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 NAVIGATION

F10 highlights the menu

ALT + 1 Patient demographic 

ALT + 2 Contact notes 

ALT + 3 Lab data 

ALT + 4 Imaging reports
ALT + 5 Consult/admission-discharge summaries 

ALT + 6 Procedures 

ALT + 7 Family history
ALT + 8 Daybook 

ALT + 9 Unsent to MSP 

ALT + 0 Sent to MSP 

ALT + A Allergies 

ALT + C Long term mediCations 

ALT + O SOcial History 

ALT + P Problem list 

ALT + D Select Doctor for desktop 

ALT + M Messages for log on users 

ALT + S PreScriptions 

ALT + V Interventions then Alt + I

Alt + I Private Billing  
Alt + K LinKed documents

Alt + G  Disease Prevention and ManaGement
· The TAB key should be used to move from one field to another.   

· SHIFT + TAB moves the cursor back one field. 

· Any field enclosed with "<" and ">" is indexed.  

· To find - enter a “mask” (two – three letters) then press F9 to search.  Then press F7 (previous) or F8 (next) or

· Fields containing "~” have an associated search list.  F4 is the ‘find’ prompt key. 

· F5 clears the screen.

· SHIFT + F10 inserts a new line or record into any table. 

· ALT + Z in general "zooms" into the detail box on any table or form. 

· CTRL Backspace erases everything to the right of the current cursor position. 

· CTRL Home and CTRL End moves cursor to top or bottom of a text area or first and last record.  

· ALT + D will Select Doctor.  Type in 1-3 letters then hit tab or enter.  Or enter F4.
· ENTER to insert default or alternate default city. ( D1 in older versions )
· Select the info you need.  CTRL + - to copy then ALT + to paste.

· ESC returns to Daybook
· ALT + L pops up Labels/Autotext for view only (Can be used as desktop phone list).
 PATIENT DEMOGRAPHIC SCREEN   (ALT-1)


· LAST NAME:  Last name has a search list (F4) and is indexed (indexed means that you can search using your F8, F9, F7 keys)

· FIRST NAME:  Is indexed.

· DATE OF BIRTH:  Is indexed.

· PHN:  Is indexed.  (dep # can be used for newborns and is used for the last two digits of an out-of-province medical number).

· SC:  (Service Centre) to be used to enter patients in categories or for exclusion from your ‘regular’ office patients. A search list is associated with this and can be brought up by F4.  Must be exactly as the prompts:  You may enter your own categories.  Goto the Utilities menu then Edit Prompts and System – Alt-A
· DOCTOR:
A search list of registered doctors on your system is associated with this and can be brought up by F4.
· STATUS: Must be blank, MA (Moved Away), TR (Transient), CD (Changed Doctor), IA (Inactive) or DC (Deceased).

· REF DOC NAME:  A search list of registered doctors in BC associated with this and can be brought up by F4.
· RECALL:  You can enter 6 recall dates and codes.  (When you press Alt – T then press “R” to view the recall list.  These patients will be listed for you to review.  Enter in the DATE when you want the patient to be recalled and the CODE (the code can be a diagnostic code or any one of your choosing).  The alert will ‘pop up’ when you enter the patient in the DAYBOOK.

· Ctrl-H:  Generates a screen with the patient’s data and interventions unique to their medical problem

· ALERT:  When you enter in a “note” in the alert area and mark the “show” with an X the patient’s chart number will be highlighted red and will ‘pop up’ when you book the patient in the DAYBOOK.

· Alt + I will take you to the private billings.

· Ctrl + D will print the demographics on the patient.

· Ctrl + F will bring up the list of family members (these chart numbers must be entered under Family History).

· Alt + Z:  will take you to a detailed screen where you can enter the WCB information, next of kin, employer, etc.

· Ctrl + - will copy the address on the patient on the screen (this will now be on the ‘clipboard’ ready to be pasted).

· Alt + = will paste the address you just copied (from the clipboard) unto another patient’s demographics.

· Ctrl + M will prompt you to send a message on this patient to the message screen.

· Alt + M will take you to a list of all the messages.

· Ctrl + L: will bring up the Label screen.  F2=OK after you select one of the following:

PATIENT ENCOUNTER SCREEN

   (Alt-2)


· You can use the Appointment Status keys while in the Alt+2 screen.  

· A = Patient arrived

· I = Patient in room

· S = Physician started his visit

· D = Physician ended his visit

· C = Patient cancelled

· R = Patient rebooked

· N = Patient did not show

· You can use the progress note to bill MSP.  Enter in the diagnostic code and fee items.  Press Ctrl + B.
· To Print the progress note Press <P> on the bottom of the screen.  You will be prompted by “enter the number of line feeds” down the page you want the progress note to print.  

· To Print the Cumulative progress notes Press <C> on the bottom of the screen.  You will be prompted with a beginning date.  

· While in the progress note you may press CTRL + R or press “R” at the bottom of the page and you will create a new referral entry for the date and the doctor of the note.  Your cursor will be in the “refer to” item of the referral screen (Alt+5).  The note will be automatically saved onto the clipboard to be entered into the referral text (Alt+E) after pressing “CTRL + V”
· To Print a note for a patient, type the text in the progress note.  Highlight the text, select it.  Press Ctrl – to copy.   Press <N> and you will be prompted with a Rx or Form.  This choice indicates which printer it will be sent to or what size the note will be printed on. 

· To change the author of the progress note, Press Ctrl + A and the ‘user’ name will be entered into the ‘author’ field

· To complete the chronic care form, Press <E> or press the <Encfrm> at the bottom of the screen.   Once prompted you must type in exactly “CHF” or “DIABETES” 

Take yourself through the form with the tab key.  Once the form is completed and saved, you will see a “1” or “2” on the appointment line. 

· "Labels and Autotext", an unlimited number of templates/pre-made phrases, sentences, paragraphs or templates can be invoked in the progress note area by pressing F4.  This will be ‘pasted’ anywhere in the progress note.  (Note: Create the autotext by going to the “Enter Labels and Autotext”).  

LAB DATA 






   (Alt-3)


· A pop up calendar can be brought up using the F4 key while in the Date ordered and the Date done field.  

· The “ordered by” if left blank will enter the doctor that is on the top right hand corner by default.  

· The lab code is both indexed and listed.  You can enter a few letters and Type F8 or F7 to search or Press F4 to bring up the list of lab codes.  

· These lab codes are indexed by alphabetical order or as section.  You can tab over to bring up all lab types by the abbreviated usage or full text.  You can also bring up the section of the of lab data, e.g. urine.  

· You enter the value of the lab data and the source (if applicable).  The units will be entered in automatically.  If the range or units are not specified you may add this in the comment section by pressing Alt + Z.  

· You can bring up a list of all the lab values that you entered on a certain lab test by pressing Ctrl + C.  Your cursor must be on 

the line of the requested lab test at the time.  You can add a line by pressing Alt + F10 typing in the lab test, then press Ctrl + C to find all the lab values.   You can bring up a Lab Profile by pressing Ctrl + P.  Enter in the profile you would like when prompted.  

· You can bring up lab data that is ordered according to the section.  Put your cursor on a lab data on the section you would like to find.  Press Ctrl + S
· To bring up a graph showing your lab values, put your cursor on any line with the lab code and Press Ctrl + G 

· To add a normal urine panel enter in the date of the test, and which doctor ordered it and Press Ctrl + U.  You can then alter it according to the lab values you have

· You can enter in the Body Mass Index by pressing <BMI> on the bottom of the screen.  You must have the weight and height entered somewhere in the lab data. 

· You can add text that you find yourself typing over and over again using the "Labels and Autotext", This can be called up in the comment section by pressing F4 in the comment section (Alt + Z).   Create the autotext by going to the Enter Labels and Autotext.   

IMAGING DATA 




(Alt-4)

· A pop up calendar can be brought up using the F4 key while in the Date ordered and the Date done field.  

· The “ordered by” if left blank will enter the doctor that is on the top right hand corner by default.  

· The imaging name is indexed.  Press F4 to bring up the list of the imaging types or type in the name.  

· Enter in the text by pressing Alt + Z 

· To find ‘all’ images on ‘all’ the patients, you can press Shift F8 or F7 to search the whole database.  

CONSULTS/HOSPITAL ADMISSIONS

(Alt-5)

· Today’s date can be entered by Pressing Ctrl + T.  A pop up calendar can be brought up using the F4 key while in the Date ref/Adm field and in the Seen/dc field.  

Note the referral data is ordered according to the date seen/dc.  Your referral letter will be entered at the bottom of your page, until a “date seen/Dc” is entered in.  

· The “Ref/Admit By” if left blank will enter the doctor by default that is on the top right hand corner.  (note:  the referring doctor must be typed exactly as a registered doctor on your system in order to be printed properly)

· Type in the physician to be referred to or the name of the treatment facility in the “Ref/Admit To” field.    
· The Code field is indexed.  You can enter a diagnostic code or leave blank.  
· The Reason for the referral is indexed for only a few referral reasons coinciding with the chronic disease form data.
· You may type in the date of the appointment at the referral physician’s office or leave blank.  If there is referral text you will see the “>” under the “R” column.  If there is consultation text you will see at “>” under the “C” column.    
· To type a referral letter press Alt + E.  
· You will not need to enter in a date or your name at the end of the referral letter.  
· Press F3 to bring up the list of all registered doctors in BC.  Once selected, you may press enter and the referring doctor’s name and address will be entered for you.

· Ctrl + R will bring up your referral letter for review.  You will be prompted to add lab data, imaging reports or consultation text into your referral letter.  

· When the referral letter is on your screen, you may scroll down using your arrow keys or page up/down to review it.  When satisfied with it you may print it or fax it.  

· While in the progress note you may press CTRL + R or press “R” at the bottom of the page and you will create a new referral entry for the date and the doctor of the note.  Your cursor will be in the “refer to” item of the referral screen (Alt+5).  The note will be automatically saved onto the clipboard to be entered into the referral text (Alt+E) after pressing “CTRL + V”
PROCEDURES
 




(Alt-6)

· A pop up calendar can be brought up using the F4 key while in the procedure date field.  

· The “performed by” field is not indexed nor is the procedure description.  

· To enter in the text regarding the procedure, type Alt + Z

SHORT TERM MEDICATIONS  

(Alt-S)



· To print prescriptions while you are in the daybook (Alt+8).  Press Alt + F8 and you will be sent to the prescription screen.    
· To add newly prescribed medication (short term medication):

· Shift F10 to bring up a new line.    

· Press return for today’s date

· Type in the medication or find it by pressing F4.  (Or, Press F3 to bring up a list of Formulary medications only).  While in the F4 screen, type in the first few letters of the medication and press enter to find it.  Tab back and forth between the brand name and the generic name.  The Asterisk on the left hand side indicates which medication is covered under Pharmacare.  The column on the far right indicates the cost of the medication.  The LCA gives you the cost of the medication that is not covered by Pharmacare.

· Type in dose and amount (note: you may add more text at the bottom of the screen by pressing Alt+Z)

· Press F2 when finished to save

· Press Ctrl + P to print

· Press exit after reviewing allergies

· When prompted press Spacebar to mark an X on the prescriptions you wish to print.   Press enter to print

· You can update any long term medications to the Alt+C (long term medication screen) by typing Ctrl + U If you changed a long term medication dose or frequency in the Alt-S screen, update this to your long term medication list by pressing Ctrl-U.   
· You can duplicate a prescription already prescribed.  While on the prescription line of the medication you wish to duplicate, press Ctrl + D and the same prescription will be entered with today’s date.  

· To search for a medication you prescribed in the past, to this particular patient press Ctrl-S.  This will bring up a medication list of all past prescriptions.  

LONG TERM MEDICATIONS 


   (Alt-C)

· To enter a new medication onto the long term medication list press F10 to make a new line.  Enter a date into the start date.  You can press F4 to bring up a calendar or press enter for today’s date.   Enter the medication and the dose.  Press F2 to save 

· To change the dose on an existing medication while in the Alt-C screen, press Ctrl-D.   A new dose or frequency will be entered thereby creating a stop date on the previous dose or frequency.  

· You can renew all the long-term medications by pressing Ctrl + R.  When prompted press Spacebar to mark an X on the prescription line you wish to renew.  

· Print out a prescription by pressing Ctrl + P and selecting the medication by marking it with an X.  

· Note:  the prescriptions you print from this screen will automatically be entered into your Alt + S (short term Rx) screen.  This allows you to keep track of the prescriptions you gave to the patient on that visit and over the years.  This also allows you to add Short Term Medications to your prescription.    

DAYBOOK 






 (Alt-8)


· PAGE UP/PAGE DOWN moves to one week ago or one week ahead.  

· HOME moves back to current date 

· Use the popup calendar F4 or F7 & F8 to go back and forth by day.  PAGE UP or PAGE DOWN to go back and forth by week.  SHIFT F7 (superfind previous) and SHIFT F8 (superfind next) so that a header for a different doctor can be found directly 

· ALT + M moves to the comment text box.  TAB or SHIFT TAB moves out of the box 

· CTRL + A on an appointment line prints an appointment notice for the appointment. 

· CTRL + L on an appt line prints a label  

· CTRL + P prints a daysheet for the selected Doctor for the current date. 

· CTRL + R in the comment text box pops up a recurring comment entry 

· CTRL + R in the date field or appointment line generates a telephone reminder file to be used with a third party product known as "Reminder Pro". 

· ALT + F1 anywhere pops up a list of all appointments alphabetically 

· CTRL + B on a line makes an MSP bill for the line using the diagnostic code and feecode. 

· Alt + F9 on the appointment line will bring up that patient on your Alt+1 screen (pt demographic) Alt + F8 will take you to that patient’s prescription screen.  

· ALT + F2 anywhere pops up a list of status bars for all doctors sorted first by date then by doctor.  This list scrolls forward or backward in time. 

· ALT + F3 pops up a list just for the doctor on the header.  

· ALT + Z on the date field "zooms" into form to specify default location for the day and the "Alias" doctor to whom the visits will be billed. 

· ALT + Z on an appointment line "zooms" in to a note giving more detail for the appointment 

· CTRL + END moves to the bottom of the appointment table and CTRL + HOME moves to the top of the table 

· HOME in the appointment table moves the cursor to the beginning of the line. 

· CTRL + O will copy or move appointments on the current day to a day/doctor chosen. 

· To Block Off the whole Morning or Afternoon – Enter “A” for morning or “P” for afternoon in the # field.  

SHIFT + F10 inserts a new appointment line when in the appointment table:  

Time:  24:00 clock

C:  Visit Code - type of Visit (your choice of letters)

Chart #:  patient list pops up

Note:  Description of the visit

Diagnosis:   for billing   

Fee Code:  for billing  

Payor:  To be used for billing ICBC, WCB, etc 

Room:  Patient is in room #

AW:  Additional work code

M:  Message

AS:  Appointment status (see Daysheet page for codes)
ST:  Encounter Status – billed and/or progress noted 

R:  Third party electronic report (WCB)

T:  Encounter template(s) present (e.g. asthma, CHF)

PRIVATE BILLING 




(Alt-I)



· ALT + I from demographics screen will pop up the Invoice

· Find a list of registered doctors for which to make an invoice.  Press F4 or type in a mask and press F8 or F7
· To print a label while in the Comment and Message text boxes, find a list of labels saved in Utilities under "edit Labels and Auto Text" Print Labels – Press F4. 

· CTRL + T will insert today’s date. 

· CTRL + C anywhere in the invoice header will insert the claim number in the demographics in the invoice claim number field. 

· CTRL + A prints all invoice items, paid or unpaid. 

· ALT + O moves to the invoice comment text box. 

· ALT + M moves to the invoice message text box. 

· ESC returns to patient demographics. 

· Use F7/F8/F9 to find a particular invoice for a patient or use F4 to popup a list of all invoices for the patient.   

· To find an invoice when you do NOT know who the patient is, enter in the invoice No and Press SHIFT F9 (superfind)    

· Payor code - Any 1 to 5 character alpha code eg "WCB" or "ICBC".  

· ALT + Z will pop up the invoice detail 

· CTRL + P anywhere puts the last saved payment date in Payment Date and the amount billed in Amount Paid. 

· ALT + Z anywhere on a line pops up a box to enter or view a 20 character note for the line item. 

· ALT + + pastes relevant information on the Sent to MSP screen into a line item. A "V" will be inserted in Sent to MSP reconciliation code 1 to indicate that the MSP bill is no longer active and has been priVately billed.  The sequence number of the Sent to MSP claim will be added to the note. 

· ESC returns to invoice header. 

· The service date defaults to the last saved service date.  Use CTRL + T to change back to today’s date. 

· "B" is used for a billing transaction 

· "P" is used for a payment transaction. 

· "A" is used to make an adjustment, either a write-off (adjustment code "WO") or deletion (adjustment code "DL") or amount sent to collections (adjustment code "CO"). 

· To delete a line item press SHIFT + F2. 

· To delete an invoice, first delete ALL the line items then in the header screen press SHIFT + F2.  

UNSENT TO MSP 




(Alt-9)



· ALT + F1 anywhere on the form pops up a list of Sent to MSP on an OFFICE PATIENT on the screen 

· ALT + F2 anywhere on the form pops up a list of the Unsent to MSP records sorted alphabetically.  Ctrl-F4 will pop up a list of the Unsent to MSP records sorted by Doctor.  To find an existing claim, go to last name field, then type in a mask, press F7, F8
· CTRL + C inserts the claim number for ICBC. State a “Y” under options.. MVA? 

· CTRL + D anywhere on the form will change the doctor field to the current desktop doctor.  CTRL + F3 will duplicate the claim with a new doctor chosen from the list that pops up

· F11 anywhere on the form to enter the first alternate feecode.  F12 anywhere on the form to enter the second alternate feecode and fee amount  (this can be altered in the Edit Prompts and System Files)

· CTRL + W anywhere on the form makes a WCB bill for BC patients with MSP coverage. 

· CTRL + T in the date field inserts today’s date 

· F3 saves and duplicates the current record with the cursor in the services field.  Alt-F3 will save and duplicate the current record with the cursor in the date field.

· ESC returns to Daybook 

· Enter the Claim Note text box by ALT + Z.

· To mark incomplete put "IN" in the Complete field. (these claims will be held – they will not be sent to MSP).  Overwrite "IN" with blanks and re-save to mark it as complete. 

· Claims for out of province patients must have appropriate province code (last two numbers in dependent field) Sex, DOB, Address and Postal Code fields completed. 

· If the BC insurance number does not pass a formula check, the bill will be marked incomplete. 

· Fractional number of services can be entered as decimals but to enter a fractional amount greater than one, first make a bill with the whole amount then make another with the fractional amount.  

· For IN hospital visits, use the first day for the billing as the service date, calculate the number of services, then enter the last day in the Serv To Date field. When the service goes into the following month, you must make two claims.     
· Start and finish times where required must be in 24 hour clock format. 

· The Memo field is for your convenience; it is not sent to MSP. 

· Enter "Y" in the Letter field if paper documentation is being sent by mail or fax to justify the claim. 

· Claim comment can be 20 characters to justify the claim.  If more than 20 characters are needed, use the claim note which can be up to 250 characters. Do not send a claim comment and a claim note at the same time or the claim will be automatically rejected by the MSP computer. 

SENT TO MSP 





(Alt-0)

· Press F4 in Last Name field to list all Sent to MSP records sorted alphabetically with the current record selected. 

· From the Reconciliation code 1 or 2 field, list of all Sent to MSP records sorted by reconciliation code.  Same list can be popped up with ALT + F2 from anywhere on the form. 

· From the Service Date field, the calendar will pop up if you press F4. 

· ALT + F1 anywhere on the form or F4 in reconciliation codes lists all Sent to MSP records 

· ALT + F2 anywhere on the form, list of all Sent to MSP records for the current chart number. 

· SHIFT + F2 anywhere on the form toggles the current record between " " and "D".(deleted) 

· CTRL + W anywhere on the form toggles between written off and not written off 

· CTRL + E pops up a box to give a description of the explanatory codes if present. 

· F2 anywhere on the form resubmits the current record to Unsent screen marked as incomplete

· F3 anywhere on the form makes an exact copy of the current record in Unsent to MSP but uses the currently selected desktop doctor as the claim owner. 

· CTRL+F2 anywhere on the form makes a copy of the current record in Unsent to MSP but marks the submission code "E" to alert MSP to debit the claim. 

· ALT + Z pops up a window to show the detail of claim adjustments such as proration, Northern Isolation Allowance, interest etc. 

· ESC returns to Daybook. 

· If the claim on the screen is a resubmitted claim, Prev Seq No shows the sequence number of the original claim. 

· If the claim on the screen has been resubmitted, Next Seq No shows the sequence number of the resubmitted claim 

· There are two reconciliation codes generated by the system depending on the status of the claim:

MSP RECONCILIATION

· Go to SENT TO  MSP (ALT 0 (ZERO)) 
· ALT F2 will bring up a selection list called “SENT TO MSP BY RECONCILIATION CODE”.  This list is sorted first by the first reconciliation code and then by the second reconciliation code. 
· Type "F" (failed pre-edit) over the existing letter.  The ENTER key will search the list and take you to all the failed (F) bills, if there are any.  If there are no F's type “R” in the second column and hit ENTER to find MSP refused claims.  Using the arrow up and down keys, highlight a claim you wish to deal with hit ENTER 
· Enter CTRL E or mouse click on the <EXP> button at the very bottom right of the screen will pop-up a message indicating why this claim has been failed or refused. 
· A failed or refused claim can be resubmitted with necessary corrections, marked deleted or written off.  NOTE: YOU CANNOT FIX A FAILED OR REFUSED CLAIM IN SENT TO MSP. 
· If you wish to resubmit a claim, enter F2 or click on the <RESUB> button on the bottom of the screen.  This will copy the claim information to a new claim in UNSENT TO MSP where it can be edited. 
· If you decide that the failed or refused claim was a mistake and shouldn't have been sent in the first place (e.g. an accidentally duplicated claim or a claim that didn't meet MSP billing criteria), the claim can be DELETED in SENT TO MSP by entering SHIFT F2 or by clicking <DEL> button at the bottom of your screen. 
· If you choose to write off the claim in SENT TO MSP (i.e. you feel that the claim is deserved but not recoverable or not worth the effort to recover) enter CTRL W or click on the <W/O> button at the bottom of the screen. 
· To debit - with the claim that should be debited on the screen, enter CTRL F2 or click the <DEBIT> button at the bottom of the screen.  Another screen will appear in which to enter a 20 character or less reason for the debit which will be placed in the MSP Comment field in the new UNSENT TO MSP claim. This claim will also automatically have “E” in the submission code to direct MSP to debit the claim.  The system makes all the necessary changes for resubmission and debit and does NOT place “IN” in the COMPLETE field. 
· If a claim is failed or refused and you wish to resubmit the claim under a different doctor (or same doctor after the practitioner or payee number has been changed), entering F3 or clicking on the <Dup DT Doc> button will make a duplicate claim using the doctor which is currently selected on the desktop.  Remember to mark the claim that was duplicated as “deleted” with SHIFT F2 so it is removed from accounts receivable.  As with debiting a claim, the new claim in UNSENT TO MSP is not marked 
WCB REPORTING

· With the cursor on a saved contact, pressing ALT + W pops up the E-form to enter visit information.  Parts of the form are filled with WCB related data on the Patient Detail (Alt + Z to "zoom" to detail).

· When a form is saved, a "W" appears at the right of the row for the contact.   E-forms can be saved so that the form can be partly completed by the MOA to be later completed by the practitioner. 

· ALT Z to text area and type progress note (the information you want to appear in the clinical information box in the form) 

· When in the form, it is best to TAB through the fields. 

· Employer address 2 and telephone are not mandatory. 

· The "Who rendered first treatment" field is not mandatory (e.g. did the patient go to an emergency department or was a Chiropractor or Physiotherapist seen before seeing the physician?).  It is not necessary to indicate whether or not the worker was seen by the first aid attendant at the worksite. 

· "Prior/other Medical Problems" is a text box that can be left blank if there are no significant prior problems or if the box had been completed on a previous form. 

· "Diagnosis" is a text field. 

· Indicate whether or not the worker was disabled from work since injury or the last report.  The date the worker went off work is entered in the next field.  Note the tilde (~) which indicates a calendar. 

· If the worker is not currently capable of performing full duties full time, indicate the restrictions which prevent the worker from performing them in the "Current Restrictions" text box. 

· "Time to return to the work place" 

· If worker is ready and appropriate for a rehabilitation program indicate (C) for Work Conditioning Program or "O" for other program (such as Occupational Rehabilitation, Hand Clinic, Medical Rehabilitation etc). 

· Estimate of MMR (date of maximal medical recovery) is helpful in managing the worker's recovery. 

· The bottom row contains billing information.  Note that "19937" and "19940" is now used for E-Form 8 and 11 respectively and pays a premium over that which is submitted on faxed paper forms.  Claim number is not mandatory because it is often not known on early visits. 

· When the desired amount of information is entered (remember that incomplete forms can be saved at any time) press F2 to save.  A report number will appear in the top left of the form.  If the form is believed to be complete and it is time to bill it, press CTRL B.  If an incomplete mandatory field is found, an error message will be popped up and a bill will not be generated.  If the form is complete, a "B" will appear in the bottom right of the form.  The complete form can be printed, if desired for the paper chart, by pressing CRTL P. 

TRANSIENT PRIVATE                     (Alt-I)  

· CTRL + T inserts today’s date in the Date field

· CTRL + S prints the statement. 

· CTRL + L prints mailing label for current bill. 

· ALT + M moves to the message text box.  Text is printed on statements. 

· F3 saves the current bill, clears the screen and duplicates the demographic information on the previous bill. 

· ALT + F2 pops up the list of bills sorted by reconciliation code.  This is the same list produced by pressing F4 in the reconciliation code fields. 

· ALT + F4 closes and returns to the main MedOffIS program. 

· Note that up to three services for the date of service can be entered on one bill. 

· To enter a payment, enter the payment date (use CTRL + T if payment date is today) and the paid amount. 

· Reconciliation code 1 shows the number of bills sent for this bill.  By entering a date in Bill Date 2, the code becomes 2 and by entering a date in Bill Date 3, the code becomes 3. 

· Reconciliation code 2 shows the status of the account as follows: 

· "A" - adjusted.  Paid amount greater than zero but not equal to billed amount. 

· "P" - paid as billed. 

· "R" - refused.  Payment date present but paid amount equals zero. 

· "U" - unacknowledged.  Payment date not present.

MESSAGES
         (ALT-M)

· Alt + M will take you to a list of all the messages 
· Ctrl + M will prompt you to send a message on the patient on your screen while in the Alt-1 screen or in the daysheet to the message screen or

· Ctrl + M will create a new message using the search list to find a patient.  

· You can get to the messages prompt for a patient from the demographics screen or in the daysheet. 
· Alt + F9 will take you to the patient’s demographics screen from the Messages screen.  
· Ctrl + A will acknowledge the message once read by the user 

· Ctrl + S will filter the unacknowledged messages so that the messages will appear in order filtering out the acknowledged messages.  

TRANSMITTING MSP BILLS VIA TELEPLAN

· In the Unsent to MSP screen, move the cursor to the "< >Complete" field.  Press F4 to popup a list of all Unsent bills.  Check that the billing is correct.  Be sure that incomplete bills really are incomplete and can’t be fixed yet. 

· Print the Complete Unsent Bills from the Reports menu. 

· Exit MedOffIS to the Windows desktop.  Backup MedOffIS (datafiles in use by MedOffIS cannot be backed up). 

· Re-enter MedOffIS to go to Utilities menu and Prepare Bills For MSP. 

· Go to the Utilities menu and select Teleplan.  Select either with the old SIMPC program or via the internet. 
· SIMPC - When a SIMPC transmission is complete, Teleplan will automatically be exited and a screen will pause to indicate whether or not the transmission was successful.  Press any key (preferably the space bar) to continue.  The SIMPC Teleplan Log will print automatically.  Check it every time!  The number of claims sent and retrieved should be mentally noted.  Is the number of claims sent as expected?  MedOffIS will be re-entered automatically.  If a remittance was received it will automatically be processed and the MSP messages (if any) will be printed.  Does the number of claims processed roughly match the number on the log?  (It will almost never match exactly since payment memos and other information printed as messages count as claims on the Teleplan log).  If claim remittance is received, go to the Reports menu to print it.  A claim remittance can be printed any number of times until it is overwritten by the next one. 

· Teleplan Web – Enter user name and password.  Hit “submit”.  If successful "Login result - Success" will appear in login text box and log text box in the main program area.  Click on the radio button next to "Send and Receive" to select that option.  Click on "Go" at the bottom.  The log of the results of the selection will appear to the right in the log screen.  To print the log, click on the radio button next to "Print Current Log" then click on "Go".  The standard Windows print dialog will appear.  Click on Exit to close the MedOffIS Teleplan Web program and return to MedOffIS.  Note:  never change your password from this site.  

· Go to the Utilities menu and select “Reconcile MSP Remittance".  A dialog box asking whether or not you wish to print reconciliation information will appear.  If "Ok" is selected, a text window will appear containing the reconciliation information (if any claims were reconciled).  The MSP messages will be printed in the background.  




LINKING DOCUMENTS               (ALT- K)

· While in a patients file, go to Alt-K to link a document.   Enter the date of the document, author, image type and image file extension (note the “~”. This is   indexed, you will discover the options by pressing the F4 key).  You may enter a short description in the note field.  

· Save the record. Note that a unique document number is generated as well as a "URL" (unique resource locator) name. This name is now placed in the Windows clipboard.  (Clipboard: A temporary storage location used to transfer data between documents and between applications)   This name is ready to be pasted/named to a file you want associated with this description.  

· To save a scanned document:  Scan the document.  Save the document to your designated folder for linked documents.  You do this by choosing the ‘save’ file option (with most programs this is usually located in the file menu). If the document contains more than one page, make sure that the "multipage" option is used.

· To save a faxed document you just received.  Follow the same procedure as above.      

· Navigate to the designated folder for linked documents on your server. This is often named \Images\MOIS in your home directory but is user definable when the software is setup. 

· You will be naming the document the unique document number MedOffIS generated.  The document name is in the ‘clipboard’.  Place the cursor in the filename field and press "CTRL+V" to paste the name from the clipboard to this field. Click "Save" or "OK" (depending on the software). The process is now complete.  
· If you would like to link a document already saved onto your server to MedOffIS, find the file.  Choose ‘rename file’.  While your cursor is on the file Press Ctrl-V to paste the new name which is in your clipboard.  
· Test the process by clicking the “View” button at the bottom of the MedOffIS document screen

SCANNING DOCUMENTS  

· Place the document or documents in the automatic document feeder of the scanner.   Launch image scanning software such as ReadIris Pro and press the scan button. The pages should feed into the scanner.    (If you are using Omnipage Pro you can scan and convert the document into text in one step.  This can be done by using your “setup Workflow”.  Save it to a folder using the “create files in a time stamp subfolder”)  
· If you are using other scanning software Save the file to a known location such as a folder in My Documents. It is wise to name it with the date (year/month/day) followed by a letter to distinguish it from other files you might scan the same day - e.g. "20051218a.tif". 

· Open the OCR software after completing the scan process.  Select the file and click "OK". The image will be processed. Select the text either with mouse or holding the shift key down while using the arrow keys. 

· Press CTRL+C to copy the selected text to the Windows clipboard.

· Switch back to MedOffIS (use the Alt-tab key) and create a record in the appropriate location (eg Consults, Procedures or Imaging Reports). This will include recording the date the event that was performed, the author or location and a brief description of the event (eg "Chest X-ray"). 

· If the document is a consultation report, you may  have to find the record made for this event when making the original referral.  You will then have the referral letter and the consult letter in one line/record.  This record will have a referral date but no "performed" date which you can add now. The records created by referring are sorted to the bottom in the Consults table - you can go to the bottom using CTRL+END. 

· Place the cursor in the text area of the record you have created or found. Press CTRL+V to paste the information. Press F2 to save the text.

· When all documents in the image file have been processed, close the OCR'ed image file (or application all together if finished for the day). With Windows Explorer, move the completed document to another folder (eg "Completed Scanned Images"). These documents can be saved as a record of the original. Destroying the original paper document should only be done after carefully considering the implications of this and the recommendations of the College of Physicians and Surgeons and medical protective insurer (eg CMPA).

GENERATING REPORTS      Alt-T  

· PATIENTS BY DIAGNOIS or PROBLEMS - You can find all the patients who have a certain Diagnosis.  All of the problems (ICD9 codes) that you want to find will be generated on one report.  These will be listed with #1 for first problem, #2 for second problem, etc.  Your options are: 
· 6 problems to find in text format
· Active patients:  yes or no
· Number of years since last seen:
· Includes stop date: yes or no
· Selection type:  and/or
· PATIENTS BY PROCEDURE – You can find patients who have had a certain procedure.  Your options are:
· 3 procedures to find 

· Active patients yes or no

· Procedure performed after this date
· PATIENTS BY AGE – You can create a list of your patients who are a certain age.  Your options are:  
· Start and end Age

· Male, Female or All patients 

· Active patients yes or no

· Start date and end date the patients had been seen last.  (Note:  you may leave the end date blank for the most recent end date)

· VISIT BY AUTHOR/DATE - This feature will generate a list of all the patients a certain author had seen.  This list will only generate those patients whom this provider typed a progress note.  Note:  This does not provide a list of those patients whom a provider billed.  This is under a different feature.  
· LABCODES FOR DATES – This feature will generate a list of patients who have had a certain lab test done.  The report will be organized by the patient group, if you are requesting more then one lab data.  The result of the data and the person who ordered the lab test will be on the report.  The options are:

· Lab codes separated with a comma

· Active patients yes or no

· Start and End Date Range

· Start and end age

· IMAGES FOR DATES – This feature will generate a list of those patients who have had a certain image.  Note: you may enter in the first four letters of the images.  You may enter in more then one separated by a comma however you will generate a list of only those patients who have had all of these images.  The options are:
· Active patients yes or no

· Start and End Date Range 

· CONSULT REASON FOR DATES -– This feature will generate a list of those patients who have had a consultation by a specialist for a certain reason.  Note:  this reason must be in a text format, not the ICD9 code.   The options are:
· Active patients yes or no

· Start and End Date Range 

· MEDICATIONS and PRESCRIPTIONS – This feature will generate a list of all the prescriptions that are in either the long term medication list or the short term list.  You may enter in four or more letters and it will search for the string.  The options for both of these are:  
· Active patients yes or no

· Start and End Date Range 

· Number of years since last visit

· ALLERGIES – This feature will generate a list of all the patients who have allergies.  You can list these under reaction or medication or leave blank for all the patients who have allergies.  You may enter four or more letters to bring up a search.    
· UNRESULTED ORDERS – this feature will generate a list of all those patients who have had a lab test, x-ray or a consult ordered but had not been completed.  I.e. the date was entered in the ‘ordered’ or ‘Ref’ column and there is no date in the ‘done or seen’ column.   The options are:  
· Active patients yes or no

· Start and End Date Range 

· PROBLEM/OBSERVATIONS…
You can generate lists on your patients that have certain medical conditions.  These reports are useful for generating reports that include or do not include X criteria based on X problems.   The options in this section are:  

· Laboratory Results

· Interventions

· Consultations

· Encounter Forms

AGE/SEX REGISTER

This will generate a report with a breakdown of the age and sex of your patients 
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· PATIENT LIST – Note this feature is found under the PRINT heading.
This feature will generate a list of your patients for viewing on your screen or printing.  You can generate a report of all your patients who have been registered under a certain physician.  You can generate a report of all your patients who have not been seen before or after an X amount of years.  This feature is useful for updating your charts.  The options are:

· Before or after X start date and X end date

· Before or after X number of years

· Include Active patients yes or no

· Send to the printer/screen or CSV file

· Registered Physician

____________________________________

· NOTE:  When you press any key your report will stop.  You will be prompted if you wish to continue with the report

· You may choose to print or to close the report after viewing.  

· You may also insert the latest report into a Word Document.   You may have a prompt installed in your Word Program, found under  Insert,  called “MOIS REPORT”.  If you do not have this installed, you can find the report by pressing Insert…, File…  The file is called rpoutp.txt and can be found here:  

C:\mois\programs\rpoutp.txt
· You may use this file to edit or to save on your computer elsewhere.   

· You are also able to view the last Report you generated at any time using the “View last report” under the REPORTS menu. “Alt-T” “V”
AUDITS – SCORECARD 

Audits and Scorecard are used to assist you in providing information for 

· Prevention

· Screening 

· Chronic Disease Management

· The scorecard will reveal a breakdown of your patient data in sex and age

· The scorecard can be used as an indicator of your specific practice compared to the general population.  

· It can be used to provide data for general screening and prevention.  

· It can be used to give you information on gaps in care, goals and outcomes.  
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In order to benefit by the data generated by the Audits and Scorecard, ensure that your patient list is updated.  Suggestions to update your patient list: 

1. Make sure your patient status is updated.  When patients are no longer your ‘office’ patients enter them in the “Status”. Ie: MA (Moved Away), TR (Transient), CD (Changed Doctor), IA (Inactive) or DC (Deceased).  They will not be included when you generate audit reports
2. It is easy to find your oldest patients to update these charts.  Goto your patient list, tab over to the date of birth.  Then clear this field.  The oldest patient you have will be easily seen on this list.  
3. Make sure your Long Term Patients are entered into the “Service Centre” as a LTC Long Term Care.  They will not be included when you generate audit reports 
4. Find all your patients with missing data and then update their status.   You can find these patients by generating a patient list.   While in the Alt-1 screen, put your cursor in the last name field, press (F4) Tab over to the DOB field then press Ctrl-Enter.  
5. You can also generate a list of those people who have missing data by going to “Reports”, “Clinical” and goto Age/Sex Register 
6. Generate a list of your inactive patients – Note this feature is found under the PRINT heading.  You can generate a report of all your patients who have been registered under a certain physician.  You can generate a report of all your patients who have not been seen before or after an X amount of years.  
Identifying Chronic Disease Patients 

Your Chronic Disease Patients should have their problems identified in the Health Issue (Alt-P) section 

To identify your patients with a certain diagnosis you can generate a report by using diagnosis, lab reports or medication list.  Go to “Reports” Scroll down to the report of your choice.    

Using your data for screening and prevention 

Use Your Ctrl-H in any open screen on specific patients to discover what tests or interventions should be done.  These interventions are unique to certain medical conditions and are based on Literature/Evidence Based Medicine and CFPC preventive Care checklists.  

Update the Patient Records with relevant past Lab results, x-ray, consults, Flu & Pneumo Vac, Etc.  For diabetic patients, you must type “ophthal…” not eye exam and you must type “educat” not diabetic clinic in the Alt-5 screen.

In order to ensure that ongoing care is provided on these patients, enter Recalls in Alt-1 when the patient is due for treatments or interventions.   Use your “ALERT” to assist in reminding your patients when they call that they are due for medical care.   

HEPATITIS C and DIABETES (EXCEL)

· This report will generate into an Excel sheet. Your Excel software will open up automatically with your medical data on the sheet.   

· You will find that many of the columns are too small to fit the data in the columns. (you will see a series of ###### in the column)    Click on the little box in the very top left corner to select the whole sheet. This will highlight the entire table.  Using your mouse double-click a boundary to the right of one of the column headings.   All of the columns will then accommodate the data.  

· To sort any of the columns into the order you choose - select the entire table by pressing the box in the top left hand corner.  Click the DATA option on the toolbar, select Sort.  You can choose any column, by the LETTER on the top of the column, to sort in ascending order or descending order.  Make sure you highlight “HEADER ROW” by clicking once on this option.  

MAMMOGRAM  This will generate a list of all your patients who are over a ‘certain’ age who will need a mammogram

PAP SMEAR  This will generate a list of all your patients who are of a ‘certain’ age who have not had a Pap Smear in 3 years
POLYPHARMACY This will generate a list of all your patients who taking ‘certain’ medications.  You can generate a list of those patients who are taking more then X amount of medications who are over X years old

Alert policy editor 

You can modify your Audit reports to whatever data you would like to see.   In “Utilities” scroll down to “Alert policy editor” hit “enter”.   Lists can be tailored to your practice in this screen.  

Example: For your Pap screening, you may only want to recall patients that are older then 25 and under 69 years of age who have not had a hysterectomy.  

You Can Generate Reports Unique to Your Office.  Enter F-10 to create a new line.  Enter the name of a prevention.  Press F2 to save. You can then create your own criteria for a report.  You can generate an instant report on any prevention by clicking “Check This Policy” 

EXPORTING DIABETES DATA TO THE CDM TOOLKIT

1. Be sure to select the appropriate physician as the MedOffIS desktop doctor. The physician must be registered with Toolkit, have a certificate on the current machine and have a valid toolkit userID and password.
2. Select the Utilities drop down menu, and then select Export, then Diabetes CDM Data.
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The next screen will ask you for the population   to use for the import and the timeframe in which to create the exporting file.
3a. If you choose All Docs: 
You will export patient data for all of the diabetic patients from your practice into an XML file for uptake by the CDM Toolkit. Choose this option if you work alone in your office, or all of the physicians in your office have been granted full access to each other within the CDM Toolkit and you share patients (no particular doctor is attributed to be the primary physician). 
3b. If you choose current Doc: 
Only the data for diabetic patients attributed to the current Desktop Doctor will be exported to the Toolkit. Choose this option if you work in a multi-physician practice where patients are designated as having a particular primary physician. This designation is done by the "Doctor" field in the patient demographic screen, Alt-1. 
4. Enter Date Range Inclusive: 
This is the date range of observations to be exported. It is wise to overlap this range on consecutive exports because there may be a lag in entering data. For example, a test result whose collection date was in a previous date range may not have been entered into the database until a week after the end of the previous date range. The toolkit detects duplicate values (same test ID on same date) and does not enter them more than once so overlapping date ranges are safe. An overlap of one month is likely to be sufficient.
5. Once you click on the OK button, the XML file will be created and displayed for your perusal (XML is "human readable"). It is not likely you will find anything of interest other than confirming that you have logged in as a user that the toolkit will recognize and selected the appropriate desktop doctor.
6. Next, you will need to log into the CDM Toolkit at https://healthregistry.moh.hnet.bc.ca using your username and password that has been provided to you.
7. Once you have logged in, click on the Chronic Disease Management link. You will now be able to click on the Import Data link on the bottom left hand side of the screen in the General Navigation.
8. From the next screen, click on the browse button and navigate to c:/mois/program/cdmexpor.xml (note: you will only need to navigate to this file folder once since the toolkit has a "memory" of which file you selected) 
  

	Look in: 
	Find this icon: 
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9. Click Open and the dialog box should close.
10. Finally click on the save button. In the next screen, look for any error messages. If you spot a serious error, please contact the Ministry of Health at 1(250) 952-1234. If you spot lines prefixed by "error" and ending with "rolled back", there likely is an error in the data value. This may occur through error in data entry (eg "typo") but may also occur because a legitimate value is outside of the range considered as valid by the Toolkit. Triglyceride values of less than 0.5, for example, will be considered invalid and result in roll back of all data submitted to the toolkit in this session. This by design and unfortunately may shut a patient out of the toolkit. The data ranges and consequences of "invalid" data may be reviewed by the Ministry at a later date. 

PRINTING NOTES FOR PATIENTS AND/OR 3RD PARTIES

· Any text in an encounter note can be printed either to the prescription or form/letter printer. 

· Any text on the clipboard will be printed as a note when you press Ctrl-N  (Clipboard: A temporary holding place used to transfer data between documents and between applications)   

· While in the progress note screen, use the mouse to highlight the text that you wish to print.  The desktop doctor letterhead and the current patient's identifying information will be on the form.  Press CTRL - (minus sign) to copy, ie moves this text to the Windows clipboard.   Press CTRL N ("N" for Note) or click the button containing the letter "N" in the bottom right hand of the screen.   A dialog box will popup asking you to specify the prescription or form printer (the default is the prescription printer). Click or tab to "OK" and the text will print. 
· Note, you can add pre-typed text using the "label and autotext" function.   Press F4 (prompt) anywhere in the body of the encounter note. A selection list of "label and autotext" entries will appear. Select the desired entry (eg "OFF WORK GENERIC NOTE" - these are all defined and entered by the user in the "Edit Prompts and Autotext" function in the "Utilities" menu). Press enter or double click the selection and the text associated with this entry will be added to the encounter note beginning at the cursor location when the F4 key was pressed.   This text is ready to be highlighted and copied to your ‘clipboard’, Ctrl- - (minus sign). You are ready to make your note by pressing Ctrl-N
· Also note that since this process involves printing the Windows clipboard as the note contents, it is possible to print text from any computer source customized with your letterhead and the patient identifying information. For example, specific patient advice can be copied from any text source outside of MedOffIS, then printed by returning to the encounter note and pressing the "N" button or CTRL N. 
EDIT PROMPTS AND SYSTEM CHANGES 

· Enter the Utilities menu then Edit Prompts and System. 

· A cascading series of screens appears with a number in the right upper border. On first entering the editor, the system variable screen is visible and has the focus. 

· Use ALT + Screen number to access any one of the screens. 

· In all but the System File Variable screen, a record must be found in order to be edited.  In the screens, a record is found with the indexed field in the usual fashion with F7/F8/F9.  In tables, enter a search "Mask" then press F9 (this is different from a selection list table where the mask is entered before pressing ENTER). 

· To edit a form or a table after a record is found, move to the field to be edited, make changes and save with F2. 

· To be sure that duplicate records are not added to a file via a form, enter the new item and press F9.  If the record doesn’t exist, clear with F5, enter the information then save with F2. 
· To make new records in a table, be sure the information is not already saved as described above.  Press SHIFT + F10 to create a new line and enter the required information.  Save the line with F2. 

· Do not remove the practitioner "NONE" from the B.C. Practitioners table. 

· ICD9 diagnostic codes must be unique. 

· Note that new payee numbers cannot be entered and that no doctors can be deleted (so be careful to get it right the first time!). 

· 
Locums can be registered in the Registered Doctors form with the following steps: 
1. Find the doctor for which the locum will be working. 

2. Press CTRL + - to copy the doctor’s name and address to the clipboard. 

3. Clear the Screen with F5.  Note that the Doctor number changes to a number one greater than the last doctor number in the system. 

4. Press ALT + + to paste the address from the clipboard. 

5. Enter the locum doctor’s (assignee) name and practitioner number and the payee number of the assignor. 

6. Save with F2. 

· The address should be centered if necessary using the vertical line as the center point (usually not necessary if using paste since the original should be centered).  Press INSERT to change from overstrike mode to insert mode if entering spaces to center. 

· Adding new users in Secondary Providers (must have administrative level account): 

· Be sure form is cleared if adding a new user. 

· Add user name which is usually last name, comma then first name. Entry is automatically uppercased
· Add user ID which is usually first initial and last name. Entry is automatically uppercased. 

 EDIT PROMPTS AND SYSTEM CHANGES, cont
· Enter password.  Must be 6 or more characters (alpha, numeric or special characters).  Case sensitive. 
· Enter user level.  Attending physicians should have user level 400.  Nurses, residents and other staff who must routinely author notes should have user level 300 and staff who don't routinely author notes (MOA's, lab/x-ray personnel) should have user level 200. If staff should not be able to view progress notes (e.g. filer), assign user level less than 200. 

· Previous password can be just user's initials. 

· Enter password set date (usually current date). 

· Date of birth can be left blank but sex must be entered. 

· Remaining fields are optional. 
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· 118with CTRL E then save again. 

· Press F5 to clear for another new user or ALT F4 back to main program. 

· Note - user information can be edited with administrative account.  The user must be found using F7, F8 and or F9 in the usual manner (user name "mask" can be entered to speed the search if large number of users).  Edit the information.  The most common reason for edit is to reset a forgotten password.  Remember to encrypt the new one (because the password is encrypted, administrators cannot simply look up the current password.  The password must be entered again.  The user should be reminded to change the password as soon a possible.  This can be forced by putting a password set date of three months ago). 
· Editing system variables: 
· Label port number must be between 1 and 3 and refers to the LPT port to which labels should be printed. 

· Form port numbers also must be between 1 and 3 and refers to the LPT port to which OR booking cards are printed. 

· Facility and Subfacility codes should be "00000" until further notice by MSP. 

· Enter the address to be entered with CTRL + A in the demographic screen. 

· The default location in MSP bills is either "O" (other) or "H" (hospital). 

· A default diagnostic code can be entered if a specialty commonly uses one particular code. 

· Enter the most commonly used fee item in the Default Fee Item field. 

· Enter the second and third most common fee items in Fee Option 1 and 2 fields respectively. 

· The Label String is printed at the bottom of Long Labels. 

· Some reports print in compressed print.  Enter the print compress ASCII string and the printer reset ASCII string for your printer in the corresponding fields.  The default provided with the system works with most dot matrix printers. 

· The User Fee field is not used yet.
Password must be changed every 42 days as per Teleplan protocol.  Ideally it is a good habit to change your password at the beginning of each new month.  You may NEVER use the same password twice. 


TO CHANGE PASSWORD OR TO DO AN ELIGIBILITY CHECK YOU MUST LAUNCH YOUR BROWSER.  


Go to: � HYPERLINK "https://teleplan.hnet.bc.ca/" ��https://teleplan.hnet.bc.ca/� 


Important Note:  Never do your transmission from this site.  Do not change your password from the Teleplan transmission site.  





Possibilities for Reconciliation code 1 are:


“R” resubmitted to MSP,


“D” marked as deleted


“V” converted to private bill) 


Possibilities for Recon Code 2 are: 


"A" – Adjusted, 


"F" – Failed


"H" - Held by MSP pending consideration


"P" - Paid as billed


"R" – Refused,


"U" - Unacknowledged by MSP


"X" - Paid but explanatory codes given








(■) Detailed                  ( ) Envelope           


 ( ) Chart Tab (Top)       ( ) Chart Tab (Bottom)


 ( ) Chart Tab (Detail)    ( ) Referral          


 ( ) From Clipboard        ( ) Unique ID to C/b   


 ( ) OR Booking             ( ) Export             
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