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Module 3:  Documenting History 

Welcome back!  
We hope you 

enjoy Module 3! 
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Module Tips:  
 
1. There are a total of 6 modules, which need to be completed 

prior to on-site training.  Each module has at least one Skills 
Quiz, which will require you to log into our Test system and 
complete a variety of tasks.   

 
2. Due to the large amount of information provided in these 

modules, we highly suggest that you either print the modules, 
or have two devices available when taking the Skills Test – one 
on which to view the modules, and one on which to take the 
quiz.  

 
3. It is REQUIRED that you complete all of the modules PRIOR to 

coming to training. Training will consist mainly of mock practice 
sessions, so knowledge of the system prior to training is 
essential. If you have any problems completing these modules, 
please contact us. (Contact info is on Slide 1 of each module).   
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To begin documenting in the patient’s chart, click on the 
Problem icon on the Clinical Toolbar.   
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Quick Tip: Any time an item is added 
to the patient’s chart, a DATE must be 
attached. If you have double clicked on 

the patient’s name from the Daily 
Schedule, the appointment date will 
automatically attach.  If the patient 

does not have an appointment, you will 
get an Encounter Selector, which will 

ask you for the date. You can pick a 
previous encounter or a new encounter.  
If you choose “New Encounter,” you will 

need to choose a visit Type. 



5 

ACI  screen 

To add an active problem 
(diagnosis), type the name 

of the item you’re looking for 
in the search field. 

Clicking on the “P” brings up the ACI 
(Add Clinical Items) screen, 

which is where all of the patient’s 
history and ordering will be 

completed. The History Builder tab 
contains the Active Problems; Past 

Medical Hx; Past Surgical Hx; Family 
History; Social History; Allergies; 
Medication History; Immunization 

History and Chief Complaints. 
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Searching Tips 

The items that are available 
on the screen when you first 
click on the tab are your 
Quick List items.   

When you start typing in the 
Search field, the items that 
pull up will be from your 
Favorites list. For example, 
when I typed in “dia,”  it 
pulled in the above items—
which are all on my Favorites 
list. 
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If you hit the “binoculars” or 
hit “enter” after typing the 
item in the Search field, you 
will get all of the items on 
the Master list (i.e., the 
entire ICD-9 listing).  You 
can jump to a section of the 
alphabet using the tabs on 
the right, but it’s still highly 
recommended that you get 
your Favorites and Quick 
Lists created in the live 
system as soon as possible! 

You can also 
search by ICD-9 
code, rather than 

by name!   
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You can save 
approximately 50 
Quick List items 
per tab  (Active, 
PMH, PSH, etc.) 
and around 200 

Favorites  

To save an active problem as a 
Favorite or Quick List item, simply 
right click on the item and click 
either Favorite Item or Quick List 
Item.  FYI:  Saving an item as a 
Quick List item automatically saves it 
as a Favorite item, as well.  

Quick List icon.  
If it’s green, it’s 

active.   
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To add an item to the patient’s chart, 
simply check the box next to the item.  
Once checked, it will show up in the 
Active Problems pane on the left.  Any 
items that are pink are unsaved items.  
Once they have been committed, they 
will change to a black color.  
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To add a second Active Problem, simply 
clear out the search field and type in 
the new problem.  Check the box next 
to the item to add it to the patient’s 
chart. 

To save these items, 
click OK. This will take 
you back to the Clinical 

Desktop.  Click the 
yellow Commit button.  
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Clicking on the Commit button will pull up the 
Encounter Summary.  This allows you to 
review your changes and either Save and 
Continue or Delete Unsaved. If there is an 
item that you do NOT want to save, you can 
uncheck the box, and then click Save and 
Continue to save the remainder of your items.   

The Encounter Summary also contains 
reminders of items that need to be taken 

care of before the patient checks out.  The 
MU Alerts  (        )  relate to Meaningful Use. 

The      Alerts relate to medical items that 
need attention. Right clicking on an MU item 

will give you options for completion.  

For more info about Meaningful Use, please visit the blog on our website at: QuillenPhysiciansEHR 

http://quillenphysiciansehr.weebly.com/blog.html


Now it’s your turn! 

1. Make sure your fake patient is still pulled 
into the Patient Banner (any patient with 
the last name of “Superuser”) 

 

2. Add three Active Problems: Diabetes 
Mellitus, Chronic Cough, and Depression 

 

3. Commit your changes 
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Once you’ve committed your 
changes, click on the “P” again to 
get back into the ACI.   
 
The rest of the tabs work basically 
the same way—click on the 
appropriate tab, type in the name 
or ICD-9 code in the Search field, 
and click the box next to the item 
to add it to the chart.  

Adding Details 

To add additional 
comments to an 

item, simply right 
click on it and 
choose Edit.  
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Clicking on the calendar icon next to a 
date fields allows you to add an 
onset/resolution date. You can also 
choose “Approximately” and just the 
year by choosing N/A for the month and 
day.  Free text can be typed into the 
Description field if you want to add 
additional details. 

Clicking on the calendar 
icon will open this screen 

You can add a lot of additional details to the problem from this 
screen;  Onset date; Resolution Date; Description, etc.  
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Once you have finished adding details, click 
Save and Return to go back to the ACI, or 
Save and Close to go back to the Clinical 
Desktop.   
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The Family History tab allows 
you to document which 
family member has a specific 
disease/disorder.  Simply 
click the drop-down arrow 
next to the family group, 
choose the family member, 
and then check the box next 
to the appropriate disorder.  
It will pull into the Family 
History section as “Paternal 
history of ….” or “Fraternal 
history of….”, etc.   
 
If you don’t choose a specific 
family member, it will pull in 
as “Family history of…”   

Family History 

You can save Family 
History items to your 

Favorites List and Quick 
List, too!  In fact, you 
can save Favorites and 

Quick List items on each 
of these tabs, except the 

Chief Complaint.  



Now it’s your turn! 

Add the following history items to your patient’s chart:   

 

Past Medical History  

 Dermatitis 

 Hiatal Hernia - Onset date of approximately 2012.  

 

 Past Surgical History 

 CABG – Procedure date:  July 2009 

 Tonsillectomy with adenoidectomy 

 

 Family History  

 Breast cancer in maternal grandmother – Deceased from CA in 
1981 

 Asthma in father 
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Don’t forget 
to Commit 
when you’re 

done!  
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Social History 

The Social History tab contains all of 
the Meaningful Use alerts related to 
smoking. If the above alerts are not on 
your Quick List, make sure you add 
them (once you have logged into the 
Live environment)!  These items will 
satisfy the MU requirement for 
documenting smoking status. When 
documenting the patient’s Social 
History, make sure that one of the MU 
smoking statuses has been checked on 
ALL of your patients, age 13 and over.  

To search for these smoking 
statuses, type MU in the Search 
field and hit Enter.   
 
Other Keywords that you might 
find useful when searching:  
Alcohol;  Tobacco; Occupation; 
and Environment. 
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Occasionally, you will see an item that contains 
a line, like this:   
 
 
 
 
Clicking on the line allows you to add a quantity. 
Once you hit “enter” it will flow into the patient’s 
chart as “Beer Consumption (3 Bottles Per Day)” 

Searching Tips 
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Allergies 

Allergies will appear in this bottom panel 
once they have been added to the patient’s 
chart.  Any allergies with a severe reaction 
will have an      alert attached.   

You won’t be able to 
prescribe medications 
unless an allergy history 
has been documented!   
Once you log into the live 
system, we suggest that you 
save both “No Known 
Allergies” and “No Known 
Drug Allergies” as a Quick 
List item! 

Both Medication and Non-medication 
allergies can be documented on the Allergies 
tab.  If you are searching for a non-
medication allergy, make sure you change 
the radio button to Non-Medication before 
searching.   
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To add specific reactions 
to an allergy, search for 
the item, then right click 
and choose Edit.  The 
Allergy Details box will 
appear.   
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You can add a 
Category for the 
reaction (Adverse 
Reaction, Allergy, 
Other or Suspect).  
You can also add a 
reaction date, and 
any action taken.    

To add a reaction type, click on 
the binoculars, and the Allergy 
Reaction box will come up.  Click 
the appropriate reaction and click 
OK.   
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To add medications that 
were ordered by another 
provider, add them on 
the Med History tab. This 
section contains general 
versions of the meds, in 
case the patient doesn’t 
know the dose/sig 
information.   
 
These meds will be 
added to the patient’s 
Current Medications list, 
but in a “recorded” 
status.   

Med Hx 

Hint: Before adding any meds, 
review the medication list—it’s 
possible that the medication 

has already been added to the 
patient’s chart by another 

provider.   
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You may see an Interactions Warning 
box pop up at some point, if there is 
a potential drug-drug interaction, 
drug-disease interaction, or a drug-
allergy reaction.  If you decide to 
prescribe the medication in spite of 
the potential interaction, click the 
drop-down arrow and choose a 
reason for continuing.  Then click 
Continue.   
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To add immunizations 
that have been done in 
the past, use the 
Immunization History 
tab. Checking the box 
will open a detail screen 
which will require a 
date. 

Immunization Hx 

Quick Tip: To add several 
immunizations that were 
done on the same date, 
you can add a date by 
clicking on the calendar 
icon in the “Done:” box 

above.    
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The Immunization 
Details box only has ONE 
required field on this 
form—the Date/Time 
field.  Click on the 
calendar, and put in a 
date.  You can use the 
“Approximately,”  
“Childhood,” or 
Adolescence” options, or 
choose a hard date using 
the drop down options.   
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Generally, your 
nurse will open your 
note for you and will 
add the chief 
complaint.  The 
Chief Complaint will 
pull an HPI form into 
your note which 
allows you to 
document on the 
complaint.   

Chief Complaint 



Social History    

  Beer Consumption – 2 bottles per day 

 

Allergies 

 Penicillins – Category:  Adverse Reaction. Reaction: Hives 

 Kiwi 

 

Med History  

 Claritin tabs 

 

Immunization History  

 Influenza – October 2012 

 

Chief Complaint 

 Foot Pain 
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Now it’s your turn! 

Tip:  You can move directly from tab to 
tab when entering the history items—
you don’t have to hit OK between each 
tab (doing so will take you back to the 

Clinical Desktop).  However, it’s a 
good idea to hit OK and then Commit 

your changes periodically to ensure that 
you won’t lose any information should 

there be a “hiccup” in the system.    

Click OK and Commit your changes on the desktop!  
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When you’re done, your Clinical 
Desktop should look like this. Make 
sure your sort option is set to “All” 
so you can see all of the history 
items.  
 
Congratulations!  You’ve 
finished Module 3 and are 
ready to move on to Module 4!  



QETSU EHR Provider Training 

 
 
Please note:   
 
The workflows 
presented in this 
material are specific 
to QETSU and may 
not match the 
workflows in other 
organizations. 
 
This training material 
is intended for QETSU 
only. 
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