentalist for environmental 
investigation:

a) Visual investigation Home Visit at child’s 
primary residence to be completed within:
Blood Lead Level    Time Frame Initiate Env. Services.
15-19.9µg/dL          2wks; refer for Comp. Lead Risk Ass.
20-44.9µg/dL          1wk; refer for Comp. Lead Risk Ass.

b) Lead inspection (with samples) to be 
completed by a certified risk assessor within 2 weeks or 
sooner.

13) Provide a review on identified potential lead hazards 
and on minimizing childhood exposure.

14) Repeat BLL every 1-2months
a) Or as ordered by the physician.

15) CHELATON: if child is chelated, complete f/u blood 
lead testing as ordered by physician.

16) If order is outside of LHD, add the order to eCW.

Confirmed EBLL results 15-44.9 µg/dL

Assure EBLL CM interventions until case closure, 
BLL is < 5 µg/dL X 6mos

1) Assure and complete ALL intervention as for BLL’s 5-
44µg/dL.

2) Assure EBLL CM interventions until case closure where 
BLL is <5µg/dL.
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INTERVENTION FOR CONFIRMED BLL RESULTS (continued) 

Confirmed EBLL results.

Confirmed EBLL results ≥ 70 µg/dL

 Refer to PCP for medical evaluation within 24 
hours.

 Refer for Environmental Services
a) Visual Investigation to be completed 

within 24 hours.
b )Refer to certified risk assessor to 

Complete a Lead Inspection.

1) Assure and complete ALL intervention as for BLL’s 5-
69.9µg/dL.

2) Assure EBLL CM interventions until case closure where 
BLL is <5µg/dL.
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Oral Health Workflow 

 

Patient signs eCliniform labeled 
as ‘KIDS Smile Consent Form’ 

and is located under ‘Oral 
Health’ folder.

Have patient sign paper form 
and scan document into 

‘Oral Health’ folder in patient 
documents.

Create Outgoing Referral with the 
following fields:

Specialty: Dental Care

Assigned To:  Self

Reason: Dental Home

Important: No Follow Up Required- Mark 
Referral as Addressed

Patient/Guardian gives consent for KIDS Smile 
Program.

Paper FormeCliniform
Patient Signs 
eCliniform or 
Paper Form?

Complete & Print ‘Dental 
Hygiene OH-12 Screening 

form for school entry’ letter.

Go to the Progress Note, merge ‘Oral 
Health KIDS Smile’ template and 

answer respective questions.

Provide OH-10 Home Water Sample 
patient education by selecting the 

‘CCSG Oral Health Pt Edu’ order set 
from your favorites.

Use ICD-10 code, Z71.9 for the OH-10 
Home Water Sample patient 

education. Use Z41.8 for any other 
patient education.

Patient needs Fluoride 
Supplement & signs 

consent form

Does patient need  OH-12 
Dental Screening/Exam 
form for School Entry?

Have patient sign eCliniForm 
‘OH-9 Fluoride Consent’.

Have patient sign paper form 
and scan document into ‘Oral 

Health’ folder in patient 
documents.

eCliniform Paper Form
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No Home Contact 

The recommended workflow for patients labeled as ‘No Home Contact’ is below: 

Patient is labeled as ‘No Home Contact’ .

From ‘Additional Info’ screen on patients 
demographics, check off ‘Don’t Send 

Statements’ box.

Answer the appropriate demographic 
structured data from patient demographics 

screen.

Uncheck all options under the messenger 
preferences.

Choose ‘No Home Contact’ global alert on 
patients account.
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Referral for DSME or DPP Group Classes 

From the treatment screen, create a 
new outgoing referral. Choose ‘DSME or 

DPP’ specialty and referral reason. 
Assign the referral to your Diabetes 

Coordinator.

Patient is present at LHD for non-DSME 
services (Family Planning, Immunizations, 

Labs, etc.).

NO

YES
Does patient need a 

DPP or DSME Referral?

Open up the DSME/DPP Orderset from the Right 
Chart Panel and order the appropriate patient 

education/teaching sheet (i.e. Diabetes Resource 
Directory).

Patient has diabetes or is at high risk 
for diabetes and needs to be assessed 

for DSME or DPP Referral.

Merge ‘Diabetes Self-Mgmt Edu 
Referral’ template from ‘Right Chart 

Panel’.
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DSME or DPP Class Follow Up 

Double click the patients name to go 
into their HUB. Open up the patient’s 

outgoing referral history

Patient attends a DSME or DPP class. Class 
attendance is submitted to the LHD.

NO

YES Does patient exist?

LHD staff member looks up patient in 
eClinicalWorks.

Click on ‘New’ and complete the 
patient’s demographics. Click ‘OK’ to 

return to patient look up screen.

NO

Retroactively create a referral for auditing and 
reporting purposes. Mark referral as ‘ADDRESSED’.

Does a referral exist for 
the DSME or DPP Class?

Document additional information in the 
‘Notes’ tab. Mark the referral as 

‘ADDRESSED’.

YES

Once DSME or DPP Class follow up is 
complete, if your Local Health 

Department is accredited and can bill 
for services, please proceed to the 

‘DSME Billing Workflow’. If your LHD 
cannot bill for DSME services, this is 

the end.

Double click patient’s name to go 
into their HUB.
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Billing for DSME Classes 

LHD staff member creates a new ‘Out of 
Office Encounter’ from ‘Practice 

Navigation Band’.

Accredited LHD has provided DSME/DSMT 
services. 

In the ‘Out of Office Encounter’ window , select 
the Provider/Resource, Facility, ICD-10 code, 

and CPT code. Lock Encounter.

Class attendance must be submitted 
to the LHD.

LHD referral has been addressed or a 
retroactive referral for non-referred 

DSME class attendees has been 
created.

Look up the patient. Double click 
patient’s name.

Note: This should only be completed by 
an accredited Local Health Department 

providing DSME Services.

Note: This should also only be done 
after all referral follow up has been 

completed (whether or not the referral 
originated with the LHD or not.)
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Initiating a DOT Plan 

Create telephone encounter 
documenting orders received 

from provider. 

Patient is ready to start directly observed 
therapy.

Assign the telephone encounter to the 
provider.

Does provider use 
eCW?

Yes

Leave telephone encounter assigned 
to yourself and call/fax provider with 

request. Once signed provider Order is 
received, attach to the telephone 

encounter and mark it as 'Addressed'.

No

Provider

Call provider to request 
treatment guidance

Schedule DOT visit 2 weeks out 
at a time.

Mark telephone encounter as 
addressed or document changes as 

needed.
Proceed to administer DOT.

Proceed to administer DOT.

Nurse/Staff
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Daily DOT Workflow 

1) In Current Medication, 
indicate that the patient is still 

"Taking" this particular 
medication.

2)Merge TB-17 DOT Template & 
answer questions.

.
3)Review TB DOT Flowsheet.

1) In Current Medication, 
indicate that the patient has 

'Discontinued' this 
medication and enter the 

Stop date.

2) Use Treatment screen or 
Order Set to add new 
Medication regiment.

3) Merge TB-17 DOT 
Template and answer 

questions4-Review TB DOT 
Flowsheet.

Patient is present for first DOT Treatment.

Change in DOTContinue Existing DOT Rx

Create telephone encounter 
requesting treatment guidance from 

provider.

Does provider use 
eCW?

Yes No

Use ‘Treatment Screen’ or ‘Order Set’ 
to add medication regimen. 

1) Merge TB-17 DOT Template.

 2)Answer questions.

3)Review TB DOT Flowsheet.

Patient is present for subsequent DOT 
Treatment.

1) In Current Medication, indicate that 
the patient is still "Taking" this 

particular medication and in the Notes 
box indicate that it is being 'Held' and 

the reason why.

2) Merge TB-17 DOT Template and 
answer questions.

3)  Review TB DOT Flowsheet.

DOT on Hold

Assign the telephone encounter to the 
provider.

Leave telephone encounter assigned 
to yourself and call/fax provider with 

request. Once signed provider Order is 
received, attach to the telephone 

encounter and mark it as 'Addressed'.
Provider

Mark telephone encounter as 
addressed or document changes as 

needed.

Proceed to administer DOT. Proceed to administer DOT.

Nurse/Staff
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Missed DOT Workflow 

 

Patient missed DOT appointment.

Change appointment status to ‘Missed 
DOT’.

Go to Progress Note:
1) Merge TB-17 DOT Template.

 2)Answer questions.

3)Review TB DOT Flowsheet.

 


