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Welcome to the Eligible Professional, or “EP,” questionnaire walk-through review guide. The purpose
of this review guide is to give EPs a full tutorial on the audit questionnaire and all required documentation.
Each listed question must be answered and supported with documentation to complete the audit. Note that
if you use screenshots as supporting documentation for any part of the audit, the screenshot must include a
date indicating when the screenshot was captured.

This presentation will cover EPs who have attested to Meaningful Use (MU) Modified Stage 3. As an
EP progresses through the program, the MU measures become more challenging. Therefore, depending on
what stage of the program the EP’s audit year falls into, he or she should focus on additional parts of this
presentation. To verify what stage the EP was in for the audit year, please review the audit notification letter
and questionnaire that the State sent out or review your attestation documentation.



Objective EP's Responses

1.1. Identification | Name; |
| laformation I NPI:
it
| | Pay to Name:
Pay 1o NPI:
1.2.Group Affiliation | Are you an Employee or Contracted | O Yes
EP employed o Physician of a Health Network/System? No
contracted to work IF yes, please provide the following
within groups/elinics | informaion: |
andior if attcsted — —————— T —
using group prony Sysiem/TNeiwork Nameisi:

Number of EPs in each
System/ Network: |

Did you attest using group proxy” y
I ONo
If yes, please list the organization name |
and NPI:

List all providers affilisted with this
organization NP1 during the patieat

volume date range (This date range
can be found on your attestation or in

the audit letter sent with this

questionnaire. )

Objective 1.1 is designed to verify the provider’s name, National Provider Identifier (NPI), pay-to
name (the name of the provider or group that received the payment), along with the pay-to NPI (the NP,
either individual or group, associated with the provider’s paid claims). This information should match the
information that was submitted at the time of attestation.

For objective 1.2, please identify if the provider is employed or contracted to work within multiple groups or
clinics. If the provider works at multiple practices, please check “Yes” and list the name of the practice or
network. The EP must also list the number of providers in those networks.

Next, the provider must clarify if he or she attested using group proxy. If the EP did attest using
group proxy, list the organization name and organization NPI. Next, list all of the providers that were affiliated
with the organization during the patient volume period (this date range is labeled “patient volume period” on
your attestation) that was selected during the time of attestation. This should be a complete list of all
providers at that organization during that time period.

If the EP did not attest using group proxy, please indicate that by checking off the “No” box.
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Meaningful Use (MU) Modified Stage 3

1.3, Certified
Electronic Health

MEDICAL SERVICES

What is your CEHRT number”

Record Please provide, for year being aticsicd |

Technology 1o (2018), details of your CEHRT

(CEHRT) software maker, software version, and
documentation showing date of CEHRT

implementation

Plense provide documentation showing

I or il commitment 1o

your CEHRT. Thi include: bills)

|
of sale. receipts, contracts, maintenance
agreements, licenses, canceled checks,

or other documentation

Docs your CEHRT meet the 2014 0r | Yes |
2015 standards or a combination of the | 1 Mo |
two™

Please list the practice location(s)
equipped with your CEHRT

Is your CEHRT the same one you ] Yes
anested with in prior years? No
work for multiple employers or at Mo

multiple locations?

Do your employers use different
| CEHRT? No

|
‘ Are you employed, or contracted to O Yes
|

If yes, please list the CEHRT if it is

different than the one stated above,

along: with the locations and addresses
of your employers: 2

Supporting documentation provided? ] Yes

For objective 1.3, the EP must provide the Certified Electronic Health Record Technology (CEHRT)
that was used during the attestation year that is being audited. First, provide the CEHRT number that was
used during the Promoting Interoperability (Pl) (formerly EHR) period of the attestation under audit. Next,
list the version, vendor, product name, and date of implementation. In order to validate the information,
documentation showing a financial or legal commitment, such as a bill of sale, receipts, contracts, licenses,
maintenance agreements, or canceled checks, is required. These documents must have the date visible, as
well as the product name or CEHRT number. All other documentation must be from the current year to show
the CEHRT is still in place and being used.

Next, verify if you have a 2015 version CEHRT or a combination of both. Please note that a 2015
version CEHRT is required for Stage 3. Also, if you have changed CEHRT systems since your first payment
year, you must provide a brief description of why you changed systems.

Next, list the practice location where the CEHRT is housed. If you have attested before, check off if
your CEHRT is the same as prior years.

Lastly, the EP must indicate if they are employed at multiple locations or by multiple employers. If
yes, the EP must verify if the employers use different CEHRTs and list the CEHRT ID, location of the CEHRT,
and the address of each practice location.



Objective

1.4. Patient Volume EP Attestation Numerator (the total number of
Percentage Medicaid encounters the provider treated in the reporting
tequirement (30% for | period)
all providers, except

protiders who Medicaid Out-of-State (list)
specialize in Medicaid Fee-For-Service (FFS)

pediatrics who must

meet 20%). Note that Medicaid Managed Care (MCO

patiests may caly be Teotal Medicasd Encounters
counted cnce per =
day EP Attestation Denominator (the total number of

encounters the provider treated in the reporting pertod)

Total Patient Encounters:
Brefly describe the procedures performed to determine | Procedures
patient volume in your practice. Also explain how
patient volume is determuned if you are practicing in
multiple locations or groups. Please provide

proceed fo objective

1.5 documentation 10 suppon your response. Examplos of .
acceptable forms of supporting documentation include Seppocing docsmemation provided
The patieni volume PlPractice Management (PM) reports, records with B Yes
date range must ba @ signed attestations from a Director Supervisor, and O No
P9-day o sugpor . ONA
period in the ealeulations for aach pracrice locar
f"“j]"f calendar | pleace provide a patient volume system i report doc provided?
vear For gxample,
) P in a Microseft Excel, or other compatible spreadsheet O Yes

software, format with a system stamp showing it 1s
volume dare rarge generated from within your CEHRT AND a screenshot
would have to be in | of the CEHRT"s system settings.

2017. Please be sure your documentation includes the
following: name of patient, date of birth, social
security number, insurance type, provider who
treated the patient, date of service, Medicaid ID, and
the state in which the visit scourred and was billed. 3

O Ne
ONA

If you attested using needy patient volume at an FQHC or RHC for the audit year, because they were
unable to satisfy the regular patient volume requirement threshold, then proceed to objective 1.5.

The Medicaid patient volume requirement is a minimum of 30% for all EPs except pediatricians.
Pediatricians are required to have a minimum of 20% Medicaid patient volume.

First, under the reporting period section, the EP must provide the 90-day patient volume period
that was used during the attestation. This date range is labeled “patient volume period” on your attestation.

Next, provide both the numerator and denominator used to determine the patient volume
percentage. The numerator should include encounters for patients enrolled in Medicaid, as well as CHIP
encounters if due to a program created under Title XIX or Title XXI-funded Medicaid expansion. No patient
should be counted more than once per calendar day regardless of the number of services the patient has
during that day. The denominator is the number of total patient encounters for all insurances during the
patient volume period. Again, a patient can only be counted once per day as an encounter.

For the reported numerators and denominators listed in the questionnaire, detailed supporting
documentation must be submitted. The documentation should include the patient name, place of service,
date of service, insurance type, the name of the provider who treated the patient, patient’s date of birth,
social security number, Medicaid ID, and the state in which the visit occurred and was billed. This level of
detail must be consistent for each patient encounter. It must be evident where the numbers attested to
came from. Supporting documentation should be in an Excel format with a system stamp that shows the
information was pulled from the CEHRT, along with a screenshot of the CEHRT’s system settings used to run
the report. If patient volume provided varies from attestation patient volume, please provide an explanation
for the variance.

A reminder that when you use screenshots as supporting documentation for any part of the audit,
the screenshot must include a date indicating when the screenshot was captured.
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1.5 FQHORHC | 16 yous amested usimg patient volume daea for peacticang
Patient Volume | predominantly a1 an FQHC or RHC and using needy
patsert vobame, please answer the miormation below
FQHCRHC practicisg by patient
| vehume
| Please prenade ying practicing peedomunantly patient
volume used dunng attestation. Please be sure this 15 a
detailed hist that smcludes each encounter locaton. If
multiple locations, provade the patient volume by
Locanon. inchading billed encounsers
Thas i fior the six-month peried wed dunng the
attestanion and uses the total encounters 28 an
FQHCRHC over total encounters 1 all lscations. Thiz
shauld onl ovider aitesting EP Attestation Denomimator (the total nunsher of
Total at FOHC RHC enscounters the prosader treated m the reporting penod]
Total Encousters

Needy Patient Vobume at FQHCORHC

Totai Fasient Encounters:

Provide needy patent volume documentatson for the $0- Briefly desciibe the procedures performed 1o determine Procedures.
duy patient volome period. The encounters that can be patient vobume in your practice. Please also explasn how

mchuded in needy patiest vobume: Modicaid Title JXOUT patient vobame 15 determuned of you are practicing m

CHIP, Sitding Foe, and Uncomparsated mulsiphe loxations of proups. Please provide

documentation 10 SUPPOTT YOUS fesponse.

EF Attestation Nunsera bt of Supporting documestasion prot sded”

Medicaid encounters the provider treated in the reporting

O Ve

penod) ONe
‘Medicasd Out-of-Stase (hst) _— "
Medicaad Patiests -
Tithe XXI CHIP Ensollees Please provide 3 patient vohame r dreport | Supporting provsded”
- in 3 Microseft Excel, or otber companble spreadsheet OYe
Vncompensatod: softwage, format with 3 system stamy showing 1t 15 T
Shidugt Tt gemerated from within your CEHRT AND a scrvenshot i
of the CEHRT's system settings. OwA

Lol vteedy Pavren besouener, Please be sure your documentation includes the

Tollowing: name of patient, date of birth, social
security pumber. iBiarance (ype, provider who
treated the patient, date of service, Medicaid ID, and
the state b which the visit sccurred asd was billed.

Objective 1.5 is asking if the EP is practicing predominantly at a Federally Qualified Health Clinic
(FQHC) or Rural Health Clinic (RHC). If the EP is not practicing predominantly at one of these locations and
did not attest to the needy patient volume at an FQHC/RHC, then this question can be skipped.

If the EP is practicing predominantly at one of these locations, the EP must provide documentation
that shows 50% or more of the EP’s encounters over a six-month period occurred at an FQHC or RHC. These
encounters should be from the calendar year prior to the payment year or the most recent 12-month period
prior to attestation. Detailed documentation must be provided for the provider attesting and must be for the
entire six-month period. Each encounter must have the location of the service listed so that location of
encounters can be verified.

If the EP passed the above 50% practicing predominantly test, then the next step is providing
documentation to show needy patient volume. This documentation should cover the 90-day patient volume
period and can include Medicaid, stand-alone Title XXI CHIP, sliding fee, and uncompensated encounters. All
encounters that are Medicaid, stand-alone Title XXI CHIP, sliding fee, and uncompensated care will represent
the numerator of the patient volume calculation. The denominator is a list of total encounters during the
patient volume period regardless of the type of insurance. Both numerator and denominator encounters
must be included. Additionally, both the numerator and denominator must be supported with detailed
documentation, including the name of the patient, insurance type, provider who treated the patient, date
of service, patient’s date of birth, social security number, Medicaid ID, and the state in which the visit
occurred and was billed. This should be in Excel format with a time stamp that shows it was generated with
an CEHRT, along with a screenshot of the CEHRT'’s system settings that were used to conduct this report.

If patient volume provided varies from attestation patient volume, please provide an explanation for
the variance.

A reminder that when you use screenshots as supporting documentation for any part of the audit,
the screenshot must include a date indicating when the screenshot was captured.
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Meaningful Use (MU) Modified Stage 3 — PA-led

I
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1.6. PA-led FQHC or | Are you a PA practicing in a PA-led FQHC or RHC? O Yes
RAC O No
If ves, please provide doc ion showing the EP 15 pporting doc provided?
practicing in FQHC/RHC that 1s so led by a PA thatis: O Yes

the primary provider in the clinic, is a clinical or medical —
Diractor at the site of practice, or it an owner of the
RHC. This documentation should include a signed ONA
attestation from a Director/Supervisor

Question 1.6 is verifying if the EP is a physician assistant (PA) practicing at a FQHC or RHC that is PA-
led. If the EP qualified for the program due to this definition, the provider must submit documentation
showing the PA is practicing at a FQHC or RHC that is so led by a PA that is the primary provider, clinical
director, medical director, or the owner of the clinic. This documentation can include a signed attestation
from a director or supervisor.



Meaningful Use (MU) Modified Stage 3 — Unique Patients

1.7. Unique Patients
CMS’ definition of a
unique patient:

“if a patient is seen
by an EP more than
once during the EHR
reporting period,
then for purpozes of
measurement that
patient is only
counted once in the
denaminator for the

measure. "

The dencminator for
multsple MU
measures is the
“number of unique
patients sean by the
EP during the EHR
reporting period "
The unique patient
date range is the
CEHRT date range
selected for reporting
measure thresholds

Please describe the definihon used for umque
patients, mncluding what visit types are included
in this calculation, for your MU reports.

What visit types are included in the calculation
of unique patients for MU reports?

Supporting documentation provided?
Examples of acceptable documentation could
include a system policy that identifies how
wnigque patients are counted, along with a
system-generated report, or list of visit ypes

ncludad in the coumnt.

Objective 1.7 is asking for the definition the EP’s CEHRT used to determine unique patients. Describe
the definition of a unique patient, including the visit types that are included in the calculation of the
meaningful use reports that are used to determine measure outcomes (the Patient-Specific Education,
Patient Electronic Access, and Secure Messaging measures all use unique patient totals as their denominator
and the total unique patients on the unique patient list provided should agree to the denominator of those
measures). Documentation can include any policy that lists how a unique patient is calculated. If it is system
generated, a policy that explains how the system tracks unique patients, or a screenshot of the system
calculating unique patients, must be included.



Meaningful Use (MU) Modified Stage 3 - Percentages

Objective

15, P’f"“'l':' Biiefly describe the procedures performed to
“'q"f: b‘ determine unique patients seen during the P
seen at location reporting period in your practice
equipped with

CEHRT during Please explazn how thas populatson is determmed
reporting peried | if vou are practicing in multiple locations o
and percentage of | proups

information Please provide documentation 1o support your Toppontig docrmesion promiief
maintained uSiBg | reqponse This should include a detailed list of all
CEHRT during | ponents counted as umique paty

reporting period | e range. Evampies of
supporting documa
reports, records w

forms
. rocon 5 s from a
DirectorSupervisor, and documentation -
Objective EP's Responses
Tupporting the unigue paient counts for each
practice location.

Please include the percentage of unique patsents
Please inchade the percentage of unique patients whose mformation is maintained vsing CEHRT
‘who were seen at a location equapped with durng the P1 reporting peniod

CEHRT during the P reporiing period

O Yes

O No

Nugsher of muque patest mustimed =
CEHRT

Darmber of nique ptents bees ¥ 3
location with an CEHRT Total sumber of wwque pabemss

Total zember of wugor petients

For both px ges listed above, please provi peovided?
detaled documentation that shows how the O Yes
eumbers and percentages are verified ONe

What procedures are performed 1o determune Procedures
unsque patents seen dunng the P1 reporting
penicd in your practice™

Objective 1.8 will verify the procedures performed to determine unique patients. If multiple
locations are used, explain how that is integrated into the calculation of the unique patients for MU
measures. In order to support this question, the EP must provide a detailed list of all unique patients that are
seen and counted during the Pl reporting period. It should be clear how the patients are counted and that
they aren’t being counted more than once per reporting period.

Next, please include the percentage of unique patients that are seen at a location equipped with an
CEHRT. This percentage should be the number of patients seen at a location with an EHR divided by the total
number of unique patients. Detailed documentation that clearly indicates the patients are seen at a location
with an CEHRT is required.

Then, the EP must include the percentage of unique patients whose information is maintained in the
CEHRT. This calculation is executed by determining the number of patients maintained in an CEHRT divided
by the total number of unique patients. The supporting documentation must be detailed enough so that it is
clear how each number was found in the two percentage requirements. It is important no patients are
counted more than once per EHR-reporting period to determine the percentages.



Meaningful Use (MU) Modified Stage 3 - Exclusions

9. Exclusions clusion:
1.9. Exch Excl
During the attestation
Process, you may Explanation
have qualified for
certain exclusions
from meeting the
requirements of a —
measure. Please list Exclusion:
all measures for
which you met the Explanation:
exchusion criteria and
a brief description of
the circumstances
which caused you 1o | Supporting documentation provided? O Yes
meet the criteria
O No
ONA

For objective 1.9, list all exclusions to MU measures that the EP selected at the time of attestation.
Also list the explanation that allowed you to meet the exclusion. The explanation must be a qualified reason
that allows for exclusions to be met. Supporting documentation can include screenshots of the EP’s CEHRT
system or any documentation that proves the exclusion is allowed and met. For all measures the EP excluded,
write “N/A” when asked for specific documentation for the measure excluded later in the questionnaire.
Please note, exclusions taken should match the attestation. If it does not, please include a written
explanation that details why there are discrepancies.



Meaningful Use (MU) Modified Stage 3 — Risk Assessment

Objective

EP’s Responses

Healt
& untin

MEDICAL SERVICES

2.1 Measure - Protect
Electronic Health
Information

Conduct or review a security

risk analysis in accordance

with the requirements in 45

CFR 164.308(a)(1), including

addressing the secunty (to

include encryption) of ePHI
created or maintamned by

CEHRT in accordance with

requirements under 45 CFR

164.312(a)}2Xiv) and 45 CFR
164.306(d)(3), and implement
security updates as necessary
and comect identified security
deficiencies as part of the
eligible professional’s (EP)
risk management process.

Note: Many EPs have

contracted with third parties

to conduct a secunty nisk
assessment

Who performed the security risk
analysis of your CEHRT and what
criteria/standard were used?

Provide a copy of the risk assessment
that should include a final report,
asset inventory, and date of
assessment (which should fall within
the attestation calendar year).

Supporting documentation provided?
O Yes
O No

Were deficiencies identified?

O ves

O No

If yes, please list the deficiencies and
describe the steps taken to address the
identified deficiencies in a timely
manner. Please note, risk assessments
in consecutive years should be
provided, along with any other
supporting documentation available,
to assist in verifying that identified
deficiencies were remediated.

Is the date on the SRA within the
program year?

O Yes
ONo

Objective 2.1 is regarding the Protect Electronic Health Information measure. This measure is used
to ensure all patient information is secure within the CEHRT system. In order to support this, each provider
must conduct a security risk assessment, or perform a detailed update/review of a previous risk assessment,
each year.

Potential risks that should be included in the assessment are security of PHI, hardware, and
software. The risk assessment/update performed in the year of the audit should be submitted, as well as the
prior year’s risk assessment if an update/review was performed in the year under audit. The full risk
assessment must be submitted and should include a final report, asset inventory, and date of assessment.
Please also list who conducted the risk assessment and if it was performed by a third party or internally.

If deficiencies were identified, list them and describe the steps taken to address these deficiencies.
Documentation should be provided to support this such as assessments that are in consecutive years along
with other supporting documentation available, to assist in verifying the identified deficiencies were
remediated.

Health IT create a video that discusses planning, conducting and reviewing the vulnerabilities and
risks of healthcare organizations, and how regular risk assessments can protect their practice and data. The
link has been provided for your convenience.

https://www.healthit.gov/topic/privacy-security-and-hipaa/security-risk-assessment-videos

Additional useful links are below:

https://www.hhs.gov/hipaa/for-professionals/security/index.html




https://www.hhs.gov/hipaa/for-professionals/security/guidance/guidance-risk-
analysis/index.html

https://www.healthit.gov/topic/privacy-security-and-hipaa/security-risk-assessment-tool

A 10 Step Plan:

https://www.healthit.gov/topic/privacy-security-and-hipaa/top-10-myths-security-risk-
analysis




2.2 Measure ~ Electronic
Prescribing (eRx)

More than 60 percent of all

permissible prescriptions

Did you qualify for an exclusion?

1f yes, please provide documentation

Meaningful Use (MU) Modified Stage 3 - ePrescribing

EP's Responses

O Yes
OnNo

Supporting documentation provided?

written by the eligible that supports the qualification of an O Yes
professional (EP) are quenied | exclusion. e
for a drug formulary and -
transmitted electronically ONA

using certified electronic
health record technology
(CEHRT)

Please provide the policy and
procedure of ordering electronically
with the use of e-Prescriptions.

Please provide a screenshot of the

Supporting documentation provided?
O Yes
OnNe

Supporting documentation provided?

capabilities of e-Prescribing ordering O Yes

being implemented and used. _—

Please provide doc Supp g doc provided?
showing that the threshold of the O Yes

prescriptions recorded using your ONo

CEHRT were met.

If applicable, please provide

Supporting documentation provided?

documentation showing that your T Yes

system automatically and ONo

electronically indicates drug o
ONA

formulary checks. This can be in the
form of a system screenshot dated
during the PI reporting period.

10

Objective 2.2 is referring to the E-Prescribing measure.

The EP should indicate if they qualified for an exclusion for this measure; this should be
consistent with what was stated on objective 1.9. A valid exclusion can be taken by any EP
who writes fewer than 100 permissible prescriptions during the Pl reporting period, or
does not have a pharmacy within his or her organization and there are no pharmacies that
accept electronic prescriptions within 10 miles of the EP’s practice location at the start of
their Pl reporting period.

The EP should provide evidence that more than 60% of permissible prescriptions were
queried for a drug formulary and transmitted electronically to a pharmacy using CEHRT.
Documentation should show that prescriptions are prescribed through the CEHRT and that
a drug formulary was in place and checks were performed.

10



Objective

2.3 Measure — Clinical
Decision Support
Rule

Did you qualify for an exchusion for
the part 27

O Yes
O Ne

Eligible professionals (EPs) EF Yo, poatns pocsriche doc § provided?
st satisfy beth of the that supports the qualification of an O Yes

followsng parts in ordes 1o exclusion ONe

meet the objective: Part 1 - —

Implement § CDS O NA

Emterventions reiated 10 SOUr OF | Plagee deseribe the workflow used to

:'é;'\:";""l‘i’::';r';;"’: meet the Modified Stage 3 criteria

patient care for the entire

Promoting Intesoperability

(PT) reporting period. Absent

4 CQMs related to an EP's Pleass provide a hot from your provided?
scope of practice of patient system that shows how your CEHRT O Yes

population, the CDS tracks compliance of Modificd Stage an

interventions must be related | 3 oo ! Ko

to high-priority health

conditions. Please provide doc Supp provided?
Part 2 - The EP has enabled | Showing that your system 0 Yes

and the lly and el = Na

fumctionality for drug-drug
and drug-allergy interaction
cheecks for the entwe PI

indicates drug-drug and drug-allergy
contraindications. This can be in the
form of & system sereenshot dated

Ona

Tpoting pesiod. during the Pl reporting peried

Please note, the CDSR s
different than the CQM
requirement. These need to
aid directly in clmical
decivion making at a relevamt
poinit in patient care and
improve patient care in some

manser 11

Objective 2.3 will verify the Clinical Decision Support Rule measure. To support this measure, the EP must
describe the workflow used to meet the Modified Stage 3 criteria.

The EP should indicate if they qualified for an exclusion for the second part of this measure; this
should be consistent with what was stated on objective 1.9. A valid exclusion can be taken for Part 2 of the
drug-drug and drug-allergy checks if the EP writes fewer than 100 medication orders during the PI period.

The EP should show they implemented five clinical decision support interventions. The EP should also provide
documentation that shows the EP enabled and implemented the functionality for drug-drug and drug-allergy
interaction checks for the entire Pl reporting period. Regardless of the element of the Clinical Decision
Support Rule measure that the EP attested to, system documentation that shows how the system tracks
compliance with this rule is required.

A screenshot from the system that shows how the CEHRT tracks compliance for the Stage 3 criteria
for all dashboard measures and their percentages must be provided. Also, the EP must provide a screenshot
or printout of all five clinical decision support interventions that were implemented and a dated screenshot
of the interaction checks functionality being enabled.

11



2.4 Measure - CPOE

An eligible professional (EP), through a combination of ing the th

EP’s Responses

measures for this objective below:

2.4 A - Medication

Ordere

More than 60 percent of
medication orders created by
the EP during the Promoting
Interoperability (PI) reporting
perniod are recorded using
CPOE.

holds and exclusions (or both), must satisfy all three
Did you qualify for an exclusion? O Yes
O No
If yes, please provide doc Supporting doc provided?
that supports the qualification of an O Yes
exclusion. ONe
ONA

Please provide a screenshot or a
report from the CEHRT system
showing that medication orders are
recorded in vour CEHRT

Supporting documentation provided?
O Yes
O Ne

Please provide documentation
showng that the threshold of the
orders recorded using your CEHRT
were met

Supporting documentation provided?
O Yes

O Neo

12

Objective 2.4 is referring to Computerized Physician Order Entries that has three components

including medication, laboratory, and radiology orders.

The EP should indicate if they qualified for an exclusion for this measure, this should be consistent
with what was stated on objective 1.9. A valid exclusion can be taken for any EP that writes fewer than 100

medication orders during the Pl reporting period.

Objective 2.4 A refers to the Medication Orders measure qualification. The EP should provide
evidence that more than 60% of medication orders were captured using computerized provider order entry.
Documentation that can be used to support this measure is a screenshot or report from the CEHRT that

shows how these entries are recorded and tracked in the CEHRT.

12



Meaningful Use (MU) Modified Stage 3 — CPOE cont.

2.4 B - Laboratory
Orders

More than 60 percent of

laboratory orders created by

the EP during the PI reporting

period are recorded using

CPOE.

Did you qualify for an exclusion?

O Yes
O Ne

If yes, please provide documentation
that supports the qualification of an

Supporting documentation provided?
O Yes
ONeo
ONA

Please provide a screenshot or a
report from the CEHRT system
showing that laboratory orders are
recorded in your CEHRT.

Supporting documentation provided?
O Yes
O No

Please provide documentation
showing that the threshold of the
orders recorded using vour CEHRT
were met.

Supporting documentation provided?
O Yes
ONeo

13

The EP should indicate if they qualified for an exclusion for laboratory; this should be consistent with
what was stated on objective 1.9. A valid exclusion can be taken for an EP that writes fewer than 100
laboratory orders during the Pl reporting period

Objective 2.4 B refers to the Laboratory Orders specific measure qualification. The EP should provide
evidence that more than 60% of laboratory orders were captured using computerized provider order entry.
Documentation that can be used to support this measure is a screenshot or report from the CEHRT that
shows how these entries are recorded and tracked in the CEHRT.



Meaningful Use (MU) Modified Stage 3 — CPOE Cont.

2.4 C - Radiology
Orders

More than 60 percent of
diagnostic imaging orders
created by the EP during the

I ranartine nariod are
Plreporting penicd are

recorded using CPOE.

Did vou qualify for an exclusion?

O Yes

O No

If yes, please provide documentation
that supports the qualification of an
exciusion.

Supporting documentation provided?
O Yes

O No
ONA

Please provide a screenshot or a
report from the CEHRT system
showing that radiology orders are
recorded in your CEHRT.

Supporting documentation provided?

O Yes

O No

Please provide documentation
showing that the threshold of the
orders recorded using your CEHRT
were met.

Supporting documentation provided?
O Yes

O Ne

14

The EP should indicate if they qualified for an exclusion for radiology orders; this should be
consistent with what was stated and provided for objective 1.9. A valid exclusion can be taken for an EP that
writes fewer than 100 radiology orders during the Pl reporting period.

Objective 2.4 C refers to the Radiology Orders specific measure qualification. The EP should provide
evidence that more than 60% of radiology orders were captured using computerized provider order entry.
Documentation that can be used to support this measure is a screenshot or report from the CEHRT that
shows how these entries are recorded and tracked in the CEHRT.



Meaningful Use (MU) Modified Stage 3 — Patient Electronic Access

MEDICAL SERVICES

2.5 Measure - Patient | Did you qualify for an exclusion(s) O Yes
Electronic Access to | for either past | or part 27 e
Health Information | . _ - .
EPy must satisfy both parts in | I yes, please provide documentation provaded?
order 10 aeet thas measure that supports the qualification of an O Yes
xchusicals).
Part 1 - More thas 80 pescent | = ONe
of all umique patients seen by L
the EP dusing the Pl are ONA
1. Provided umely access 1o
wiew online, download, and What is the mechanism in place o
transenit his or her health provide patients the abilify to view
imformation; and cnline, download, and transeni their

2. Ensured that their patient

£
ealth mformation is health information (e g , Patient

Portal, secure mail)?

available for the patsest (of
patient-authorized
representative) to

access using amy application | How do you verify patients have

of their cheace that i accessed thewr health information?
configured to meet the
cms of
] Please provide a hot of the Supp 1 provided?
mechanism used and & screenshot O Ve
from your Pl that tracks if patients o
O¥Ne
have accessed their health
———
mformation. [ Part3-The EPmustuse | Please provide & afhow | Suppocting & provided?
=i at leass ome patient seen during the PI o Yes

seporting pericd views, downloads, or

transmits 10  third party kivher

facaith informasion during the £

electronic access 1o those
maserials 1o more thas 35

reporting period

cally relevast mformation

percent of vmsqes patients What
seen by the EP during the is wsed 1o identify paticats who
PUEHR srportimg penod should recerve

educa

Please peovide a formal polscy and 8 | Supporting documentation provided™
screenshot from yous system showing O Yes
an example of clmically relevant
information that you are electroncally
trackieg to dentify patests who
should recerve 3

| educational maserials 15

ONe

Objective 2.5 is referring to the Patient Electronic Access measure.

The EP should indicate if they qualified for an exclusion for this measure; this should
be consistent with what was stated and provided for objective 1.9.

An EP may take an exclusion for either measure, or both, if either of the following apply:
(1) Has no office visits during the EHR reporting period.

(2) Conducts 50 percent or more of his or her patient encounters in a county that does not
have 50 percent or more of its housing units with 4Mbps broadband availability according
to the latest information available from the Federal Communications Commission (FCC) on
the first day of the EHR reporting period.

There are two parts for this measure:

Part 1: First the EP must provide evidence that more than 80% of unique patients seen
during the Pl period are provided timely access to view online, download, and transmit to a
third party their health information. An explanation of what mechanisms are in place to
provide patients an electronic access of their health information should be provided.
Explain how the EP verifies patients have accessed their health information. A screenshot
of the mechanism used and a screenshot from your CEHRT that tracks if patients have
accessed their health information. Documentation regarding the percentage of unique
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patients who have been provided access is needed. A secondary requirement of part 1
requires evidence of the patient’s PHI being made available to the patient and/or their
authorized representative. Documentation of access and the methods by which a
patient/representative can obtain this information is needed.

Part 2: For the second part, the EP must provide evidence that (a screenshot or similar
evidence) at least 35% of unique patients seen during the Pl reporting period receives
clinically relevant and patient specific education materials via electronic access provided by
CEHRT. A screenshot of the portal and a screenshot of the system tracking this measure is
required documentation.

NOTE: If compliance with these measures is not tracked in the CEHRT, it will be extremely
difficult for compliance to be verified since there is no way to verify that the EP posted
information about the portal or told their patients about it.
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. g . 7 I_Ieullhm
Meaningful Use (MU) Modified Stage 3 — Coordination of Care fan
MEDICAL SERVICES

2.6 Measure - | Dd you qualify for an exclusion for 0 Yes

‘Coordination of Care | any or all of the parts? n

OXo

through Patient

Engagement If yes, pleass provide d pporting d provided?
An EP must atiest 1o all three | 181 SUpports the qualification of an O Yes
measures and meet the exclusion L
threshold for two messures. If Ore
the EP meets the criteria for OoNA
exclusion from two measures, |
they must meet the threshold | Please describe your CEHRT's Supporting documentation provided?
for the one remaining cabapilsties to alk trents .
maare. k they mod the pilities to allow patients to O Yes
e g e e all | electronically view, download or Ox
thoee saeamures they may be transmit their health information No
excheded from meeting this and ‘'or acess their health information
objective. throught he use of an APL
Part 1: More than 5 percent | What capability do you have in place
of all unique paticats (o0 their | foc oeire eloctronc messaging 1o
authorized representatries)
seen by the EP communicate with patients on

h [ Please describe vour pohicy around Supporting documestation peovaded”?
< all umque patesty | moorooTating patient generated bealth OYe

the EP and either— Please provide a screenshot or email | o daka or dats from & mou-clinscal -

(1) View, download, or confirmation showing the use of wetting into the CERHT ONe

transanit 10 a third pasty their | gocure electronic messaging
health mformanon, of

(2) Access thew health
informanon through the we of
an Applicainn Froframmsig
Interface (AP) that can be
used by applications chosen
by the patient and configured |
to the AP in the EP's Did you use the CEHRT to engage
CEHRT; o with patients or their suthorized
A (1) end p about the patient’s

2
care?

pevcrst of all uniqer patists

Please describe your policy around | Jy ey ket

Part 2: For more than 5
percent of all umsque patients

seea by the EP duriag the incorcorating patient generated health
PUEHR reporting period, a | data or data from a non-clinical
secure messane s sent setting into the CERHT —

Objective 2.6 is referring to the Coordination of Care through Patient Engagement

An EP may take an exclusion for any or all parts of this measure if: (1) The EP has no office
visits during the EHR reporting period, or; (2) He or she conducts 50 percent or more of his
or her patient encounters in a county that does not have 50 percent or more of its housing
units with 4Mbps broadband availability according to the latest information available from
the Federal Communications Commission (FCC) on the first day of the EHR reporting
period.

There are two parts to this measure:

Part 1: The EP must provide evidence that (a screenshot or similar evidence) of at least 5%
of unique patients seen during the Pl reporting period (1) views, downloads, or transmits to
a third party his/her health information during the Pl reporting period, or; (2) Accessed
their health information via the internet. A screenshot of the portal and a screenshot of
the system tracking this measure is required documentation.

Part 2: The EP should provide evidence that, for at least 5% of unique patients seen by the
EP during the Pl reporting period, a secure message was sent using the electronic
messaging function of the CEHRT (or portal) to the patient (or representative of that
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patient), or in response to secure message sent by the patient (or patient representative)
during the Pl reporting period. To support this measure, state what capability does the EP
have in place for secure electronic messaging? Documentation should include a formal policy
outlining secure messaging capabilities and screenshots of the messaging capabilities in the
CEHRT.

Part 3: Patient generated health data from a nonclinical setting should be incorporated into
the CEHRT for more than 5% of all unique patients. Documentation should include a formal
policy outlining information incorporation capabilities and screenshots of the information
incorporation abilities in the CEHRT.
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Meaningful Use (MU) Modified Stage 3 — Health Info Exchange

Healt
. hi‘.m
w

L SERVICES

2.7 Measure - Health Ded you qualsfy for an exclusion for O Yes

Information any o all of the parts? ONo

Exchange
The EF that tramsitions of If yes, please provide d Gupp provided?
refiers their patient 10 another 8 .

rvhan e o | St suppOrS the g of each o —

vettang of care or provader of L 2) Electromscally exchanges | §upporting documentatson provaded® O¥e
care of retrieves a sumsary of | S%CIUSOR the summary of care record .
care record upon the roceipt of ! ! e
@ esmeition o rebeval ov w0 Part 2: Fer sre than 40 Please provede a screenshot from vour | Supportimg documentation provided™
the fint patient encowster pescest of mansitions or W limscal mformation D Yes

What information is included with a Srrala preer e amd patiert emcilaaticn

with a new paticst, and
ancorporates sumsmany of case
informatibn from other
providers o thesr ER using
the fimctions of the CEHRT
et

An EP must attest 10 all three
mecasEcy and meet the
threshold for two measures. [F
the EP meets the critena for
exciusion Hom TWo measures,
they must meet the threshold

summary of care record health O Ne

information exchange?

ed for patsents tranaferred 1o
For all thres clinscal

Result of test/exchange:

Please provide copies of your test
results or an example of an exchange
that include the

information

Entity with whom the electronse

ermenia for exclusson for all
summary of care'health

three measures, they may be

excluded from meeting this information exchange was

tranamf tted to
) (1) Medscaton. Review of the

Part 1: For more than 50 CEHRT used by the receiving patarm’s medieaticn,
pereent of tramsitions of care Entity mchuding the name. dosage.
and referrals, the EP that
Eranamons of refers thest Altematively
patest 1o another setting of Dnd vou test with the CMS-
care of provider of care designated test CEHRT?
(1) Creates a summary of care allergees
record using CEHRT; and If yes, what was the date? {3) Cusrem Problem list

Rurvsew of the patiest’s

1f yes, what were the test results?
current and scrive diagmoses

Objective 2.7 is for the Health Information Exchange measure.

The EP should indicate if they qualified for an exclusion for this measure; this should
be consistent with what was stated and provided for objective 1.9.

Exclusions are as follows:

Part 1: (1) He or she transfers a patient to another setting or refers a patient to another
provider fewer than 100 times during the EHR reporting period.

(2) He or she conducts 50 percent or more of his or her patient encounters in a
county that does not have 50 percent or more of its housing units with 4Mbps broadband
availability according to the latest information available from the Federal Communications
Commission (FCC) on the first day of the EHR reporting period.

Part 2: (1) The total transitions or referrals received and patient encounters in which he or
she has never before encountered the patient, is fewer than 100 during the EHR reporting
period.

(2) He or she conducts 50 percent or more of his or her patient encounters in a
county that does not have 50 percent or more of its housing units with 4Mbps broadband
availability according to the latest information available from the FCC on the first day of the
EHR reporting period.
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Part 3: (1) An EP may take an exclusion if the total transitions or referrals received and
patient encounters in which he or she has never before encountered the patient, is fewer
than 100 during the EHR reporting period.

There are three parts for this objective:

Part 1: The EP should provide evidence that, for at least 50% of transitions out, a summary of
care was created using the CEHRT AND transmitted electronically to the receiving provider.
For this measure, list or provide an example of what information is included in the EP’s
summary of care information that is created in the CEHRT. Copies of test results for the
attempted exchange of clinical information are required. The entity with whom the summary
of care information was exchanged with and what CEHRT the receiving entity used must be
included.

Did the EP test with the CMS designated test CEHRT? If yes, make sure both the date
and test results are included. Check off whether the test results were successful or not. The
test result copies should be submitted as documentation as well.

Part 2: The EP should provide evidence that, for at least 40% of transitions or referrals
received that the EP incorporate the patient's EHR/PI an electronic summary of care
document. A screenshot of an example, or a printout of a report should support this answer.

Part 3: The EP should provide evidence clinical information reconciliation being performed
for more than 80% of transitions of care into the EP’s care. The three specified clinical
information sets are (1) Medication reconciliation (2) Medication allergy review (3) Current
problems list, which is a review of patient’s current and active diagnoses. Documentation
from the EP’s system, such as a printout or screenshot, should support this answer.
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Meaningful Use (MU) Modified Stage 3 — Public Health Reporting

Healt hf‘:m

MEDICAL SERVICES

2.8 Public Health and Clinical Data Registry Reporting
The EP is in active engagement with a public health agency (PHA) or clinical data registry (CDR) to submit electronic public health data in
a meaningful way using certified electronic health record technology (CEHRT), except where prohsbited, and in accordance with applicable
law and practice
Below are the five measure options under the public bealth and clinical data registry reporting measuse, of which the EP must satisty rwo
measares of take exchassons for all
2.8 A = Measure Option 1 | Did you qualify for an exclusion? O Yes
- Immunization
O No
Regisiry Reporting
The EP it in active If yes, please provide doc supporting d provided®
engagement with a PHA | that supports the qualification of an O yes
1o submit immunization | exchusion e
data and receive e
imemunizanicn forecasts ONA
and histories from the
If attesting ves to Immumzation
public health A
immuenization Registry Data Submission, please
,,,,, ey mmumization | Provide the following required
information system (11S) | documentation
Registry Name
Ongoing submission? O Yes
0O No
If yes, disregard the following
questions on testing
If no, what was your date of test
submission?
Outcome of test submission O Suceessful
O Unsuccessful
If test was successful, wasa O Yes
follow-up submission of live data
O XNe
performed?
If no, please explamn why not?

Objective 2.8 is related to the Public Health Reporting Measure. There are three possible measures,
EPs must meet, or take a valid exclusion, for 2 of them. An EP is not allowed to exclude an option if they could
have attested to other options.

Objective 2.8 A is related to Immunization Registries Data Submission/Registry Reporting.
The EP should indicate if they qualified for an exclusion for this measure; this should be consistent with what
was stated on objective 1.9.

A valid exclusion can be taken if the EP:

(1) Does not administer immunizations to any of the populations for which data is
collected by their jurisdiction’s immunization registry or IIS during the EHR reporting
period;

(2) Practices in a jurisdiction for which no immunization registry or IIS is capable of
accepting the specific standards required to meet the CEHRT definition at the start of the
EHR reporting period; or (3) Practices in a jurisdiction where no immunization registry or IIS
has declared readiness to receive immunization data as of six months prior to the start of
the EHR reporting period.

The required documentation for this measure is the registry name that was utilized, if there are
ongoing test submissions, dates of test submissions, outcome of test submissions, and if a live data
submission was performed. The provider’s response must include documentation to support the data
submission and results. If the EP attested to meeting the exclusion for this measure, check off the applicable
reason and provide documentation to support the reason.
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Meaningful Use (MU) Modified Stage 3 — Public Health Reporting

2.8 B — Measure Option 2 | Did you qualify for an exclusion? O Yes
— Syndromic
. N
Surveillance 0o
Reporting 1f yes, please provide doc pporting & provided?
The EP is in active that supports the qualification of an O Yes
engagement witha PHA | exclusion %o
to submut syndromic
surveillance data ONA

If attesting yes to Syndromic
Surveillance Data Submission, pleass
provide the following required
documentation

Public Health Agency Name

Ongoing submission? O Yes

O Ne

If yes, disregard the following
questions on testing

If no, what was your date of test
submission?

Outeome of test submission O Successful

O Unsuccessful

If test was successful, was a O Yes
follow-up submission of live data .

P ONe
performed?

1f no, please explain why not?

Objective 2.8 B is related to Syndromic Surveillance Data Submission/Reporting.

The EP should indicate if they qualified for an exclusion for this measure; this should be consistent
with what was stated on objective 1.9.
A valid exclusion can be taken if the EP: (1) Is not in a category of providers from which
ambulatory syndromic surveillance data is collected by their jurisdiction’s syndromic
surveillance system;

(2) Practices in a jurisdiction for which no PHA is capable of receiving electronic syndromic
surveillance data from EPs in the specific standards required to meet the CEHRT definition
at the start of the EHR reporting period; or (3) Practices in a jurisdiction where no PHA has
declared readiness to receive syndromic surveillance data from EPs as of six months prior

to the start of the EHR reporting period.

If the EP selected “yes” for this measure, then the EP must provide the public health agency name.

Is this an ongoing submission? If yes, list the date of the test submission and the outcome explaining
if the test was successful.

If the test was successful, was there a follow-up submission of live data? Provide documentation of
the test submission with the results documented and the date.

If the EP attested “yes” to meeting the exclusion, check off which circumstance the EP met and
provide documentation that supports the exclusion.
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Meaningful Use (MU) Modified Stage 3 — Public Health Reporting

MEDICAL SERVICES

2.8 C - Measure Option 3 | If yes, please provide documentation | Supporting documentation provided?

— Electronic Case that supports the qualification of an O Yes
Reporting exclusion oN
The EP is in active ne
engagement with a PHA ONA

0 subanit cass seporting If attesting ves to Electronic Case

Reporting, please provide the
foliowing required documentation:

of reportable conditions.

Public Health Agency Name

Ongoing submission? O Yes

0O No

If yes, disregard the following
questmns on Ies!lng

If no, what was your date of test
submission?

Outcome of test submission: O Successful

O Unsuccessful

If test was successful, was a O Yes
follow-up submission of live data ONo
performed?

20

Objective 2.8 Cis related to Electronic Case Reporting

The EP should indicate if they qualified for an exclusion for this measure; this should be consistent
with what was stated on objective 1.9.
A valid exclusion can be taken if the EP: (1) Does not diagnose or directly treat any reportable
diseases for which data is collected by their jurisdiction’s reportable disease system during
the EHR reporting period;

(2) Practices in a jurisdiction for which no PHA is capable of receiving electronic case
reporting data in the specific standards required to meet the CEHRT definition at the start
of the EHR reporting period; or

(3) Practices in a jurisdiction where no PHA has declared readiness to receive electronic
case reporting data as of six months prior to the start of the EHR reporting period.

If the EP selected “yes” for this measure, then the EP must provide the public health agency name.

Is this an ongoing submission? If yes, list the date of the test submission and the outcome explaining
if the test was successful.

If the test was successful, was there a follow-up submission of live data? Provide documentation of
the test submission with the results documented and the date.

If the EP attested “yes” to meeting the exclusion, check off which circumstance the EP met and
provide documentation that supports the exclusion.
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Meaningful Use (MU) Modified Stage 3 — Public Health Reporting
2.8 D - Measure Option 4 | Did you qualify for an exclusion? O Yes
- Public Health
2 . O Neo
Registry Reporting
The EP is in active If yes, please provide documentation | Supporting documentation provided?
engagement witha PHA | that supports the qualification of an O Yes
o submirt dara to public exclusion on
health registries. - e
ONA
If attesting yes to Public Health
Regisiry Data Submission, please
provide the following required
documentation
Registry Name::
Ongoing submission? O Yes
O No
1f yes, disregard the following
questions on testing
1f no, what was your date of test
submission?
Outcome of test submission O Successful
O Unsuccessful
If test was successful, was a O Yes
follow-up submission of live data O No
performed?
21

Objective 2.8 D is related to Public Health Registry Reporting.

The EP should indicate if they qualified for an exclusion for this measure; this should be consistent
with what was stated on objective 1.9.
A valid exclusion can be taken if the EP: (1) He or she does not diagnose or directly treat any
disease or condition associated with a public health registry in their jurisdiction during the
EHR reporting period; (2) Practices in a jurisdiction for which no PHA is capable of
accepting electronic registry transactions in the specific standards required to meet the
CEHRT definition at the start of the EHR reporting period; or (3) Practices in a jurisdiction
where no PHA for which the EP is eligible to submit data has declared readiness to receive
electronic registry transactions as of six months prior to the start of the EHR reporting
period.

If the EP selected “yes” for this measure, then the EP must provide the public health agency name.

Is this an ongoing submission? If yes, list the date of the test submission and the outcome explaining
if the test was successful.

If the test was successful, was there a follow-up submission of live data? Provide documentation of
the test submission with the results documented and the date.

If the EP attested “yes” to meeting the exclusion, check off which circumstance the EP met and
provide documentation that supports the exclusion.
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Meaningful Use (MU) Modified Stage 3 — Public Health Reporting
2.8 E - Measure Option 5 | Did you qualify for an exclusion? O Yes
— CDR Reporting O No
The EP is in active
engagement to submit If yes, please provide documentation Supporting documentation provided?
data 1o a CDR. that supports the qualification of an O Yes
exclusion
0 No
ONA
if aiiesuing yes io CDR Daia
Submission, please provide the
following required documentation
Public Health Agency Name
Ongoing submission? [ Yes
O Neo
If yes, disregard the following
questions on testing.
If no, what was your date of test
submission?
Outcome of test submission O Successful
O Unsuccessful
If test was successful, was a O Yes
follow-up submission of live data O No
performed?
22

Objective 2.8 E is related to CDR Reporting

The EP should indicate if they qualified for an exclusion for this measure; this should be consistent
with what was stated on objective 1.9.
A valid exclusion can be taken if the EP: (1) Does not diagnose or directly treat any disease or
condition associated with a CDR in their jurisdiction during the EHR reporting period; (2)
Practices in a jurisdiction for which no CDR is capable of accepting electronic registry
transactions in the specific standards required to meet the CEHRT definition at the start of
the EHR reporting period; or (3) Practices in a jurisdiction where no CDR for which the EP is
eligible to submit data has declared readiness to receive electronic registry transactions as
of six months prior to the start of the EHR reporting period.

If the EP selected “yes” for this measure, then the EP must provide the CDR name.

Is this an ongoing submission? If yes, list the date of the test submission and the outcome explaining
if the test was successful.

If the test was successful, was there a follow-up submission of live data? Provide documentation of
the test submission with the results documented and the date.

If the EP attested “yes” to meeting the exclusion, check off which circumstance the EP met and
provide documentation that supports the exclusion.

This concludes the Eligible Provider Questionnaire Walk-Through Presentation. If you have any additional
questions, please email the State at dhhrbms@wv.gov or call the State at (304) 558-1700.

22



22



