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Entering an incomplete patient in SAM

Client information is first entered into SAM at the time the agency receives the referral. This information flows to MAT so
that when a Start of Care assessment is created as much information as possible can be prefilled. This eliminates double-
entry of data. It is recommended that in addition to the left side of the first tab of SAM'’s client screen, as much of the
client referral tab as possible should be entered so that the doctor, ICD-9-CM codes, hospitalization, and Medicare/Medicaid
IDs can be prefilled onto the MAT Start of Care when it is created.

At the time your agency is taking the referral, you must determine if the patient has been seen by the agency before. If
the patient is not seen in SAM’s client list it should be entered as a new patient. If the client appears in SAM’s patient list as
discharged, that client record should be readmitted using the readmit button on the first page of the client screen.

To summarize:
1. All client information begins with the entry of an incomplete patient in SAM.
2. Incomplete patients then have a Start of Care assessment document completed in MAT, normally by a mobile
caregiver with a Tablet PC.
3. Once the Start of Care assessment is completed, it is sent to the office for review.
4. After the document passes review in the office, it is sent to SAM. This process automatically creates the following
in SAM: Plan of Care, OASIS, verified visit, and a patient status change to active.

If the plan of care is manually entered into SAM, duplicate work is being done — let the Start of Care assessment
information in MAT create the Plan of Care in SAM.

It is not uncommon to have a low confidence level in the quality of the initial referral information at the time client
information is entered into SAM. The spelling of the patient name may be incorrect, the birth date and SSN might be heard
incorrectly, numbers in the Medicare and Medicaid ID might be transposed, diagnosis information might be missing, and the
wrong doctor might be chosen. Although every effort should be made to keep these mistakes to a minimum, SAM and MAT
are designed to treat this referral information as “best guess” type information. This information flows to MAT and is
prefilled on the MAT Start of Care document when the caregiver visiting the patient performs the first assessment visit. It is
up to this caregiver to review the prefilled information and verify its accuracy, because once this document is completed,
reviewed, and sent to SAM, the “best guess” information in SAM will be updated with the verified information and will never
be updated again via a MAT document — after the Start of Care document is sent to SAM, all updates to this SAM
information must be done in SAM. The information that is updated in SAM by the first Start of Care document is the
patient’s name, SSN, birth date, sex, start of care date, and admission source.

Completing the First Assessment Visit / Start of Care document on the
Mobile Unit

In order for a mobile caregiver to use MAT to complete the first assessment visit on his Tablet PC, he must have had a
tablet PC assigned to him and he must sync. When he syncs, he will see on his device all of the patients recently tagged as
“incomplete” and “hold” as well as all “active” patients that he has been scheduled to see during the last month and all of
the patients he is scheduled to see in the future. If the caregiver needs to visit a patient that is not in this list, the “Select
On-Demand Patient (s)” button can be used to grab specific patients (and their documents) during the sync. This is a very
useful feature for “On-Call” nurses.

Once the caregiver successfully syncs he is ready to enter the Start of Care. He should complete as much of this document
as possible at the patient’s home. Certain fields are read only and are prefilled with information already entered in SAM.
These fields have a diamond indicator. Clicking on a diamond indicator will explain from where the information came.

The Start of Care assessment is very important as information from this assessment will...

1. Verify and update the core client information, and this core information will display on every subsequent document
in “read only” locators.

2. Cause a Start of Care OASIS to be created in SAM. This will be the foundation for how the agency is reimbursed
for the patient’s care

3. Set the base line for the patient’s outcomes. Medicare tracks certain patient wellness data points to monitor the
effectiveness of home care agencies. It is undesirable for an agency to report poor patient outcomes (outcomes
where the values at time of discharge show little or no improvement). Some outcomes relate to how the patient’s
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self-reliance has improved in bathing, transferring, ambulation, and taking their oral meds. Other outcomes relate
to the patient’s frequency of pain, shortness of breath, urinary incontinence, and status of their surgical wound.
The reason for their hospital stays as well as what type of emergent care they received are also tracked. See SAM’s
Clinical Outcomes report for more information.

4. Initially populate the medication profile, which is used by every subsequent document as an aid to document
subsequent changes in the patient’s medications

5. Cause the plan of care to be created in SAM. The care plan includes the goals for the patient care as well as
identified problems and the interventions to be performed. The print button at the top of the Start of Care
document provides quick reports for reviewing the portions of the assessment that will flow to the 458 (p485
preview) as well as overviews of the entered Goals (Goal Profile) and Problems & Interventions (Problems and
Interventions Profile).

6. Provide valuable information for caregivers performing subsequent visits. If it is determined that Therapy will be
needed for the patient, it is even more important to complete and send the assessment to the office so that the
therapist can sync and have access to the information — otherwise the therapist will be forced to complete his
evaluation document without the aid of inheriting any information from the Start of Care Assessment.

MAT is designed so that most, if not all, of the assessment and visit documents can and should be completed in the
patient’s home at the time of the visit. The most efficient use of MAT is achieved when:
1. The caregiver syncs with the office in the morning before the day’s first visit
2. The caregiver completes each visit's document during the visit, including the use of the document’s built-in review
feature.
3. At the end of the day the caregiver syncs with the office and sends the completed document to the office

The farther a caregiver diverges from this recommended process the more cumbersome his documentation task will be. If
the caregiver does not use the “review” feature before sending the document to the office, and if the office finds
inconsistencies (by using the same feature), the caregiver will probably receive the document back for rework. This
communication loop should be minimized as it requires more work for the office and caregiver, and slows down the process
of documentation.

Very early in the patient episode, the office might need to schedule the first few visits for an incomplete patient because
the assessment caregiver advised the office the visits were needed and has yet to complete and send the Start of Care to
the office. These visits should be scheduled in SAM once the patient is associated with a payer and the appropriate allowed
skills for that payer. In MAT, the caregivers completing the early visit notes in MAT (the notes done without the benefit of
inheriting information from the Start of Care) can still be completed and sent to SAM, thus verifying the scheduled visits.
Once the Start of Care from MAT is sent to SAM, the patient status will be updated, the plan of care will be created, the
OASIS will be created and linked to the SAM plan of care, and the Start of Care visit will be verified. At this point, doctor
order type compliance rules can be added in SAM (if they were not created during the sending of the Start of Care from
MAT).

Processing Documents at the Office

Besides entering the initial client data for each patient into SAM, it is the office’s job to review each MAT document and
send it to SAM so that the patient status can be updated, plans of care and verbal orders can be sent to the physicians,
OASIS can be sent to the state, compliance rules can be added, and visits can be verified so that the employee can be paid
and billing can be performed.

The documents are separated into four views: Patients, Incomplete, Complete, or Documents Owned by Mobile Users.
The patient view organizes documents within a patient list, and the remaining views organize documents by their status.
The primary working view in the office is the completed view.

.. MAT Office [0ffice 2) - Patient View -0l x
[

Patients [1 [Flc Flv Iﬁ| =] Elr ™ 2

The “Completed Document” view in MAT shows all documents that have been completed by both the mobile caregivers and
the office staff entering from paper. Every document that is green (completed) should be reviewed before sending it to
SAM. In any of the document views, right clicking on any of the document icons to the far left will provide you with the
following menu...
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Filter by Complete

Incomplete
Complete
In conference waiting for pick-up by mobile user

In conference picked-up by mobile user

BEEEO

Returned From Conference

09/30/2008 06:17 PM (Creation Date/Time)
10/01/2008 12:04 PM (Sync Date/Time)
-- Not Sent To SAM --

The first selection on the menu, “Filter by ----------- *, provides the ability to order the screen by the type of document icons,
which are described within the menu. So, if you wanted to see just the completed documents, right clicking on any
completed document icon and then left clicking on “filter by * will show just the completed documents. The bottom of the
menu shows the document’s creation, sync, and Sent-To-SAM date and times. On the completed view, only complete and
“return from conference” documents will show.

Because this view displays all of the “completed” and “returned” documents, it is not uncommon that it will contain
hundreds of documents. If the volume of completed documents becomes large, it becomes important to divide the work so
that more hands can be brought to bear. This can be accomplished in two ways:

1. use the completed view to review and send the clinical portion of the documents

2. use the visit view to review and send the visit portion of the clinical documents

The visit view is a subset of the completed document view — it shows only the completed documents that have a visit page
— Coordination notes and Reconciliation documents will not show in the view — only assessment and visit note type
documents that have information on their visit pages will show in the view. Unlike the other document views, the visit view
does not show the document when a row is selected. Instead, a screen showing how the visit will be sent to SAM is shown.
The purpose of the visit view is to provide a fast, efficient way of sending the visit portion of any document to SAM so that
it may be paid and billed as quickly as possible. Once the visit portion of the document is sent it will not appear in the visit
view again. However, the clinical portion of the document still shows in the completed view, so the lengthier task of
reviewing the documents clinical content can be deferred.

The “$” column in all views will display a $ for any document that is currently preventing the creation of the final claim in
SAM. The SAM user responsible for billing will receive a message on the PPS log that a final claim for a patient cannot be
created because the patient has completed documents in MAT that have not yet been sent to SAM — this of course is done
to prevent a bogus final claim from being created, thereby avoiding the laborious rework involved with fixing such a claim.
Documents preventing a final claim from being created will have a dollar sign, and by clicking on the column heading all
such documents will be grouped together. It is strongly recommended that these documents be processed before others.

The “R” column indicates that a document has been clinically reviewed. This is useful because one person can be
responsible for clinically reviewing documents while another can be responsible for sending the document to SAM. This is a
good idea because reviewing a document for clinical content is an entirely different skill set from sending the document to
SAM. If an agency divides the work in this fashion, the clinical reviewer need only work on documents that are missing the
“R" indicator, and the user responsible for sending documents to SAM only need work on the documents that have the “R”
indicator.

By taking advantage of the visit view, along with the “$"” and “"R"” columns, even agencies with a hundred mobile users can
keep up with the office flow of documents.

Reviewing a document in MAT is recommended before sending it to SAM. The Review button at the top of most documents
is a great help with this process. Clicking the review button causes a set of consistency checks to run. A review summary
will display any consistency checks that failed — on the Start of Care document, more than 60 consistency checks occur.

For OASIS-based documents, PPS score and payment information will also be provided. For OASIS-based discharge
documents, the outcomes for that episode will be shown. This review is available to the mobile caregiver, but believe it or
not, sometimes he does not take the time to run the review. RiverSoft recommends notifying the mobile caregiver of any
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consistency failures via the conference feature on each document. Information from the review summary can be cut and
pasted into the conference page, along with any other advice the mobile caregiver needs in reworking the document.
Then, by deselecting the “All conference items below have been addressed”, the document will be removed from the
completed view and will be placed in the “Document Owned by Mobile Users” View until it is received by the mobile
caregiver — it lands in the mobiles caregiver’s incomplete view the next time he syncs.

MSendt@SNﬂ @Print |ﬁ Search I vI |Saue |}( Delete 2 |

If the completed view is empty or a document you are expecting to see is not in the completed view, you can see if the
document exists on a caregiver’s device or is the sync pipeline by using the “"Document Owned by Mobile Users” View.

2.+ MAT Office (Office 2) - Patient View »
Patients (11 [Flc Fv @ | =] ?

This view shows all of the documents that are not available to the users in the office because they are either...
1. Incomplete on a tablet pc
2. Complete on a tablet pc but not sent to the office yet (synced)
3. In conference and waiting to be retrieved by a mobile user the next time they sync
4. In conference and on a table pc waiting for a caregiver to complete the conference item and send it back to the
office.

If the office is waiting on a particular document and it is not in the completed view, by looking in the “"Document Owned by
Mobile Users” View it can be determined if the caregiver has begun the document before that last sync. If the caregiver
began but did not complete the document it will show as “incomplete” in this view.

MAT has the ability to show these types of documents because every sync of a tablet PC causes every document on that
device to be copied to the office’s server and each document is only made available to the office based on its status. If a
laptop is destroyed or lost, the documents that are marked as “owned” by the lost device can be changed to belong to the
office so that they can be completed in the office. Only RiverSoft has the ability to do this - to take advantage of this
feature you must call RiverSoft support.

Sending the Start of Care to SAM

Once the Start of Care document has been reviewed and possibly conferenced it is ready to be sent to SAM. By opening
the Start of Care document and clicking on the “Send to SAM” button, the mostly automated process of sending the
document is begun. During the process, the user is prompted to choose one of the payers from the set of payers that have
been linked to the patient in SAM. If the list is empty, that means that no payer has been associated with the patient in
SAM — this must be done before the document can be sent. For this reason and others, RiverSoft advises that the sending
of MAT documents to SAM should be done by someone well trained in SAM and while SAM is opened in another window.

Once a patient’s payer is selected, MAT will update the patient status to active (if it is not already active), the plan of care
will be created and associated with the selected payer, and the OASIS will be created and linked to the created plan of care.
At this point, a screen will display showing the SAM visits that have been scheduled for the patient. Selecting one of these
visits causes it to be verified according to the date and times on the Start of Care document’s visit page. If none of the
visits are appropriate, the option to create a new verified visit should be used.

Since one of the primary purpose of a Start of Care document is to verify core client information in SAM, sending a Start of
Care document causes the following SAM client information to be updated: client name, SSN, birth date, sex, start of care
date, and admission source. After the Start of Care is sent, this particular SAM information will never be updated again by
a MAT document — It may only be updated in SAM.

If the flow option “ComplianceRules” is set to true, whenever a document containing the “Orders: Services” page is sent to
SAM, the user will be presented with a screen allowing him to create compliance rules in SAM. This automates the process
of manually entering compliance rules in SAM and will save several minutes each time the feature is used.



MAT has the ability to configure how certain items flow from MAT to SAM including how the client’s comment is updated,
how the plan of care is populated, and how visits and transportation flow. Please contact RiverSoft about these options if
you need things to flow differently.

Once a plan of care or OASIS is created in SAM via sending a MAT document, it is only changeable in SAM. A document in
MAT can only be sent to SAM one time. This mimics the paper process where the source assessment documents are used
as input to the entry of electronic care plans and OASIS in SAM. Paper assessment documents are of course updateable by
the author but only some of those updates affect the plan of care and the OASIS. Once a document is sent from MAT to
SAM it is up to the author of the document and the office staff to evaluate the need to manually update the plan of care or
OAGSIS information in SAM based on updates to MAT source documents.

When any MAT document is successfully sent to SAM or Accepted, it disappears from the completed document view. It can
be accessed from the patient view for viewing, printing, or even rework by selecting the appropriate patient and then from
the patient menu selecting either “Filed Documents” or “Show Patient’s Documents”.

Completing a Start of Care (Brief) in MAT

When you automate with MAT after using SAM for some time, there will be active patients in SAM that already have care
plans and OASIS. To avoid having to enter a Start of Care in MAT, a shorter document is available to “prime the MAT
pump”. The Start of Care (Brief) document is a very short document containing only the information MAT needs to carry
forward to other documents (SAM basic patient info, SAM medication data, legal, language, religion, etc). Completing this
document allows subsequent MAT documents to inherit this information. If a Start of Care (Brief) is not completed for
already active patients, subsequent documents will be missing information.

The purpose of the Start of Care (Brief) document is to mine information in SAM and store it in MAT so that it can flow
forward to subsequent MAT documents. When a Start of Care (Brief) document is created, MAT checks to see if there is a
current plan of care in SAM. If there is not, the following message will appear and the Start of Care (Brief) will not be
created.

x

One of the following is true:
1) Ma current Plan of Care exists for this dient, or
2) Mo Plan of Care has been selected for this dient.

The Start-of-Care Brief cannot be created at this time!

If the active patient has multiple simultaneous plans of care, MAT will present a list of these and require that one be chosen
as the source for the creation of the Start of Care (Brief).

Incomplete patients must be started by one of the other Start of Care Documents.

Information that will flow forward to subsequent MAT documents

A patient’s core demographic information is shown on the Patient Info page of any MAT document. Some of the
information is mastered in SAM (like name and birth date) and some is mastered on the initial Start of Care document (like
the Medicare Number).
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A diamond indicates that the associated information is mined (or read) from previous documents to display on the current
document. Clicking on any diamond indicator will explain from where the data was mined as well as where to go in MAT or
SAM to update the information. In some cases, the information can be updated on the current document.

k. The Patient Name is mined from the SAM patient information.

|l Once the Start Of Care has been created and sent to SAM; the
Patient Mame must changed by editing the patient information in
SAM.

X

How Medication Data Flows In MAT

A patient’s medications, the complete list of the medications currently being taken by the patient, should be entered during
the Start of Care visit. This information flows forward to the next clinical document and appears on the “Allergies &
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Medications” page with a white background and a diamond indicator. The white background indicates that the medication
was copied from a previous document and the diamond indicates that the medication will be refreshed if the current
document is reopened. A complete color legend can be found by clicking the question (?) at the top right of the “Allergies

& Medications” page.
Allergies & Medications 1 @

These “carried over” medications are used to aid in the documentation of a discontinuation or alteration of a medication.
New medications may also be added. Although the “carried over” medications appear on the document, for instance a visit
note, they are not considered part of the document — they are merely there to aid the caregiver in documenting the change
to a patient’s medications during that visit.

When the Medication Profile or any MAT document containing the “Allergies & Medications” page is opened, MAT finds the
last Medication Reconciliation, Start of Care, Recertification, or Resumption document and uses these medications as a
baseline. Then, all medication changes that have been documented on subsequent visit notes, coord notes, and verbal
orders are layered on top to create a current list of medications. This “Medication Mining” is done to provide all caregivers
with the latest information about a patient’s medications.

If multiple caregivers document the same medication because they are performing back to back visits and are syncing
infrequently (infrequent syncing causes one caregiver to be blind to the documents of another), it is quite possible that
multiple entries will occur for the same medication in the patient’s medication profile. These duplications can be fixed via a
Medication Reconciliation document. This document allows medication entries to be “Deleted” so that they will become
invisible to all future documents.

It is standard practice for most agencies to perform a complete review of a patient’s medications at least every 60 days.
This is accomplished in MAT via a recertification, resumption, or medication reconciliation document. When any MAT
document containing the “Allergies & Medications” page is opened and MAT detects that one of these documents has not
been done in the last 60 days, the user will be alerted with the following dialogue box...

x

The Medications have not been recondiled in 233 days.

l % This could effect the accuracy of the Medication Profile on the
Mabile Device.
Please complete a Medication Recondliation document to ensure
the medications are as accurate as possible.

If it is an agency’s standard operating procedure for each nurse on each visit to review all of the patient’s medications, it is
recommended that the item at the bottom of the Allergies and Medications page is used.

Patient medications have been reviewed by nurse for potential adverse effects and drug
reactions, ineffective drug threapy, significant side effects, significant drug interactions,
duplicate drug therapy and non-complliance with drug therapy.

[T Medications have been reviewed as described above.

Checking this option will remove the diamonds from the carried over medications, meaning that no medications will be
carried over, or mined, when the document is subsequently opened — the medications will be “locked down” because MAT
does not want the “reviewed” information to change dynamically. Turning the medication mining off eliminates confusion
because when the document is opened weeks later the medications will be the same as they where when the “Medications
have been reviewed as described above” option was checked. Unchecking the option will bring the diamonds back, causing
medication mining to be re-activated.



How Goals flows forward in MAT

MAT provides a goal tracking feature so that a patient’s goal set can be easily seen and updated by all of a patient’s
caregivers and then finally dispositioned at the time of discharge. Any goal that is still ongoing at the time of discharge will
cause an alert during the review of the discharge document.

Goals defined for a patient’s care should be entered in the Start of Care document. Each goal is associated with a skill, like
skilled nursing or physical therapy, and begins life with a status of ongoing. These goals flow to subsequent documents,
with skilled nursing goals flowing to skilled nursing documents, and only physical therapy goals flow to the PT eval and PT
notes, and so on. During a visit note, a caregiver can update a goal’s narrative if appropriate. They can also update the
status to “"Met” or "Not Met” based on the patient’s current situation. Marking a goal as “"Met” or “"Not Met” causes the goal
to be dispositioned, or ended, making it no longer ongoing.

If a new goal is identified during a visit, it must be added using a verbal order document. This is so that it will flow to
SAM's verbal order allowing the patient’s doctor to be notified. New goals can also be added via recertification and
resumption documents — these new goals will also flow to a SAM plan of care or verbal order allowing the patient’s doctor
to be notified. Also, if the appropriate MAT option is on, goals can be added at the time of discharge.

When a Start of Care document is sent to SAM, the goals flow to locator 22 on SAM's plan of care (485). When a verbal
order is sent to SAM, the verbal order’s goals, which should be only the goals that have been added or changed, flow to
SAM's verbal order under the goals section.

Whenever the Care Profile or any MAT document containing the “Goals” page is opened, MAT reads the goals from previous
documents and displays it findings on the current document.

For a legend of background colors and a detailed explanation of how MAT goals flow, click on the question mark (?) at the
top right of the “Goals” page.

T ()

Goals cannot be added here. You must add the Goal on a Verbal order. Use the |
Verbal Order button at the top of this document to generate the Verbal Order
and add the Goal.
Goals: View | Edit |
Status  + |Skill | Goal (=
Ongoing SN Demonstrate med complianceat 100% with prepour regime
established
|Narratil.'e: |
Ongoing SN Identify appropriatediet, BP>=80/60<160/90, B5>70<300 the
next 60 days
|Narrati'.'e: |
Ongoing |5N ||:|:|m|:|liantt|:| check BS;and BS»70<250 —
|Narrati'.'e: |
Ongoing |5N |C|:|ntinu&t|:| Demonstrate med compliance at 100% with | 5

How Problems and Interventions flow forward in MAT

MAT provides a Problems & Interventions tracking feature so that a patient’s problems and the tasks (interventions) that
must be done to address those problems can be easily seen and updated by all of a patient’s caregivers and then finally
dispositioned at the time of discharge. Each problem may have one or more interventions. Any problem that is still
ongoing at the time of discharge will cause an alert during the review of the discharge document. A problem is ongoing
until all of it interventions are marked as “completed” and the problem is marked as “resolved”.

Problems & Interventions defined for a patient’s care should be done in the Start of Care document. Each problem is
associated with a skill, like skilled nursing or physical therapy, and begins life with a status of ongoing. These problems
flow to subsequent documents, with skilled nursing problems flowing to skilled nursing documents, and only physical
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therapy problems flowing to the PT eval and PT notes, and so on. During a visit note, a caregiver can mark any ongoing
problem as “resolved” that has had all of its interventions “completed”. This causes the problem to be dispositioned, or
ended, making it no longer ongoing. Also, any of interventions may be marked as “completed”.

If a new problem is identified during a visit, it must be added using a verbal order document so that it will flow to SAM’s
verbal order allowing the patient’s doctor to be notified.

When a Start of Care document is sent to SAM, the problems and interventions flow to locator 21 of SAM’s plan of care
(485). When a verbal order is sent to SAM, only the changed verbal order’s problems & interventions flow to SAM’s verbal
order under the problems & interventions section. There is a flow option that governs how these changes flow to SAM:

VoFlowItems VoFlowOnlyModifiedInterventions Ifalse

If this is off (set to false), if any of a problem’s interventions are updated, then the problem and all of its interventions will
flow to the verbal order — this could lead to VERY verbose verbal orders in SAM if your problems are very general and
contain many interventions. By turning this flow option on (set to true), only the problem and the interactions that have
been updated will flow to the verbal order, greatly reducing the size of the verbal order.

Whenever the Care Profile or any MAT document containing the “Orders: Interventions” page is opened, MAT reads the
problems & interventions from previous documents and displays its findings on the current document.

For a legend of background colors and a detailed explanation of how MAT problems & interventions flow, click on the
question mark (?) at the top right of the “Orders: Interventions” page.

Orders:Interventions ( ?

Problems/Interventions View | | Edit

E|-| Resolved | SM | Alteration inBowel Status

E-|Cnmp|ete | |Assess: Usual elimination patterns, skin integrity

: |Narrati'.'e: |

El Complete Eliminate underlying causeof diarrhea (e.q.,
decrease use of stool softeners or laxatives)

|Narratil.'e: |

How other information flows forward in MAT

The first true Start of Care document created in MAT will be prefilled with client data from SAM as well as the referral data
(if entered), most notably the primary and secondary physicians, two diagnoses, one surgical procedure, and the Medicare
and Medicaid numbers. From then on, new Mat documents will mine data from previous MAT documents. The only
exception is general client data which is mined from the SAM client table to get the latest data for the client name, address,
phone, birth date, sex, and SSN — this data is designated with a diamond mark by their label.

Data will carry over to Subsequent MAT documents based on the document type. Recertification documents will inherit
those values from the previous MAT document that created a 485, including the M0230, M0240, and M0246 diagnoses as
well as the surgical procedures. The Discharge General document will pull the surgical procedures, diagnoses, vital signs,
and service orders from the most recent Start of Care, Resumption, or Recertification MAT document. Visit Notes
(Behavioral Med, SN) will inherit the height vital signs, and the Visit Note (Pediatric) will inherit other vital sign data such as
temperature, pulse, respirations, weight and length.

Completing Documents Out of Order

The first document for any patient should be a Start of Care. If the patient is active in SAM at the time you begin using
MAT, the first document to be completed should be a Start of Care (Brief) — see that section for a complete discussion of
why.
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If visit notes or evaluations are done prior to the Start of Care, the caregivers completing these early documents will not be
able to benefit from the “carry over” of data in MAT, and confusion might ensue. For instance, if the caregivers completing
these documents are expecting to see the patient’s medications, but because this information has not been completed in a
Start of Care document and sent to the office (synced) they do not see the patient’s medications, they might be tempted to
enter all of the medications. Then, when this document and the Start of Care document are finally sent to the office, the
medication profile will have duplications. These duplications must be resolved via a Medication Reconciliation document,
thus causing the office staff extra work. The easiest way to avoid this extra work is to inform all caregivers that when they
are completing evaluation or visit documents early in a patient’s care to not concern themselves with completing any
information that should be completed by the caregiver responsible for completing the Start of Care document.

In patient episodes where both skill nursing and therapy are required, it is important yet challenging to coordinate the
planning and assessment of both skills. These challenges disappear if the Start of Care (PT) is done by the physical
therapist. But if the Start of Care is done by a nurse and the PT eval is done by a PT, two points of coordination need to
occur:

1. Portions of the PT evaluation must appear on the plan of care in SAM. 1If the PT evaluation is done first and then
sent to SAM, there will be no plan of care in SAM to choose, so the send will fail. The PT evaluation must be sent
to SAM after the Start of Care is reviewed and sent to SAM. If done in this order the user will be given the option
of whether to merge the PT eval information onto the existing (and unmailed) SAM care plan, or whether to create
a verbal order attached to the current SAM care plan.

2. There are certain questions on the Start of Care which that create a baseline for how the patient’s outcome will be
scored. These questions pertain to bathing, transferring, ambulation, oral meds, pain frequency, Dyspnea, urinary
incontinence, etc. A physical therapist has the training to more accurately ascertain the answer to these questions
which can lead to better outcome scores (these scores show in MAT during the review of the discharge document
and are available in SAM in the Clinical Outcomes Report). For this reason, it can be very important to allow the
physical therapist to review and provide advice to the nurse on how to answer some of these questions. We
recommend that office staff send a MAT Mobilegram to the therapist to request that they review the Start of Care
and respond with a Mobilegram directly to the Start of Care’s author with any relevant advice or critique. See the
section of MAT Mobilegrams for more information.

The Care Profile and Why it is Useful

MAT provides an overview of the current status of a patient’s care in the Care Profile, which is available on the patient
menu. The care profile contains the current status of a patient’s Goals, Problems & Interventions, and service orders.
During a patient’s care, anyone with access to MAT, either in the office or on a mobile Tablet PC, can quickly see which
goals and problems have been dispositioned and which are ongoing. The history of the goals and problems documentation
is also available by clicking the print menu at the top of the Care Profile. The Care Profile is a report, so no changes can be
done — all updates to a patient’s goals and problems must be accomplished via one of the standard MAT documents.
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MAT Office (Office 2) - View/Edit Document 10| x|

ients [ =] W7
Patients [T1 [Flc GV + | El - =
PANclo i, Review |§ Print | @4 search I vl | L] save | ¥ Delete  ?
Complete Goals Profile Print Document ]
:‘; Eg:glse::ﬁnﬁe Statusl T | skill | Ge |j Print Blank Document 1=
Al Service Orders Profile | LIl B EE E Print Selected Pages 3
e
Marrative: Print Using Two Columns
4] i SN
ngeing Goal History By Document
Marrative: Goal History
Ongoing |5N |U5 Goal Profile
Marrative: Problem/Intervention History By Document
Ongaing | 5N E_IE Problem/Intervention History
[
| Narrative: | Problem/Intervention Profile
Ongaing SN Demaonstrate a decreasein 5/S depression, deny suicidal
ideation
|Narrative: |

NotMet |5N | blood glucose levels will be =70<250
|Narrative: |changein goals

NotMet SN Continue to demonstrate adequate problem salvingfooping
skills/stress management.BP will be »80/60<150/90. Patient
will be without seizure activity the next 60 days.

|Narrative: |changein goals —
NotMet [SN  |<New Goal=
| Narrative: | error
NotMet |5N |Useequipmentsafelyandeffecti'.'ely.
|Narrati\re: |hospita|imad
NotMet  [SN |Identify appropriate diet
|Narrati\re: |hospita|imad

Mot Met SN Recognize and reportadverse signs/symptoms and take
appropriate action (callphysician ar nurse)

|Narrative: |hospita|iaad

NotMet SN Verbalizetarget blood glucose levels (80-120 oras otherwise
determined by physician), maintain levels > 70 or €250

|Narrative: |hospita|iaad

NotMet SN Demaonstrate adequate problem solving/coping skills/stress
management; demonstrate relaxationtechniques &verbalize -

Problems Profile

The Medication Profile and Why is it Useful

The Medication Profile is available from the patient menu and shows the medications which the patient is currently taking.
This same information is available on the “Allergies & Medications” page which is on most MAT documents.

When the Medication Profile is opened, MAT finds the last Medication Reconciliation, Start of Care, Recertification, or
Resumption document and uses these medications as a baseline. Then, all medication changes that have been
documented on subsequent visit notes, coord notes, and verbal orders are layered on top to create a current list of
medications. This “Medication Mining” is done to provide all caregivers with the latest information about a patient’s
medications.

The medication profile may be printed using the Print button at the top and choosing the Medication Profile option.
To investigate when and on what document a particular medication was added or changed, choose the “Medication History

by Medication” option from the print menu. The “Medication History by Document” option shows a list of all of the patient’s
documents that changed medications in document date order and what medication information changed on each document.
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MAT Office (Office 2) - View/Edit Document

=10 x|

Patients [ [Flc Flv + | =l = :
o\ GC 2, Review |§ Print | @4 Search I j | E Save | Delete  ?
Complete Medication Profil Print Document al
B 1=dication Profile Allergies: D Print Blank Document it |
Todine E Print Selected Pages
Print Using Two Columns
Statue Date Medication Prafile
<> Existing | 06/15/200 Medication History By Document
< Existing | 06/15/200 Medication History by Medication
<> Existing ~ 06/15/200 +
<> Existing = 06/15/2007  K-Dur 10meqpod... | Fluid ...
<> Existing = 06/15/2007  Lamictal 25m po nigh... = antide...
<> Existing = 06/15/2007  Lamictal 50mg po dai...  antide...
<> Existing ~06/15/2007 Lipitor 20mg po dai...  choles...
<> Existing ~ 06/15/2007 Metformin ¥R S00mgpo BID  Diabetes
<> Existing = 06/15/2007 Morvasc {Am... 5mgpo dail... blood ...
<> Existing = 06/15/2007  Paxi 40mg po dai... Centr...
<> Existing = 06/15/2007 Seroguel 200mgpod... Centr...
<+ Existing | 06/15/2007  Seroguel 300mg po ni... | Centr...
<> Changed 12/19/2007 Lasix 40mg po daily  Fluid ...
< Mew 08/256/2008  Tylenol Extra... 500mgpo Q... Cenir... =
™ Only show active medications
<> Primary Prescriber/Physician:
<> Secondary Prescriber/Physician:
<> Pharmacy Name: <= Phone:
| Iy -
Ocygen Company: o
| Iy -

Reconciliation documents

The section on “Completing Documents Out of Order” explains how a patient’s medication profile or care profile (current
goals and problems/interventions) can become populated with duplicate or erroneous entries. The reconciliation documents

provide the tool needed to fix the problems, while providing an audit trail of who fixed the problems and when.

ARREQOLA, Ca
ARZATE, Lisa C
BADDER, Margaret R
BAGMNATO, Mary
BARKUS, Sandra
BEAUREGUARD, Mark J
BELL, Carol M
BIGHCRSE, Elizabeth
BIRKENHEAD, Daniel
BLAYDES, Donna D
BOARDWAY, Anthany R
BRIMAGE, Karen A
BUCKWALD, Patrica
BUOMAIUTO, Elizabeth
BUTTING, Steven P
CALLES, Linda
CATHERMAN, Jennifer C
CENTAMO, Raonald J
CHACOMAS, Sarah M
CHRITTON, Betty
CHUC, Susan M

CRARY, Helen M
DAKEN, Ruth E

" T WUy LTS '

R ey W) EUTOau 1

COLAFRANCESCQ, Mic...

Reconciliation (Goal)
Reconciliation {(Medication)
Reconciliation (Problem)

D comirn
[0 03/24/2009 (N) Coord Note Discharge... ’
Evaluation... »
D Care Profile D
Follow-Up (Cha In Condition,
D Medication Profile ol s )
[7] HHA Orientation
D Patient Referral
Recertification... »
[ Revision History
[ wvisit Schedule
Resumption... 3
Filed Decuments... Start Of Care... '
Show Patient's Documents D Transfer
) L] 05031917 F D Verbal Order
A 01 07/31/1923 M D _ ed de
A a3 12/17/1976 F Visit Attempted But Not Ma
A 01 07/16/1935 F Visit Note... 4
A A4 02/27/1938 M [ wisitNot Attempted
A 01 10,06/1927 F
A 01 02/04/1953 F BETA Documents... 4
I A2 05/13/1925 F P ——
A A2 01/01/1931 F
A 01 01/22/1922 F Help...
A AB 10,/18/1920 F CEERTIONT 959 O I T T

13



Completing a Mobilegram

This patient document will allow a MAT user to create an incomplete document to be sent to a mobile MAT user to serve as
a message concerning the care or the documentation of a particular patient. Sending a Mobilegram to a mobile user will
cause him receive the patient on his Tablet PC, even if that patient is normally not seen by that caregiver.

| B tewDocument... » D Don
[ 0372472009 (M) Coord Note [ coord Note
Discharge... 3
D Care Profile
Evaluation... 3
D Medication Profile D
Follow-Up (Cha In Condition’
D Patient Referral S .
[ HHA Orientation
D o
i Mobilegram
[ wisit Schedule =
Recertification... 3
Filed Documents... R S »
Show Patient's Documents Resumption... 3
A A5 Uous/1917 F Start Of Care... »
A 01 07/31/1923 M
A A3 12/17/1576 F [ Transfer
A 01 07/16/1335 F [ verbal order
A A4 02/27/1938 M [ wisit Attempted But Not Made
A 01 10/06/1927 F Visit Note... R
A 01 02/04/1953 F |
1 a2 05/19/1925 F [] visitNot Attempted
A A2 01/01/1931 F BETA Documents... N
Incomplete Mobilegram ? 4
[r[Mobilegram | patient Name:
IMargaret IR_ IE!ADDER
(First) (Mr) (Last) (Suffig)
Mobilegrams are used to send messages to Mobile Caregivers.
For more information, click the question mark (?) on the page title.
From: [RIVERSOFT Send Mobilegram
To: I j
Messsage:
=]
i

This feature is useful for asking a caregiver to perform the final discharge documentation for a patient, or for asking a
physical therapist to review a start of care document and send his advice to the start of care author.

Remember, Mobilegrams are to be used to send messages to Mobile caregivers who have Tablet PCs. If you send a
Mobilegram to a MAT office user, the Mobilegram will be stuck in the “Document Owned by Mobile Users” View.

Patients (1 [FIC v ¢ | =

It will get stuck in this view because all Mobilegrams pass through this view on the way to their mobile recipient, and since
a Mobilegram sent to an office user has no mobile recipient, it will languish here in Mobilegram purgatory — until someone
rescues it. To rescue a Mobilegram, open the "Document Owned by Mobile Users” view and right-click the doctype field on
the Mobilegram and select “"Redirect the Mobilegram to the office”. This will place the Mobilegram in the “Incomplete
Document” view so that the person to which the Mobilegram is addressed can mark it as read.
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Completing a Care Coordination Note or Coord Note

Whenever a comment regarding the care of a patient must be made part of the patient’s clinical chart, and the comment is
not part of or related to a patient visit, a care coordination note can be used. This has no corresponding component in SAM
- it is strictly a clinical comment and has no effect on the patient’s current care plan, orders, or OASIS. Because of this, no
review of this document is necessary - instead of sending the document to SAM it is simply accepted to remove it from the
completed document view.

Completing a Verbal Order in MAT

A verbal order document should be created in MAT any time a change occurs in the patient’s situation that needs a doctor’s
review and signature. PT and OT evaluations normally create verbal orders when they are sent to SAM, but if the
underlying plan of care in SAM has not been mailed, an option is provided to merge the contents of the evaluation onto the
existing plan of care in SAM.

When performing a visit and completing the corresponding visit note in MAT, most facts about the visit need only be
documented on the visit note and do not require a doctor’s review. However, anything that requires a doctor’s review must
be placed on a verbal order. MAT has a verbal order button at the top of all of the visit notes to make this process as
efficient as possible. A preview of the verbal order is available from the print menu at the top of the verbal order
document.

If @ new goal or problem is identified, it must be documented by a new verbal order. While completing this verbal order it
is very useful to see the current goal and problem profile of the patient. These profiles are available from the print menu at
the top of the verbal order document.

-+ MAT Office (Office 2) - View/Edit Document o [=] [B3
patients (1 [Flc v 4 [09/19/2008 (0) Verbal Order ==+ ?
P el Q, Review Gf75end to 5AM @Print |M5eard'1 I j Save |>(_Delete ?
pmplete Re D 0 Plan o Print Document | -~
Ll Revisi Pl a 3 X
VI Grder Effective Date: L] PrintBlank Document ate: [05/1/2008 =]
% .I. Z SEE L - patient Name: E Print Selected Pages
Bl Orders: Services IMargaret Print Using Two Columns
% L SR (First) | Soaeee e e S (Suffix)
i : .I. : LIE Primary Referring P Verbal Order Preview
:: ergies & Medicatic ISU\TEH. DENNIS E {1 Goal Profile
¥ .-‘. : I-,- e Doctor to Receive V( Problem/Intervention Profile
U Confercnce | TRAMONTOZZI, MARK E (E66284-1689737017) (260-289-3341) |
Case Manager:
IBJORGEN, Laura A (RM) 'l
Primary Diagnosis:
Status Diag VO
ICD-9-CM Diagnosis Text Date Status Status
8= | | | == =8

To see all of the verbal orders and plans of care that have flowed to SAM and have not been printed and mailed to the
doctor’s, use the Plan of Care Tracking report in SAM. This report can show verbal order and plans of care that have not
been mailed so that the office staff can print and process all verbal orders and care plans that have come in from MAT.
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ET Plan of Care Tracking Report =

SELECTION ATTRIBUTES SORT BY

Office : | office 2 (0002)  Patient Name
" Cert Begin

Patient Type : IALL
 Payer

Type : | Verbal Order  Physician

Status : Hot Mailed - LR

" Created Date

Physician :
ysician IALL " Mailed Date

payer : |ALL  Days Out

CertBeginDate: |/ / - |77

Created Date : | 1/ - |77

Mailed Date : [ 11/ -y

" Report Patients with no Plan of Care defined

seorcopims (x|

Detail Report - Destination : Screen Pr Title : NONE

Completing a Visit Note in SAM

The Visit Note is the most used document in MAT, as the different flavors provide for the documentation of the day to day
care of a patient.

Visit Note (SN)

Visit Note (Behavioral Med)
Visit Note (Behavioral SH)
Visit Note (OT)

Visit Note (Pediatric)

Visit Note (PT)

Visit Note (General)

EIEIEr FIre

All notes have few things in common: the patient’s vital signs can be updated, goal status can be updated,
problem/interventions can be updated, the visit date and time must be recorded, and the signature requirements for both
the employee and patient must be satisfied. New goals cannot be added on a visit note — this must be done on a verbal
order. The same is true with adding a new problem. Any change to a medication that requires the review of the attending
physician should not be done on the visit note but rather a verbal order. Because of this, there is a Verbal Order button at
the top of the all visit notes that allows quick creation of a verbal order to document any appropriate situational change
discovered at the time of the visit.

Besides moving a visit note from the completed view to the patient’s filed documents, the main reason for sending a visit to
SAM is to verify a visit in SAM for payroll and billing. During this send process, the sender will have the following choices:
Which of the scheduled visits in SAM this visit verifies

Verification of the mileage and travel pay

Decision of whether this caregiver has already been paid for the visit

Verification of the visit’s “"Non-Billable” nature

Whether the visit is to be paid at holiday rates

Verification of a payer change during this visit

Verification that the visit is to be paid over and above the caregiver’s normal salary

Review any narrative to the SAM visit's comment area.

NV AWM
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For the vast majority of visits, once the appropriate visit is selected from the visit list (which is displayed once the Send to
SAM button is clicked), the selected visit is updated with the current visit note’s date and time information and verified. The
current visit note is then removed from the completed view to the patient’s filed documents.

For Medicare home care patients, visit notes are the main documentation required for a patient after the initial start of care
is complete. When completed, reviewed, and sent to SAM, each note will cause a visit in SAM to be verified, in turn
allowing the nurse to be paid and the visit to be billed. Other documents in MAT mark the significant milestones in a
patients care, including:

1) Evaluation of patient for non-nursing services (PT Eval and OT Eval)

2) Transfer to a facility of Hospital — (Transfer)

3) Resumption of care after patient is discharged from a facility of hospital — (Resumption)

4) Resumption of care within 5 days of the patients original certification end date — (Resumption with Recert)

5) Mid-episode assessment for a change in condition — (Follow Up — Change in Condition)

6) Discharge one of the services from the patient — (Discharge (General)

7) Discharge the patient — (Discharge (OASIS), Discharge (Pediatrics), Discharge from Agency (OASIS))

Details about the completion of these documents are available in subsequent sections of this document.

Completing a Visit Attempted But Not Made in MAT

If a caregiver visits a patient’s home but cannot complete the visit, the attempt should be documented to show the agency
made a good faith attempt to perform the visit and to allow the caregiver to be compensated for their time. When this type
of document is sent to SAM and the AllowShowUpPayItem flow option is on, the sender will be asked if a "Show Up” pay
item should be created in SAM.

Visit Attempted but Not Made
<+ Patient Name:

|»

Incomplete

[+ [Visit Attempted butNd

[isa [ [arzatE
(First) M1) (Last) (Suffix)
> Birth Date:
IDG.-"21,-’1953 vl
Visit attempted by: I j
Visit attempted on: I j I

Visit Date Start Time End Time

Mileage : I_

Client Notified? Date: Time: Type of Visit:

I vl | j I I vl
Name of Physician Notified:

| =T
Date Physician Notified: Method of Notification: :Physician's Fax

- -

Document Completed By: Date:
IR.I\!"ERSOFI' I Vl

How Were Patient's Needs Met?

Reason/Comments why visit could not be made: View | Edit | f

1 certify the accuracy of the above medical Clear | T Signature On File
record. 9

Employee Signature

" Clinically Reviewed hy:|

Uncheck the checkbox below to return the document to the mobile caregiver.

¥/ All conference items below have been addressed

=
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Completing a Visit Not Attempted in MAT

It should be documented in a patient’s chart whenever an agency realizes that a planned visit cannot be made. Sending

this document to SAM will provide the sender with the ability to mark a scheduled SAM visit as cancelled.

Incomplete Visit Not Attempted
] \"ifit '_\'[?tf_ttem pted 1. (MD040) Patient Name:
nferen

Caral [5 [arrECLA |
{First) (m1) {Last) (Suffix)
<> Birth Date:
IBS/EB/‘IQQS 'l
Visit Planned for: I j I

Visit Date Start Time

Client Notified? Date: Time:

Type of Visit:
-l | = | |

Name of Physician Notified:

| | T onm

Date Physician Notified: Method of Notification:

-

‘Physician's Fax

Document Completed By: Date:
IRIVERSOFI' I - l

How Were Patient's Needs Met?

Reason/Comments why visit could not be made: View | Edit |

Clear | ™ signature On File
Supervisor Signature
1 certify the accuracy of the above medical Clear | ™ Signature On File
record. 9

Employee Signature

[" dlinically Reviewed by:

Uncheck the checkbox below to return the document to the mobile caregiver.

¥/ All conference items below have been addressed

=

Completing a Recertification in MAT

If a patient is not discharged during the period for which they are certified at the time of the Start of Care, the patient must
be recertified. For Medicare and Medicare-like payers, this certification period is 60 days and the recertification visit can be
done during any of last 5 days of the recert (a message in MAT will remind you). Also, if MAT detects that a recertification
is not appropriate because of the lack of a previous Start of Care or recert, a MAT message will be triggered.

x4

Mo Plan of Care exists that will expire in the next five days.
l % Are you sure you want to do a Recertification?

A recertification document establishes a fresh baseline for the patient medications (see medication reconciliation) and
continues the flow of information concerning the patient’s goals and problem & interventions. When a recertification
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document flows to SAM it causes a new plan of care to be created which will act as the recertification for an existing SAM
plan of care — the certification begin date on the new plan of care will be the day after the previous SAM plan of care's
certification end date. Sending this document to SAM also cause a Recertification OASIS to be created.

Because a plan of care is created by sending a Recertification, the print menu at the top of this document allows a preview
of a compiled plan of care (485) for ease of review. The goal and problem/intervention profiles are also available so that
the status of these can be updated and verified.

Goal Profile

Problem/Intervention Profile

Completing a Transfer

Whenever a patient is admitted to a care facility or hospital for what is believed to be a temporary stay, the patient’s
transfer from the agency’s care to the facility should be documented with a transfer document. When the transfer
document is sent to SAM, the patient’s status will be updated from active to hold, a Transfer OASIS will be created, and any
visits schedule for the patient in SAM will be placed on hold.

Completing a Resumption

When a patient is to receive further care from the agency immediately after being transferred from a care facility or
hospital, the agency should document the resumption of care. If this resumption visit is done within 5 day’s of the patient’s
recertification period, a "Resumption with Recert” document should be done because a recertifying plan of care is needed.
Otherwise, a normal Resumption document should be completed. When either document is sent to SAM, the patient’s
status will be updated from Hold to Active and a Resumption OASIS will be created. The difference is in whether or not a
plan of care is created — a normal resumption document will cause a verbal order to be created in SAM, while a
“"Resumption with Recert” will cause a recertifying plan of care to be created in SAM.

How Information Flows to SAM’s Plan of Care

There are certain documents in MAT that contain information that is required for a plan of care and not required for a
verbal order (revision to a plan of care). The documents that contain this information and can therefore create plans of care
in SAM are:

1. Start of Care — all except the brief

2. Recertification

3. Resumption with Recertification

The following documents create verbal orders in SAM:
1. Verbal Order
2. Evaluation
3. Resumption
4. Follow-Up

The Options section of the Application Details allows a great amount of flexibility as to which care plan information is
allowed to flow to SAM care plans and verbal orders.
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It is recommended that when beginning with MAT that all of the options be turned on until the first few SAM care plans
(created by sending MAT documents to SAM) can be reviewed. Then, any information that is not deemed necessary to
your agency’s care plans can have its corresponding flow of information from MAT turned off.

Discharging a Patient in MAT

There are there different levels of “Discharging a Patient” in MAT:
1. Discharging a service
2. Discharging a patient’s payer
3. Discharging a patient

Each of these is covered in detail in other sections of this document, but what they all have in common is that they
document the end of some type of care being provided to the patient. Sometimes multiple disciplines are required to care
for a patient (for example nursing and physical therapy) and one of the disciplines may resolve their goals before the other
and therefore need to document this resolution — this is done by discharging a service. Once the last of the services has
resolved its goals, the patient should be discharged from the agency if the patient is only receiving services under one
payer source. If the patient is receiving care from another payer source, for instance personal care provided by a Medicaid,
third party insurance, or private pay source, the patient should only be discharged from the payer source and not the
agency. The choice between payer and agency level discharge is made by the person sending the discharge document to
SAM at the time the document is sent. Be careful during the send process to not discharge a patient from the agency if
there are other services (probably unskilled) that must continue to be provided.

Besides either discharging the patient from a payer or from the agency, OASIS based discharge document will cause the
appropriate discharge OASIS to be created in SAM. At that point, the outcome information available in this OASIS
information will then be available in SAM’s Clinical Outcomes report.

Discharge is the point in time where the care of the patient should be reviewed. The review function will provide much of
this, as it will:

1. Provide outcomes scores on the Discharge (OASIS) documents with matching SOC OASIS

2. Provide alerts if any ongoing goals are detected
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3. Provide alerts if any ongoing problems are detected.

Even though MAT provides these automated features, in the end it is the responsibility of the agency’s clinical staff to
perform a thorough review of the quality of the care that has been rendered to the patient.

Discharging a Service using Discharge General

Sometimes multiple disciplines are required to care for a patient (for example nursing and physical therapy) and one of the
disciplines may resolve their goals before the other and therefore need to document this resolution — this is done by
discharging a service using the Discharge (General) document.

&« MAT Office (Office 2) - View/Edit Document -0 x|
patients (1 (Flc [Fv « | =l = 7
| {:f\ @'\l‘erbal GC Review GE1Send to SAM @Print @ Search I vl |Save | ¥ Delete  ?

Incomplete Discharge Info -
Ll Patient Infc First Home Visit: Date of Last (Most Recent) Home Visit:

| Discharge Info
' omecare Diagnosis I j I j
:: SHIREEaTE gitd Discharge/Transfer/Death Date:
Ade rale

"- = CE mmary x

Lo Discharge Type: Discharge Agency Reasons:

Owerall Status

Instructions j I j

Motification D/fC From Agency
¥ 03k D/C From Mursing Only A

Visit Date/ Time D/C Due To Death fty Name:
¥ ALISTACLIC = D/C From Therapy (FT) Only
v : ratia D/C From Therapy (OT) Only
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If the Discharge Types of D/C from Nursing Only, D/C from Therapy (PT) Only, or D/C from Therapy (OT) Only is chosen,
when this document is sent to SAM no option will be given to discharge the patient in SAM from a payer or the agency.
Also, if one of these options is chosen, it may be required that the doctor be notified, so a verbal order should be created
and sent to SAM.

If the Discharge Type of D/C from Agency or D/C Due to Death is chosen, when the document is sent to SAM the user will
be given the choice of discharging the patient in SAM either from one of their payers or from the agency.

Once the last skill is discharged from a patient, a Mobilegram document should be created to notify the primary caregiver to
perform the Discharge from Agency (to discharge the last skill).

The Discharge General does not contain the OASIS outcome questions and therefore will not provide any outcome scores or
PPS information within its review.

Discharging a Patient from a Payer or from the Agency

When a patient is receiving services from an agency under multiple payer sources and care plans, it becomes important to
be able to discharge one of the streams of care for one of the payer sources. This is called discharging a patient from a
payer and can be done with a Discharge from Agency (OASIS), Discharge (Pediatric) or a Discharge (General) document.
When sending a Discharge Death at Home (OASIS), the sender is not given the opportunity to just discharge one of the
patient payer’s for obvious reasons. The decision to discharge one of the patient payer sources or to discharge the patient
completely from the agency is made at the time the document is sent to SAM.

Discharging a Patient Due to Death

If a patient dies, if a Start of Care (OASIS) exists for the patient then a Discharge Death at Home (OASIS) document should
be completed. Sending this document to SAM will discharge the patient from the agency and create an OASIS record in
SAM.
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If the patient does not have an OASIS based Start of Care, the Discharge (General) document should be used and the

Discharge Type of DC due to Death should be chosen. When this document is sent to SAM the patient will be discharge
from the agency.

Discharging a Pediatric Patient

If a pediatric patient was admitted with Start of Care (Pediatric) document, please discharge them with a Discharge
(Pediatric) document, even if they are no longer younger than 18.

Sending Messages to Caregivers

From time to time it is important to send out a message to all of your caregivers. The message might announce an event,
inform everyone as to an operational change that is being implemented, or provide general reminders for how problems
that more than just a few caregivers are having in completing their documentation.

To send a broadcast message to all mobile caregivers, use the “Edit Announcements” button on the Application Details
page.

Administration
Edit Phrases Edit Phrases |

View Phrases View Phrases |
Edit Problems Edit Problems |
Edit Medications Edit Medications |
Edit Announcements | Edit Announcements I
Edit Options Edit Options |
hd
Type the message to be broadcast and then click the “Send Announcement to all MAT Mobile users”...
. - ||:||i|
Patents [Fl1 [Flc Flv Elr A 2
Enter Announcement: MAX (2000 characters} remaining Close |

We are having Roland's going way party on Friday, April 17th, at 5:30. There will be alcohol, clowns, and
a bird calling contest, so we hope you can all attend as we send Roland off to his new home at Happy
Restful Peaceful Quite Acres,|

Send Announcement to all MAT Mobile users Clear all Pending Announcements

The next time each mobile user syncs, they will receive this message on their "Successful Sync” screen. Once they click
their “Click to Continue” button, the message is acknowledged and they will not receive the message again.
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MAT Reports

There are two types of reports in MAT that can help the mobile caregivers prioritize their visit schedules. These two reports
are accessible from the main MAT menu:

petents (1 (Flc v ¢h] =] R |
Patient | status | admit | Birthpate | Sex | City | # rtification Due
ACKAH, Elizabeth I 01 07/07/1916 F Norwich (555) T A B
TR e T S | NI ] 'y na m B faman - [ B P NS . frery

The Recertification Due report will show a list of patients with certification end dates on their last plan of care between 14
days ago and 14 days from now. The nurses responsible for performing the recertification visits should use this report to
ensure that the each patient’s recertification visit is done no earlier than 5 days before the end of the patient’s certification
period, and no later than the end of the patient’s certification period.

The Authorizations Due report will show list of patients with insurance/payer authorizations ending between 14 days ago
and 14 days from now. Caregivers responsible for performing assessment visits and submitting verbal orders or other
documentation in order to facilitate the request of new insurance/payer authorizations should habitually use this report as
reminder.

When to Use Paraprofessional Documents

The core assessment documents, like the Start of Care, Recert, Resumption, and Discharge, are based on the OASIS data
set and are therefore lengthy. When the patient is not a “"Medicare-Like” patient and a shorter assessment document will
do, use the Paraprofessional version of the assessment. These documents take less time to complete and will not cause
OASIS information to be created in SAM.

Accessing all of a patient’s documents — Chart Reviews

When reviewing a patient’s chart, it is important to see a summary of the patient’s care and to be able access individual
patient documents quickly. The patient summary is available on the care profile and shows the disposition of the patient’s
goals, their problems and interventions, and a summary of the skills provided. The quickest way to review a patient chart,
document by document, is by using the patient document pull-down at the top of any MAT document. By selecting a
document from this pull-down, the current document is closed and the selected document is opened.
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The blue arrows to the left and the right of the pull-down will quickly move you to the previous or next document in the
current patient’s chart.

What to do if a Tablet is lost or stolen

If a Tablet PC is lost, stolen, or run over by a steam roller or marching band, another Tablet PC should be configured for
the affected caregiver and synced. This will provide a mechanism to not only finish the incomplete documents, but also to
see what patient information was at risk (if the laptop was stolen). Configuring a Tablet PC is explained in detail in the MAT
Quick Start Guide.

Monitoring MAT usage by document type and caregiver

It can be very useful to see which caregivers are completing what and how many documents — this allows the office to see
how the Tablet PCs are being utilized and who their most prolific documenters are. On the last page of the Application
Detail page (accessible boy clicking the “?” mark at the top right of the main MAT menu), the button “View Document
Counts” will provide access to document usage information.

MAT is designed to speed the completion and increase the quality of assessment and visit notes. However, two other
benefits of great importance are the greater speed at which plan of care, verbal order, OASIS, patient status, and visit
information can be created in SAM (via the Send To SAM feature) and the greatly enhanced ability of the agency to review
patient documents at the time of completion and as part of a chart review. By monitoring your caregiver usage, your
agency can gauge for itself if the correct people have been outfitted with a Tablet PC and MAT.
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