PPC 2: PATIENT TRACKING AND REGISTRY FUNCTIONS

Element F: Use of Systems for Population Management

Item 1: Patients needing pre-visit planning

At the start of every afternoon session, an appointment slot is blocked for team huddles. During the huddle, teams pre-visit plan for afternoon patients
and any patients with appointments the next morning. The following table is a tool to help staff identify pre-visit planning tasks in order to facilitate
their appointments.

Huddle Same Day Patient Tasks that are due Managing Flow Managing Demand Planned Care: Chart Retirement | Huddle Leadership
Goal: Needs Registries
Immunization,
Prenatal
Look for opportunities | Discuss with Know potential Review schedule for | Coordinate planned | Assist MA in entry Assure huddle
to provide nursing provider questions places for double opportunities to off | care needs w/ECS & | of HM data occurs and is
support (i.e., related to future books if necessary. load patient appt to clinician (ORDC productive.
education for asthma tasks. Communicate acute | nurse visits. Review | Question: what is
pts). Present pod factors to team future schedule to new nurse role in
2 complicated triage to and plan for communicate planned care
5 provider. Task front response and identified demand delivery?). Share
z desk when help is communicate to all issues and plan for outcomes data
needed. Support MA necessary personal management of w/team.
identified areas of (i.e. GV coverage, issues.
need. equipment failure,
IT issues, staff
shortages, etc.)
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Set up procedures, Anticipate Identify Review registry Review registries Identify charts for Communicate
identify (w/provider) (w/provider) future (w/clinician) (w/clinician) to each week with which MA can do concerns directly to
missing results/reports | tasks for current day | possible pt identify patients clinician. Review data entry team members;
needed for current pts (e.g., usual FU bottlenecks (e.g., pts | who need appts; task | pain registry to remind clinician of
visit and task OT to visits for PP, WCC, [ having special to OT to schedule. assure timely and special
obtain, assure cancer NB, delayed immz; | needs) and devise Look at two-week appropriate med circumstances;
screening forms med RFs that will be | mgmt plan (W/NTM, | extended schedule RFs. perform huddle
available, educational | needed; ). Ask clinician & ECS). weekly to assure tasks even in
forms in chart for appropriate staff to Anticipate doing accuracy (e.g., is absence of clinician
OBs, WCCs.... help call recalls if labs or immz.s provider on-call or
& Review PCP needed (i.e., before provider sees | taking PTO?).
= assignment & look for | scheduler, office pt. Check with Coordinate internal
a opportunities to trade | techs...) Share med | clinician re: referrals.
patients to their PCP. RF requests particular info
Check immzs w/clinician he/she wants to see
(w/provider). (preferably to entered in EMR.
Anticipate approve for 12 Review scheduled
(w/provider) months). Share task | procedures to assure
planned/preventive clarifications that all rooms and
care needs. Release of | w/clinician. equipment are
information reserved.
authorization form for
new patients.
Be sure all unretired Assure that all charts | Bring rejected Print 2 week Assist with Assure stickers are on all charts. Assure
charts are in pods. requested by pod release of records schedules for review | organization of the that all charts have NextGen Transition
z Assure all loose staff are available by | for provider review. | at huddle time to papers in the charts sheets. Send charts to Xxxx once chart
5 documents are data huddle. Return to the anticipate demand to assure all chart retired by provider. Assure that retired
3 entered prior to pt provider all needs are orderly and charts do not come to huddle. Data enter
% visit. For all OB charts incomplete data easily reviewed. patient info on NextGen Transition sheets as
2 that need faxed, verify entry results. needed.
T all OB labs are data
= entered, and if not
entered, take to the
pod for data entry.
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Review patients

coming in. Help nurse

and back up strategize
flow and anticipate
patients needs.
Request ER or lab
reports as necessary
for office tech to
request. Let office
techs and nurse know
of any potentials for

Bring any task
questions to the
CHC-AI Team for
clarification.

Identify patients that
require a lot of time
(elderly, patients
who always have
multiple
complaints...).EG:
Strategize ways to
get history with MA,
get refills done,
perhaps see next
patient before if here

Look for
opportunities to
create capacity (a
patient that will have
a very quick
appointment and
could be double
booked...) Double
check for blockings
for vacations,
meetings, on-call

Review a different
registry each week.
Look for patients
who need to be seen
vs. patients who
need phone calls.
Check that
medications are
refilled, Request pt
be called patient if
unsure. Identify

Identify charts to be
retired on a daily
and weekly basis.

See Back-up, above.
Atrrive on time and
participate in huddle
daily

double books if early and has one and two weeks patients who need
absolutely necessary. quick.needs. Let out are accurate and | self management
g Review PCP office techs and communicate if goals and hand off
2 assignments, look for nurse know of any changes needed. to ECS. For
'g opportunities to trade potentials for double recurrent problems,
& patients to their PCP. books. refer to site peer
Review OB charts. review. Need
Review charts for legible and complete
missing info (labs, notes to be able to
history and reports). anticipate needs.
Look at referrals to Identify new and
outside sources to put follow up diabetics
in referral to RCM to be scheduled for
early am
appointments for
fasting lipids (need
annually). Look at
referrals to outside
sources to put in
referral to RCM
CHC-A PPC 2 Element F
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Update pt
address/phone as
needed. Review
patient discounts and
update as needed.
Review patient appts
and determine all

Bring any task
questions to the
CHC-A Team for
clarification. Solicit
any work from
providers. OT to
make sure that they

Alert provider of pts
scheduled that are
chronic no shows,
chronic late patients
or patients who are
traditionally
disruptive or

Review the schedule the day for unbooked appt slots and high acuity schedule.
Communicate with, MA, COM and NTM to strategize management of supply and demand.
During call backs remind pts to bring in meds and immunization records.

= appts that will need sent no-show letters | disrespectful. Inform
g paperwork distributed | from previous team of any
= . . .
o at time of check-in session. concerns that came
zé (e.g. asthma up with reminder
o questionnaires, calls day before.
registration form, Communicate with
records release forms team to anticipate
for new pts, etc.) any special needs for
Review schedule for scheduled group
chronic no show/late Visits.
pts and inform
provider of pt issue.
Review schedule Discuss urgent, Review coverage Review for teams, Identify planned care patients coming in that day. Review
ahead of huddle time. | same day tasks with | issues, group visit on a regular basis, CDSMPand other ECS group schedules and patient referral criteria
Know which patients Team. coverage, variety of options and recruit from daily schedules.
you need to discuss scheduling conflicts. | for when to use
8 with team. eg: Remind about CMs/BHPs. Review
= Chronic care, OB and availability of with Team OB
high risk patients. CMs/BHPs going in | patients who have
to see patients delivered.
before PCP when
backlogged.

CHC-A
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Look at people who
need to be screened
this day. Give Z-pay
status information to
provider to help
encourage patient to
finish screening.
Provider to inform

Consider using to
track patients
rescreening dates.
Then this can be
done before
expiration and
decrease time spent
on Z-pay.

Manage screening
schedule to be sure
that patients are
screened
appropriately.
Strategize what to
do if other pods
need screener

Consider offering
patients to be pre-
screened over the
phone or mail in
info. Look ahead at
pre-books and verify
they are coming in.
Consider group FS

Prescreen for group visits. Put registered
patients into recall systems.

E F.S. when the patient coverage. Which visits for high
2 needs help getting patients must be demand times, such
% financial information. screened-how will as August school
= Prepare any rate sheets we get them done as | physicals, flu
g that can be identified a minimum. season.
s ahead of time. Share Strategically control
[ problem patients with number of new
the rest of the pod. patients that can be
Look for difficult accommodated by
patients or chronic no- the clinic.
show patients who
might be seen and
who could use help
with screening. Bring
list of paycodes.
Review the schedule Notify providers If bottle necks are Notify team of any Attend group visits if appropriate. Use the opportunity to set up eye
and notify the CHC- when closing a present, let the changes in status for | referrals, perhaps bring eye specialists to the fairs.
A/ops team on pod if | referral because of office techs know outside resources, ie:
need to meet with lack of pt that you could see imaging.
scheduled pt. Give compliance or the patient before
papers to MA/Front unable to locate a the provider to
Desk that patient referral provider for | optimize use of wait
= needs to sign. Notify | services. time.
é‘é provider of patients
that chronic no show
for referrals. Review
with FS Dept or Front
Desk if pt data is not
up to date (e.g.
paycode).
- Communicate directly; share concerns and successes; come prepared
E’ @ to problem-solve and serve
3
"EDUCATING OURSELVES ABOUT WHAT OUR PATIENTS WANT AND NEED!"
CHC-A PPC 2 Element F
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Item 2: Patients needing clinician review or action

CHC-A has many population management tools that are used throughout the organization to help patients get the services they need. The following

audit tools are used to contact patients who need certain services:

1. List of patients with hypertension whose last blood pressure was greater than 140 over 90

UDS Hypertension Measures

|Actua| Query Code IDenomjnator INmnerator ‘

2008 Denominator Numerator [LastBP < 140/90 Last BP >= 140/90 LastBP >= 140 and < 90 [LastBP < 140 and >=90 [Last BP Is Null Audi

2009 Denominator Numerator [LastBP < 140/90 Last BP >= 140/90 LastBP >= 140 and < 90 LastBP < 140 and >= 90 Last BP Is Null Audi

108

50

99

2009 UDS Hypertension Last BP >= 140/90
Summary - Back to UDS Hypertension -Exportto excel
TOTAL
192
Detail
' Visit
last name first name doh me.m
= = Reporting
Year
196020 178
1948 (5 164
1954 |2 151
19613 148

92

bp_systolic bp_diastolic race

Hispamc
(Whte)

Hisp(Whte)

Whate

Site Pod primarycare prov_name

A,

CHC-A
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2. List of patients in need of certain immunizations

UDS Childhood Immunizations Measures

|2ﬂﬂg |Denomjnator |Summ@£ |M.is g
‘Additional Data 2009 VZV (Varicella) Exlusion List
Missing Total - Back to UDS Immunizations Home
Total
383
2009 Summary Detail
last name |  first_ name | doh Site Pod Up To Date Mot Up To Date
f T DTaP Hepatitis
B HiB IFY MMR pneumococcal
ool i W, conjugate VIV,
00T BT |OTaP Hepatitis B HIiB mme VIV, IFY preymococcal conjugate,
| DTaP Hepatitis B HIB PV pneum
42007 |« ) | mnmir VIV, conjugate,
|DTaP,Hepa1 itis
2007 B F B PV mmr pneumococcal HiB,
2007 ). | DTaP Hepatitis B HIB PV mme VIV, preumococcal conjugate,
DTaP Hepatitis
B.Hi8 P MMR preumococcal
L1171, 11 R g ! N conjugate VIV, |
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Item 3: Patients on a particular medication

We can run a list of any patient on any medication including active medications or inactive (hx of use of the medication) using the
EHR reporting tool in NextGen. The following screen shot is a report of all patients who started Coumadin after 6/1/09. I am not
displaying the demographic data but could on any report.

Pakient

8 BRREES s ¥ WRRE Be 2 R

VHARF AR SO0ILM (0000
VAR AR SO0 11712009
WAARF AR SO0 062120089
VIARF AR SO0 08 T2009
VARF AR SO0 0901 2009
WARF AR SO0 11 U0
WARFARM SO0 SLERO00S
WVHARF AR SODMR 1 37 U009
WWARF AR SODILE 01 A0 0
WARF ARM SO0 DS/040005
WVHARF AR SO0 DEE006
WVHARF AR SO0 081 03005
VAARF AR SODIM 112302008
WVHARF AR SODIM 061 250065
VIARF AR SODILM 08182005
WVARF AR SODILM 1 030005
VHARF AR SOOI 117 R0E005
VHARF AR SODILM DRD62009
VARF AR SCODILM DRI
WARF AR SO0 00 1 2005
VHARF AR SODLM DR2A00S
VARF AR SO0 11 A 0
WARF AR SO0 (8 T.020080
WEARF AR SODILM D242009
VHARF AR SO0 | DRS00
VEARF AR SO0 D6 22009
WVARF AR SO0 | A 2009
WARF AR SO0 (507 00

Procedus | Sbergy
Soripg | Totah Tempjaies
Eiter | Colgrra
Sebect Medestiorn | Medication Filles

[ Fitm
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Droze Cnone 3 |
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RoseDest [ =] |
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Stop Date — 3 A
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[ (=] ]

Actvefiache (a1 ¥]  pyober of Medications [Lers Equl =][10 =] Clea Medicaion |

!#m " Susrnary
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soe_|
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| Hidd Sub Hepont I

| e
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We also have a registry of all our patients on anti-coagulation therapy for population based management.

i

Cournadin Registry

L Fag |
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Item 4: Patients needing reminders for preventive care

CHC-A has a list of patients who have not received a pap test in the last 3 years that can be run by each site to make sure women have an up-to-date

pap test.
UDS PAP Measures
PAP Query System
|2ﬂﬂg |Denomjnator ‘Nmnerator |ﬁudit
6 | mar PAP Hom
=71
B
9 1970
10|
11 2009 Audit Detail
12
13 lastname | first_name DOB PCP Pod Site
L] 108 e
L 4 B —e
1 i|F —1
L i —F
L H L] I
L5 ul —
2 i [ O —
CHC-A
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Item 5: Patients need reminders for specific tests

We have a report that allows us to call patients about future labs coming up in the next 30 days.

Future Labs Report
[Latayette - Purple |
I . &
[Lostriame | [Funtiams | [ D08 | [ Test1 | [Test10ste ] [Testz | [TestzDate] [ Teats | [Tost30s%] [Testa | [Testaan]
oipo - Tem provider, 01052010 [
s 017272010 TeH TN
- Q12800
-1 [} I Fedeanf [v]
FTANR Lig s L) Ju]
TSH 017263010
PraTime " el ] =R 02172010

Item 6: Patients needing reminders for follow-up visits such as for a chronic condition

CHC-Ally Important Conditions Registries and Workflows

CHC-A Planned Care Registries were developed to create a proactive system of care designed to best address our patients and conditions. We also
wanted to create a system of care that aligns everything towards a common aim. We have used the Plan-Do-Study-Act (PDSA) quality framework to
implement the registries and workflows at each of our four sites.

The planned care registries pull data directly from our Electronic Health Record (EHR). In the EHR, we have developed templates for each of our
planned care conditions that help guide the patient team through a patient visit using evidence based standards of care.

The workflows for each of the planned care conditions were developed in our Office Redesign Committee, spearheaded by a Provider Champion for
each condition.

CHC-A PPC 2 Element F
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Diabetes Registry, Workflow and Ruler:

Diabetic Registry

O — ]

ngh Risk
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Diabetes Registry Workflow
Aim: To provide quality evidence-based care to our patients with Diabetes.

Aim: To maintain a comprehensive and accurate registry of our patients with Diabetes in order to perform appropriate and timely care.

Diabetes Registry

Average Alc

% of patients with
two A1cs in the last

% of patients with
last BP < 130/80

% of patients are

% of patients have
an annual foot
exam

% of patients with
an annual self-

Measures: 12 months current smokers % of patients have | management goal
% of patients have % of patients with an annual eye documented
Alcs < 7% last LDL < 100 exam
Actions

Operations Print off Diabetes registry and workflow the first Tuesday of every month.

Review registry for last visit, blood pressure, eye exam, foot exam, lipids, and A1c.
Visit Blood Pressure Eye Exam Foot Exam Lipids Alc

If more than six If blood pressure Add patients If no foot exam in If LDL <100 use If Hgb A1c > 9,
months, make <130/80 use other  without eye exam the last 12 months, other risk factors to  follow up every
appointment. risk factors to in the last 12 schedule an determine follow up month. If Hgb A1c
Otherwise, review determine follow up months to wait list appointment. needs. If LDL >100 >7 but <9 follow up

Front Desk Blood Pressure, needs. If BP for eye clinic. but <130 follow up  should be at least

Lipids and A1c for
follow-up
guidelines.

Systolic is >130 or
BP Dyastolic is >80
follow up at least
every month.

Contact patient
when slot opens
with date of clinic.

should be at least
every three
months. If LDL
>130 follow up
should be at least
once a month.

every 3 months. If
HgbA1c <7 follow
up should be every
three to six months

Case Manager

Review registry for risk stratification, tobacco, and self-management goal. Note: For patients who do not have information
populated in the flowsheet, CM will open NextGen and determine if patient is actually a diabetes patient. Alert CHC-AI team to
patients on huddle report.

Tobacco

If current smoker,
review for tobacco
cessation
counseling. Advise
patient to quit at
next contact.

Self-Management

Monitor patients on
registry for annual
goal. Responsible
for connecting with
patient to set goal
when in for a visit.

doing the following:

Group Visits
Determine which patients/providers do groups. Coordinate DM group visits for pod by

* Determine provider availability
* Denise’s schedule availability

* Coordinate with NTM on support staff availability
* BHP schedule availability
Call pts and schedule for DM GV as needed.

Review the flowsheet every visit and enter any new data. Review registry for any patients for which there are concerns and

PPC 2 Element F

Provider patients who are MOGE. Provide information to CM.
MA Review the flowsheet every visit and enter any new data. Responsible for patients on registry who are in for visit today.
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| Nurse | Reviews copy of registry given by CM to ensure all follow-up has been completed and is accurate. |

If more If If above | If current If not If not If not within || If not If If not If
than six above |l 80, appt |[ smoker, within within one || one year, within above | within 3 above
months, 130, every CM to one year, || year, CM | make appt || one year, || 130, months, | 9 @ppt
- make appt. | appt month review for || put on list | to set make appt make ;Vc?r:i/h
D l a b ete s Otherwise, || every Tobacco || for DM goal with appt every | appt (6 7.0~
see BP, month Cessation || Eye patient month. || months 9.0,
LDL & Alc counselin Exam GV If 100- || okay if appt
Plan ned Care rules g 130, last every 3
appt value months
R I every | lessthan [[- If
u e r 3 7.0) below
month L,
s appt
every 6
months
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Prenatal Registry and Workflow:

ST
Prenatal Registry

=== [TT L |
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Prenatal Registry Workflow

Aim: To provide quality evidence-based care to our prenatal patients.

Aim: To maintain a comprehensive and accurate registry of our patients who are pregnant in order to perform appropriate and timely care.

Prenatal Registry
Measures/Goals:

% low birth weight

% pregnant teens

% breastfeeding at
delivery

% of prenatal patients
who smoke

% of smokers who
quit

% of smokers who quit
and decreased

% entry of care in 1st
trimester

% post partum return

% of prenatal patients

who use ETOH

% of prenatal patients
who use drugs

% of prenatal patients
with nutritional risk

% of prenatal patients
with psychosocial risk

% entry of care in 3rd
trimester

% infant return

% of ETOH users
who quit

% of drug users who
quit

% of with nutritional
risk resolved

% of with psychosocial
risk resolved

Actions

*All staff who learn of a termed pregnancy are responsible for notifying their Pod Case Manager via a task

Operations

Print off Prenatal registry and workflow the first and third Tuesday of every month. COMs give registry to front desk.

Front Desk

Scheduling OB Visits

Front desk reviews last date of service and
schedules an OB appointment based on
gestational age. Note: Patient’s gestational
age is located on the last column of the
registry printout calculated up to the day the

registry is printed.

oUp

to 28 weeks—OB apt every 4 weeks

» 28-36 weeks—OB apt every 2 weeks

» 36-40 weeks—OB apt every week
Compare patient name with Centering
Pregnancy list and will not call Centering

Pregnancy patients.

Documentation

Document on the registry the outcome of the
call to patient (e.g. left message, scheduled
appt, etc.). Note: Make two attempts over two
different days (should be different times of the
day) to contact patient and then send a letter if
unable to reach patient after two attempts.
Document all contact attempts and letters sent
in the telephone communication template in

NextGen.

Next Steps

Give registry to the floor BHP after all patients
have been reviewed and/or contact attempts have
been made and documented.

Case Manager

Review registry twice a month and update any of the below information. Review with Pod Providers in huddle.

Pt Lost to Contact

CM to team up with
Front Desk to
determine any other
ways to contact
patient within HIPAA
guidelines.

Prenatal Plus

If column blank, CM
to audit patient chart
and document PN+
status of patient in
PN+ template. If
patient is PN+, CM
responsible flagging
PN+ status on sticky
note in chart and for
seeing patient at their
next visit.

Centering

CM responsible for
checking Centering
box on every patient
in a Centering group.

Risk Level

CM responsible for
documenting risk
factors on risk
assessment template,
related to substance
abuse, smoking,
nutrition and
psychosocial risk
factors.

Delivered

CM responsible for
entering mom's
delivery information in
the post partum and
pregnancy outcomes
templates, and
newborn data in the
baby's chart.

Term Date

CM responsible for
documenting in the mom's
pregnancy outcome
template any abortions,
fetal demise, transfer of
care, moved, and ectopic
pregnancies.

Provider Review the flowsheet every visit and enter any new data. Review registry for any patients for which there are concerns and patients who are MOGE.
Provide information to CM.
MA Review the flowsheet every visit and enter any new data. Responsible for patients on registry who are in for visit today.
CHC-A PPC 2 Element F
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Pod BHP Reviews copy of registry given by CM with Pod Nurse to ensure all follow-up has been completed and is accurate.

ADHD Registry and Workflow:

ADHD Registry
e 1
High
Assigned PCP Mext Visit Medication
Eﬂ-lu m m
— 1[o=o22000 | 12312007 | [[ovzwaooe | [owor2008 ) [ [ asvesks || ]
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I PVLO-LTW |
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Patent Address School Contact Dose: 18
Freq an
|
[EEEE el L L ok el g |
T osoazoos | [ 120402007 | [oe2ezo0e | | 04202008 | tamrm pemewn || in3Months | [ Addecan ]
Pavent Address School Contact Dose: 74
it e el Freg: AdS
| R——
g s ; [
. e [oaoaro0s | (02002000 | [owavasos | [020e2008 ]| e mend 03 Weeks | [ Adderat J
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W Page 7T of 92
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ADHD Registry Workflow
Aim: To provide quality evidence-based care to our patients who have ADHD.
Aim: To maintain a comprehensive and accurate registry of our patients with ADHD in order to perform appropriate and timely care.

% of pts with % of pts prescribed o
. ) . % of pts started meds
ADHD Regist management plan % of pts with 2 | % of pts with 25% | % of pts with 25% meds
Measureslgoa?;' % of pts with 4 f/u visits within 9 reduction in reduction in % of th med % of g q
" | assessment scores | Mos of initial visit | performance score symptom score o of pts with me o of pts stayed on meds
f/u within 30 days for 7 mos
(2 parent, 2 teacher)
Actions
Operations Print off ADHD by Rendering Provider registry and workflow the third Tuesday of every month and give to the Provider.

* Review registry monthly for any patients for which there are concerns and patients who are MOGE.

* Notate on registry who needs a visit and who needs a teacher questionnaire to be obtained by fax.

* Determine care plan for adult patients with ADHD and transfer to high risk mental health database if appropriate.
* Behavioral Health Referral as appropriate.

* Give registry to CM for follow-up once registry review is complete. CM will give to FD once completed.

* Review the flowsheet every visit and enter any new data.

Risk Level Initial Evaluation Teacher Assessment Follow-up Visit
Provider High risk--no follow-up within 1 month If no initial eval, confirm If no teacher eval in last 3 months, Ensure follow up every

after initial eval OR no follow-up in > 3 that this patient belongs have CM or FD fax follow-up three month unless care
mos after last follow up visit); Medium in the registry. If patient teacher Vanderbilt scale to school individualized. Notate
risk= performance score >= 4, Low risk  belongs in registry, have (may need to get school info from individualized care plans
= performance score <=4, be sure has Front Desk schedule parent if not in registry). If never on registry.
follow up task at least 3 mos after last initial eval appointment any teacher eval, fax initial teacher
appt. Adult patients with ADHD with ADHD Provider Vanderbilt scale.
diagnosis should be highlighted for Champion at the site.

BHP review.

* CM will schedule patients who are in an ADHD group (visit indicated by Provider on registry) and do reminder calls for group visits.
* CM will communicate with school as needed for patients.

* Conduct ADHD groups with provider as scheduled.

Case Manager * Confirm agenda of group with provider prior to group.

* Determine patient status of parents participating in group.

* CM to give registry to FD when finished to schedule individual patients

Note: Email Barb Rayburn for any patients identified as MOGE or who the Provider indicated does not have ADHD.

Schedule individual ADHD appointment with PCP for list of patients determined by the Provider (patients not in Group Visits). Confirms
Front Desk appt for both group and individual appts. Gives parent Follow-up Questionnaire to complete while in waiting room UNLESS first visit, in
which case Initial Assessment questionnaire should be used. Faxes teacher follow-up questionnaires as indicated by provider.

* May need to provide family therapy after consultation with provider.
* Review adult patients with ADHD diagnosis with Provider.

* Assist referrals to mental health center if further eval needed.

* Consult with team on ADHD group curriculum.

BHP
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Review the flowsheet every visit and enter any new data (Vanderbilts, review medications). Responsible for patients on registry who are
MA . s ; . ; ; . ) o
in for visit today. Collect Vanderbilts from patients for review by provider prior to office visit.

We have additional registries for the following conditions:
1. Asthma

Bipolar Disorder

Chronic Pain

COPD

Depression

Latent Tuberculosis

Pap Management — patients with abnormal pap tests

Tobacco Use

S A

CHC-A

PPC 2 Element F
PCMH Recognition Application

Page 19 of 20



Item 7: Patients who might benefit from care management support

We have a report that is used on a daily basis by our behavioral health staff that identifies patients coming in for a visit today who are pregnant, have
a chronic condition or who are a tobacco user. The behavioral health staff will provide extra support to these patients during their visit.

e e e
Appointment List - Planned Care Patients
Appt Date  Appt T Durstsrs  Farst None Laat Mavee DOB DX Catwigpory First Dasgpred Lxat Dusprseraed
r Misae Vela Brol FNP
182010 820 20 weTE
Prenata 12282000 12252009
182010 £ 40 2 e
Cepresson o0 000 CeTa 009
Prnats 050172008 12
182010 @ 00 2 131978
Prenatsl QB0 2008 12072000
182010 @20 20 neas
Obesty OQr2172008 002 12008
Prenatal D04 2005 12232000
182010 @ 40 20 wvIgTe
Prenatal 04082007 127292009
182010 10 00 20 16715454
Chadeted 07N 2005 1272000
Hyperiers.on OTAN2008 12172000
12010 10 20 0 181985
Crrome Mental Health 02122007 02132007
Eremits 101172008 120872009
182010 11 00 2 weTe
Hypartarnon 1270472000 12042009
Prenatal OO 2008 12052009
182010 11 40 20 Za1eas
Prenyts 1 V0172008 12292009
1482010 11 40 20 ¥IeTa
Creorss Mertl Hedth QETT 000 0@TL2009
= 0V 12008 081 52008
Cwpresacn 07202008 12032009
Oty QR YT2008 10052000
Precaca CEe 000 1272072009
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