


Tracker / Worklist Tab

Registration Worklist:
+ All patients who are ready to be updated will listed on the tab MHRH ED Registration.

Task [Edit View Patient Chari Links PatientActions Provider List Help
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Track g Board

L&D View | PostpartumView |  Well Baby Nursery View | OB Recently Discharged |  PreRegBabies | NICU |  Nursery View
GSHOBED Registration | GSHL&D View |  GSHMewbomView | GSHNICUView |  GSHOBANBeds |  GSH OBED View
) y WMC Bradhurst infusion Therapy | BSCEDRegistration | BSC ED All Beds - Reg

Patient: SUAREZ GARCIA, NAISK ~ | WR:0 Totak 6 Avg LOS: 1:16 | Filten MHRH Full Registration =
=87 0D &

Aral Time

Reason for Visit LOS™ Disposition Reg Events [Reg [DR RN [Events PCP Comment REG Comment

0 G d TKn

15 Aealiy! hH S b I2ligm 1esl, ichaot We 3 L este nee pein-swelling 2 Imida
1071272024 1355 g - Urges Jackson, Mi Consent Signed 1 Facial pain 134 C = SaathMD,Vinc 22
10/12/2024 14:00 e Ambulance  Consent Requested 1 Back pain |z =% Anwar MD, Asgh
10/12:2024 1422 { f Auto Consent Signed 1 Headache 106 OF =%
1071212024 14.37 EDMD 43 3-Usge Danbury, William 4 Consent A Abuse | 051 ¢ ¢ =
10/12/2024 14:45 ED23D  sa  3-Uret Williams, Robert Consent 1 Wrist I 043 O~ =
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]

Patient’s Location: Length of Stay:
* The patient's location is listed next to the patient's name * The patients are sorted by length of stay

Task Edit View Patient Chart Links PatientActions Provider List Help
* Tracking Board _ ‘Bt [ Calculator ¥ AdHoc (, Patient Pharmacy [ idware & PM C tion = & Capacity 8 Schedul Book , @} FormFast (€} TheBeat (€} Teletracking , © @) ReviD

Tracking Board

L&D View | PostpartumView |  Well Baby Nursery View | OB Recently Discharged |  PreRegBabies |  NICU |  Nursery View

GSH Obstetries View |
G GSH OBED Registration |  GSHLEDView | _GSHNewbomView | GSHNICUView |  GSHOBANBeds | GSH OBED View

BSC ED Look Up.

1HRH ED Registratio M Py WMC Bradhurst Infusion Therapy | BSCED Registration |  BSCED All Beds - Reg
Patient: SUAREZ GARCIA NAISK ~ | WR:0 Totak 6 Avg LOS: 1:16 | Filter: MHRH Full Registration =
A= R8P O DS
val Time MRN FIN Bed Infa A Name Sex/Gi|Amwal Mode (Consent Status  [Reason for Visit LOS™ Dispostion Reg Events Reg DR RN |Events PCP Comment REG Comment

BN2024 13:35 | 100545545 PEDS5D 3 - Urge: Test, Michael Walk In Consent Requestad 1:Knee pain-swelling 153 Mazumdar MD, £
/1272024 13.55 ED22D 3 - Urgar Jackson, Michael Auto Consent Signed  1.Facial pain 134 Savath MD, Vinc 22
/1212024 14:00 EDO9D  su  3-Urgel Smith, Jane Ambulance Consent Requested 1.Back pain 128 Anwar MD, Asgh
1212024 14:22 EDO4.D 3-Urges Jones, Wanda Auto Consent Signed 1 Headache 106
/122024 14:37 1 ED14D  za  3-Urgel Danbury, William Ambulance Consent Requested 1 Substance Abuse | 051
/1212024 14:45. ED23D <& 3-Ume Williams, Robert Ambulance  Consent Requested 1 Wiist pain-swellng. | 043

P1962 FERMINV1 October 12,2024 15:29 EDT
]

Updating Registration:
* Highlight the patient you are going to update.
* Click on the ED Full Registration (Yellow Key)



Patient Information Tab

Always Confirm all information with the patient.

When entering a room.

Last Narme Firsz Name: Midsle Name: Persan Alias Prefered First Name: Previous First Hame: Previsus Last Hame:
| Irmages et [paicrace | ] [ <] [ [ ]
St Date of fith ige Legal e Preferred Pronoun; Gender estity: *Social Secunty Number:
ﬁ 10221854 < | Ml | [Heim | [Male | (e ]
Reasan For No S5 Mesical Record Mumber Firancisl Murber . Trouma/Stroke/ Domntime:
3500645 [toeztras |
Patient information Insurance Tertiary MSP  Insurance Summary ~Additional Contacts

Address Information

Homeless: Ft Phys Adde - Clear (c) Pt Al Address - Clear (c):

orme (Masling] Address
FTNCRTH R

Fill in all required fields highlighted in yellow.

B
FOUGHKEERSIE, NY 12001
1154

Drivers License #

Eviver's License Number

Al Hame Printed Alias Name Hon Printed “Citizen

Telephone #

“Preferred Phane: _ Home Phane Number “Mobile Phone Nurmber: Work Phone Humber Work Exterision Aiternste Phone Number “HIE Consent:

Mot Phone Number +] [ ] [th- ] [ - 1 ] s - "

*Email Address Reason for No Emaik “Access Offered:

| Healthe Life Poreal
Email Address for portal Access

Personal Data

Change Demographics:

Rl Race:
Asian
Black or African American
Native Hawaiian or Pacific Islander
Other Race
Patient Chooses not to disclose
Unknown
White

*Ethnic Groupis)

Ethnic Group(s):

. Hispanic or Latino

. Non-Hispanic

J Patient Chooses not to Disclose
0 Unknown

Relationship
Status:

*Relatianship Status: “Dreferred Language: “Religion, I indicator:

<] [english

< O 8l Religion Preference:
Notice Of Privacy Consent:

 Person Comments

Person Comment:

Previous Person Comments:

Complete. Cancel

FERMINVY [P1962 |10/13/2024 | 1344




Encounter Tab

Do we have permission to share
your room number with your

Referral Source:
This is always “Self” unless the patient

Accident/Work Comp/Motor vehicle Accident :
This is always “Self” unless the patient is transferred

is transferred from another facility. religious community. from another facility. If you select Yes, more fields will

appear
Patient Information Guarantor Insurance Prlary Insurance Secondary \nsulaiz Tertiary Insurance Quaternary MSP  Insurance Summary  Additional Contacts
{— Locati
Building: Nurse\Ambulatory Room: Bed: Patient Type Medical Service: Accommodation: fsolation.
MH Msin Building MH Emergency Department Deconl ) Emergency MER - MH Emergency Room Maii
{— Current Encounter
* Admit Type: *Referral Source: to share. *Reason for Visit EMS Agency Other Amb Co! *Accidert/Waork Comp/Motor Ve.
[Emergency ] [ v [resting o [ o] | %
Physicians
* Attending/Rendering Physician: *Primary Care Physician: Reason for No PCP: *Referring Physician: .
3 [Clore MD, Kimbery ‘] [ 2 v
|—Additional Infs N \
b Attending Physician: Primary Care Physician: Referring Physician:
|Ves v . . . . P
Doctor treating the patient. Patient’s primary care doctor This is always “Self”
Data
* Registration Date: *Registration Time: UserID; Full Reg User ID; Arrive Dater Arrive Time:
10/20/2024 2~ 102 Y ‘FERMHW[ | | 10/202024 S+ 02 2

{— Encounter/insurance Comment

Encounter/insurance Comment:

Enter all your notes on the encounter here. Normally done at the end of the registration.

Fill in all required fields highlighted in yellow.

Previous Encountsr Comments:

£D Modify Comments:

Previous Quick/Modify/Consent Comments
10/20/2024 10:24:57 ED Quiick Reg Comment by: Fermin, Victor

f "
Photo |D scanned, L
Al Informiatis erified with Patient i 1

ss;\mﬂ E%F eyl Notes from the Quick Reg Registrar »

— M Attending Physician Info

Complete Canc

—Location

Building: Nurse\Ambulatory: Room: Bed: Patient Type: Medical Service: Accommodation: Isolstion: -
MH Main Building MH Emergency Department EDD4 D Emergency MER, - MH Emergency Room Maii ‘ v

—Current Encounter

*Admit Type: *Referral Source: *Do we have permission to share... *Reason for Visit *Amrival Mode: EMS Agency: Other Amb Co: *Accident/Work Comp/Motor Ve.
[Emergency v [self (Non-HC Facility Source of .. | [No v [psin | [ambutance | [Empress v | [res v
*Accident Date: *Accident Time: *Accident Description: * Accident Location: *Accident Occur at Hospital?; *Accident Type: *Accident State:

(oy— 3= = il ] o | | | v]

If answered yes to work related injury or Motor Vehicle accident, you must fill in all required
fields highlighted in yellow.




Guarantor Information:

Patient 18 and older is always self.

Guarantor Tab

Patient Inforpfltion  Encounter uarantor Insurance Secondary Insurance Tertiary Insurance Quatemary MSP  Insurance Summary | Additional Contacts
*Patient's Relationship to Guarant..
{Self ~
Search for Guarantar
ast Narme: First Name: Middle Name: Date of Birth: Legal Sex
[zzzrest | [micHaEL ] [ 0/22/1984 Male

Mailing Address
GT Addr - Ssme as Pr(s): GT Alt Addr - Same as Pt (s) or Cl..

GT Altemate Address:

+ | Add Address

ing Address:

Mobile Phone Number: Pager Number
n335.3103

347323-2102

Home Phone Number

Work Phane Number: Work Extension
() -

Alternate Phone Number:

Email Address

mikeansshpeprah@hotmail.com

Complete Cancel

When the patient is over 18 years old, there is nothing to fill out. You must select “Self”

Guarantor Information:
Patient 18 and older is always self.

Search Relationship To Guarantor:
If the patient is 17 and younger, a guarantor must be listed. Search the Guarantor, to see if the

Guarantor has an account in our system. If not, {ill in the blanks.

Guarantor Insurance Primag,

*Patient’s Ralationshi

| Child

Urance Secondary Insurance Tertiary Insurance Quaternary  MSP.

Search for Guarantor
Middie Narme:

Insurance Summary Additional Contacts

Social Security Number:

Last Name:

|—Mailing Address

GT Addr - Same a5 Pt (s} GT Akt Addr - Same as Pt (5} or CI

GT Alterriate 5

“GT Mailing Address
= '

Mobile Phone Number,

| [y -

*Home Phone Number.

[0 - [0 -

_ Pager Number:

Date of Birth: Legal Sex:
ot sl | g
Work Phone Number: _ Work Extension: Alternate Phone Number.
] [ -

(]

Email Address:

Complete Cancel

Ready

“[FERMINVY |P1962 | 1072072024 | 16:23

Patient 17 years of age and younger a parent or legal guardian must be entered.




Insurance Tab

Section 1
Insurance Information:

Select the relationship of the primary
policy holder. (Self, Mother, Father,
Spouse, etc.)

If the patient is not the primary holder of
the insurance, search for subscriber.
Search using name and Date of Birth. If
the subscriber is not in our system, you
will then enter all highlighted areas
required.

The system will allow up to 4 different
insurance plans to be entered.

Section 2
Employment Status:

Select the patient's employment status.
(Employed, Unemployed, Retired, etc.).
When selecting employed, you must
search employer and fill in all the
highlighted areas.

Section 3
Health plan:

Here you will list the insurance the
patient is covered under by clicking on
“Search Health Plan”

When the popup screen is displayed
Enter the insurance name and select the
correct insurance plan.(See image below)

G i i

P Scaichplan: |

B

Section 4
Co Payment:

Here you enter copay information.
* Isthere a copay due?

* Copay amount due

* Total Amount Collected

Authorization Required:
This defaults to “Follow-Up” we should
never have to change it.

% ED Madify Registration = & x
ig
Last Name; First Name; Middle Name:
Images [zzzEsT | [micrag | [ |
Person Alias Preferred First Name: Previous First Name: Previous Last Name:
Suffi Date of Birth: Age: Legal Sex:
10/22/1984 [38v | [mote

*Sex Assigned at Birth:

Preferred Pronoun:

Gender Identity:

*Social Secunity Number;

‘MaLe v|

|He/H\m

v [male

| [7es-25-635

Reason For Mo S5N;

Medical Record Number:

Financial Number:

Trauma/Stroke/Downtime:

[3580655

1042560233

Patient Information  Encounter Information  Guarantor Information  Insurance Primary Tertiary Q MSP  Insurance Summary  Add 4
~

*Patient's Relationship to Subscri...

|seif v

Search for Subscriber
.
Last Name: First Narne: Date of Birth: Legal Sex: S t
|zzzTEST | [micHaeL | [107227158 s | Male eclion

Social Security Number:

Sub Address - Same as Pt (s):

| 789-25-6398

*Mailing Address

241 NORTH RD
POUGHKEEPSIE. NY 12601-
1154

Home Phone Number:

Alternate Phone Number:
() -

| Subscriber Employer Into

Mobile/Pager Number
(347)323-2102

Work Phone Number:
() -

Work Extension:

*Employment Status:

Section

Employed v
Search for Employer
Employer Name: Street Address: Street Address2: Zipcode:
|MidHudsnn Regional Hospital | |z41 North Road | | | [12501-1154 ]

t—Plan Information

City: State: *Business Phone Number:

|Poughkeepsie | [nv v |(e45)483-5000 [ |
*Qccupation:

I Nurse ‘

Search for Health Plan ‘
L |

Health Plan Financial Class:

Health Plan Type:

Health Plan Name:

Health Plan Code:

Then change Verify Status to verified

Enter patient information and Subscriber/Member ID.

| Medicaid HMO | [commercial | [FoELis mco RED |
*Street Address: ‘ |Str:etAdd1=$s 2 [ [Cuun!ry: | ['Zipcode: I
PO BOX 806 us ~| [14226-0806 Section
*City: *State: Phone Number: B
[AMHERST | [w -] [(esgy3as-3547 | [ ]
Contact:
| |
{— Patient details on file with Payer

*Last Name: *First Name: Middie Name: “Subscriber Member Number:
|zzzTEsT | [michas | [ | 12345678300
Group Number: CIN Number: Begin Effective Date: * Verify Status:

| [ag12sa5¢ | [1020202¢ 5 | [Required ~|
Verify Source: \c‘zrtfy Date: L Verifying Personnel ID:

J o) I—

|— Copay Collection

“ls there a

|— Financial Respensi

nal Fees,

Section

Total Amount Collected:

(—Admission Notification

{— Authorization Ir

Author n Required:

Follow-up

|— Second Authorization

{— Third Authorization

(— Fourth

[Ready

Complete Cancel

|FERMINVT |P1962 _WO/éB/ZEZA 10:31

T




Insurance Summary Tab

Results:
Get more details like copay and insurance type

@ X ey MVP -Actve Click here to view the results
Last Name: First Name: Middle Name Person Alias: Prefemed First Name: Previous First Name: Previous Last Name:
Images |zzzTEST | McHaE ][ ] [ ~] ] [ | [ |
Suffie Date of Birth: Age: Legal Sex *Sex Assigned at Birth: Prefemed Pronoun Gender Identity: *Socizl Security Number

[paate o] [Herrim | [male -] [res-2s-e3e |

Checking Eligibility:

Reason F preoke/Downtime:

Click the icon to run all insurance listed.

Patient infmatidh  Encounter Information  Guarantor Information  Insurance Primary  Insurance Secondary  Insurance Tertiary Insurance Quaternary MSP  Insurance Summary  Additional Contacts

¥ 2
=l
COB HealthPlon Camicr Member Nbr | Encntr Plan Beg. Dt Encatr Plan End Dt PlanType  Subscriber Relation Eigible  Eligibilty Submit Date  Eligibity Cache Date  Eligibility Cache Expire Date
@1 MPMCD MW BOD4B45 10/21/2024 12/31/2100 Commercial Self Active  10/21/2024 10:45 10/21/2024 10:45 11/1/2024 0:59
E1 MwPMCD MWD B004BA 10/21/2024 12/31/2100 Commercial Self Error 10/21/2024 10:46

N

Icon Response: Eligible:

will appear next to the insurance. PRRCdl Check insurance response here.
This is not an indicator on whether the insurance is active
or not. Use the Eligible column to see accurate response.

Misc Plans Reviewsd?: Utlization Management Status: Discharge Plan Status:

| Financial Assistance

Self Pay Start Date:
By— =<

| Insurance Comments

Insurance Comments:

Complete Cancel

[Ready [FERmINV [P1952 [ 1072072024 [10:36



i

[ ] X Prmary MEDICARE -Enor Click here 1o view the results

Preferred First Name:

Last and First name:

Previous First Name: Previous Last Name

Patient’s Relationship to Contact:

First select the relation to the patient.
Contact is the Mother, Spouse, Child,
Other, etc.

Preferred Prenoun:

Enter the contacts first & last name.

Address & Telephone:
Enter the contacts mailing address and telephone #.

Patient Insurance Primary  Insurance Secondary Insurance Tertiary  Insurance Quaternary MSP  Insurance Summary Additional Centacts

Gender Identity: *Social Security Number
[mate V] [rezsee

|—Emergency Contact

Reason for No EMC: *Last Name: “First Name: Date of Birth: Legal Sex:

*Batient's Relationship to EC:
| [ooe e iE

[spouse <] | [mne

EMC Addr - Same (s} or Clear (c}

EMC Mailing Address
ZETNORTH RD
POUGHKEEPSIE. NY 12601-
1154

Discharge Care Giver:
Enter whether this person

will be a discharge care
giver. The information
entered here will be
displayed in the Care
giver Consent form at the

end of this registration.

* Home Phone Number Mobile/Pager Nurnber Waork Phone Number. Work Extension: Altermate Phone Number *Discharge G
| B45)483-5000 | Jo- | [y - 1] R
f— Mext OF Kin
Patient's Relationship to NOK: Last Name; First Name: Date of Birth i Legal Sex NOK Addr - Same (s} or Clear (e):
g | | ] [fer 3 | - |
NOK Mailing Address:
+ | Add Address
Home Phone Number: Mobile/Pager Number: Work Phone Number: Work Extension: Alternate Phone Number: Email Address: *Discharge Care Grver?:
() - | [er- | [ca- i | I
Additional Contact
f‘a'.\in:s Rgiuvmsh_\p ToAG Last Name: First Name: Date of Birth: Leg_sl Sex: Contact Addr - Same (s} or Clear (.. "
v | [ [~ =5 | v

Reltn Mailing Address:

+ [Add Address

|Validation Error

Complete:
Once Completed, click “Complete

» Complete Cancel
FERMINVI. |P1962 | 10/20/2024 | 10:37

* Emergency Contact
Next Of Kin
Additional Contact

There can be up to 3 additional contacts listed.




eForms

Any missing consent forms will appear on this popup. All missing consent must be obtained.You
can use the attached Wacom tablet or iPad to collect signatures

'8 | Sign eForms O

Select a parent;
ZZZTEST, MICHAEL - Encounter

Form Mame Document Type Subject Reazon Mot Completed Date Last Presented

D Care Act - MHRH Caonzent Farms Care Act

@ General Consent for Treatment - MHRH Consent Farms General Consent For Treatment 1042142024 171: 3713
& HIXMY Electronic Data Access Conzent Form Perzon Level Farms HIXMY Electronic Data Access Consent Form 02M3,/2023 09:21:27
@ Mo Surprise Act Dizclosure Farm - MHRH Congent Formz Mo Surprize Act Dizclogure Form 1042142024 11:37:14
@ Maotice of Privacy Practice - MHRH Caonzent Farms Matice of Privacy Practice 1042742024 17: 3714
@ Patient Registration Supplernental Farm Persan Level Forms Patient Reqistration Supplemental Form 030242024 03:45:20

Pragenl Select Forms | Frirl Fiefresh | Cloze

VNG Regorarcospia NI | 20 e

Atin. Physn: Papish MD, Mark A
Admit Date: 10/21/2024 Fin. Class: Medicaid HMO
FIN: 1042504562 MRN: 3580655

Westchester Medical Canter Health Network

ACCESS TO PROTECTED HEALTH INFORMATION
AUTHORIZATION

EZ.'L(MB/B!EIHI

Name of Patient: ZZZTEST, MICHAEL

| hereby assign the person below as the Caregiver: gm

Name Relationship | Address Telephone Discharge Care Giver Form:
to Patient 3 3 g
DOE JANE SPOUSE 211 NORTH RO POUGHKEEPSIE NY | (845) 4535000 All the information entered in the

additional contact tab will appear
here at the end.

| hereby decline assigning any Caregiver: @

“CAREGIVER” shall mean any individual duly identified as a caregiver by a patient under this
article who provides after-care assistance to a patient living in his or her residence. An
identified caregiver shallinclude, but is not limited to, a relative, partner, friend or neighbor
who has a significant relationship with the patient.

Patient Name (Print) ZZZTEST, MICHAEL Date/Time
Patient Signature: Date/Time
ZFTICE USE ONLY:

] Patient is unable to previde censent due to condition

0 Patient refused 1o sign

Hospital Staff Person’s Name: Date & Time








