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The Login Screen
To login to OpenEMR, first select the correct group name from the Group

pulldown menu. The group is set in case multiple practices, or physician groups are
using the same system. Next enter a username and password into the appropriate
fields. Click the Login button to log into the system.  If the username, password, and
group are incorrect, the login screen will reappear and you must enter a valid
username, password, and group in order to use the system.

Main Screen

Navigation Bar
The navigation bar is located at the top of the screen. The first item of the

navigation bar is the Find Patient entry and link. The second item is the New Patient
link, the third item is the optional Users and Groups management screen, and the
last item is the Logout link. The Users and Groups management link will only be
displayed if the current user using the system is "authorized" (Information on
Authorization status can be found in the Users and Groups management section).

To navigate to a patient file, type in the first few letters of a patient's last
name into the entry, and click on the Find link. This will load the Patient Selection
screen, with a list of existing patient files. If nothing is entered into Patient entry
when the Find link is clicked, an alphabetical list of the first 100 or so patient files
will be displayed.

Clicking on the New Patient link will load the Create New Patient entry form.
Clicking on the Users and Groups link will load the Users and Groups

administrative management system.
Clicking on the Logout link will log the current user out of the system. This is

required by HIPAA for logging access and use of patient files. When a user logs out
of a session, the login screen is shown again, and a user must log in before
accessing patient files.

Information Bar
The name of the user that is currently logged in appears on the left hand side

of the information bar. The current date is displayed on the right hand side of
navigation bar.

Office Notes
Office-wide notes may be stored, recorded, and displayed by any user. This

can be used to log important events they are not related to a specific patient. Only a
few of the most recent office notes are displayed on the Main Screen, in order from
the most recent to the oldest. If there are more office notes that have not been
displayed, a warning message will be printed at the bottom of the displayed notes
informing the user that not all notes were displayed. Clicking on this notice, or on the
title link, "Office Notes" will load the full office notes interface.
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Office Notes Interface
To add a new comment, text should be entered into the large text entry box.

To save the note, click on the Add New Note link. Notes may be Active or Inactive.
To view all notes, click the View: All link. Otherwise, click on the View: Only Active or
View: Only Inactive to see either active or inactive notes. Every note has a checkbox
to the left of it - if the checkbox is checked, the note is active, if it is unchecked, the
note is inactive. To change a note to active or inactive, check or uncheck the
appropriate checkboxes to the left of the note you wish to change, and click on the
Change Activity link. If there are many notes, only a few will be displayed at a time.
To see the rest of the notes, click the Next link (or Previous link to navigate forward
or backwards in time).  To exit the Office Notes Interface, click on the Office Notes
title link.

Authorizations
If the current user is an authorized user, ie. a physician, the Authorizations

screen will appear on the bottom half of the Main Screen. It displays a brief summary
of all of the information that has been entered into the system by users who are not
authorized, ie. office staff, subcatagorized and organized by patient name. The
interface will display Billing, Transactions, Patient Notes, and Encounter Forms, but
does not display changes to Demographics information or Patient History / Lifestyle
information. Underneath the patient's name is a text link, "Authorize". Clicking this
link means that a physician has viewed and authorized the changes. If the
information should not be authorized, the physician should navigate to the patient
file, make the necessary amendments, and then authorize the original record from
the Authorizations screen. A few authorizations are listed by patient on the Main
Screen. If there are more authorizations, a notice will say that more exist, and
clicking on it or the Authorizations title link will load the Authorizations Interface.

Authorizations Interface
This interface displays all authorizations, and operates the same way as the

Authorizations screen from the Main Screen. To return to the Main Screen, click on
the Authorizations title link.

Finding a Patient File
To find a patient file, type the first few letters of the patient's last name into

the Patient Find text entry box in the upper left hand of the screen. Then click the
Find link. A list of patient files that exist in the system will be displayed alphabetically
by last name, comma, first name. To go to a patient file, click on the patient's name.
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Users and Groups Management

Adding a New User
To grant access to a new user, enter the new user's information into the

appropriate entry fields. The username must be lower case, must start with a letter,
should be less than 25 characters long, should be more than 5 characters long, and
should only contain alphanumeric characters. The password should be at least 8
characters long, and may contain characters other than letters and numbers. A new
user must be assigned initially to a specific group, from the group pulldown. The
authorized checkbox determines whether or not this user should be able to
administer the user and group settings. When a group is defined, for example, the
name of the medical practice, it contains users who are office staff, as well as users
who are physicians. Physicians who require the ability to authorize the information
that was entered by office staff must be "authorized" and should have this button
checked when creating them as users. Information such as the user's Real Name and
Additional Information are provided for auditing purposes. When all of the
information is entered, click on the Add User button to save the user.

Adding a New Group
To create a new group, enter the group name into the Groupname entry to

the right of the New Group title. Each group must be created with an initial user,
which must be selected from the Initial User pulldown. Click the Add Group button to
create the new group.

Assigning Users to Groups
If users must be assigned to multiple groups, select the username and which

group they should join, and click the Add User To Group button.

Deleting Users
To delete a user, locate the lists at the bottom of the page. The first list is a

listing of all the users in the system. The second list is a list of all the groups and
which users belong to which groups. To delete a user, click on the Delete link to the
right of the user name. This is permanent and cannot be undone, so please make
sure the delete is necessary and accurate.

Removing Users from Groups
To remove a user from a group, click on the remove link printed after each

username in the list of users that belong to each group.
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Patient File

Patient File Navigation Bar
The first page to load when accessing a patient file is the Patient Summary

view. The Navigation Bar changes to reflect the different subdivisions of the patient
file and includes a Summary, History, Encounter, Transaction, and the Close link.
The Summary link is automatically selected. The History link loads the patient history
screen, the Encounter link loads the encounter-specific screen, and the Transaction
link is used to log any general patient file interactions outside of the office.

Patient Summary Screen
Patient Summary Information Bar

The patient summary information bar displays the name of the patient whose
file is currently being viewed.

Patient Summary Demographics
The patient's demographic information is displayed directly underneath the

Information Bar. Subtitles are displayed in bold, while the values for each label are
printed alongside them, in a formatted layout. To change the demographic
information, to add new entries, or to update values, click on the Demographics title
link.

Patient Summary Demographics Interface
The full Demographics Interface displays all of the possible values for the

patient information, as well as their existing values if any have been entered
previously. Dates must be entered in the format shown, "YYYY-MM-DD", where four
digits are used for the year, followed by a hyphen, 2 digits for the month, followed
by a hyphen, and finally 2 digits for the date. Examples include: 2002-01-01 1995-
12-29 1984-10-10 To clear a value, select the text within the text entry box, and
press the delete button. Though values are updated and deleted from the visible
patient record, a comprehensive log of all patient data ever entered, regardless of
being cleared, is stored for journaling purposes. To save the changes or updates,
scroll to the bottom of the Demographics Interface page, and click on the Save
Patient Demographics link. This will bring you back to the main Patient Summary
screen. If you do not want save the changes that were made to the demographics
information, click on the Demographics title link to reload the Patient Summary
screen.
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Medications/Allergies/Immunizations Interface
To add a new medication, enter the name of the medication into the text

entry box located directly underneath the Medications title link. Any additional
comments may be entered beneath the medication entry box. Click on the Add New
Medication link to update the list of medications. To add a new allergy, enter the
name of the allergy into the text entry box located directly underneath the Allergies
title link. Any additional comments may be entered beneath the allergy entry box.
Click on the Add New Allergy link to update the list of allergies. To add a new
immunization, enter the date of the immunization into the text entry box located
directly underneath the Immunizations title link. Any comments regarding the type
of immunization, etc. may be entered into the text entry box below the date entry
box. Click the Add New Immunization link to update the list of immunizations.

Each of the Medications, Allergies, and Immunizations sections displays the
full list in a manner similar to how Office Notes are displayed. Similarly to Office
Notes, medications, allergies, and immunizations can be active or inactive. Because
all data that is ever entered into a patient file is stored for future analysis and
journaling, updates to existing entries, edits, or corrections must all be made in the
following manner: the old record that is no longer needed should be made inactive
by unchecking the checkbox to the left of the entry and then clicking the Change
Activity link to save the change. Then, the new entry should be entered in the
appropriate section, either Medications, Allergies, or Immunizations.

To exit the Medications/Allergies/Immunizations Interface and return to the
Patient Summary screen, click on any of the Medications, Allergies, or Immunizations
title links.

Patient Notes
Patient notes are displayed in the lower right of the Patient Summary screen.

The date, the user that entered the patient note, and the note are displayed in order
by date. If there are many patient notes, only the first few will be shown. If there are
patient notes that are not visible, a link will be displayed that informs you that some
patient notes were not displayed. Clicking on this link, or on the Patient Notes title
link will load the full Patient Notes Interface.

Patient Notes Interface
The Patient Notes Interface operates the same way as the Office Notes

Interface. For detailed information, please refer to the Office Notes Interface section.
To exit the Patient Notes Interface and return to the Patient Summary screen,

click the Patient Notes title link.

Patient History Screen

Patient History Information Bar
The patient history information bar displays the name of the patient whose

file is currently being viewed.
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Patient History/Lifestyle Interface
The full Patient History / Lifestyle Interface displays all of the possible values

for the patient information, as well as their existing values if any have been entered
previously. Dates must be entered in the format shown, "YYYY-MM-DD", where four
digits are used for the year, followed by a hyphen, 2 digits for the month, followed
by a hyphen, and finally 2 digits for the date. Examples include: 2002-01-01 1995-
12-29 1984-10-10 To clear a value, select the text within the text entry box, and
press the delete button. Though values are updated and deleted from the visible
patient record, a comprehensive log of all patient data ever entered, regardless of
being cleared, is stored for journaling purposes. To save the changes or updates,
scroll to the bottom of the Patient History / Lifestyle Interface page, and click on the
Save Patient History link. This will bring you back to the main Patient History /
Lifestyle screen. If you do not want save the changes that were made to the history
information, click on the Patient History / Lifestyle title link to reload the Patient
History / Lifestyle screen.

Past Encounters
A view of the most recent past encounters for the current patient are

displayed on the bottom of the Patient History screen. The date of the encounter, the
reason for the encounter, any comments that were entered under the Patient
Summary screen on the same date, and any Billing codes that were entered under
the Encounter screen are displayed in a formatted layout. Click on the date, reason,
comments, or diagnosis to load the saved encounter. If some of the encounters were
not displayed, a notice link will say that there are more encounters. Clicking on this
link, or on the Past Encounters title link will load the full Past Encounters interface.

Past Encounters Interface
This screen is an expanded version of the Past Encounters view presented in

the Patient History screen, except that all entries are displayed this time. To return
to the Patient History screen, click on the Past Encounters title link.

Patient Encounters

New Patient Encounter
If the Patient Encounter link is clicked for the first time on a specific date, the

New Patient Encounter Form is automatically loaded, asking for information
regarding the nature of the patient encounter. The Reason for Visit text entry box is
used in the Past Encounters screen to provide a summary of a patient encounter.
Also, if the Patient Encounter link is clicked for the first time on a specific date, the
Past Encounters view is displayed. For more information on this view, see the Past
Encounters and Past Encounters Interface sections. Clicking on the Past Encounters
title link will load the Past Encounters Interface of the Patient History screen.

Patient Encounter Information Bar
The Patient Encounter Information Bar displays the name of the patient

whose file is currently being viewed on the left hand side, and the date of the
encounter on the right hand side. If the encounter is a past encounter, only the date
will be displayed. However, if the encounter is the current day's encounter, the text
"(Today)" will appear before the date.
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Patient Forms
A list of all forms that were entered on the specific encounter currently being

viewed are displayed in order that they were entered, in a formatted layout directly
underneath the Patient Encounter Information Bar. To view a patient encounter form
and its data, click on the name of the form.

Adding a New Form to a Patient Encounter
The list of all available patient encounter forms is listed on the right hand

side, underneath the encounter date, below the New Form title. To load a new
patient encounter form, click on the name of the form.

Form Interface
Each form is specific to an encounter, and contains a varying degree of

complexity depending on the nature of the form. When all of the data on the form
has been entered, click the Save Form link to save the information, and return to the
Patient Encounter screen.

Coding/Billing
A list of the possible coding and billing options for the encounter is displayed

in the lower left hand corner of the Patient Encounter screen. The ICD-9-CM Custom
link loads the customized list of the most frequently used ICD-9-CM codes. The ICD-
9-CM Search link loads the search interface that accesses over 19,000 ICD-9-CM
codes. The Copay link may be used to enter a copay amount for the encounter.

ICD-9-CM Custom Codes
The most frequently-used ICD-9-CM codes are automatically displayed in the

bottom middle of the Patient Encounter screen. To add a new ICD-9-CM code to the
current encounter, click on the text link of the code. To edit the default custom ICD-
9-CM codes, click on the ICD-9-CM title link.

ICD-9-CM Custom Codes Interface
To add a new custom ICD-9-CM code, enter the text description of the code in

the Text Description text entry box, and enter the numerical code in the Numerical
Code text entry box. When the information is entered, click on the Add Code link to
save the new custom code. The existing custom ICD-9-CM codes are printed in a list
beneath the Add Code link. To delete a custom ICD-9-CM code, click on the Delete
link located directly to the right of the code you wish to remove from the ICD-9-CM
Custom Codes list. To return to the Patient Encounter screen, click on the ICD-9-CM
title link.

ICD-9-CM Search
To search the ICD-9-CM codes database, enter the part of the text of the title

of the code, and click the Search text link. The first few codes to match are
displayed. If more codes matched but could not be displayed, a message is printed
at the end of the results, and the search should be refined if the result was not
found. To add the ICD-9-CM code found from the search, click on the name of the
code.
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Billing
The billing codes that have been entered for the patient encounter are

displayed in the lower right of the Patient Encounter screen. They are subcatagorized
by the codeset type and version, or whether the entry was a copay, etc. To edit the
list of Billing codes, click on the Billing title link.

Billing Interface
A full list of the codes entered for the encounter are displayed in a formatted

list. To remove a specific entry, click on the Delete link located immediately to the
right of the desired billing code.

Patient Transactions
This section is used to log any transaction of the patient record outside of the

practice. This includes logging referrals, physician requests for data from outside the
office, legal requests, or patient requests. HIPAA requires that this information is
logged, and for auditing, journaling, and security purposes, it is required.

Patient Transactions Information Bar
The patient transactions information bar displays the name of the patient

whose file is currently being viewed.

Add New Transaction
Select the type of transaction from the pulldown menu located directly

underneath the Transaction Type subtitle. Enter the details and comments regarding
the patient transaction in the text entry box beneath the type pulldown menu. When
the data is entered, click the Add New Transaction link to save the transaction.

Patient Transactions
At the bottom of the Patient Transactions screen is a formatted list of the

most recent patient transactions, in order by date. Only the first few most recent
transactions are displayed - if there are more transactions, a warning link explains
that some patient transactions were not displayed. Click on this link or on the Patient
Transaction title link to load the Patient Transactions Interface in order to view all of
the transactions.

Patient Transactions Interface
This screen displays all of the patient transactions recorded, in order by date,

from most recent to oldest. The date that the transaction was entered, the type of
transaction, and the comments and details of the transaction are all displayed in a
formatted layout. To return to the Patient Transactions screen, click on the Patient
Transactions title link.

Closing a Patient File
To close an open patient file and return to the Main screen, click on the Close

link in the upper right hand corner of the Patient File.


