Combined Interview Questions, Documentation, Work Processes, Patient Movement.

Completed after a detailed Observation of the surveyed clinic 


Clinic _____________________ 









Date of Interview ______________

	CLERK / Check-in
	 
	COMMENTS

	Person Interviewed:
	 
	Interviewed By: 

	Describe your check in process? (Report to desk-->find appt (In CHCS, AHLTA?)-->check ID-->insurance card copied-->address and phone # updated->Medicare Privacy Act form3rd Party Collections form, etc)
	 
	 

	Do you triage the patient? If yes describe your triage check in process.
	
	

	How do you obtain the patient's chart?
	
	

	What happens when there is no chart? Do you create a temporary paper chart?
	
	

	What are the required forms or applications for your clinic? (example SF600 ?).  Are they electronic
	
	

	Where is the patient waiting after check in?
	
	

	Who do you notify, that the patient is waiting, and how?
	
	

	How long does it take to check-in the patient?
	
	

	Do you document no-shows? If so, where do you document no-shows?
	
	

	When the provider is finished seeing the patient, what happens? Please explain.
	
	


Clinic _____________________









Date of Interview _______________

	Clerk / Check-out
	 
	COMMENTS

	Person Interviewed: ___________________
	 
	Interviewed By:  

	Who schedules follow-up appointments?
	
	

	Do you print an appointment reminder slip from AHLTA for return appointments?  Does the clinic have paper return appointment slips?
	
	

	Are patients ever called to remind them of an appointment?
	 
	 

	If a referral for an outside service is required, how is this appointment scheduled? 
	 
	 

	If a referral is made to an in-house clinic, who schedules this?
	 
	 

	Approximately how much time does a typical patient spend from the time of arrival to the time of check-out?
	
	

	How do you handle Patient info / T-Con calls?
	 
	 


Clinic _____________________










Date of Interview___________

	NURSE / TECH SUPPORT
	 
	COMMENTS

	Person Interviewed:
	 
	Interviewed By: 

	How are you notified the patient is ready to be seen
	
	

	Are there any other tests run before the patient is seen by the provider (ex. PFT's for asthma clinic, EKG for cardiology clinic, etc)?  
	
	

	Is the patient taken to the exam room or a vital sign station?
	
	

	What is done during the initial assessment (Vitals, Finger Stick, UA, Rapid Strep, X-Rays, or other labs)?
	
	

	Where and how is this information documented?  (In AHLTA, Paper, or other application)? 
	
	

	Is there a Computer in the exam room ?
Is the Computer used by all staff?
Can the patient complete a questionnaire on the computer?
	
	

	If required test results are unavailable, what happens?
	
	

	Do you verify allergies, medications, family history and recent illness and where do you document it?
	
	 

	On average how many patients do you see in an hour?
	
	 

	Approximately how long does the screening process take?  
	
	

	Approximately what percentage of the time is the patient’s Medical Record unavailable?
	
	 

	What forms or applications are used and what format are they in? Please list.
	
	 

	How long des it take to complete your documentation?
	
	

	Any suggestions or insights on how people best learn, communicate, and adapt to change at your clinic or how the intake process could be improved?
	
	 

	How do you handle patient info/T-con calls?
	
	


Clinic _____________________          Date of Interview _______________

	PROVIDER
	 
	COMMENTS

	Person Interviewed:
	 
	Interviewed By: 

	GENERAL - Please describe your patient visit process: (example Print schedule for the day, view alerts, sign orders, pull labs, rad results from CHCS or AHLTA, notified by tech, review chart, interview patient, exam patient, etc…) 
	 
	

	What are your top procedures/ diagnosis/complaints


	 
	

	Are you comfortable using a computer for documenting Patient Care? 
Are you a good typist? 
	
	

	REVIEW RECORD Before you see a patient what information do you review and how do you obtain it?  Example:  Past 3 visits, labs, rads, etc. How is this process different for various patient types (acute, chronic, new, and established).
	
	

	Approximately what percentage of your patients are seen without a Medical Record?   
	 
	

	Does incomplete record impact care? 
	 
	

	Do you review x-ray, lab, and other test results electronically? If no, how do you obtain them for review?  
	 
	

	What kind of information do you receive after a hospital admission? 
	
	

	PATIENT ASSESSMENT How are you notified that the patient is ready to be seen?
	
	

	Where is the patient when you are notified they are waiting?  
	
	

	Does any one assist you in the exam room when you are with a patient?  
	
	

	DOCUMENT CARE    How do you document your encounter? Do you use AHLTA?
	
	

	Does the patient/family complete any forms themselves to assist with assessment such as a medical history?
	
	

	Where do you document the encounter?  (exam room, outside exam room, hallway alcove, your office, etc.) 
	
	

	How many forms do you use and what are they? Other applications used?
	
	

	Are these forms customized for your clinic? 
	
	

	Do you ever create templates in Word or Form Flow?
	
	

	Do you document/summarize information in your notes that exists somewhere else in the chart? IE  T-CON requests
	
	

	When do you document your patient encounter?  Right after exam, end of day, after a group of patients, etc
	
	

	DOCUMENT PLAN (ORDERS) Do you enter all labs, in-house x-rays and medications into AHLTA?
	
	

	How does the ordering process differ if patient is required to have the test done outside of the MTF?
	
	

	Do you provide written information for the patient regarding their medication and illness?
	
	

	Who provides patient education and where is it documented?  
	
	

	What percent do you provide?
	
	

	What percent do others provide?
	
	

	How do you order a consultation and how do you know it was followed up on?
	
	

	Do you use order sets and are you able to modify them? How many order sets do you use?
	
	

	Do you require the patient to sign any forms? (consent, education etc…)
	
	

	What do you have to do before sending the patient home?
	
	

	How do you admit a patient to the hospital?
	
	

	What information is communicated to the hospital when admitting?
	
	

	Approximately, how much time do you spend documenting a patient encounter? 
	
	

	CODE ENCOUNTER Do you do your own Evaluation and Management (E&M) coding?
	
	

	Do you do your own procedure coding?  If so how long does it take?
	
	

	FOLLOW UP   Is patient compliance to treatment plan tracked and how?
	
	

	How are you alerted to patient results requiring your attention?
	
	

	How are results communicated to the patient/family?
	
	

	What is your process for telephone consults? How do these get documented?


	
	

	If you need to refer a patient outside the military health system, what information is sent and how are results of referral obtained?  
	
	

	Who builds your clinic favorites list?


	
	

	Any other thoughts/suggestions?
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