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CREATING HIE FORMS - Referral, Communication and Order

In a patient chart, click the square on the top right corner of the screen
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Date of Birth: 1/1/1975 (248) Gender: Female  Patient ID: 533¥-YJOV-3W  Community ID: 64fdel2375706c295de52edd  More Patient Information Crisis Summary
Results (0) Encounters (0) Prescriptions (0)
Lab (0) Img(0) Trans(0) Path (0 AMB (0) ER(0) IN(0) OTHER (0 No prescriptions to display

. 10 z atory ounter display
Other (0) Unknown { No ambulatory encounters to display

No labs to display
Choose the required form in the top section
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Sample Communication Form

Last Marne First Marne Diate of Girth Gender

TEST PATIEMT TEST 1978410623 Male

Address City, State, Zip Phane Alternate Phone
3700 CRACKLE OAK AVE BUILDING WINTER SPRINGS, FL, 32708 4077447700

GUNTS

* ORDERING PHYSICIAN:

Copy to Provider:

Enter at least the first two characters of the provider's Isst name.

Communication Form

Docurnent

Cancel
Sample Referral Form
Last Mame First lame Date of Birth Gender
TEEST PATIENT TEST 1978/10/23 Male
Address City, State, Zip Phane Alternate Phone
3700 CRACKLE OAK AVE BUILDING WINTER SPRINGS, FL, 32705 4077447700
8 UNITS
* Primary Insurance Company * Policy Mumnber * Group Murmber * Subscriber Mame
Werify or erter insurance company Name “erity or enter insurance palicy # “erify or enter insurance group # Nerify or enter subscriber name
* Referrad FROM Providar * Refarred TO Provider Prirmary Care Provider
w - -
Reguired: enter &t lsast the first two characters of the Erter at least the first two characters of the provider's last
provider's last name. rEme.
Initial Reguest Date Mumber of Visits * Urgency * Authorization Reguired?
B/26/2020 [ Please select: v O Yes
O o

* Diagnosis Additional Diagnosis Additional Diagnosis

Renuired: enter &t least the first two characters of the 1010

code or description

Additional Diagnosis Additional Diagnosis Additional Diagnosis

[ Relevant clinical data in the SCHIE.
[J I'am sending supporting documents via Diract Messaging.

[ 1 am faxing supparting documents

* Reason for Referral/Notes

Cancel




