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Overview of the System 

Logging in/out of eClinicalWorks 

1. To log into eClinicalWorks, double click on the eClinicalWorks icon on your desktop. Enter your login ID 

and password (case sensitive) and click on “Log In.”  

Note: Make sure you are in the correct environment. Hover over the icon or click on the icon once on 

desktop to determine the environment.  

 

2. You can click on the ‘X’ button on the top right corner of the screen (to close the window) and log out as 

well. 
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Menu Bar and Navigation Panel 

1. The options on the top of the screen are called ‘Menus’ and together they make up the ‘Menu Bar’. 

a. File Menu allows you to refresh counts and change passwords as well as user settings and 

computer settings. 

b. Patient Menu allows you to lookup the desired patient, create new patient and perform basic 

operations for the patient. 

c. Schedule Menu allows you to set & block provider/resource’s schedule. 

d. EMR Menu allows Administrators to customize the EMR System (Alerts, Labs, DIs, Order Sets, 

etc.) 

e. Billing Menu allows Administrators to customize the Billing System (Organize/Group ICDs, CPTs, 

Enable Billing Options, etc.). 

f. Reports Menu allows you to run EBO (End of Day Reports). 

g. CCD Menu allows you to Export/Import CCD information (Not in use currently). 

h. Meaningful Use Menu allows you to access Meaningful Use Reports. 

i. Fax, Tools and Community Menus allow the you to perform additional administrative settings. 

j. Lock Menu allows you to lock the current work station. 

k. Help Menu allows you to navigate to support website and view current system information. 

 

2. The Navigation Band on the left-side of the screen allows you to navigate to different parts of the 

system. Several of these features can also be accessed through the Quick Launch buttons/Jellybeans. 

a. Admin Band allows you to make changes to the system dictionary (Visit Types, Visit Status, Visit 

Durations, etc.). Access to the Admin Band is restricted to the System Administrators.  

b. Practice Band allows you to access various scheduling screens (Resource Schedule, Provider and 

Resource Schedules) and other short cuts (Progress Note, Out of Office, Telephone Encounter, 

Office Visit screen, etc.). 

c. Registry Band allows Administrators to access recalling system of the application (Lookup 

Encounter, Patient Recall, etc.). 

d. Referral Band allows you to access the referral module (Outgoing/Incoming). 

e. Message Band allows you to access the internal messaging system. You can send/receive 

messages from the messaging feature. 

f. Documents Band allows you to access documents module. This includes; Patient documents, 

Faxes (Inbox & Outbox), eCliniForms, etc. 
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g. Billing Band allows you to access the billing modules. This includes; Encounters, Claims, 

Payments, ERAs, Batches, etc. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Menu bar 

Navigation 

Band / Panel. 
Single provider schedule 

Quick Launch Keys/Jellybeans 

Show/Hide buttons/Olives 
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Patient Look-up  

Patient Look-up Screen and Lookup Options 

1. When you click on the patient lookup button, the ‘Patient Lookup’ screen opens up, which gives you a list of 

all the patients in the system arranged alphabetically by their last name.  

 

2. The patients can be searched using a combination of different search options such as Name, SSN, DOB, 

Account No, Phone No, Subscriber No, Previous Name or Home/Work/Cell Phone, Medical Record Number, 

Guarantor Name and by their default appointment facility.  

 

3. The Patient Lookup button also includes a drop-down list that provides quick access to a list of the last five 

patients whose ‘Hub’ screen has been viewed. This feature is available to all users. Click on the green drop-

down arrow to the right of the patient lookup button to access patient records viewed recently. Including 

the links to Patient Lookup, Quick Registration, and Insurance by provider lookup. 
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Patient Demographics 

The Patient Information (Demographics) screen can also be accessed by selecting a patient in the  

“Lookup” screen and then clicking on the “Patient Info” button at the bottom of the screen. 

 

 

 

 

Mandatory fields are indicated by a red 
asterisk. You cannot save a patient record if a 
mandatory field is blank. 

PCP is the patient's true Primary Care Provider. 
If they don't have one, there is a No PCP option. 
There is also an FQHC PCP option - if they select 
this, they must choose the FQHC in demo 
structured data. Rendering Provider is the 
assigned LHD provider  

Financially responsible party (Patient 
Statements will be generated under this 
person’s name and address). If services warrant 
a statement. 

Patient Insurance(s) information: If there are no 
insurance(s) for the patient, the ‘Self Pay’ check 
box must be checked. Please refer to the billing 
workbook for unique billing insurance 
scenarios. 

This button provides access to additional 
demographics fields such as additional 
emergency contacts and patient’s pharmacy 
information. As well as additional mandatory 
demographics, including structured data 
questions. 

Validates patient address 
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Additional information such as additional contact, patient billing address, employer address, patient’s picture, 

email, race, ethnicity, language, Default Facility, Default Lab and DI Company, Pharmacy details, Circle of Care 

etc., can be added/modified by clicking on the “Additional Information” button. 

 

NOTE: If the patient doesn’t have an email id, it could be marked as ‘Not Provided’. 

 
NOTE: If the patient doesn’t have an email id, it could be marked as ‘Not Provided’. 

 

 



 

© eCLINICALWORKS, 2016. ALL RIGHTS RESERVED  

BUSINESS ANALYSIS DEPARTMENT - CREATED FOR KENTUCKY DEPARTMENT FOR PUBLIC HEALTH  10 

 

ADDING THE RESPONSIBLE PARTY: 

 

1. Click on the ‘Select’ button on the ‘Responsible Party’ section 

of the demographics screen. 

2. Choose the ‘type’ of the responsible party – if it is “Another 

Patient” or “Guarantor”, you must click on the “Sel” button 

corresponding to that field to choose the person’s name. 

Clicking on the “Sel” button will take to the corresponding 

‘Lookup’ screen. 

Note: Both ‘Another Patient’ and ‘Guarantor’ are financially 
responsible, but a ‘Guarantor’ is not a current patient of the 
LHD. 

3. If the responsible party is not “Self”, you must also choose the 

appropriate “Relation” code by clicking on the browse button 

ADDING THE INSURANCE DETAILS: 

 

  

1 

2 

3 

1 
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1. Click on the “Add” button in the ‘Insurances’ section. Then search for the appropriate insurance on the 

‘Lookup’ screen that pops-up, select the correct insurance and click the ‘Ok’ button. 

2. Enter the subscriber number and copayment details.  

3. Choose the insurance ‘designation’ appropriately (i.e., primary, secondary, tertiary). 

4. Make sure the insurance holder’s name is selected in the “Insured’s Name” field. In some cases, this 

can be different from the patient’s responsible party name. 

 

 

 

 

3 

2 

4 
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Patient Hub 

Patient hub provides quick, single point access to all information (Clinical and Account) related to a patient.  

 

 

1. Toolbar: Provides access to a comprehensive list of the patient's test results, immunizations, referrals, allergies, 

alerts, and notes. 

2. Patient Information: A snapshot of patient information, including the last and next visits. 

3. Chart Panel: Displays a quick reference of the patient's Progress Notes window-giving the provider easy access 

to the patient's history and other information, such as current medications, allergies, alerts, and 

immunizations. 

4. Hub buttons: The Hub buttons provide quick access to medical records of a patient. Perform frequent office 

tasks using these buttons, such as scheduling a new appointment, logging a phone call, or sending a message 

or letter. 

 

 

 

 

1 

2 

3 

4 
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Scheduling Appointments 

Scheduling Patient Appointments  

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

established patients.  
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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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1. If the patient is a ‘New’ patient (i.e., patient does not exist in your ‘Lookup’ database), the patient must be 

registered in the system as explained in the Patient Registration section. In addition to the “mandatory” fields 

defined, capture as much information as possible during the patient registration process. 

2. If patient is an established patient (i.e., patient does exist in the ‘Lookup’ database), then verify the patient’s 

demographic information (name, address, phone number and insurance information) to make sure they are 

up to date. 

3. Once the registration or patient verification process is complete, close out of the ‘Lookup’ screen. The next 

step to scheduling a visit is to open the “Resource Schedule” for the respective provider / resource and visually 

search for an open appointment slot for the requested date and time. Multiple appointment schedules can 

be opened up side-by-side to check for appointment availability. Alternatively, the Appointment Search and 

Multiple Appointment Booking feature can also be used for searching open / available slots. 

4. To begin the appointment scheduling process, select the provider or resource first. Based on their working 

hours in the respective facility, double-click on the desired appointment slot or on the time for that 

appointment slot and that would open up the “Appointment” screen (or) if you are using the Appointment 

Search and Multiple Appointment Booking feature, select the desired appointment slot and click on the 

“Schedule” button. 

 

 

 

 Double-click on a time slot here or on 
the actual time displayed on left to 
make an appointment. 

OR 
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The steps for scheduling an appointment are explained below: 

1. First, the respective patient has to be selected. Click on the “Sel” button to select the patient for whom 

the appointment needs to be scheduled. Search for the patient in the “Lookup” screen by entering the 

appropriate search parameters (i.e., Name, DOB, etc.) 

2. Then the type of visit the patient is coming for needs to be chosen appropriately.  

The Visit Status should be left as ‘Pending’ until the patient checks in.  

3. Select the appropriate reason by clicking on the “drop down arrow” button and picking a relevant option. 

4. A general note is just a section where front office can write down general notes for themselves. It only 

remains on the schedule. 
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The table below shows all the available options for visit types and their corresponding reasons. 

Visit Type Codes (Description) Visit Reasons 

2. Choose a respective Visit Type for the 
appointment from the drop-down menu. 

3. Choose the reason for visit by either selecting a 
reason from the drop-down menu or by directly 
typing it in. 

4. Enter any general notes/reminders regarding the 
appointment here.  

1 

2 3 

4 

1. Select a patient by clicking on the “Sel” button. 
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COUNS (Counseling) Adult 

Dent D0190 (Dental Screening Only) Dental 

Dent D1206 (Dental Varnish) Family Planning 

Dent D1351 (Dental Sealant) KWCSP 

Dent Prev (Preventive Dental) Peds 

EXAM-PREV (Preventive Exam) Peds Car Seat 

EXAM-PROB (Problem Exam) Pregnancy Test 

F/U (Follow Up Visit) Prenatal 

IMM (Immunization) Resupply 

LAB (Lab) STD 

MISC (Miscellaneous) TB 

WIC-BFCnsl (WIC Breastfeeding Counseling)  

WIC-BFGrp (WIC Breastfeeding Education Group)  

WIC-Breast (WIC Breastpump Issuance)  

WIC-Crt/Re (WIC Certification/recertification)  

WIC-Iss (WIC Benefit Issuance)  

WIC-NE (WIC Nutrition Education)  

WIC-NCGrp (WIC Nutrition Education Group)  

WIC-NEGrpP (WIC Nutrition Education Group 
Paraprofessional) 

 

WIC-NEPara (WIC Nutrition Education 
Paraprofessional) 

 

WIC-PkgCsl (WIC Food Package Change with 
Counseling) 

 

WIC-VOC (VOC)  
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Appointment Search and Multiple Appointment Booking 

Open appointment slots can also be searched for using the “Appointment search and multiple appointment 

booking” feature. Once the desired appointment slot(s) are found, this feature can also be used for scheduling 

single, multiple or group visits for patients. 

This feature can be accessed by clicking on the button from the ‘Resource Scheduling’ screen. 

Alternatively, it can also be accessed by clicking on the “Find” button on the appointment screen. 

  

 

 

Click on the ‘Find’ button on the top 
of the Resource Schedule to open the 
‘Appointment Search & Multiple 
Appointment Booking’ screen. 

You can search for providers / 
resources by facility or under all 
facilities. To choose a facility, click on 
the “Sel” button. Check off “All” to 
search under all facilities. 
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Scheduling Recurring Visits 

Search for the Provider / Resource 
under whom the visit needs to be 
scheduled by typing in the name. 
Select the appropriate name(s) from 
the list below. Make sure both the 
check boxes are checked off. 

Choose a date, day and time 
preference for the appointment. Then 
select the appropriate ‘visit type’. 

Specify the search options for 
available appointment slots and click 
on the “Find” button. Note: If you do 
not wish to double book, make sure 
the ‘Exclude booked slots’ option is 
checked. 

Select the desired appointment slot 
and click on the ‘Schedule’ button to 
schedule the appointment. If multiple 
appointments have to be scheduled 
consecutively, select the desired 
appointment slots and click on the 
“Schedule Multiple” button. 

The “Next” buttons can be used to see 
the next set of available appointments 
and the “Prev” button takes you to 
the previous page. 

Search results can be sorted by 
‘Appointment time’ or ‘Provider / 
resource name’. 

Select the 
appropriate patient. 

If you want to see the providers / 
resources for a selected facility only, 
then choose the appropriate Facility 
and then check off this option. 
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‘Recurring visits’ feature can be used to schedule multiple follow-up visits for the same patient. Please note that 

all visits scheduled will have the same ‘visit type’ code. This feature will be used for Directly Observed Therapy 

visits in the Tuberculosis program. 

To schedule a recurring visit for a patient, click on the  button on the top of the ‘Appointment’ screen: 

1) The ‘start time’, ‘end time’ and ‘duration’ cannot be modified from the original appointment. This will be 

automatically populated based on the visit type chosen for the original appointment. 

2) Choose the ‘Recurrence pattern’ in weeks (i.e., appointment to be repeated once a week or 2 weeks or 3 

weeks, etc.). 

3) Choose the day of the week when the appointment has to be scheduled. 

4) Specify the start and end of the recurrence pattern. 

5) Click ‘Save’ to schedule the appointments based on the recurrence pattern chosen. The system will 

automatically schedule the respective appointments and display a confirmation message. 

 

 

 

 

1 

2 

3 

4 
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Scheduling Appointments for Family Members 

Appointments can be easily scheduled for multiple patients connected through the same “Responsible Party” (or 

Guarantor) using the ‘Create copy for family’ option.  

1. Schedule the appointment for the first member in the family, from the ‘Resource Scheduling’ screen. 

2. Right-click on the appointment and click on “Create copy for family” option. You will see a list of all the 

members in the family. 

 

3. Click on the family member for whom the appointment has to be scheduled. 

4. The system will create a similar appointment for this family member and place it in the ‘Appointment 

clipboard’. 

5. Select the desired day, date and time when you want this appointment to be scheduled and “Paste” the 

appointment from the clipboard. Once the appointment is ‘pasted’, you can double-click on it and modify 

as necessary. 



 

© eCLINICALWORKS, 2016. ALL RIGHTS RESERVED  

BUSINESS ANALYSIS DEPARTMENT - CREATED FOR KENTUCKY DEPARTMENT FOR PUBLIC HEALTH  23 

 

 

6. Repeat steps 2 through 5 to schedule similar appointments for other family members as well. 

 

 

 

 

Rescheduling Appointments 

The flowchart below illustrates the recommended processes for rescheduling and cancelling scheduled visits. 
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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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1. From the ‘Resource Scheduling’ screen, right-click on the scheduled appointment and copy it to the 

Appointment Clipboard. 

 

2. Click on the appointment slot where the appointment needs to be rescheduled to and ‘Paste’ the 

appointment by clicking on that respective button. 

 

3. Go back to the original appointment, choose the ‘Visit Status’ as ‘R/S’ (or Rescheduled) and type in the 

reason for rescheduling in the ‘General Notes’ field. 

  

 

1. Change Visit Status to R/S 
(Rescheduled). 

2. Type in the reason why this 
appointment was rescheduled. 

APPOINTMENT CLIPBOARD 
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Cancellations and No-shows 

Appointments can be cancelled or marked off as ‘no-shows’ by simply choosing the appropriate ‘Visit Status’ 

code on the appointment screen. 

  

Some of the recommended steps while cancelling or marking off an appointment as ‘no-show’ are: 

1. Always put in a reason for the cancellation in the ‘General Notes’ section of the appointment screen. This 

makes it easy to track why the appointment was cancelled for a patient. 

2. If you have permissions to delete appointments, do not delete a cancelled or a no-show appointment as 

you will not be able to run a ‘cancelled’ or ‘no-show’ report on the system. 

3. If any charges are associated with the appointment (copayments or self-pay payments), the appointment 

cannot be cancelled. The payment collected will have to be deleted or re-allocated to another visit before 

the appointment is cancelled. Contact the LHD billing supervisor to do so. 
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Bumping Appointments 

The ‘Bump Appointment’ feature can be used to create a ‘Bump list’ that would contain all scheduled patients 

who the provider/resource was unable to see during a particular day.  

1. All appointments on a particular day can be transferred on to the Bump list and the whole day can be 

blocked for a provider/resource using the Block Hours feature. 

 

2. Individual appointments can also be put in the Bump List by right clicking on the appointment and 

choosing the ‘Bump Appointment’ option. 

3. The Bump List can be seen by clicking on the Bump Appointments icon on the Resource Schedule 

screen. Appointments from the bump list can then be rescheduled as required. 

 
 

 

 

This option has to be checked off in the 
Appointment Block screen to 
simultaneously block the entire schedule 
and transfer all patients in the schedule 
to the Bump List. 

The ‘Bump Appointments’ button on 
the Resource Schedule screen. 

These buttons can be used to either 
restore the appointment(s) back on 
the schedule or to re-schedule the 
appointment(s) to a different date. 
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Introduction to eClinicalWorks EMR 

The Office Visit Window 

Basic patient check in/checkout process 

1. The providers, Nurse and the MA will be using the ‘Office Visits’ screen to access the schedule for a 

particular day. This screen can be accessed by clicking on the ‘Office Visits’ icon under the ‘Practice’ 

section of the left navigation band or by clicking on the “S” Jellybean. 

  

 

2. When the front desk staff checks the patient in, that will automatically be indicated on the Office Visits 

screen on the ‘Visit Status’ column – where the visit status code will change from ‘PEN’ or Pending to 

‘ARR’ or Arrived. 

3. If the patient’s appointment is for a ‘Nurse/MA Only’ visit, the Nurse will check the patient into a room, 

complete the visit, check-out the patient from the exam room and send the patient over to the front 

desk. If it is a provider visit, the Nurse will check the patient into a room, complete the Nurse 

Assessment process before the provider sees the patient and then indicate to the provider that the 

patient is Ready to be seen, by changing the status code on the Office Visits screen. 

 

 

Use filter options to pull 
up a provider’s or 
resource’s schedule for a 
particular day. 

Visit status column – PEN 

denotes a pending visit, 

ARR denotes that the 

patient has arrived i.e., 

the front-desk has 

checked the patient in. 

Arrival Time and Duration 

columns are updated 

automatically by the 

system once the patient 

checks-in at the front 

desk. 
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4. To document the provider or Nurse/MA assessment on the patient’s chart, the provider or Nurse will 

select the patient and either double-click on the patient’s name or click on the “View Progress Notes” 

button at the bottom left-hand side corner of the office visits screen to open up the patient’s ‘Progress 

Note’ for that encounter/visit. 

 

5. Once the documentation is complete, the patient will be checked out of the room either by a Nurse/MA 

or the provider, again by selecting the patient and clicking on the “Check In/Out” button and then 

checking off the “Check Out” check box. Once the check-out is complete, the patient will go to the front 

desk to complete the Check-Out process. 

 

 

1. Select the 

patient. 

2. Click on the 

Check In/ out 

button. 

3. Click on the “Check In” 

checkbox to clock the time 

when the patient was 

checked into an exam room. 

4. Type in the exam room 

number where the patient is 

checked in. 

5. Choose a ‘Status’ code and 

click on the ‘Ok’ button. 
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Progress Note Overview 

The progress note of the patient contains 3 major sections. 

 Patient Dashboard 

 Patient Chart Panel 

 Patient S.O.A.P Note 

Patient Dashboard 

  

 

 

 

 

 

Patient Chart Panel 

 The patient’s chart panel is the storage panel of all the previously entered information such as current 

medications, histories, allergies, immunizations etc. 

 

 

Patient’s SOAP note 

 Patient’s S.O.A.P note contains the Subjective, Objective, Assessment, Plan and Billing Data sections. 

Patient Information and 

picture. 

Patient’s insurance details, account balance, PCP, first and last appointment. There is a 

sticky note where any non-chart info can be added and used for documenting any 

important information about the patient. Menu bar gives a summary of all the data entered 

such as medical summary, list of labs, diagnostic images, procedures etc. 
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Documenting on a Progress Note: Subjective and Objective 

Information  

Typically, during the nurse assessment of a patient, the nurse/MA will enter information in the following 

sections of the patient’s progress note: 

1. Chief Complaints 

2. HPI 

3. Current Medications 

4. Allergies 

5. Vitals 

However, depending on the type/nature of the visit, additional information must be entered as required (for e.g.: 

the ‘history’ sections). 

Entering relevant information in the four sections listed above are explained in detail, with screenshots below: 

Chief Complaints 

 From the patient's progress note, click on “Chief Complaints”. The following window opens. 

 

 The ‘reason for visit’ entered in the appointment screen will automatically show up as the patient’s 

‘chief complaint’. 

 Click on “Browse” or “Add” to add/change a chief complaint on the patient’s chart.  

 If you use “Add” to enter a complaint, the keyword/complaint must be typed in. The “Browse” button 

displays a standard ‘pick- list’ of complaints to choose from.  
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History of Present Illness (HPI) 

 From the Progress Notes, click on ‘HPI’. The following window opens: 

 

 

 Click an HPI category on the left side and the symptoms belonging to that category on the right side of 

the screen.  

 Click the box in the “c/o” or “denies” column to mark the symptom that a patient ‘complains of’ or 

‘denies’. 

 If the “show popup for c/o” is checked, the Notes section will automatically pop up. If show popup is not 

checked, then you will have to manually click on the “NOTES” section to get the option list.  

 Click on a phrase to add it to the description area, or type in your own notes related to that symptom.  

 Click on the blue arrow to expand the Notes section to cover more of the window. It will hide the 

structured data and allow a user to free type the HPI documentation. 

 

 

 

 

Click an HPI 

category on the 

left and the 

corresponding 

items will show 

up on the right 

hand side. 

To 

document 

the HPI, click 

on ‘Notes’ 

to bring up 

‘Notes’ box.  

Allows you 

to ‘Denies’ 

or ‘Clear’ all 

options. 
  

Expand Generic Notes 

Section. 
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Current Medications  

 From the patient's progress note, click on “Current Medications”. The following window opens. 

 

 Click on the “Current Medications” hyperlink from the progress note to display the “Medication 

Reconciliation” window with the patient’s medication information.  

 New medications on the patient’s record can be added by typing in the name in the ‘Add Medication’ 

box. 

 Each medication added to the patients current list can be designated as ‘Taking (T)’, ‘Not Taking (N)’, 

‘Discontinued (D)’, and ‘Unknown Status (U)’.  

 Medications can also be selected by clicking on the “Past Rx History”. Here, you can sort the list by 

Prescribing provider, by the prescription date or by the prescription name.  

 “Rx Name Only” check box can be utilized to remove the Strength, Formulation and Take.  

 After the current medication list is built for the patient, check off the “Medication Verified” checkbox to 

indicate to the provider that this is the most updated list.     
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Past Medical History  

 From the progress notes, click on “Medical History”. The following window opens. 

 

 Three ways to add medical history: 

a. Select “Keyword” or “ICD” and click on the ellipsis “…” to search by the respective option. 

b. Click “PMHx” to add medical history from previously documented history. 

c. Click “Add” to add a medical history on the patient’s chart. 

 If you use “Add” to enter a medical history, a new line is added where you can free type the patient’s 

medical history. Using the ellipsis “…” button shows a general list of keywords or ICD that can be chosen 

for the patient.  

 Medical history gets carried forward from visit to visit and history information from the previous visit is 

automatically displayed on the progress note. 

 Check off the “History Verified” check box once you have updated the list. 
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Allergies 

 From the patient's progress note, click on “Allergies/Intolerance”. The following window opens (window 

also shared by “Medical History”).  

 

 To add a drug allergy or intolerance, click on the “Browse Rx” button, search for the drug and then 

choose the drug by clicking on it. By selecting the drug allergy from the “Browse Rx”, you are adding a 

“structured” allergy. This allows the system to check for drug interactions. 

 Click on “Add” to add a non-drug allergy/intolerance to the patient’s chart. Choose the type of the 

substance to be added as “Non-structured’. The “non-structured” option lets you type in a custom drug 

or substance and “non-structured” allergies do not check for drug interactions. 

 The ‘reaction’ that the patient would experience to the substance added can be chosen from the drop-

down list or manually typed in appropriately. The ‘type’ can also be chosen. 

 If a patient denies any allergies, then click on the ‘N.K.D.A’ checkbox. (No Known Drug Allergies). 

 The allergy log allows you to see who entered the allergy information. 

 Click on “Allergies verified” once you have verified the allergies with the patient. 
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OB History  

From the Progress notes, click OB History. The OB/GYN History window opens. The OB pane lists an established 

list of symptoms and the Notes section allows for keyword and free-text entry. 

 

 

GYN History  

 From the progress note, click on “GYN History”. The following window opens.  The GYN pane lists all 

symptoms that can either be denied by the patient or applied to the “GYN History”. The “Notes” section 

allows for keyword and free-text entry. 
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Surgical and Hospitalizations History  

 From the patient's progress note, click on “Surgical History”. The following window opens (window also 

shared by hospitalization). 

 

 Two ways to add Surgical History: 

a. Select “Keyword” or “ICD” and click on the ellipsis “…” to search by the respective option. 

b. Click “Add” to add surgical history on the patient’s chart. 

 Click on “Browse” or “Add” to either add or update a new hospitalization. 

 If you use “Add” to enter the history, a new line is added where you can free type the patient’s medical 

history. The “Browse” button shows a general list of histories or reasons of hospitalization that can be 

chosen for the patient.  

 When a patient has no surgical history or hospitalization then click on “Denies Past Surgical History” or 

“Denies Past Hospitalization”. 

 Check off the “Verified” check box once you have updated the list. 
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Family History  

 From the patient’s progress note, click on “Family History”. The following window opens. 

  

 Under “Status” dropdown choose the options between “alive”, “deceased”, “unknown” or a blank field. 

 Enter the birth year in the YOB field. This will automatically calculate the age. 

 If a family member has a condition not listed as one of the checkboxes, click on the “...” buttons under 

the notes column to open the keyword window. Click on a known family condition from the left pane to 

add it to the Selected Category in the center pane or free type directly in the selected category pane. 

You can select multiple relatives on the right pane to that are known to have the conditions. 

 Check off “Non-Contributory” if the family history is not relevant to this visit. 

 The “Copy/Merge” option is available only for patients with the same guarantor. 

 Check off the “Family History Verified” check box once you have updated the list. 
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Social History  

 From the patient’s progress note, click on “Social history”. The following window opens: 

  

 The folders on the left-hand side of the screen are called “Categories”. When you select a category, the 

corresponding questions / items in that category will display on the right-hand side of the screen. 

 Information can be added by clicking the “Details” field for that particular item. (Detailed Answer).  

 The blue “S” identifies the item is built with Structured Data items. The red “S” identifies that the item is 

built with Structured Data items with Mandatory fields involved. 

 Check off the “Social History verified” check-box once you are done. 
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Review of Systems (ROS)  

 From the patient’s progress note, click on ROS. The following window opens. 

 

 

 To add additional notes to each symptom, simply click on the “Notes” cell corresponding to that 

symptom and type-in or select the notes keywords as required. 

 
 

  



 

© eCLINICALWORKS, 2016. ALL RIGHTS RESERVED  

BUSINESS ANALYSIS DEPARTMENT - CREATED FOR KENTUCKY DEPARTMENT FOR PUBLIC HEALTH  41 

 

Vitals  

 From the progress note, click on “Vitals”. The following window opens: 

 

1. The “Vitals” screen displays vitals for all visits for a patient. The row highlighted in yellow is the current 

visit.  

2. If the “pop-up” check-box is checked, the vital signs must be entered using the on-screen keypad by 

following steps A-C outlined in the screenshot. Otherwise, the vitals can be typed in by simply pointing 

and clicking in the respective yellow colored cell. 

3. BMI is automatically calculated depending on the patient’s weight and height. 

4. Check the “Vitals taken” check-box to document that vitals were taken during that visit. Doing this will 

also add a picture of a stethoscope in the “Notes Sts” column in the Office Visits screen. 

 

1 

2 
3 

4 

A 

C 

B 
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Examination   

 From the Progress Notes, click on ‘Examination’. The following window will open. 

 

 

Examination 

 Click an Examination/Physical Examination category on the left side and the items (questions) belonging 

to that category appears on the right side of the screen.  

 To document, click on the ‘Observation’ column to bring up ‘Examination Notes’ box. 

 If desired, drawings/pictures can be attached using the ‘Drawing’ button. 

 

 

  

Click an 

Examination 

category on the 

left and the 

corresponding 

items will show 

up on the right 

hand side. 

To document 

the 

Examination, 

click on 

‘Observation’ 

to bring up 

‘Notes’ box.  
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Structured Data Column in Different Sections 

In several sections of the Progress Notes, such as HPI, Examination, and Preventive Medicine, Social History, and 

Procedures, you will see a structured data column, which indicates if the notes field associated with the item is 

structured. A blue S indicates that the item is structured and a red S in the column indicates that the item is 

structured and mandatory. 

HPI: 

  

Examination: 
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Preventive Medicine: 

 

 

Social History: 
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Documenting the Assessments 

Entering the Diagnosis and Diagnosis Codes 

 From the progress notes, click on “Assessment”. The following window opens. 

 

1. Assessments can be searched by the diagnosis code or the name. They can be searched by first selecting 

one of the three options from the drop-down list: “starts –with”, “Contains”, “All words”.  

2. Once we find the assessment, highlight it to select it. Once selected, it goes into the selected assessment 

list for that patient.  

3. “Notes” section next to the diagnosis selected can be used to write the notes for that specific diagnosis 

whereas the notes section on the bottom is common to all the diagnoses.  

4. Any diagnosis which needs to be added to the problem list can be added from here by checking the ‘PL’ 

column. This allows the addition of the diagnosis codes to the right panel (in your progress note), which 

will allow you to select that diagnosis from there if the patient comes back for a follow up. It can also be 

selected from the problem list category on the assessment window. 

  

1 

2 

3 

4 
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Building the Problem List 

 

To modify the existing problem list or to update the ‘work-up’ status of a medical problem, simply click on 

the ellipsis button (or the button with three dots) next to the “Problem list” heading on the patient’s chart 

panel and that would open up the ‘Problem list’ window with the patient’s history.  

 Click on the desired column to choose enter the information for each medical problem. 

 Click on the ‘View Log’ button to view the history of who added/updated/deleted the problem list of the 

patient. 

 Click on ‘Copy to Medical Hx’ to copy problem list to the patients’ medical history. 
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 If the patient does not have any problems, “No Known Problems” needs to be checked off. 
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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

 



 

© eCLINICALWORKS, 2016. ALL RIGHTS RESERVED  
BUSINESS ANALYSIS DEPARTMENT - CREATED FOR KENTUCKY DEPARTMENT FOR PUBLIC HEALTH 

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.
 

 



 

© eCLINICALWORKS, 2016. ALL RIGHTS RESERVED  
BUSINESS ANALYSIS DEPARTMENT - CREATED FOR KENTUCKY DEPARTMENT FOR PUBLIC HEALTH 

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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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.)

 


