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	Zephyr Teststep:
		
	Test Step
	Test Data
	Expected Result

	1
	Go to appointment Desk and find patient.
	App: Cadence
User: ESDESK
Pt: Inttest, Twofivethreenine
MRN:100000130706
	Existing patient found and selected. You are taken to patient's Appointment Desk.

	2
	Schedule Office Visit.
On the patient's appointment desk, click on Make Appt. On Make Appointment form, enter appropriate dept, appt notes, visit type, provider, and date for appt you are scheduling. Once information has been entered, click on Search. (un-check Auto-Search if checked)
	App: Cadence
User: ESDESK
XXX Department: XXX GI SUGERY 1ST FLR MEMORIAL HOSPITAL
Visit type: NEW GENERAL
Provider: Koruda, Mark
Note: step does not apply for private surgeons. 
	Schedule for search date should open displaying available appointment times.

	3
	Double click an available time slot. Click Schedule. Once Appointment Review opens, review appt for accuracy.
	App: Cadence
User: ESDESK
Note: step does not apply for private surgeons. 
	Appt will be scheduled in chosen slot(s) and Appointment Review window will open.

	4
	Navigate to the Hospital Accounts folder and click <Add New Account>. Click <Accept) and continue through the warning.
	App: Cadence
User: ESDESK
	Patient Class of Outpatient and Guarantor Type of Personal/Family default in. Recommended HAR is highlighted in bright yellow.

	5
	From the pt's Appt Desk, select the patient's appointment and click Check In. (If the MyChart Sign Up message appears, choose Ask Later option.)
With this appointment a questionnaire might fire, please select later
	App: Cadence
User: ESDESK
Note: step does not apply for private surgeons. 
	

	6
	Review registration information and enter or edit any missing, incomplete or incorrect items, i.e., PCP, patient contacts, guarantor, coverage, etc. Verify each section as you go. 
	App: Cadence
User: ESDESK
Note: step does not apply for private surgeons. 
	If verifying from this page, verify that status for each item changes to Verified (green check mark), or messages display indicating errors that need to be fixed.

	7
	Complete information on Visit, Encounter, Documents, etc. forms as needed, entering any required, visit-specific information, such as whether the visit is accident related, and record any documents received from the patient.
	App: Cadence
User: ESDESK
Note: step does not apply for private surgeons. 
	Verify: Required fields (red stop sign) cannot be bypassed. The correct account and coverage are associated with the visit. 

	8
	Move to the Checklist and run all verification checks by clicking on each hyperlink displaying a red X. Resolve any verification errors that display. Click Continue Check In.
	App: Cadence
User: ESDESK
Note: step does not apply for private surgeons. 
	VERIFY: The confirmation errors and warnings appear as expected. Hyperlinks in the confirmation errors and warnings take you to the correct forms. Status of all items changes from Unverified (red X), to Verified (green check mark).

	9
	Send an outpatient visit/registration message.
BRIDGES: Do we need this step?
	App: Bridges
User: EDIADM
Note: step does not apply for private surgeons. 
	VERIFY: The Outgoing Registration interface sent an Outpatient visit/registration (ADT^A04) message. AIP 554700

	10
	Log in as Surgical Clinic Nurse. 
Double click on the patient to open the patient\'s chart from your schedule. 
	App: Ambulatory
User: SURRN
Login Deparment: SUR GI 1st XXXH
Note: step does not apply for private surgeons. 
	VERIFY: You open up to the visit navigator.

	11
	Enter a chief complaint if there isn\'t already one documented in the visit info section
	App: Ambulatory
User: SURRN
Note: step does not apply for private surgeons. 
	

	12
	Document allergies, medications, and vitals.
	App: Ambulatory
User: SURRN
Note: step does not apply for private surgeons. 
	

	13
	Click Mark as Reviewed in the Allergies nad Medications sections to indicate that you\'ve reviewed that information. 
	App: Ambulatory
User: SURRN
Note: step does not apply for private surgeons. 
	VERIFY: Your name appears as the last user to mark this information as reviewed. 

	14
	Log in as Surgeon. 
Schedule displays. 
Double click patient's consult to open chart. 
	App: Ambulatory 
user: SURMD
RESMD 
XXX Department: SUR GI 1st XXXH 
note: you may need to modify the Schedule Preferences (bottom left of the screen) to add the Script provider's schedule, rather than SURMD's schedule.
Note: step does not apply for private surgeons. 
	VERIFY: Patient displays on schedule.
VERIFY: Visit Navigator displays 

	15
	Click Prep for Surgery to access your surgical consult tools.
	App: Ambulatory
User: SURMD
RESMD
	VERIFY: Prep for Surgery navigator displays. 

	16
	· Create and sign the clinic/H&P note in the navigator section.
	App: Ambulatory
User: SURMD
RESMD
	VERIFY: The H&P note appears in the list of all H&P notes and that it\'s status is Signed. (The OR Scheduler will take care of making the case request later.)

	17
	· In the Order Set navigator section, Open the GEN SUR General Surgery Pre-op order set. Select multiple orders -
PAT sections - Labs=LAB276B Pre-procedure type and screen and CMP, and Urinalysis.
In Pre-op section, Admission Status Pending, NPO, Antibiotic - cefazolin 1gm, and DVT/VTE Risk Assessment.
Do not select the case request.
	App: ambulatory
user: SURMD 
RESMD 
Use XXXH-specific order set. Ensure order set has naming convention with XXX.
	Verify: Order set and orders are available. 

	18
	Under each order selected phase of care should be either Pre-op (day of surgery) or Pre-Admission Testing. 
Review the phases of care for the orders you\'ve selected
	App: Ambulatory
User: SURMD
RESMD
	VERIFY: Each order has the appropriate phase of care.

	19
	Sign the orders. - Click sign Button. The Order Context popup will appear. Free-text the name of the procedure being performed. 
	App: Ambulatory
User: SURMD/RESMD
	VERIFY: 
Order Context Popup Appears. 

	20
	Log in as a decentralized case scheduler.
	App: OpTime
User: ORSCHEDSS
Dept: XXXH MULTISPECIALTY SURGERY GI SURGERY CHAPEL HILL
	

	21
	Create a case: click on the "open case" tool bar at the top, enter the patient's name, the surgeon (Koruda), location (main or), and the surgery date (t). Select the option to create a new case and review the case details.
Select Hospital Outpatient Surgery for the Patient Class, check the "add on" box, free text Cholecystitis for the Diagnosis, and enter Laparoscopic Cholecystectomy as the procedure.
Ensure case has time populated (If "0" is the default length, change to 30 min),
	App: OpTime
User: ORSCHEDSS
	VERIFY:The select window opens to enter the patient.
Case details are available to be populated, 
including any staff members needed for case.

	22
	Navigate to the questions form and select "Home" for the Post-op Destination. Accept the case request and log out. 
	App: OpTime
User: ORSCHEDSS
	Verify: Case questionnaire available to fill out.

	23
	Log into Hyperspace, go to the add on case depot for XXXH, locate the patient, drag the patient to opening on the snapboard and Log out of Hyperspace
	App: OpTime
User: ORSCHEDSS
Dept: MAIN PERIOP XXXMH
	

	24
	Select the Appts button on the Hyperspace Toolbar and select the patient from the search. Click Walk In from Appt Desk Toolbar. The Department should default to XXX ANESTHESIA PRECARE CHAPEL HILL, enter an Appointment Type of PATANESEVAL and Provider PRECAR EXAM ROOM 4. Select one of the green time slots for this morning and click Schedule at the bottom of the screen. Click Accept in the Appointment Review screen.
	App: OpTime
XXX: PATRN
DEP: XXX ANESTHESIA PRECARE CHAPEL HILL
	

	25
	After scheduling the PAT appointment, the Registration Activity opens. If prompted for MyChart Signup, select Ask Later. From the initial screen, select the Verify patient and Verify guarantor hyperlinks if needed and click the Next button at the bottom of the screen. On the Encounter Info Form, enter No in the Accident related field and today's date in the Onset Date field. Open the Providers/Research form and enter PRASAD, RAVINDRA in the Attending Provider field. Verify that a hospital account has been assigned on the Hospital Accounts form, review the information on the Coverage Info form, and continue to the Checklist. Select the Verify Hosp Acct hyperlink and click Check In to complete Registration. Close the chart, and log out. 
	App: OpTime
User: PATRN
	

	26
	Verify Pending Pre-admit message (A14) out of 554702.
	Bridges
	Note: an A14 is typically a pending admit (not pre-admit) but now (1/6) this is also sent out for pending PRE-admits as well but only for Optime and only on 554702.

	27
	To gather authorization for the procedure, log in as a prearrival user
	App: Referrals/Cadence
User: ADTPREARR
	

	28
	Open the WQ-XXX PreArrival Auth/Cert Surgical cases w/i 14 days. WQ ID# 16378
	App: Referrals/Cadence
User: ADTPREARR
	This is a patient workqueue

	29
	Find the patient on the WQ.
	App: Referrals/Cadence
User: ADTPREARR
	Your are able to locate the patient on the WQ

	30
	Once patient is highlighted, double click to get into the admissions page. Click on Auth/Cert button from your toolbar.
	App: Referrals/Cadence
User: ADTPREARR
	The authorization/certification information form should open

	31
	Complete the auth/cert form with required information. Pre-Cert status of Approved Outpatient, Contact, Phone, Date called, auth number, auth'd to and from dates
	App: Referrals/Cadence
User: ADTPREARR
	You can complete the form.

	32
	Navigate to the bed days page and document the approved bed days and any other bed day info given by insurance company.
	App: Referrals/Cadence
User: ADTPREARR
	You can complete the form.

	33
	Navigate to the notes section and click on the smart text box and open the XXXhc inpatient authorization/verification smart text. Complete all required fields by using F2 to move thru the document. Click accept to complete the auth/cert process.
	App: Referrals
User: ADTPREARR
	You should be able to complete the required fields in the smart text. The patient should fall off the workqueue.

	34
	Locate the patient on the PreCare Status Board and double click on the appointment to open the chart. 
	App: OpTime
User: PATRN
Dept: XXX ANESTHESIA PRECARE CHAPEL HILL
	VERIFY: The appointment appears as arrived on the Status Board and the chart opens to the PAT navigator.

	35
	Review information in each Section under the Surgery Plan (Surgical Cases, Labs, H&P, Pre-op Orders).
	App: OpTime
User: PATRN
	

	36
	Add a value to the History, Home Medications, and Allergies Sections and mark each section as reviewed.
	App: OpTime
User: PATRN
	VERIFY: PATRN name appears next to the Reviewed status.

	37
	Complete the PAT Checklist.
	App: OpTime
User: PATRN
	Update as appropriately

	38
	Record vitals information for the patient (Temp, HR, RR, SPO2, Pain Assessment).
	App: OpTime
User: PATRN
	you are able to add vitals and they show up as a new entry

	39
	Complete a learning assessment in the Patient Education Section, by selecting Create New. Complete documentation and select File & Close.
	App: OpTime
User: PATRN
	

	40
	From the PAT Navigator, select the Jump to Case Hyperlink for the patient's upcoming case in the PAT Chart Readiness Section and document the status of the H&P, Consents, and Preop orders. Open the Special Needs form on the left and indicate that the patient should be on Contact precautions. Select Accept at the bottom of the screen to return to the PAT Navigator. 
	App: OpTime
User: PATRN
	

	41
	Open the Order Inquiry Tab and select the Current Labs button on the toolbar. Review the patients lab orders and release the Urinalysis, CMP, and Pre-procedure Type and Screen orders for PAT signed by surgeon. 
	App: OpTime
User: PATRN
	VERIFY: PAT orders are appropriately released.

	42
	Select the Urinalysis, CMP, and Type & Screen order and click the Collect Specimens button on the toolbar. From the Collection activity, select the Print Labels button at the bottom of the screen. Click the Collect All button to populate collection information and select Finish to close the patient's chart. Log out. 
	App: OpTime
User: PATRN
	VERIFY: You are able to collect the specimens.

	43
	Login as technologist in XXX MCLENDON LAB
	App: Beaker
User: BKRTECH
	

	44
	Receive urinalysis, CMP and type & screen specimen into lab
	App: Beaker
User: BKRTECH
	VERIFY: Accessioned to XXX McLendon lab.

	45
	Check interface message to SafetraceTx
	App: Bridges
User: EDIADM
	VERIFY: Type and Screen order interfaces to XXX instance of Safetrace (AIP 554408)

	46
	Result Type and Screen in SafetraceTx
	App: SafetraceTx
User: email- Teresa Gault or Wayne Lewis
Provide CSN
	VERIFY: Test is available in SafetraceTx

	47
	From Outstanding List, enter & verify results for Urinalysis and CMP
	App: Beaker
User: BKRTECH
	VERIFY: Specimen in on outstanding list and result entry available.

	48
	Open the patient's chart from the PAT Status Board.
	App: Epic Anesthesia
User: ANMDXXX
	VERIFY: Patient displays on the PAT Status Board. 

	49
	Review the PAT nurse's documentation. Make any necessary updates or additions.
	App: Epic Anesthesia
User: ANMDXXX
	VERIFY: vitals, history, Medications display from PAT nurse's documentation. 

	50
	Review the patient's medical, surgical, and anesthesia history. Make any necessary updates. Mark all sections as reviewed.
	App: Epic Anesthesia
User: ANMDXXX
	

	51
	Review the patient's allergies and current medications. Mark all sections as reviewed.
	App: Epic Anesthesia
User: ANMDXXX
	

	52
	Open up a preop evaluation using the adult template from the navigator. 
	App: Epic Anesthesia
User: ANMDXXX
	

	53
	Document the patient's information on the physical exam, ROS, and anesthesia plan tabs manually or using a macro.
	App: Epic Anesthesia
User: ANMDXXX
	VERIFY: The text generated in the note matches the information you documented.

	54
	Accept the note.
	App: Epic Anesthesia
User: ANMDXXX
	

	55
	Add pre-op anesthesia orders. 
go to Orders activity.
Sign order for midazolam and ensure pre-op phase of care is assigned. 
	App: Epic Anesthesia
User: ANMDXXX
	

	56
	Open an ADT today's patient report and find your patient.
	App: ADT
User: ADTCR
	

	57
	Select the Preadmission encounter and click Admit.
	App: ADT
User: ADTCR
	

	58
	Confirm the patient\'s demographic information and click Admission.
	App: ADT
User: ADTCR
	

	59
	Verify admission-specific information.
	App: ADT
User: ADTCR
	

	60
	Verify the admission source, admission type, free text diagnosis and free text procedure.
	App: ADT
User: ADTPCR
	

	61
	Verify if the encounter is private or accident related.
	App: ADT
User: ADTCR
	

	62
	On the Accommodations form, enter the patient\'s service, room, bed, and admission date and time.
	App: ADT
User: ADTCR
Service, Room
ROOM: Periop POOL ROOM
	

	63
	On the Providers/Research form, verify the names of the attending and admitting providers and enter the referral source.
	App: ADT
User: ADTCR
Referal Source
	

	64
	Verify the patient\'s hospital account. Select the HAR that was created on the PAT visit. Use the Override, if necessary.
	App: ADT
User: ADTCR
	

	65
	Go to the Hospital Account form.
	App: ADT
User: ADTPCR
	

	66
	Verify the patient class for the hospital account.
	App: ADT
User: ADTCR
	

	67
	Verify the guarantor account type for the create the hospital account.
	App: ADT
User: ADTCR
	

	68
	Verify coverage information for the account.
	App: ADT
User: ADTCR
	VERIFY: The appropriate Hospital Account Advisor recommendation displays.

	69
	Collect documents.
	App: ADT
User: ADTCR
	

	70
	Go to the Documents Table.
	App: ADT
User: ADTCR
	

	71
	Mark the document as Received.
	App: ADT
User: ADTCR
	

	72
	Repeat for each document.
	App: ADT
User: ADTCR
	

	73
	Complete the registration checklist.
	App: ADT
User: ADTCR
	

	74
	Go to the Checklist form.
	App: ADT
User: ADTCR
	

	75
	Run all verification checks by clicking the hyperlink.
	App: ADT
User: ADTCR
	VERIFY: The green checkmark or red X appears appropriately, based on the patient\'s registration, for each section.

	76
	Click the verification header for each section.
	App: ADT
User: ADTCR
	VERIFY: The confirmation errors and warnings appear as expected. Hyperlinks in the confirmation errors and warnings take you to the correct forms.

	77
	Resolve the verification errors.
	App: ADT
User: ADTCR
	

	78
	Run all verification checks again.
	App: ADT
User: ADTCR
	VERIFY: All sections are marked as verified.

	79
	Admit the patient.
	App: ADT
User: ADTCR
	

	80
	Login as the charge nurse and locate the case from the Snapboard. Assign Circulating Nurse Stella Lobo and a Scrub Nurse to the case. Log out.
	App: OpTime
User: CHRGRN
Dept: MAIN PERIOP XXXMH
	Verify: Staff assignments appear on the Snapboard.

	81
	Log in as the surgeon and locate the patient (visit type is Procedure) from Multiprovider Schedule. Double click to open the patient's chart.
	App: Optime
User: SURMD 
Dept: XXXH MULTISPECIALTY SURGERY GI SURGERY CHAPEL HILL
	VERIFY: Open to the Pre-op + Consult navigator

	82
	Review the patient's History, Allergies, and Home Medications by scrolling down or selecting the arrows beside of the Section title on the left. Mark each Section as Reviewed. 
	App: Optime
User: SURMD
	

	83
	Review the patient's urinalysis results in Chart Review.
	App: Optime
User: SURMD
	VERIFY: Results are available for review

	84
	From the Update H&P Section, select Add Interval to the right of the appropriate H&P note. Use the F2 button or the yellow arrows to navigate through the required fields. Complete documentation using right click to select an option and left click to accept your selection. Sign the Note when completed. Log out.
	App: Optime
User: SURMD
	VERIFY: Interval H&P Smarttest defaults in.

	85
	Log in to the pre-op department and locate your patient on the default Pre-op status board.
	App: OpTime
User: PREPOSTRN
Dept: MAIN PRE XXXMH 
	VERIFY: Patient displays on pre-op status board at the bottom

	86
	Right click on the patient and assign the patient to a Pre-op Bed. Select the Events Menu from the Status Board Toolbar and record an In Pre-Procedure Event.
	App: OpTime
User: PREPOSTRN
	VERIFY: The Status Board shows the patient's current bed or bay and the current status color

	87
	Double click on patient to open the chart from the Status Board. 
	App: OpTime
User: PREPOSTRN
	VERIFY: pre-op navigator opens by default.

	88
	List yourself (KEMNITZ, AMANDA) as the pre-op nurse in the Nurse section.
	App: OpTime
User: PREPOSTRN
	

	89
	Review the Procedure Summary from the Summary and Labs Section. Mark Allergies, Home Medications, and History as reviewed (add in any additional information in these sections).
	App: OpTime
User: PREPOSTRN
	VERIFY: Previously documented information, including the patient's problem list and H&P notes, appear. 

	90
	Open the Vitals Section and record a new set of Vitals, including a Pain Assessment. Select the Next Button and record and date and time for NPO status.
	App: OpTime
User: PREPOSTRN
	

	91
	In the LDAs Section, select Add LDA. Enter "PIV" into the search box and select Add New. Complete IV insertion documentation and click Accept. Complete the assessment documentation that now appears in the Navigator.
	App: OpTime
User:PREPOSTRN
	

	92
	Select Next and complete a Pre-op Checklist. Fill out all fields and click Close.
	App: OpTime
User: PREPOSTRN
	

	93
	Click on the Orders activity Tab on the left and review and release the patient's signed and held pre-op orders (Signed and Held tab at the top).
	App: OpTime
User: PREPOSTRN
	VERIFY: orders display to be released.

	94
	Once orders are released, Pharmacy will verify medications. 
	App: Willow
User: RXPHARM
	Orders are available for verification and pharmacist completes verification.

	95
	Return to the Pre-op Navigator and document Discharge Planning assessment and PNDS information in the corresponding sections.
	App: OpTime
User: PREPOSTRN
	

	96
	Use the Events drop-down in the top left of the Navigator to record an Event for Pre-procedure complete.
	App: OpTime
User: PREPOSTRN
	

	97
	Open the Verify Section and review/resolve any required missing documentation. Select Verify and enter your password when prompted.
	App: OpTime
User: PREPOSTRN
	

	98
	Close the chart and Log out.
The patient will be seen by anesthesia now.
	App: OpTime
User: PREPOSTRN
	VERIFY: The Status Board reflects the updated patient status.

	99
	Open patient's chart from the status board for the OR location under the All Areas board. Double click on patient.
	App: Epic Anesthesia
User: ANMDXXX or ANCRNAXXX
	VERIFY: Preprocedure navigator opens.

	100
	Review the Procedure Info, Prev Anesthesia, Procedure Plan, Vitals, OB/GYN (if applicable) and Problem List. Make any necessary updates. mark OB/GYN (if applicable) and Problem List sections as reviewed.
	App: Epic Anesthesia
User: ANMDXXX or ANCRNAXXX
	VERIFY: Each section should have the Anesthesia Staff member's name along with Date/Time as "Last Reviewed by"

	101
	Review the patient's Allergies and current Medications. Mark all sections as reviewed.
	App: Epic Anesthesia
User: ANMDXXX or ANCRNAXXX
	Each section should have the Anesthesia Staff member's name along with Date/Time as "Last Reviewed by"

	102
	Review patient's Surgical, Anesthesia, Family and Substance history. Mark as reviewed.
	App: Epic Anesthesia
User: ANMDXXX or ANCRNAXXX
	Each section should have the Anesthesia Staff member's name along with Date/Time as "Last Reviewed by"

	103
	Open PreEvaluation note. Select "Copy Note" select correct date. Accepts
	App: Epic Anesthesia
User: ANMDXXX or ANCRNAXXX
	VERIFY: The PreEvaluation sidebar report contains the correct information, including the patient snapshot, history, lab results and imaging results.

	104
	Accept the Note.
	App: Epic Anesthesia
User: ANMDXXX or ANCRNAXXX
	VERIFY: The text generated in the note matches the information you documented.

	105
	Indicate that the patient is ready for the procedure by marking "Anesthesia Pre-Op Complete" in the preprocedure navigator.
	App: Epic Anesthesia
User: ANMDXXX or ANCRNAXXX
	

	106
	Log in as Anesthesiologist. Open the Intraprocedure navigator. Select MACRO, top left button. Select Public tab and ETT macro. Accept macro.
	App: Epic Anesthesia
User: ANMDXXX or ANCRNAXXX
	VERIFY: Medications, Quick Event sequence and Reminders are displayed.

	107
	Select "Anesthesia Start" event, located at bottom right of screen.
	App: Epic Anesthesia
User: ANMDXXX or ANCRNAXXX
	

	108
	Document Patient In Room event.
	App: Epic Anesthesia
User: ANMDXXX or ANCRNAXXX
	VERIFY: Data collection should begin within mintues of selecting this event.
Please check by going to (MORE) button on left and select Deivce. Ensure a device is listed in left column.

	109
	Document the Anesthesia Staff members and their roles. Click on Staff Reminder (bottom left), document Anesthesiologist, select Anesthesia Start as start time.
	App: Epic Anesthesia
User: ANMDXXX or ANCRNAXXX
	

	110
	Complete PreCk list. Click on Reminder for Document Pre Checklist. Select Apply Macro at bottom, and select Pre Check.
	App: Epic Anesthesia
User: ANMDXXX or ANCRNAXXX
	

	111
	Document PreInduction Verification event, from right bottom.
	App: Epic Anesthesia
User: ANMDXXXor ANCRNAXXX
	VERIFY: Click on PreInduction Reminder (bottom left), scroll to bottom, and read the information that is recited during the verification.

	112
	Document Induction event, from right bottom.
	App: Epic Anesthesia
User: ANMDXXX or ANCRNAXXX
	

	113
	Select Intubation event, bottom right.
	App: Epic Anesthesia
User: ANMDXXX or ANCRNAXXX
	

	114
	Document Airway. Click on Document airway Reminder on left side. Select Pre02 = Preoxygeneated with 100% O2 by face mask; Mask Ventilation = Easy and select Close.
	App: Epic Anesthesia
User: ANMDXXX or ANCRNAXXX
	

	115
	Document Antibiotics are given from the Active tab. Click Time antibiotics are given. Click 1 gm. Close.
If no antibiotics, select Post Check List and document Antibiotics Not Given = Not applicable.
	App: Epic Anesthesia
User: ANMDXXX or ANCRNAXXX
	VERIFY: Antibiotic placed by surgeon and released by PRE-op nurse displays in the Active tab.
Antibiotics show in grid. Check Totals column (green column) to ensure that it is correct.

	116
	Document Patient Release event, from right bottom.
	App: Epic Anesthesia
User: ANMDXXX or ANCRNAXXX
	

	117
	Document patient positioning. 
Click on Document Position Reminder on left side. Document and Accept.
	App: Epic Anesthesia
User: ANMDXXX or ANCRNAXXX
	

	118
	Document PreIncision/Preprocedure Timeout Event, at right bottom.
	App: Epic Anesthesia
User: ANMDXXX or ANCRNAXXX
	VERIFY: Click on PreIncision Timeout Reminder on left side. Ensure information is correct.

	119
	Log in as intra-op nurse. Locate the patient on the default "My Cases" Status Board and double-click to open the chart.
	App: OpTime
User: INTRARN
Dept: MAIN OR 2ND XXXMH
	VERIFY: The patient appears on the default "My Cases" Status Board based on the Charge Nurse's assignments. 
If Stella Lobo not assigned to the case as the Primary Circulator, open the Intraop Status Board to locate the patient. 

	120
	From the default Intra-op Navigator, verify that the In Room time appears for yourself and document an In Room time for the Scrub (if not assigned to the case, add in staff). Anesthesia will document their times.
	App: OpTime
User: INTRARN
	VERIFY: If staff members were assigned to the case, verify that their names automatically appear in the Staff section. 

	121
	Document an Initial count in the Counts section. Fill out all fields, click Accept.
	App: OpTime
User: INTRARN
	

	122
	Complete documentation for Patient Position, Pre-op Skin and Site Prep Sections.
	App: OpTime
User: INTRARN
	

	123
	Document a Pre-incision Timeout in the Timeout Section. Fill out all fields, click Accept, and select the option to Verify the Timeout.
(Log out and pass the script off to Anesthesia)
	App: OpTime
User: INTRARN
	

	124
	Document Incision/Procedure Start, at right bottom.
	App: Epic Anesthesia
User: ANMDXXX or ANCRNAXXX
	

	125
	Add medications. Open Med button on left. Click Midazolam, click on time, click 1 mg. Click on Fentanyl, click 25 mcg. Click Propofol, click 20 mg. Click Succinylcholine, enter 20. Close. After indicating time for Midazolam no need to add time to other drugs.
	App: Epic Anesthesia
User: ANMDXXX or ANCRNAXXX
	VERIFY: Drugs appear in grid and totals (green column) are correct.

	126
	Document Attestation. Attending must be select.
Click on Document Attestations Reminder on left side. Select Anesthesiologist. Click Accept; 
Enter Password (model); Select Induction; and Accept; Close window.
	App: Epic Anesthesia
User: ANMDXXX or ANCRNAXXX
	

	127
	Document administering one of the medications from one of the other preferences lists.
	App: Epic Anesthesia
User: ANMDXXX or ANCRNAXXX
	VERIFY: Drug appears on grid and totals are accurate.

	128
	Document Surgery/Procedure end event, right bottom of screen.
	App: Epic Anesthesia
User: ANMDXXX or ANCRNAXXX
	

	129
	Log back into the OR Department and open the patient's chart. Click on the section for supplies and select add (you may have to select facility list) search and choose any supplies. Open the Equipment Section and complete documentation on an ESU.
	App: OpTime
User: INTRARN
	

	130
	In the Intra-op Medications Section, enter a medication (Lidocaine 1%-EPINEPHrine 1:100,000) in the search box. After selecting the medication, click Administer and complete administration fields. 
	App: OpTime
User: INTRARN
	VERIFY: Medications available for documentation.

	131
	Document the collection of a Specimen. Click on the Specimens section. In the add box type COLON. Choose POLYPS for type and SURGICAL PATHOLOGY EXAM for test. Click accept. Click Print Label/Create Order. Click Mark as Sent.
	App: OpTime
User: INTRARN
	VERIFY: Label prints. Specimen order appears grayed out.

	132
	Document closing information, including site completion and post-op skin condition.
	App: OpTime
User: INTRARN
	VERIFY: An incision LDA was created based on site completion documentation. Check in Doc Flowsheets.

	133
	Document final counts from the Counts and RFID Counts Sections.
	App: OpTime
User: INTRARN
	

	134
	Complete documentation in Intra-op Reporting and PNDS Sections. Close the chart and log out. 
	App: OpTime
User: INTRARN
	

	135
	Document Extubation event, from right bottom.
	App: Epic Anesthesia
User: ANMDXXX or ANCRNAXXX
	

	136
	Document Post Checklist.
Click on Document Post Checklist Reminder, bottom left. Anesthesia Type = General; Beta Blockers not given = Patient took beta blocker(s) preoperatively. Click Accept.
	App: Epic Anesthesia
User: ANMDXXX or ANCRNAXXX
	

	137
	Place PACU orders from an Order Set.
Click Place Post Orders Reminder and complete and sign.
Orders: naloxone, Fentanyl or Morphine, Vitals Q15, Notify Provider, diphenydramine. 
	App: Epic Anesthesia
User: ANMDXXX or ANCRNAXXX
	VERIFY: Orders are signed and held for PACU. All orders have PACU phase of care.

	138
	Document Attestation. Attending must be selected.
Click on Document Attestations Reminder on left side. Select Anesthesiologist. Click Accept; 
Enter Password (model); Select Emergence; and Accept; Close window.
	App: Epic Anesthesia
User: ANMDXXX or ANCRNAXXX
	

	139
	Document Patient Out of Room Event, bottom right.
	App: Epic Anesthesia
User: ANMDXXX or ANCRNAXXX
	VERIFY: Device Capture should end. Click (MORE) from left side, select Device, ensure there are no monitors listed in left column. Close.

	140
	Log back in and open the patients chart from the Status Board. Review/resolve any required missing documentation in the Verify Section. Mark the intra-op documentation as verified. Enter your password when prompted. Close the chart and log out.
	App: OpTime
User: INTRARN
	VERIFY: The navigator section lists the verification date and time.

	141
	Log in as the PACU RN, Find the patient on the status board. 
Right click on the patient, select assign, and choose an empty bay. Right click on the patient again and document a Start Level 1 Recovery Event.
	App: OpTime
User: PREPOSTRN
Dept: MAIN PACU XXXMH
	VERIFY: The Status Board reflects the patient's updated location status and PACU bed or bay. 

	142
	Open up the patient's chart from the Status Board by double clicking on the patient.
	App: OpTime
User: PREPOSTRN
	VERIFY: PACU Arrival navigator opens by default

	143
	Open Doc Flowsheets and enter a set of vitals on the Vitals/Pain tab (may need to add template using the search box in the top right corner).
	App: OpTime
User: PREPOSTRN
	

	144
	Document LDAs in Doc Flowsheets - assess the wound from the OR (OR Incisions/Wounds tab) and assess the IV documented in Pre-op (IV Assessment tab).
	App: OpTime
User: PREPOSTRN
	VERIFY: LDAs from Pre-op and Intra-op are available for documentation. 

	145
	In the Orders activity, review the patient's PACU orders and medications placed by Anesthesia for release.
Release the PACU orders: Click on the signed and held orders tab, clcik in the box at the the top or near the top of all the orders to select all, or select a few from the list of orders. click release
	App: OpTime
User: PREPOSTRN
	VERIFY: The PACU medications ordered by the anesthesiologist and surgeon appear in the Orders Activity. 

	146
	Pharmacist verifies orders placed:
Orders: naloxone, Fentanyl or Morphine, diphenhydramine
	App: Willow
User: rxpharm
	Pharmacist able to complete verification

	147
	Open the MAR Activity. Administer the patient's pain medication (fentanyl or morphine, or which ever was ordered at beginning) Click on white space in same row as med at appropriate time. select barcode not available, click or accept
	App: OpTime
User: PREPOSTRN
	

	148
	From the PACU tab in Doc Flowsheets, document PACU assessments, including Pain and Aldrete Score (Aldrete on Admission and Discharge) Assessments. 
	App: OpTime
User: PREPOSTRN
	

	149
	Log back in as Anesthesia. Open patient's chart in the Postprocedure navigator.
	App: Epic Anesthesia
User: ANMDXXX or ANCRNAXXX
	

	150
	Document the PACU handoff.
	App: Epic Anesthesia
User: ANMDXXX or ANCRNAXXX
	

	151
	Document Anesthesia End.
	App: Epic Anesthesia
User: ANMDXXX or ANCRNAXXX
	

	152
	Document Post Op Note.
At Patient Location press F2 inside brackets. Press Enter, continue to press Enter until document is complete. Sign.
	App: Epic Anesthesia
User: ANMDXXX or ANCRNAXXX
	

	153
	Review Requirements for Close Encounter in the Requirements section.
	App: Epic Anesthesia
User: ANMDXXX or ANCRNAXXX
	VERIFY: There should be no missing Requirements. If there are place document.

	154
	Document Close Encounter.
	App: Epic Anesthesia
User: ANMDXXX or ANCRNAXXX
	

	155
	Create a case. Scan the HSC-ID for specimen A into Case Builder. Select the Colon biopsy-blue protocol.
	App: Beaker
User: BKRMD
Dept: XXX MCLENDON LABORATORY
	Specific Case opens. VERIFY: The case is created and Specimen A is received. VERIFY: The collection information and source appear.

	156
	Enter IntraOp consultation results. Use Quick Result. Prelim Verify the results. 
	App: Beaker
User: BKRMD
Dept: XXX MCLENDON LABORATORY
	VERIFY: BKRMD appears as the responsible user for the role of IntraOp Consultant and Staff Pathologist. Results appear in field. 

	157
	Open your surg path case in Case Builder by scanning the HSC-ID of one of your specimens or entering the Case ID. Enter a gross description and generate blocks. Use the Grossing Quick Results and scan specimen A.
	App: Beaker
User: BKRPA
Dept: XXX MCLENDON LABORATORY
	Case builder for case opens. Specimen A is added to Grossing Activity with corresponding blocks

	158
	Add and print blocks. Scan blocks to confirm their creation and continue to scan to record the piece count. Advance the status to Gross Description Done.
	App: Beaker
User: BKRPA
Dept: XXX MCLENDON LABORATORY
	VERIFY: Block labels are printed or cassettes are etched. Piece counts are recorded. VERIFY: The new status of the case is Gross Done

	159
	Need to add tasks to a case. Open your surgical pathology case in Case Builder. Add ACID PHOSPHATASE MUSCLE ON FS and AFP. Open Case Prep work list and scan blocks.
	App: Beaker
User: BKRHISTO
Dept: XXX MCLENDON LABORATORY
	Tasks are displayed to right of screen. VERIFY: The tasks on scanned block are checked by default.

	160
	Result the case. Enter results, including a brief microscopic description and final diagnosis, and advance the status to Final Diagnosis Done.
	App: Beaker
User: BKRTRAN
Dept: XXX MCLENDON LABORATORY
	Status is now final diagnosis done. 

	161
	Result the case. Enter SNOMED CODES, result a synoptic report, review charges, and Final Verify. 
	App: Beaker
User: BKRMD
Dept: XXX MCLENDON LABORATORY
	Case is signed out.

	162
	Log in as Surgeon and open the patient from your Multiprovider Schedule.
	App: Optime
User: SURMD
Dept: XXXH MULTISPECIALTY SURGERY GI SURGERY CHAPEL HILL 
	VERIFY: Post-op Discharge navigator opens

	163
	Review Procedure information from the Procedures Section and select the procedure name hyperlink to document the wound class as clean contaminated. Enter a Post-op Diagnosis in the Diagnosis Section. 
	App: Optime
User: SURMD
	

	164
	Select Brief Op Notes section, and complete note by selecting F2 key or yellow arrows. Sign the Note.
	App: Optime
User: SURMD
	VERIFY: Brief Op Note template displays by default with relevant SmartLink values

	165
	Select the Med Reconciliation section and select Modify, Resume, or Stop Taking for the medications listed in the default Review Orders for Discharge Section. At the bottom of the screen, select the Next Button with the yellow arrow.
	App: Optime
User: SURMD
	VERIFY: Orders with a pre-op or intra-op phase of care are automatically marked to discontinue. 

	166
	Within the New Orders Section, Select the Discharge Patient Order with the Red Warning Icon. Enter a Disposition and Discharge Date. In the Questions Section, select an option for When and click Accept.
	App: Optime
User: SURMD
	

	167
	In the Orders Sets and Pathways Section, enter and open the GEN SUR Surgical Discharge Order Set. Select several orders, including pain medications for Phase II and post discharge (such as Codine or vicodin), Follow up, and wound care orders.
	App: Optime
User: SURMD
	

	168
	Go to Review and Sign Section. Click Sign in Medication Reconciliation. If prompted, verify Phases of Care and Associated Diagnosis for the new orders.
	App: Optime
User: SURMD
	VERIFY: The orders appear on the patient\'s list of orders. 

	169
	Open the Cosign Orders Section and review/sign any orders requiring co-signature. Close the chart and log out.
	App: Optime
User: SURMD
	

	170
	Log back in as the PACU RN, locate the patient on the status board and re-enter the chart. From the PACU Discharge Navigator, select "Stop Level I Recovery" from the Events drop-down menu. 
	App: OpTime
User: PREPOSTRN 
Dept: MAIN PACU XXXMH
	VERIFY: Event is documented with button corresponding to event.

	171
	Open the Verify section, make sure all verify checks are done, if not correct them then re verify, log out
	App: OpTime
User: PREPOSTRN
	VERIFY: No errors appear and the navigator section lists the verification date and time.

	172
	Login and locate the patient on the Phase II Status Board.
	App: OpTime
User: PREPOSTRN
Dept: MAIN PHASE II REC XXXMH
	

	173
	Right click on the patient and assign the patient to an empty bay. Right click on the patient again and record a Start Level II Recovery Event.
	App: OpTime
User: PREPOSTRN
	VERIFY: The patient's updated location and Phase II bed or bay. 

	174
	Double click on the patient to open the patient's chart.
	App: OpTime
User: PREPOSTRN
	VERIFY: Discharge Home navigator opens.

	175
	In the Orders activity, review the patient's signed and held post-op orders. You should be able to see the surgeon's pain medication order. Release the patient's post-op orders.
	App: OpTime
User: PREPOSTRN
	VERIFY: surgeon's order appears. 

	176
	Select the MAR Activity Tab. Document the administration of one of the post-op medications.
	App: OpTime
User: PREPOSTRN
	VERIFY: Any post-op medications ordered by the anesthesiologist and surgeon appear in the MAR.

	177
	Return to the Discharge Home Navigator and document removing the IV in the LDA Removal Section.
	App: OpTime
User: PREPOSTRN
	

	178
	Enter information in the Activity, Diet, Medications, Symptoms/Other, and Followups/Appts Sections. Preview the after-visit summary.
	App: OpTime
User: PREPOSTRN
	VERIFY: AVS prints and displays info as expected

	179
	Using the Events drop-down, record a time for Stop Level II- d/c criteria met. 
	App: OpTime
User: PREPOSTRN
	

	180
	Open the Verify Section and review/resolve any required missing documentation. Mark the post-op documentation as verified and enter your password when prompted.
	App: OpTime
User: PREPOSTRN
	VERIFY: No errors appear and the navigator section lists the verification date and time.

	181
	Close the patient's chart. Right click on the patient from the Status Board and select Discharge.
	App: OpTime
User: PREPOSTRN
	

	182
	Document discharge information and select Discharge. Log out.
	App: OpTime
User: PREPOSTRN
	VERIFY: The patient no longer appears on the Status Board. 

	183
	Login and open the patient's chart. From the Post-op to Discharge Navigator, document a complete OpNote. Sign the note and log out. 
	App: OpTime
User: SURMD
Dept: XXXH MULTISPECIALTY SURGERY GI SURGERY CHAPEL HILL 
	

	184
	Send a patient discharge message.
	App: Bridges
User: EDIADM
	VERIFY: The Outgoing Registration interface sent a discharge (ADT^A03) message.

	185
	Login and select the Post-op Call Status Board from the More Reports drop-down on the Status Board Toolbar. Double click on the patient to open the chart (may need to update the Status Board date to today's date).
	App: OpTime
User: PREPOSTRN
Dept: MAIN PRE XXXMH
	VERIFY: The Post-Op Phone Call Navigator opens automatically. 

	186
	Click on the section for "Contacts" document one outgoing call to the patient's home phone number.
	App: OpTime
User: PREPOSTRN
	VERIFY: A record of the call appears in the Contacts section

	187
	Document post-op call information, including the patient's physical condition, quality of information and care, follow-up, and PTA medications. 
	App: OpTime
User: PREPOSTRN
	

	188
	Mark the call as complete and close the patient's chart.
	App: OpTime
User: PREPOSTRN
	VERIFY: A check mark appears in the Call Complete column of the Post-op Call Status Board

	189
	Log in as charge reviewer and locate the patient on the default XXXH OR Unposted Cases All Locations Report (if unable to locate the patient, review the date settings from the Actions Menu).
	App: OpTime
User: ORCHARGE
DEP: Main PERIOP XXXMH
Report: XXX MAIN UNPOSTED CHARGES REPORT 
	VERIFY: patient is available on the Unposted Logs report. 

	190
	Double Click on the patient to open up the charge or click review charges at top on the toolbar
	App: OpTime
User: ORCHARGE
	VERIFY: Review Charges report appears
The log includes a list of charges to be sent. 

	191
	Review charges that populated automatically (OR time, PACU time, Phase II time, Anesthesia time, and any supplies appear).
	app: OpTime
user: ORCHARGE
	Verify: There are no errors that appear (ex. $0 supply).

	192
	Select Post Charges on the Toolbar. Close the patient's chart, verify that the case no longer appears on the report, and log out. 
	App: OpTime
User: ORCHARGE
	VERIFY that after posting the log, fields in the log are read-only. After closing the patient's chart the case no longer appears on the report (may need to refresh the report).

	193
	Access an account from an XXXoded Ambulatory Surgery Account workqueue.
	App: HIM - Coding and Abstracting
User: HIMCODERXXXH
	

	194
	Open the account in workqueue.
	App: HIM - Coding and Abstracting
User: HIMCODERXXXH
	

	195
	Select an account and start coding.
	App: HIM - Coding and Abstracting
User: HIMCODERXXXH
	

	196
	From a patient\'s account, select the Doc Review activity.
	App: HIM - Coding and Abstracting
User: HIMCODERXXXH
	

	197
	Review the patient\'s clinical data by clicking the hyperlinks pertaining to each part of the patient chart.
	App: HIM - Coding and Abstracting
User: HIMCODERXXXH
	

	198
	Navigate to the Coding Info activity and open the Encoder.
	App: HIM - Coding and Abstracting
User: HIMCODERXXXH
	

	199
	Code the account in the Encoder/CAC.
	App: HIM - Coding and Abstracting
User: HIMCODERXXXH
	VERIFY: Appropriate and accurate codes have filed from the Encoder to the ADT Info, Diagnoses, Procedures, and Groupers tabs in the Coding Info activity.

	200
	Open the Abstracting activity and complete any fields that are missing information.
	App: HIM - Coding and Abstracting
User: HIMCODERXXXH
	

	201
	From the Coding Info activity, indicate that the account's is complete by clicking the Complete button to complete coding.
	App: HIM - Coding and Abstracting
User: HIMCODERXXXH
	

	202
	Resolve any validation warnings or errors by entering the appropriate data 
	App: HIM - Coding and Abstracting
User: HIMCODERXXXH
	

	203
	After addressing the validation check(s), the coding status will show Complete.
	App: HIM - Coding and Abstracting
User: HIMCODERXXXH
	VERIFY: You do not receive validation warnings or errors.

	204
	Access the account through Account Maintenance. 
	App: Resolute Hospital Billing
User: HBBILLER
	VERIFY: The OR charges have the appropriate revenue code assignment, cost center assignment, price, quantity, and HCPCS codes, if applicable.

	205
	Charges appear based on charges entered
	App: Resolute Hospital Billing
User: HBBILLER
	Verify charges appear based on notification of charges entered.

	206
	Access the Surgeon Coding activity from the main Epic toolbar. 
	App: Resolute Professional Billing
User: PBCODER
	

	207
	Select the correct report based on surgeon\'s service or the patient\'s location. 
	App: Resolute Professional Billing
User: PBCODER
report - XXX Surgeon Coding, REX surgeon coding or CHT Surgeon coding. 
	verify report opened and patient is listed

	208
	Find patient on the report and mark Coding in Progress. Doubleclick to open the charge session. 
	App: Resolute Professional Billing
User: PBCODER
	verify charge session opened for patient

	209
	Review information, including case information, intraop documentation, and operative note. 
	App: Resolute Professional Billing
User: PBCODER
	

	210
	Click Create new Charge Session. 
	App: Resolute Professional Billing
User: PBCODER
	

	211
	Enter in the diagnosis, modifer, and CPT code for the charge session. 
	App: Resolute Professional Billing
User: PBCODER
	

	212
	Close out of the chart. 
	App: Resolute Professional Billing
User: PBCODER
	

	213
	On the report, highlight the patient and click All Case Coding Complete. Click Refresh. The patient should fall off the report. 
	App: Resolute Professional Billing
User: PBCODER
	

	214
	Open transaction inquiry, verify Beaker charges posted
	App: Resolute Professional Billing
User: PBCODER
	VERIFY: Beaker charges for 88305, 88314, and 88342 posted to the account

	215
	Begin scheduling Follow-up visit for the surgical patient. Log in as front desk user
	App: Cadence
User: ESDESK
	

	216
	Click Appts on toolbar. Enter information to initiate patient search. When patient is found, select and click Accept. 
	App: Cadence
User: ESDESK
	Existing patient is found during search and patient's appointment desk will open.

	217
	On the patient's appointment desk, click on Make Appt. On Make Appointment form, enter appropriate dept, appt notes, visit type, provider, and date for appt you are scheduling. Once information has been entered, click on Search.
	App: Cadence
User: ESDESK
Department: XXX GI SURGERY 1ST FLR MEMORIAL HOSP
Provider: KORUDA
Appointment Date: Today
VT: Follow up (1002)
	Schedule for search date should open displaying available appointment times.

	218
	Double click an available time slot. Click Schedule. Once Appointment Review opens, review appt for accuracy. Click Accept if no changes are required.
Check the patient in.
	App: Cadence
User: ESDESK
	Appt will be scheduled in chosen slot(s) and Appointment Review window will open.

	219
	Open an encounter from the schedule.
Double-click the encounter.
	App: EpicCare Ambulatory
User: SURRN
	Enc should open

	220
	Enter the patient's reason for visit.
	App: EpicCare Ambulatory
User: SURRN
	Reason for visit field should populate

	221
	Enter the patient's vital signs.
BP: 120 80 Pulse: 70 Resp: 20 Temp: 98.5 
	App: EpicCare Ambulatory
User: SURRN
	

	222
	Review the patient's tobacco use and mark it as reviewed.
	App: EpicCare Ambulatory
User: SURRN
	Should see date that this was reviewed.

	223
	Review the patient's allergy information and mark it as reviewed.
	App: EpicCare Ambulatory
User: SURRN
	Should see stamp of Name and job title along with date and time that this was reviewed.

	224
	Review the patient's current medications.
Mark as reviewed.
	App: EpicCare Ambulatory
User: SURRN
	Should see stamp of Name and job title along with date and time that this was reviewed.

	225
	Review the patient's history information and mark it as reviewed.
	App: EpicCare Ambulatory
User: SURRN
	Should see stamp of Name and job title along with date and time that this was reviewed.

	226
	If you want to add a note to the patient's chart, open a new progress note and enter documentation.
	App: EpicCare Ambulatory
User: SURRN
	Note should open.

	227
	LaXXXh the MyChart Sign-up page. Set up a new MyChart account.
	App: EpicCare Ambulatory
User: SURRN
	VERIFY: You can access the MyChart account.

	228
	On the schedule place a green dot by the patients name by left clicking the far left pane on the schedule to let the doctor know the patient is roomed and ready to be seen. Secure workstation.
	App: EpicCare Ambulatory
User: SURRN
	A green dot should appear in the drop down menu by the patients name on the schedule.

	229
	Review a nurse\'s rooming documentation.
	App: EpicCare Ambulatory
User: SURMD/RESMD
	

	230
	Review the patient\'s medication, allergy, and history information from within the Rooming tab.
	App: EpicCare Ambulatory
User: SURMD/RESMD
	

	231
	Go to the Notes tab and review the nurse\'s note. 
	App: EpicCare Ambulatory
User: SURMD/RESMD
	

	232
	Start a new note using free text, SmartText, or SmartForms.
	App: EpicCare Ambulatory
User: SURMD/RESMD
	

	233
	Choose when to sign the note.
	App: EpicCare Ambulatory
User: SURMD/RESMD
	

	234
	Accept the note.
	App: EpicCare Ambulatory
User: SURMD/RESMD
	

	235
	Go to the Visit Diagnosis section on the Plan tab. Enter a Visit Diagnosis.
	App: EpicCare Ambulatory
User: SURMD/RESMD
	Verify that diagnosis is available.

	236
	Go to the Patient Instructions section on the Wrap-Up tab.
	App: EpicCare Ambulatory
User: SURMD/RESMD
	

	237
	Enter free-text patient instructions or use one or more SmartPhrases.
	App: EpicCare Ambulatory
User: SURMD/RESMD
	

	238
	Go to the LOS section.
	App: EpicCare Ambulatory
User: SURMD/RESMD
	

	239
	Enter an LOS or use the wizard to select one.
	App: EpicCare Ambulatory
User: SURMD/RESMD
	

	240
	Select a follow-up action and close the section.
	App: EpicCare Ambulatory
User: SURMD/RESMD
	

	241
	Preview the After Visit Summary.
	App: EpicCare Ambulatory
User: SURMD/RESMD
	VERIFY: The After Visit Summary includes all relevant information.

	242
	Go to the Sign Visit tab to close the encounter.
	App: EpicCare Ambulatory
User: SURMD/RESMD
	VERIFY: The close encounter validation checks are appropriate.

	243
	If the workspace does not close, complete any required items and close the encounter.
	App: EpicCare Ambulatory
User: SURMD/RESMD
	VERIFY: The workspace closes.

	244
	Verify Charges - Go to Transaction Inquiry screen.
	App: Resolute Hospital Billing
User: HBBILLER
	Verify charges. See description for lab charges. For 12/13/16 testing substitute 83001154 CBC charge for CMP 83000002






	 Description  
	 



	A surgeon completes a surgical consult in her/his outpatient clinic and places surgery (pre-op) and pre-surgery (Pre-admission Testing) orders. The patient comes to the clinic for a PAT visit. A patient access user admits the patient. The surgical team follows an outpatient perioperative workflow. After the patient is discharged, a pre-op nurse places a post-op phone call. HIM staff analyze chart deficiencies and the OR, PB, and HB billers review and send through the charges.
Surgical department: XXX GI SURGERY CHAPEL HILL MANNING DRIVE
Visit type A: Use "New General."
Provider: Use Koruda, Mark J log in:SURMD *** IMPORTANT *** If this script is being executed on a Monday or Wednesday, a slot will need to be added to provider's schedule.
Date: Schedule the surgical consult for today.
Pre-op order set: GEN SUR General Surgery Pre-op- Include lab orders for PAT, NPO status, verify informed consent, vitals, fluids (for example, lactated ringers, and antibiotic order (such as cefazolin).
Case details: Laparoscopic Cholecystectomy
PAT department: ANES PRE CARE 1ST XXXMH
Coverage: Coverage must be set up to accept CRNA charges. In the Foundation System, Blue Cross/Blue Shield is configured to accept CRNA charges.
Diagnosis A: Document an appropriate pre-op diagnosis based on the procedure scheduled at case entry.
Claim type: Use 837p electronic claims.
SU 8 Test Patient: Inttest, TWOFIVETHREENINE MRN:100000130706
Lab charges:
Hospital charges
83001130, Cost center: 10211910, TRANSFUSION MEDICINE SERVICE
83001112, Cost center: 10211910, TRANSFUSION MEDICINE SERVICE
83000002, Cost center: 10210510, XXXH CORE LAB ****or 83001154 CBC - cost center 10210510 XXXH CORE LAB**
83001550, Cost center: 10210510, XXXH CORE LAB
83100094, Cost Center: 10213620, XXX SURGICAL PATHOLOGY
83100156, Cost Center: 10213620, XXX SURGICAL PATHOLOGY
83100698, Cost Center: 10213620, XXX SURGICAL PATHOLOGY
Professional Charges
88305
88319
88342
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