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The Floating Clinical Tool Bar 
 

 
 
The Clinical Tool Bar allows users to quickly access chart information, medications and problems.  
The tool bar can be dragged to different positions on the screen by using the mouse.   
 

 
 
To bring the Clinical Tool Bar back, click Tools, then click Show/Hide Clinical Toolbar 
 
Vertical Tool Bar (VTB) 
 

 
 
 
 
 
 

 
 
 
 
  
Horizontal Tool Bar (HTB) 

 
 
 

 
 
 

The VTB contains 
a vertical list of 
menu items on 
the left hand side 

The HTB contains 
submenus across 
the top for the items 
listed from the VTB. 
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Schedules 

 
To select a Provider’s schedule: 

1.  Click  
 

 
 

 
2. Type the provider’s name in  

3. Click  
4. Highlight the provider and click  
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• The Providers Schedules tab allows the user to see up to 4 provider schedules.  
 
• To select a default provider, click the Personalize hyperlink.   
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Patient Banner Bar 
 

• The Patient Banner Bar populates by single clicking on a patient in the schedule or searching 
for a patient using the Select Patient Prompt on the Patient Banner Bar.       
 

 
 

• To search for a patient not on the provider’s schedule, click on     
 

  
• Click on Search.   
 

 
 
• Search for patient by MRN, Name, Partial Name, Phone or SSN. 
• When the Patient Banner Bar is populated with a patient name from the schedule, the buttons on 

the bottom of the screen will be enabled.   
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Patient Profile 
 

 
 
• To view the Patient Profile, click on the  icon on the Patient Banner Bar -or-  

Click on the  button at the bottom of the screen 
 

 
 
• The demographic page will appear and can be printed by clicking on <Print>. 
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Appointment Details 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

• Click on the  button to see the details of the current appointment. 
 

 
Patient Appointments 
 

• Click to see a list of the patient’s appointments. 
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For Your Information (FYI) Button 
 
 

 
 
• The  button can in the patient banner bar can be used to communicate important 

information to other staff members viewing the patient. 
 
Note: This information is not a part of the patient’s chart 
 
 
 
 
 
 
 
 
  
 
 
 

• After clicking OK, the  button will change from white to yellow  on the Patient 
Banner Bar.   

 
 
Examples of FYI Comments: 

• Patient requires large room for wheelchair access 
• Patient requires Spanish translator 
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FYI Standards – Rules and Guidelines 
 

 
The FYI will be owned by the clinical staff. The nurse will notify the physician if there is information in the FYI button 
he/she should review. Information will be entered by the clinical staff using the IPC project tools used currently. Training 
involved for all clinical staff will be done by a clinical lead. 
 
Information entered in the FYI is discoverable, do not use inappropriate content or language. Proper “task etiquette” 
should be used. Follow this basic rule:  
  

“If you don’t have anything nice to say, don’t say anything at all” 
 
 
What should the FYI be used for? 
IPC (Individualized Patient Care) capturing specific data from the patient NOT related to his/her  medical condition. This 
information is used to increase Patient Satisfaction. 

 Patient doesn’t like to be left alone in the exam room 
 Patient recently returned from Italy 
 Patient recently lost mother 
 Patient just bought a new car 
 Patient will need a wheelchair 
 Patient is a great golfer 

 
 
What should it NOT be used for? 

1. Anything related to the patients medical condition 
 Patient is due for a pap smear 
 Patient is allergic to sulfa medications 
 Patient is HIV positive 

2. Inappropriate comments 
 Patient was very annoying 
 Patient smells horrible  
 Patient is weird 
 

 
How should info be entered? 

1. Information should be entered as seen below (date, info, user name): 
 05/04/07 “Patient…” RAZCR 

2. Items will be in chronological order, most recent updates to be at the top 
  
 
Who to contact if the information entered is questionable? 
Staff should contact their supervisor or manager. Staff should provide: 

 Patient name 
 Patient MRN 
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Chart 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

• The Clinical Desktop is comprised of 3 panes in one workspace. 
• There are tabs within each pane. 
• To view one full screen pane at a time, click on the  icon in the upper right corner. 

 
 
Double click on an item in the chart to display the selected information.   
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Starting a New Provider Note (V11 Note) 
 

• To begin a note, start by double-clicking on the patient from the schedule. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
• Click the arrow beside the Note icon  and select Start New Note 
 
 

Select the correct fields in Note Selector:  
 

a. Select “Note” if not defaulted  
b. Select Specialty 
c. Select Visit Type 
d. Select Owner 

 
• Click  
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Note Authoring Window 
 

• A separate window will pop-up called ‘Note Authoring’  
 

 
 
 
 
 

 
 
Complete Note by completing designated fields  
 

- Clinical Staff Note 
- Medications 
- Allergies 
- Med/Allergy Reconciliation  
- Pharmacy  
- Height/Weight/Vitals 
- Meaningful Use Guidelines 
  

 
 
 
 
Note: Review at your site which fields to populate. Some departments may be required to complete 
additional fields 
 
 

Patient’s Chart 
Note Contents  

(Same info in each box) 
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Reason for Visit 
 
 

 
 
• Click into the free-text Chief Complaint  field and enter the patient’s chief complaint(s) 
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Medication History  
• Click the arrow beside the P (Problem)   icon 
• Select   

 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

• In the search text box. Type in all or part of the medication name. 

• Double-Click  on the medication name. 
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• Select the appropriate Sig and click the  button. 
 

 

• The added Medication History will be pink until it is saved.  
• To save the information, click on the  button. 

 
• Once you click , you will get an “Encounter Summary” pop-up window 

 
• Click Save and Continue 
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This allows you to verify the information that was entered before it is saved in the patient’s chart. 
 

 – will close the Encounter Summary window without saving the information. The 
information will remain pink 
 

 – will save the information and close the Encounter Summary window. The 
information will no longer be pink 
 

 – will save the information and keep the Encounter Summary window open. The 
information will no longer be pink.  
 

Delete Unsaved – will delete the information without saving and close the Encounter 
Summary window. The information will be removed from the patient’s chart. 
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Edit Medication 
 

• Right click on the medication and click Edit 
 

 

• The edited Medication will be pink until it is saved.  
• To save the information, click on the  button.  

 
• Once you click , you will get an “Encounter Summary” pop-up window 

• Click  
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Remove Medication 
 
Inform the provider if the patient is no longer taking a medication that is on their medication list. DO 
NOT remove the medication unless instructed by the provider.  
 
The provider will consult with the patient and either remove the medication or instruct you to remove 
it. 
 

• Right click on the medication and click Record D/C 
 

• To save the information, click on the  button. 
 

• Once you click , you will get an “Encounter Summary” pop-up window 
 

• Click  
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Renew Medications 
 

• Right click the name of the medication to refill and click on Renew with Changes.  
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• Click  
 

• Click  to save 
 

• Click  
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 

 

What do the faces mean? 
•  Medication is covered by insurance with a co-payment. 
•  Medication is covered by insurance but requires a higher co-payment. 
•  Medication is not covered by insurance. 

•  Not reimbursable 
• Over the counter 
•  Prior authorization required 
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Print Medication List 
 

• Right click in the Medication Pane and click Print Medication List 
 

 
 

• Click  
 

• Click  
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Allergies 
 

• Click the arrow beside the P (Problem)   icon 

• Select  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

• Select Medication or Non-Medication.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Keywords:  
“For your safety…” 
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• Type in the name of the medication and press Enter. 

• Double-Click  on the allergy. 
 
 

 
 
 

• Click on the magnifying glass icon  to add a reaction.   
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• Search and checkmark the correct allergy reaction. 
 

• Click  
 

 
 

 
 
 
 

• Click on the drop-down arrow to choose the Severity 
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• Click the  button. 
 
 
 
 
 
 
 
 

• The new allergy will appear pink.   
• Click  to save.  

• Click  

 
 
 

Allergies Entered in Error 
 

• If an allergy was entered in error, highlight the name of the allergy by clicking on it. 
• Click on Enter in Error. 

 

 
 
Note: This process must be done by the person who entered the Allergy in Touchworks AND it must 
be done within the same work day.  
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Med/Allergy Reconciliation 
 
 

• Select Med/Allergy Reconciliation from TOC pane 
 

 
 
 
 
 
 
 
 
 
 

 
• Checkmark Medications and Allergies Reconciled 

o If there were no changes, checkmark No Changes per Patient  
 

• Document any changes made to patient Medications or Allergies in comments 
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Adding a Pharmacy (in Patient Profile) 
 
 
Suggested scripting: What SRS pharmacy would you like your provider to use for your 
prescriptions?” 
 

• Click on the  icon to access the Patient Profile 
 

 
 
 
 
 
 
 
 

• Click pharmacy 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

• Click on the Magnifying Glass  
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• Type in the name and/or address of the pharmacy and click Search. 
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Vitals 
 

• Click on the drop-down menu next to the   icon 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

• Enter Vital Signs & Click  
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• The new vitals will appear pink.   

 
• Click  to save.  

 
• Click  
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Meaningful Use Guidelines  
 
Screenings must be completed on patients 65 or older  
 

 
Note:  Check with your department lead or supervisor to determine if your department is participating 
in this workflow. 
 

• Depression Screening (Annually): Provide patient with the PHQ Form, they will fill out the 
first two questions (PHQ-2).  If the score of the first two questions equal 3 or more, ask the 
remaining questions with the patient. The sum off all the questions (including the PHQ-2 
score) will equal the PHQ-9 score. 

• Fall Screening (Annually): Ask patient if they have fallen within the past year, if they have, 
how many times and if there were injuries. 

• BMI Screening (Every 6 months): Ensure you capture weight and height at the visit if this was 
not captured in the last 6 months. 
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Documenting Screening Results 
 

• Click the Flowsheets tab and select Clinical Quality Assessment flowsheet.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

• If no screenings have been completed, then capture the information. 
 

• Click on the drop-down menu next to the   icon and select Clinical Quality Assessment. 
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• Enter the Fall Screening information by selecting the drop-down 
 

• Enter the PHQ-2 score. 
o If the score for the first two questions is 3 or more, you MUST ask the remaining 

questions and enter in the total PHQ-9 score. 
 

• Click OK 
 

• If BMI was also not screened, be sure to capture height and weight under Vitals. 
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Social History – Smoking Status 
 
• Click the arrow beside the P (Problem)   icon  
 

  
 

• Search and single-click to Select the correct Smoking Status 
 

 
 

 
 
 
Patient Education - Smoking Cessation 
 

• Select Orders tab 
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• Select Instructions tab 

• Double click  ‘Tobacco Cessation Counseling…’  
  

 
 

• Select Show All Problems 

 
 

• Select Smoking Status SocHx 

 
• Click the  button. 
• Click  
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Second Breath    
A Comprehensive  
Smoking Cessation Program 
  
If you’re ready to quit smoking, Sharp Health Care’s Second Breath program can help. 
 
This small group program is designed to guide you through the process of becoming tobacco-free by 
addressing both the habit and addiction components of smoking. During the six-weekly sessions you 
will build skills in behavior change, stress management, weight control, and effective medication 
use and preventing relapse. Long-term support and follow-up is provided. Participants who 
experience a relapse are welcome to repeat the program within one year, free of charge. 
 

• Instructors are trained and experienced health care professionals who provide smokers with 
support they need to reach their goal 

• Second Breath is based on clinically-proven therapeutic methods 
• Classes consist of small group settings, and teach overall healthier lifestyles 
• Each class meeting the importance of exercise, good nutrition, weight management, 

relaxation techniques and the use of effective coping skills are discussed 
• Medication management is discussed and in some cases, may be prescribed to help alleviate 

the withdrawal symptoms associated with nicotine addiction. 
 

Registration is required. 
 

Payment options include cash, check or credit card (Some insurance plans may cover  
a portion of the program fee) 
 
To schedule a free orientation, please call (858) 505-1400. Classes are held in the 
evening at various Sharp Rees-Stealy locations.   
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Sign the note (as Co-participant) 
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Once a note has been signed, a paper icon     
will appear on the provider’s schedule  

 
Note: Once you sign a note, you will be unable to go back into it. 
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