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Note Templates

Templates are used to bring a block of text into the note you are writing.  You can use the template as the body of your note, and make whatever changes are necessary for that patient.   Patient Records comes with 156 Family Practice templates.  These templates can be modified to meet your needs.  You can also add as many new templates as you would like.  

The progress note templates allow you to TAB through and complete the patient specific information.  There will be ‘label markers’ or tab stops located where further documentation is needed. 
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Creating Note Templates:

Note templates can be used in any of the text chart sections.  This means that you can create note templates to be use for progress notes, EKG reports, pathology reports…

1. From the main menu, choose [Maintenance].
2. Choose [Templates]
3. Choose [Note Templates]

4. You will be prompted for a Provider.  Patient Records stores a universal list of templates as well as a provider specific list of templates.

·   If you specify a provider, the template you add will be available only to that provider.

·   If you leave the provider blank, all providers will be able to access the template you create.

How to build  templates:

Title of Problem / Chief Complaint

When you are writing a note in a patients chart, the note screen will automatically display a .D: (date of visit) and .T: (title of problem or chief complaint).   If you access a progress note template, the first line of the template will automatically fill in the .T: line.  So, whatever you place on the first line of your template becomes the title of the problem.

The Body of the Note

The body of the note template can be created in any format that matches your style of documenting.  Most clinics document in SOAP format (subjective, objective, assessment, plan).

Dot Codes

Dot Codes are used in Patient Records to ‘Mark’ information in the progress note that should also update another chart section.  For example if you entered the following text in the patients progress note, it would also automatically update the patient’s medication screen:

.AL:  <<allergy>>  Penicillin

The .PV: dot code is used to route a note to a particular provider for signature.  You can have up to six providers sign a note.

Label Markers

Label markers allow you to skip information that ordinarily doesn’t change, and jump to areas where information does vary by patient.  They also allow you to ‘embed’ answers to the questions.  For example, if I create a template, and part of the Objective portion of the exam is to check the patients ears, I would create the following:

Ears: <<ears>>

The name inside of the << >> symbols corresponds to a Quicktext Item in my table.  The QuickText item is named EARS and contains the following text: EACs clear, TMs translucent & mobile, ossicles nl appearance.

When a user is filling out the template and gets to the Ears prompt, they can click on QTAuto (automatically insert the matching quicktext), and the normal answer will be inserted.  The result would be:

Ears: EACs clear, TMs translucent & mobile, ossicles nl appearance.

Label Markers

Label markers allow you to skip information that ordinarily doesn’t change, and jump to areas where information does vary by patient.  They also allow you to ‘embed’ answers to the questions.  

To Create a Label Marker:

1. Click on the Insert Menu (top left corner of your screen)

2. Choose ‘Label’ from the drop down menu.

3. The following symbol will be inserted:  <<*>>.

4. To create the <<del>> or <<word>> markers, move inside the <<*>> marker, and type del or the name of the QT, then delete the asterisk.

Label Marker will be one of two colors:

· Red Label Markers:

· indicate the location where a required field is needed. You must fill in an answer to the right of the required red label marker before you can save the note.  These label markers have ‘req’ inside the marker.
(Example:  <<req>>

· indicate that an embedded quicktext item will open to a pick list of options.  These label markers have the QT name followed by two trailing periods
(Example:  Heart:  <<heart..>>)

· Blue Label Markers

· indicate the location where further documentation is needed.

LABEL MARKER
FUNCTION

<<*>>
Indicates where further documentation is needed

<<del>>
Delete Marker.   This marker will delete the entire line if no information is added to the left of the marker.  For Example:

Pain description:

 Onset: «DEL» Sudden

 Nature: «DEL»

Location: «DEL» Lower Left Quadrant
When the note is saved, the documentation will appear as follows:

Pain description:

Onset:  Sudden

Location: Lower Left Quadrant

<<word>>
Embedded Quicktext.  Patient Records allows you store a library of text that you can quickly insert into your note.  These short blocks of text are called QuickText.  You can use quicktext to ‘embed’ the normal answers into the progress note templates.  Each QuickText item is given a name.  The name of the item is stored inside the label marker.  When you press the [QT AUTO] button, or click on the blue label marker, the corresponding QuickText is automatically inserted.  For Example:

Objective:

Ears: «Ears»

Sinuses «Sinuses»

Lungs: «Lungs»

When you press the [QT AUTO] button, the label marker will automatically insert the following text (the text can be customized).

Objective:

Ears: EACs clear, TMs translucent & mobile, ossicles nl appearance.

Sinuses Transilluminate well, non-tender to percussion.

Lungs: Clear to auscultation and percussion.

<<rec>>
Required Label Marker.  Indicates the location of a required field that must be filled in before you can save the note. 

<<*age*>>
Inserts the patient’s age into the note.

<<*sex*>>
Inserts the patient’s sex into the note.

<<*date*>>
Inserts the current date.




Dot Codes

Dot Codes are used to record information in a progress note, and update the other sections of the patient chart.  Each dot code must be on the left margin on its own line.  The format of the dot codes is important, however, you do not have to memorize the format.  The dot codes are saved as ‘QuickText’ and can be easily inserted.

CODE
DESCRIPTION
FORMAT/EXAMPLE

.D:
Each patient note must begin with a .D: followed by the date of the patient visit.  
.D: Date : Last name, First : ID #

.D: 03/27/96 : Stein,Richard : 100-10

.T:
The .T: line is the title of the note, or the chief complaint, and updates the patient’s current problem list.  Each .T: line can have up to 5 problems listed.  There can be only one .T: line per note.   
.T: problem : problem : problem...

.T: Hypertension : URI : Laceration

.PV:
The .PV: line indicates the provider that should review/sign this note.  You can specify up to five providers, separated by a colon.  The note will prompt the first provider listed, than the second...  This line must be one of the first ten lines of the note.
.PV: Provider: Provider : Provider...

.PV: ABC : DEF : GHI



.AC:
The .AC: line is an action line used  to update Medical Billing on the Electronic  Encounter Form (EEF)
.AC:  action line text

.AC: Please see me before posting charge

.AL:
The .AL: line records the patient allergies and intolerances.  There can be up to 3 allergy lines per note.
.AL: Allergy Name

.AL: Penicillin

.DX:
The .DX: line adds diagnosis codes to the patient’s Diagnosis List.  The .DX: is followed by a diagnosis name, and optionally a code.
.DX: Diagnosis : Code 1 : Code 2

.DX: Headache : 215.2

.DX2:
The .DX2: line adds diagnosis codes to the patient’s Diagnosis List.  The .DX: line is followed by a diagnosis name, and optionally a date, note and code
.DX2: Diagnosis : Date : Note : Code

.DX2: Headache : 02/25/96 :  : 215.2

.H:
The .H: line updates the patient’s Health Maintenance status.  If the procedure has been performed, place an X after the procedure name.  There can be up to four .H: lines per note.


.H: Procedure X : Procedure X

.H: MMR X : Guaiac X

.H2:
Use .H2: instead of .H: when you want to enter a date for a health maintenance procedure other than the date of the note you are currently writing. 
.H2: date: Procedure X   Procedure X

.H2: 01/12/85 : Td X: Chol X

.L:
The .L: line updates the laboratory section of the patient’s chart.  Only the first two fields are required.
.L: Test : Result : 

.L: Hematocrit : 40 

.LL:
The .LL: line updates the laboratory section of the patient’s chart.  Only the first two fields are required. The test name must match the name stored in the lab template.
.LL: Test : Result :Units : LHNA : Range

.LL: Hematocrit : 40 : % : N : 38-50

CODE
DESCRIPTION
FORMAT/EXAMPLE

.MP:
The .MP: line is used for the patient’s major or chronic problems, and updates the major problem list.  You can add up to 20 .MP: lines per note.
.MP: Major Problem

.MP: Diabetes

.MP2:
The .MP2: line records the patient’s major or chronic problems, the start date of the problem, a note, and the ICD-9 code.
.MP2: Major problem: Date: Note:Code

.MP: Diabetes:01/01/94:NIDDM:230.0

.OP:
The .OP: line records the pt. current problems, and updates the current problem list.  Use this code when a patient has more than the 5 problems entered on  .T: line. It also stores the ICD-9 code.
.OP: Other Problem : Code 1 : Code 2

.OP: Migraine

.OP2:
The .OP2: line adds problems to the other problem list and visit title list, along with a start date, note and ICD-9 code.  There can be up to 15 .OP2: lines per note.
.OP2:  Problem : Date: Note : Code

.OP2: Wrist Pain : 02/02/96

.PR:
The .PR: line updates the patient’s procedure list.  It records the procedure and optionally the associated CPT code.
.PR: Procedure : Code 1 : Code 2

.PR: Treadmill Test : 93019

.RX:
The .RX: line updates the patient’s current medication list.
.RX:  Med: Ext. Sig: 

.RX:  HC 1% cream: Apply lightly tid

.RX2L:
The .RX2L: line updates the patient’s current medication list.
.RX2L: Med:size:take:freq:dur : amt : ref

.RX2L: Seldane: 60mg :1:bid:prn: 60 : 0

.RX2M:
The .RX2M: line updates the patient’s current medication list.


.RX2M: Med : size : take : freq : 

.RX2M: Seldane: 60mg : 1 : bid 



.RX3:
The .RX3: line updates the patient current medication list.   
.RX3: Med: dur : amt : ref:

.RX3: Amoxicillin : 10 : 30 : 0

.RXM:
The .RXM: line updates a  patient’s current medication list.
.RXM: med:  sig:  dur:  Ref:

.RXM: Seldane:  60mg: prn: 1

.SIG:
The .SIG: line is used to add extra instructions for a medication.  After each .RX: note, you can add up to 10 .SIG: lines containing the extended sig.
.SIG: Note

.SIG:  Apply lightly to affected areas

.V1:
The .V1: line records the patient’s systolic and diastolic blood pressure, and pulse.  There can be on e .V1: line per note.
.V1: Syst. BP : Diast BP : Pulse

.V1:Syst. BP 140 :Diast BP 80:Pulse 78

.V2:
The .V2: line records the patient’s temperature, height and weight.  There can be on e .V2: line per note
.V2: T : Ht. : Wt.:

.V2: T 98.6 : Ht. 5’11” : Wt. 140

.V3:
The .V3: line records the patient’s Occipital Frontal Circumference and other information
.V3: OFC  : Other

.V3: OFC 44 : Other 20

Insert Dot Codes

.IMP:
Inserts the patient’s major problem list.

.ICM:
Inserts the patient’s Current Medication list.

.IPH:
Inserts the patient’s Past Medical History.

.ISH:
Inserts the patient’s Social History

.IFH:
Inserts the patient’s Family History

.IV1
Inserts the today’s temperature, height and weight.

.IV2:
Inserts today’s blood pressure reading and pulse

Letter  Codes

||PAT_ADDR1||
Inserts the patient’s first address line.

||PAT_ADDR2||
Inserts the patients second address line.

||PAT_AGE||
Inserts the patient’s age.

||PAT_CITY||
Inserts the patient’s city.

||DATE||
Inserts the current date.

||VITAL_BPDIA||
Inserts the patient’s diastolic blood pressure.

||PAT_FNAME||
Inserts the patient’s first name.

||VITAL_HGT||
Inserts the patient’s height.

||HM||
Inserts health maintenance.

||HM<hm_name>||
Inserts health maintenance by name.

||LAB<lab_name>||
Inserts lab by name.

||PAT_LNAME||
Inserts the patient’s last name.

||PAT_LVISIT||
Inserts the date of the last patient visit.

<BR>
Line Break.

||VITAL_OFC||
Inserts the patient’s OFC.

||VITAL_OTHER||
Inserts the patient’s other vital sign.

||VITAL_PULSE||
Inserts the patient’s pulse.

||PAT_SEX||
Inserts the patient’s sex.

||PAT_STATE||
Inserts the patient’s state.

||VITAL_BPSYS||
Inserts the patient’s systolic blood pressure.

||VITAL_TEMP||
Inserts the patient’s temperature.

||VITAL_WGT||
Inserts the patient’s weight.

||PAT_ZIP||
Inserts the patient’s zip code.

Quick Text

QuickText lets you add commonly-used words, phrases, comments, sentences, or even paragraphs of up to 1000 characters of previously defined text.  You assign each text fragment an easy-to-remember sequence of keystrokes.  You can also use QuickText to insert standard Dot codes needed by Patient Records. You can store QuickText items by individual provider or “universally” by leaving the provider ID blank for the QuickText item.

Creating QuickTextxe "QuickText: creating "
· To create a new QuickText item:

1 Choose the [QText] button from the Tool bar or select the QuickText command from the Insert menu. 

2 Choose the [New] button.

3 Enter a provider ID if you want ONLY this provider to have access to this Quick Text.

4 Enter a name for the QuickText in the QuickText Name field. 

5 Enter the text.  You can insert a label marker by clicking on the [Label] button.

6 Choose the Save button to add the text to the QuickText library. 
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Embedding QuickText Into a note template

Patient Records allows you store a library of text that you can quickly insert into your note.  These short blocks of text are called QuickText.  You can use quicktext to ‘embed’ the normal answers into the progress note templates.  Each QuickText item is given a name.  The name of the item is stored inside the label marker.  When you press the [QT AUTO] button, or click on the blue label marker, the corresponding QuickText is automatically inserted.    You can embed QuickText inside of QuickText.

Example #1:

Objective:

Ears: «Ears»

Sinuses «Sinuses»

Lungs: «Lungs»

When you press the [QT AUTO] button (Alt-Q or double click on the blue label) the label marker will automatically insert the following text (the text can be customized).

Objective:

Ears: EACs clear, TMs translucent & mobile, ossicles nl appearance.

Sinuses Transilluminate well, non-tender to percussion.

Lungs: Clear to auscultation and percussion.

Configuration Options

Patient Records offers the following configurable options starting in V7.05.

Records 2 Tab

· Show Dot Codes and Label Markers when adding or editing notes. - Select this check box if you want to display the Dot code - instead of its title (description) - and the Label Marker when adding or editing notes. For example: “.D:” instead of “Date:”. 
· Include Title when inserting clinical data. - Select this check box if you want to display the title of the clinical data you want to insert by choosing the command from the Insert menu. This option is available only for the following: 
· Current Medications, Major Problems ,Social History, Past Medical History, Family History
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Sample template:

The following template is an example of a ‘nursing note’ template:
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.D:Date: 07/09/99

.T:Title: «*» 

.PV:Providers: «rec»
.V1:Vitals 1: Syst. BP «*» : Diast BP «*» : P. «*»
.V2:Vitals 2: T «*» : Height «*» : Weight «*»
Rx: GLUCOTROL 10MG 1 TAB QAM 30 days, 30, Ref: 2

Rx: SYNTHROID 0.025MG 1 TAB QD 30 days, 30, Ref: 2

Rx: ACCUPRIL 10MG 1 TAB QD 30 days, 30, Ref: 2

This 34 yr old male presents for «*» 



The following template is an example of a myocardial infarction template.  This template is setup to offer several locations of discomfort.  It is also setup to open a pick list of referring physicians.
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