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CHAPTER I 

INTRODUCTION 

Purpose of Project 

For several years two health centers in St. Louis 

(St . Louis Comprehensive and Yeatman/Union-Sarah) were dis­

satisfied with the quality and cost of their data processing 

service arrangements. Aware that opportunities existed for 

both improving the timeliness and accuracy of data and for 

reducing overall processing cost, the centers jointly agreed 

to study alternative data processing system approaches. 

After initial meetings between the project directors 

and appropriate staff of each of the centers, the following 

objectives of the study were agreed upon: 

1 . Assess overall information processing needs and the 

appropriateness of current data processing expenditures. 

2. Document alternative data processing systems and their 

associated cost for both joint and individual ventures 

by the centers. 

3. Provide guidance in selecting amongst the various 

alternatives. 

4. Develop a five-year plan for implementing data systems 

which reduce administrative costs and which support the 

1 
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Centers' goals of improving the volume and quality of 

patient care delivered. 

Background 

The primary objective of the Ambulatory Healt h Care 

Information System is to supply administrators and medical 

directors of Ambulatory Health Care facilities with infor­

mation needed to run their operations effectively and to 

provide high quality care. Toward this end, t he healt h in­

formation system measures key characteristics of the families 

and patients being served and the services they receive. 

These measurements, or data, are recorded and processed us ­

ing an integrated information approach so t h a t a variety of 

users and functions can be served by just one system. 

Problem Statement 

Comprehensive neighborhood health centers have gen­

erally been established through Public Health Service Grants 

from the Department of Health, Education and Welfare (DREW) 

for the purpose of providing health care to lower-income 

and inner city populations. These health centers, estab­

lished in the late 1960's and early 1970's, have passed 

through an initial developmental phase and have matured and 

stabilized in terms of services offered, patient volume , and 

management. In this environment, management is able to more 

closely scrutinize the operation of the health center to 
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maximize the quality of health care provided and increase 

operating efficiencies. In order to achieve these objectives, 

management needs more accurate information provided on a 

timely basis to make the necessary decisions. 

Electronic data processing has often proved to be a 

valuable tool for processing large volumes of data quickly 

and accurately. Because of the large number of patients 

served and the variety of services provided these patients, 

health centers generate an enormous amount of data partic­

ularly in the areas of billing, accounts receivable, profile 

of patients, services delivered, medical records, and 

patient appointments. 

The challenge is to provide health center management 

with the basic data appropriately analyzed and summarized to 

facilitate decision making. This means, for example, that 

statistics of the number of patients served and services pro­

vided should be summarized and reported. The characteris­

tics of the patients should be analyzed by age, sex, pay-

ment status, etc. Revenues earned, billed, and not yet 

collected should be summarized. Expenses should be accrued 

and related to patient volume; and finally, management 

should have the capability of understanding this information. 

Management has recognized that the present data col­

lection system provides a great deal of information that is 

useless for program planning and decision making. All data 
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processing instruments are undergoing revision in an attempt 

to collect i n formation in a more usable form. The assump­

tion is that this revision will provide information that can 

be readily used to further the goals and objectives of the 

project. Several options are available in the selection of 

a new Management Information System. These options include 

the use of: 

A. Private service bureaus 

B. University computers 

C. Independent consultants 

D. Mini - computers 

The experiences of other health centers will be com­

pared to the experiences of the St. Louis centers and based 

on the cost and efficiency of the various sytems and the 

needs that have been identified by management, a system will 

be selected. 

Hypothesis 

The general purpose of this paper is to prove that 

the accuracy and timeliness of data is directly related to 

better management and decision making. To test this hypo­

thesis I will compare the use of current data over a six­

month period in which a new Ambulatory Health Care Informa­

tion System will be in effect, as compared with our experi­

ences over an 8%--year period in which another system was in 

use. 



Summary of Topics 

Chapter II 
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"Historical Background of Neighborhood Health Centers 

and Their Need for an Ambulatory Health Care Information Sys­

tem" contains the historical background of neighborhood 

health centers and describes how they differ from other cen­

ters rendering care. Also included in this chapter is a 

description of the Ambultory Health Care Information System 

including its functions, components, and uses. 

In that fiscal management has become of prime impor­

tance both to health center management and to the Federal 

Government, a section on "Fis cal Management and the Ambula­

tory Health Care Information System" is i ncluded in this 

chapter. Many of the identified barriers to increasing third 

party revenues are discussed along with possible ways of cor­

recting some of the problems. This section shows the impor­

tance of data collection and processing as it relates to the 

Ambulatory Health Care Information System. 

Chapter III 

"Selection and Installation of a New Management In­

formation System'' includes a discussion of how the St. Louis 

centers selected a new Management Information System. Sev­

eral Alternative Data Processing Systems were considered and 

the positive and negative aspects of each are discussed. 
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After reviewing the several alternatives and making 

a selection, criteria are established to determine the effec­

tiveness of the new system as compared to the former Ambula­

tory Health Care Information System. A brief discussion of 

staff training is also included in this chapter. 

Chapter IV 

"Summary, Conclusions , Implications for Future" con­

tains a discussion of tne effectiveness of the new system as 

compared to the former one. The criteria for measurement 

established in Chapter III are compared with results produced 

by the new system and several conclusions are reached. Sev­

eral failures of the new system are also discussed and uses 

for t he system in the future that were initially unanticipated 

are also discussed. 



CHAPTER II 

HISTORICAL BACKGROUND OF NEIGHBORHOOD HEALTH 

CENTERS AND THEIR NEED FOR AN AMBULATORY 

HEALTH CARE INFORMATION SYSTEM 

This chapter includes a description of t he histori­

cal development of neighborhood health centers and how they 

differ £rem other centers that deliver care to indigent 

populations. 

In that the first Ambulatory Health Care Information 

System developed by the Department of Health, Education and 

Welfare was developed in St. Louis, Missouri, at the Yeatman/ 

Union-Sarah Health Centers, it will be included to demonstrate 

the purposes and functions of the system. Little additional 

related literature of significance is available. If the ex­

pectation of success predicted by the author of this paper 

proves accurate, the system that will be developed will un­

doubtedly be adopted in centers throughout the country. 

Also included in this chapter will be a section deal­

ing with "Fiscal Management and the Ambulatory Health Care 

Information System," which has become of vital importance to 

the survival of n·eighborhood health centers. The Department 

of Health, Education, and Welfare no longer provides centers 

7 
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with adequate funds for total support and each center must 

generate additional funds from other sources (third party 

revenue) or cut back in services to clients. Earlier in my 

studies at Lindenwood 4, I researched the experiences of 

other centers as well as Yeatman/Union-Sarah in their at­

tempts to generate additional revenue from third party sour­

ces; the problems those centers encountered and their direct 

relations to proper data collection are discussed here. 

Historical Background of Neighborhood Health Centers 

A community health center can best be described as a 

place where residents of a particular corrnnunity receive a 

variety of ambulatory health services at one location. Cen­

ters are located in both urban and rural communities and 

usually serve communities thought of as medically under-served, 

low-income, deteriorating. The centers combine medical and 

social services for a designated population. Through the 

years, the term "neighborhood health center" has been applied 

to a variety of health care models: free clinics, family 

health centers, health networks, and neighborhood health cen­

ters. All have certain common elements, but differ in orien­

tation, financing, and scope of services. 

A free clinic differs from the other models in terms 

of staffing, financing, and the level of community identifi­

cation. These clinics were initiated by community residents 
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during the 1960's. Often they served "hippie" populations 

in big cities or near college campuses. The free clinic is 

usually staffed by volunteer personnel. Patients who go 

there pay according to their ability and those who cannot 

pay receive free medical care. The clinic is financed 

largely from conrrnunity and private resources, ranging from 

donations o f money to donations of equipment and services. 

Very often these clinics originate within an ethnic, cul­

tural, or age group and develop a program highly responsive 

to that group. 

The family health center was developed to meet the 

health care needs of medically underserved rural populations. 

Currently there are 39 of these centers, serving approxi­

mately 35,000 people. They are financed, in part, through 

the federal government, and they provide a prescribed pack­

age of ambulatory health care benefits on a prepaid basis to 

their enrolled population. The benefit package includes: 

emergency medical services, physician services, out-patient 

medical and health services (such as physical therapy, diag­

nostic laboratory and x-ray services). The Family Health 

Center also arranges for hospitalization, but the benefit 

package does not include financial payment to the hospital 

for in-patient treatment. 

The health network is a prepaid (capitation) plan 

designed for urban areas. It relies on the existing health 
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resources in the community and attempts to create a "net­

work" out of these resources to serve a particular popula­

tion. The network utilizes the services of hospitals, out­

patient departments, medical groups, free-standing ambula­

tory health centers, medical foundations, and neighborhood 

health centers. There currently are ten networks in opera­

tion providing services to approximately 25,000 persons. 

Community health networks are financed, in part, by the 

federal government and have consumer-provider boards which 

determine policy. 

The largest number of community health centers are 

neighborhood health centers. These centers usually are lo­

cated in low-income, urban areas. They currently are serv­

ing about 1~ million people. The majority of the patients 

utilizing the services of a n·eighborhood health center are 

children between the ages of 5 and 14, and women of child­

bearing age (15-44) . Approximately 12 percent of the pa­

tients are between 45 and 64; 6 percent are 65 and over. 

Neighborhood health centers were initiated in 1965 

by the Office of Economic Opportunity (OEO) in response to 

the growing awareness of inadequate medical attention to 

the poor and its economic and social consequences. The cen­

ters are now under the sponsorship of the Department of 

Health, Education and Welfare. The policies and procedures 

which govern the centers are established by HEW national 
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and regional offices, and the governing board of the centers. 

The goal of the neighborhood health center is to pro­

vide a wide range of family-oriented, ambulatory health care 

services to the people living in a defined service area. 

All of the centers offer basic medical and laboratory ser­

vices ; 94 percent offer pharmacy and 90 percent offer x-ray 

services. Dental services are offered in 99 percent of the 

centers, and home health services are provided in 83 percent. 

The "comprehensiveness" of healt h services provided 

by the centers varies according to the individual needs of 

each community. For example, a center located in an area 

which is known to have a high risk for lead poisoning may 

sponsor a screening project and/or an educational program 

which informs parents and children alike of the symptoms, 

causes, and effects of lead-based paint poisoning. Other 

centers may provide screening programs for sickle cell 

anemia or a drug abuse education program. 

The scope of services available depends upon a vari­

ety of factors , such as federal funding level, state sup­

port, and private or institutional support. This is par­

ticularly the case with social and community services, 

transportation, training and community organization, phys­

ical and speech therapy, and optometric services. 

The majority of the health center employees (except­

ing physicians and other licensed occupations) are community 
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residents who have been trained in on- site education pro­

grams. These programs may be conducted in conjunction with 

a nearby university or medical school, or the training may 

be conducted in the center itself with the support of 

another community agency. The training programs were cre­

ated to relieve the physician from certain "routine" proce­

dures for which he is overtained; to provide community resi­

dents with marketable skills; to bridge the gap between 

patients and professionals by the use of individuals who, 

it is thought, can respond to the needs of the patients. 

Although this program has been controversial from i ts con­

ception, more than 6,000 persons have been trained. There 

have been heated debates over the issues of licensure and 

the quality of the training but almost all centers view 

these programs, and the graduates, very positively. 

The trainees fill a variety of positions. The family 

health worker has met with considerable success in the neigh­

borhood health center . He/she has had an on-the-job training 

course for a stipulated period (such as 26 weeks) in com­

munity relations and certain basic techniques of health care. 

Their time is usually spent outside of the center visiting 

assigned fami lies to see that patients follow prescribed 

methods of health care and that their families understand 

the treatment and are supportive of the patient. They usu­

ally have the responsibility for maintaining a family's 
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records and charts and, in some centers, act as referral 

agents for health-related problems. The success of the 

family health workers comes primarily from their ability to 

bridge the gap which may exist between the center and the 

family. 

In some centers, family health workers are called 

outreach workers. In other centers, however, the outreach 

worker serves a separate public education and public relations 

function . This person visits families in the area who are 

not registered at the center, explains the procedures for 

registering, and discusses the importance of health mainte­

nance . Once the outreach worker interests a family in the 

center, appointments will be made for registration and an 

initial assessment. Those centers which do not employ out­

reach workers or train family health workers usually operate 

a public education program, often through the public school 

system or another community agency. 

One of the more successful programs for traditional 

professionals and others has been the training of mid-level 

practitioners (MLPs). Mid- level practitioners receive ad­

vanced training and, depending on state laws, may require a 

license. They perform a range of services independent of a 

physician, but usually will refer diagnostic problems and 

certain treatment procedures to the physician in charge. 

The MLP Program includes nurse clinicians, personnel trained 
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under the Medex Physicians As,sistants Program, mental health 

workers, and registered nurses who have had advanced train­

ing in psychiatry, pediatrics, gynecology, and public health. 

When a new patient arrives at the center in a non­

emergency situation, he/she is usually channeled by the re­

ceptionist to a clinical nurse and/or a family health worker 

who takes the patient's history and vital signs. At this 

initial registration, basic socio-economic data related to 

general health and family conditions are recorded. An indi­

vidual and family registration record is prepared and becomes 

an integral part of the patient's chart. A medical chart is 

developed and a permanent record number is assigned. The 

identification number is recorded for those patients who have 

private health insurance, Medicaid, or Medicare. Patients 

who appear eligible for Medicaid and/or Medicare benefits 

are referred to a staff member who assists them in completing 

the necessary forms and arranges for an interview with the 

appropriate agency. 

If the individual is not eligible for third-party 

coverage, and is able to pay for the services, he/she is 

assigned to the appropriate fee category on a sliding-scale 

basis. For those ineligible and unable to pay, the cost is 

absorbed usually by the center. At this time an appointment 

for a health assessment is made. 
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The day before the scheduled appointment, a family 

health worker or an outreach worker contacts and confirms 

the appointment. If transportation is required, the outreach 

worker will coordinate necessary arrangements. I f the pa­

tient cancels the appointment, the family health or outreach 

worker will either telephone or visit the patient to deter­

mine the reason. 

When a number of centers discovered that patients 

were canceling appointments for health assessments out of 

fear of what the examination might involve, a family health 

worker was sent to the patient's home to explain the examina­

tion in detail. If the family health worker determines that 

the patient understands Spanish more easily than English, a 

bilingual health worker is assigned to the case. 

The initial health assessment includes a complete 

medical history and physical, a battery of laboratory tests, 

and when necessary, referral to the appropriate special or 

social service worker. For women, the initial health 

assessment usually includes a pelvic exam, a Papanicolaou 

smear, and, when requested, family planning assistance. 

If the center operates on a "team" system, patients 

are assigned to a team after the initial health assessment. 

This team usually consists of a physician, a public health 

nurse, a mid-level practitioner, and a family health worker. 

The team will review the patient's case and the medical 
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history of the entire family and decide the proper course of 

treatment . If hospitalization is indicated, the family 

health or outreach worker will make the necessary arrange­

ments. If the center does not have an arrangement with a 

nearby hospital, the patient will be admitted to a hospital 

where the attending center physician has privileges or a 

staff appointment. 

Arrangements for hospitalizing patients vary from 

center to center and have caused problems for some neighbor­

hood health centers. In cases where there is no hospital 

affiliation, patients may feel uneasy about using the center 

because there is no assurance that they will be admitted. 

Moreover, some physicians have had difficulty obtaining 

hospital admitting privileges. 

Ideally, the primary physician should be able to 

"follow" a patient through the course of hospitalization and 

monitor treatment for future reference. Too often, however, 

this is the exception in all health care systems, including 

the neighborhood health centers. For example, where hos­

pital back-up agreements have not been negotiated, centers 

have difficulty receiving medical charts on patients who have 

been hospitalized and then return to the center for follow- up 

treatment. The reverse also may be true, when a patient 

enters a hospital, but does not inform the hospital of pre ­

vious treatment in the center. The attending physician has 
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no way of knowing what procedures have been described and 

must depend completely on the patient for information. No 

satisfactory arrangement has been made to date to obtain 

these charts. 

Most centers are open from nine to five, Monday 

through Friday, with provisions for emergency services after 

hours and on weekends . Centers also are open in the evening, 

one or two days a week, enabling patients to come in after 

work. Emergency services are provided either at the backup 

hospital or by physicians in the centers. All patients reg­

istered at the center are given an emergency telephone num­

ber . The centers have an administrator who is responsible 

for the day-to - day management of the center and for executing 

the policy set by the board of directors. Duties include 

hiring personnel, carrying out programs, and preparing the 

budget and grant applications. The administrator may be a 

physician , but more often he is trained in health services 

administration . The medical director of the center is 

responsible for all medical treatment and procedures offered 

in the center. The centers also employ the usual range of 

secretaries, accountants, and bi l ling clerks. 

Prior to the passage of P.L. 94-63, The Health Reve­

nue Sharing Act, in 1975 , HEW program guidelines required 

that each center have a board of directors. If the board 

of the center was designated as the recipient of the grant 
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monies, it was called the 11governing board." Governing 

boards could have no more than 25 members, one-third of whom 

were individuals served by the center; another one-third, 

individuals who derived more than 10 percent of their annual 

income from the health industry; and the remaining third, 

representatives of the conrrnunity served. Governing boards 

were exempted from these requirements concerning their com-

position if the center established an Advisory Council com-

posed of no more than 25 persons, all of whom had to be 

eligible for services provided by the center. 

P.L. 94-63 requires each center to have a governing 

board, the majority of whose members must be individuals who 

are serviced by the center and who "as a group represent the 

individuals being served by the center. " The law requires 

that the board meet at least once a month, establish general 

policies for the center (including the selection of services 

to be provided by the center and a schedule of hours during 

which services will be provided), approve the center's 

annual budget, and approve the selection of a director for 

the center. There is no provision for advisory councils in 

this new legislation. 

The previous authorization for the direct federal 

funding of the centers was found in Section 211-2 of the 

Economic Opportunity Act, Section 314(e) of the Comprehen­

sive Health Planning and Public Health Services Act of 1966; 
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it is now found in Section 501 of P.L. 94-63, passed on 

June 30, 1975. 

Additional government sources of funding for the 

centers include reimbursements for medical services under 

the provisions of the Medicare and Medicaid laws. There are 

also a variety of grants from the federal, state, and city 

governments available to the centers. 

Centers submit applications for project grants funds 

on an annual basis to the regional HEW office, which has the 

authority to approve the grant based on the amount of money 

allocated to the region and upon the center's ability to 

meet requirements set forth in regional policies and other 

requirements established by HEW. 

Prior to submitting the grant application to the 

regional office, the center must have the concurrence of 

the governing board as well as the area-wide comprehensive 

health planning agency (and will be required to have the 

approval of the newly organizing health systems agencies 

which will replace comprehensive health planning agencies). 

The application must also be consistent with state health 

program planning. The Secretary of HEW may waive any or 

all requirements necessary to receive a grant it if is deter­

mined that the applicant has made every effort to comply 

with the requirements and the center serves a critical 

health need. 
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The Ambulatory Health Care Information System 

During the fi r st five years of existence in the life 

of the neighborhood health centers, the primary focus of the 

centers was to deliver services to needy residents without a 

great deal of concern for cost. Centers provided services 

to patients regardless of cost and if funds were short they 

simply submitted supplemental grant applications and received 

additional funds. Most of the freeness of federal funds 

quickly dissolved when the Ford administration assumed con­

trol of the executive branch of the federal government in 

1969. In that several years were necessary for the new ad­

ministration's philosophies to become evident, the full ef­

fects were not felt until 1973 when all centers received a 

17% budget reduction and were mandated to reduce administra­

tive overhead and increase overall productivity . 

Not surprisingl y, the major environmental influences 

on the centers are those generated out of the centers' rela­

tionship with DREW. The nature of this relationship is per­

vasive and affects all other external influences on the cen­

ters, as well as their internal functi oning. Particul arly 

salient in this respect are the increasing budgetary con­

straints on the centers. 

Budgetary reductions not only had a detrimental ef­

fect on staff morale but prevented the centers from carrying 

out their programs that provided for staff training activi ­

ties and resident training programs. 
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These budgetar y restraints made the sear ch for addi­

tional and alternative sources of financial and other re­

sour ces mandatory for the centers. Medicare and Medicaid 

reimbursements represent the ·most prominent of these, but 

certainly good financial and programmati c management became 

absolutely necessary because if budgetary l i mits were exceeded 

ther e were no longer any sources to whi ch the centers could 

turn for additi onal funds. 

Although the centers had an existing Ambulatory 

Health Care Information System, it was not designed to pro­

vide accurate and timely info·rmation to management. The 

pr imary purpose of the system was to provide information to 

DHEW. This system is discussed in detail in the following 

secti on of this chapter along with a discussion of fisca l 

management. The exi sting system had the capabi liti es of 

performing many needed functions , but the modul es for pro­

viding the information were newly developed even though the 

need was foreseen when the system was developed at the Yeat­

man Center in 1970. 

The primary objective of the Ambulatory Health Care 

Information System i s to supply administrators and medical 

directors of Ambulatory Health Care facilities with infor­

mation needed to run their oper ations effectively and to 

provide high quality care. Toward this end, the heal th i n­

formation system measures key characteristics of the fami l ies 
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and patients being served and the services they receive. 

These measurements, or data, are recorded and processed using 

an integrated information approach so that a variety of users 

and functions can be served by just one system. The system 

is described here in terms of its users, installation, data 

collection forms, computer processing components, and 

outputs. 

The system is a fully operational one designed for 

systematically collecting data about patients and services 

of a comprehensive health center, and consists of data col­

lection forms and a training program to teach center per­

sonnel how to use the system (See Appendix A). 

The system is based on a system analysis of patient 

flows and program goals from a number of neighborhood health 

centers; it is not based on either inpatient procedures of 

health care delivery or on traditional outpatient depart-

ment procedures. It is designed to assist individual cen­

ters to improve their ability to deliver ambulatory care on 

a cormnunity basis and also to gather comparable (standard­

ized) data from centers in the Public Health Services Program 

in order to: 

1. Centrally monitor the program; 

2. Investigate different modes of outpatient health care 

delivery; and 
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3. Analyze the ability of these centers to deliver compre­

hensive, continuous, family - oriented care. 

Figure 1.1 shows the five functions of the Ambulatory 

Health Care Information System. They include: 

1. Patient utilization and registration statistics 

2. Management monitoring and control infor mation 

3. Program evaluation and planning information 

4. Billing information 

5. Research and special reports 

These serve the needs of the health programs them­

selves while simultaneously providing the information needed 

by the Public Health Service (PHS) to effectively monitor 

and evaluate these programs. For example, information is 

provided about the operation and effect iveness of the center. 

This gives the PRS necessary monitoring information and pro­

vides center administration with the facts necessary for 

making realistic decisions concerning the center ' s operations 

and for evaluating key aspects of the center ' s progress and 

impact. Furthermore, the lists of registered patients, the 

bill ing information and special reports, whi ch are operation­

ally useful and support the center's clinical services, are 

produced by the information system as by-products of data 

which had to be collected in order to produce the monitoring 

and evaluation information. 
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FIGURE 1,1 

THE FIVE FUNCTIONS OF TI·lE 

AMBULATORY HEALTH CAf1E INFORMATION S\'STENl 

1 

Pat ient Utilization 
and 

Hegistration Statisti c.:; 

Management Monltoring 
and 

Control lnformation 

Program Evaluation 
and 

Planning Information 

3 

Billing Information 

4 

Hc8earch 
and 

Special 1' cpo1·ts 

., 
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All centers are required to make periodic reports 

of their operations to their sponsoring agencies. The in­

formation provided by the Ambulatory Health Care Information 

System will help meet these requirements. The same informa­

tion will also assist each center to evaluate its effective­

ness, support its clinical operations, and monitor its 

patient -provider ratios . 

The components of t he system are shown in Figure 1 .2 

(page 28) and the major uses of the system are given in Fig-

ure 1.3 (page 29). Figures 1.4 through 1.7 (pages 30-33) 

show data required by DREW. The registration and encounter 

forms provide the system ' s input (see Appendices Band C). 

The components of the system are modular in order to insure 

that the system will suit the needs of diverse ambulatory 

health care facilities in an integrated manner. Items of 

information or entire data collection forms, as well as com­

puter programs and outputs, can be added to or deleted from 

the Ambulatory Health Care Information System, resulting in 

small or dramatic changes in the scope of the system. This 

means that the system can be tailored to each health facility 's 

informational needs without recourse to the non-integrated 

approach of using a separate system to produce output which 

is not produced by the Standard Ambulatory Health Care Infor­

mation System. For example, additional encounter, order, 
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and appointment forms are available, if needed for incor­

poration into the system to meet a center's requirements. 

It should be noted that these additions require additional 

computer program development since they are tailored to spe­

cific center needs not met by the standard system. 

Because of these types of needs the system at 

Yeatman/Union-Sarah will be designed to not only meet DREW 

requirements for today, but wi ll also consider needs and 

requirements for the future. For example, DHEW does not 

presently require quart erly reports on the number of hyper­

tensive patients whose condition is being controlled, but 

since reports are now required for innnunizations of children, 

it is logical to assume that this area will be the next 

thrust of DREW in that a national effort is underway to re­

duce the number of citizens in the U.S.A. who suffer from 

hypertension and are unaware that they have the condition 

or do not control it. Based on this assumption the new sys­

tem will collect information on each patient ' s blood pres ­

sure and will be able to produce exception reports on 

uncontrolled cases. 

One of the primary objectives of the new Management 

Information System (MIS) will be to supply management with 

more useful data in the area of fiscal management. In order 

to develop a better fiscal management system it was neces­

sary to explore not only those areas where third party 
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reimbursements could be increased, it was also necessary to 

investigate all barriers that prevented the centers from re­

covering these funds. A detailed discussion of these barri­

ers begins on page 34 after the presentation of Figures 1.2 

through 1.7. 
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FIGUH • 1. 2 
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FlGUh l. 1. 3 

MAJOR. USES OF T HE 

AMBULATORY IIEALTH Cl\~1E INFORMATION SYSTEM 

_ Assist in the control of patient and r ecords now a nd the maintenance 
of accurate records 

_ Support outreach activities and ass is t in evaluating their effectiveness 

_ Pl'ovide operational data on utili z a t ion of services, patient c harac ter ist ics , 
workload l evels, and payment sources 

_ Generate statistical reports 

_ Create and ma intain a dat a base 

_ Provide information for proper billing 

- Provide da ta for the review and improvement of oper a tional procedures 
and the control of operatiqns 

- Assist in the i mplementation of program goals 

- Provide information to evaluate and revise program goals and priori ti es 

- Provide operation ally us eful data collection forms , information lists, 
and statistical s ummaries 

- Support clinical operations and monitor key elements of patient h ealth care 

- Monitor s ervices rendered, staff workloads, referr al s , a nd appointments 

- Identify operational problems, inadequate service areas, and unmet 
patie nt needs 

- SuppJ..y information needed for staff organization an d plann!.ng 

- Provide data fo r research, special studies , a nalysis of trends, reports , 
and evaluation 

- Provide utilization data which can be matched to cost da ta 
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FIGURE 1. 4 

MANAGEMENT SUMMA l (r': OUTPUT OF THE 

l~MI3ULJ\TO l{Y HEAL TH CAHE I NFOHMATlON SYSTEM 

Summa r y o f Health Services Activities 

_ All Encount~r s During the UeportLng Period by Type of Provider 

and Site of E ncounter 

- Number of Missed ):\ppointments 
... 

- Frequency of E ncounters During· Reporting Period for Each 

Indivi dual P rovid2r , by whether he is on staff, site of e ncountei· , 

and type of encounte r 
,! 

- Summary of Records in Olr rent Portion of the Health Services Data Ba se • 

Summary of Regis tration Ac tiviti es 

- All Registered Families by Lengtl~ of T i.me l{egistered , 

Family Size, and P e rce n t of Family J'vI embe r s al so H cgistered 

- Sum m a r y of Family H egistration Records in Uata Base by 

T he ir Activity Status as of the End of the n eporting Pe r-iod 

- Summary of Patien t 1iegistrat ion necorcls in Data Base !Jy 

Their Activity Status as of the En d of the H cporting Period 

Summ~ry of Billing Inform~tion: J\ 11 E n c-ou 11l crs .Du rint'. lhc n CJJ ' 1r r. i , :g 

Per iod by _Typ e of P r ovider and Primc1.ry P ayment Source. 



Table 1 

Table 2 

Table 3 

Table 4 

Table 5 

T abl e 6 

Table 7 

Table 8 

31 

FI GUHE 1.5 

HE/\LTfl SERVICES TABULATIONS FHOM TJJE 

AMUULJ\TOH.Y llEALTil CA!lE 1NF0l1MAT10N SYSTEM 

Encounters During the Hcporting Period by Pr·ovider, 

Sile or J·~n counter , a nd Appointment SLatus 

Encounters During the Reporting Period by Type of E ncounlc1· , 

Site of Encounte r , a nd Aprointment Status 

Encounters During the Hcporting Period for _Medical and 

H elated Health Care by Provider and Type of Encounter 

Dental Care Provided During the Reporting P e riod by Provider· , 

Type of Encounter/ and Selected Dental Services 

Sel ectcd Hems of Service Provided During the Heporting Period 

All ncgistercd Patients by Age, Sex, and Frequencies of 

Encounters with Physicians, Dentists , and Other Providers 

During the Hcporting Period 

At the Center - Frequency of Patient Visits and Resulting 

Number of Encounters During the Repo rting Period 

/\t the Center - All Register-ed Patients by Age and Sex and 

F1·cquency of Visits to the Center During the Heporling P eriocJ 

Extc1·nal Hcfc rrals HequC's tcd During tile Reporting Period 

by llc ason and Type of Provider Who 1\1 aclc Request 

'J'ah)t' I 0 I lorn<' E ncounl<'rs 1Ju1·ing Lhc Hcportiniz Period by Type of 

Encounte r anti Prov1dc r 
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FIGUHE 1. 6 

FAMILY nEGlSTRATION TABULATIONS FROM THE 

AM13ULATO1lY HE ALTH CAHE INFOTIMATION SYSTEM 

Table 1 

Table 2 

Table 3 

Table 4 

Table 5 

Table 6 

Table 7 

Table 8 

Table !l 

Table 10 

All Hcgistercd Families by Length of Time Hegistered, 

Sex o f Ilcau of Family , Family Size, and Percent of 

Individual Family Members Registered 

NPwly Ticgistered Families by Income, Welfare Status, 

Family Size, and Sex of Family Head 

Newly Regist(;red Families by Family Size, Welfare Status , 

and Whether Above or Below Income Guidelines 

Newly Registered Families by Health Area and Crowding lndex 

Number of Newly Registered Families by Age and Sex of 

Uead of Family and Family Size 

Newly Hegistered Families by Number of Non- family 

Member s in Househol d 

Newly Hegistercd Families by Length of nes idence in 

Neighborhood and at Present Address 

Newly Hegistered Families with Special Requirements 

Accessibility of Center to !\ewly 11egistcred Families 

Newly Hcgistcrcd Families by Primary Hcfc:ral Sou1·ce 
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FIGUHE 1 . 7 

JNDJVJDUAL_TTEGISTRATlON TADULATlONS ~•HOM TlfE 

AMBULATORY HEALTH CARE Il\'FORMATION SYSTEM 

Table 1 

Table 2 

Table 3 

Table 1 

Table 5 

Table G 

Tabl e 7 

Table 8 

T~ble 9 

Table 10 

Table 11 

Table 12 

All Hegistered Patients by When They \Vere Registered 

anu by Their /\ge, Sex , and nace 

/\11 Hegistered Heads of Families by When They Were 

Registered and by Their Age, Sex, and n ace 

All Hcgistered Patients by Primary Paymen! Slatus 

All Registered Patients by Secondary Payment Slatus 

Newly Registereg Patients by Age , Sex, Frequency of l\lcdical 

. Encounters During Past Year, and Time Since Last E n counter 

Employment Status of Newly 11egistcred Patients by Age a nd Sex 

E mployment Status of ' ewly Hegistered Heads of Families 

by Age and Sex 

N cwly n egistered Patients by Educational Achievement 

(Excluding Children Too Young for School) -

Newly llegistered Heads of Families by Educational Achievement 

Marital Status of Newly Hegistered Patients by Sex and 

H elationship to Head of Family 

Newly n.cgistcreu Patients by Ethnic Group 

ewl y Hegi:,;tcred Heads of Families by Ethnic Group 



34 

Fiscal Management and the Ambul atory Health Care 

Information System 

This section deals with fiscal management practices 

on the part of health center personnel as they relate to 

increasing non- grant r evenue sources . It is the result of 

my exploring and investigating the needs of Yeatman/Union­

Sarah Health Centers as they compare wi th other centers 

throughout the country. For this purpose we defi ne fiscal 

management practices as those procedures that project man­

agement should follow in orde.r to maximize thir d-party re ­

imbursements and non- grant ftmds for their health center 

with the smallest expenditure of time and money. 

In the past, objectives such as this and even the 

use of such terms as fiscal management have met with resis­

tance by some hea.lth cen ter staff. They ask, "Why should 

we have to worry about this?" and respond with, "Our grants 

provided all the money we need," "This is a health center 

for poor people, not a bus i ness , " "We 're medical care pro ­

viders, not accountants," "We ' re too busy helping people to 

fool with all this," and "Don't t urn us into another estab­

lishment institu tion." I n order to understand why health 

center management must be concerned with good fiscal manage­

ment, let us look at the historical perspective of the prob­

lems from the standpoi nt of the neighborhood health centers, 
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which constitute a great many of the health centers about 

which I am writing and are typical of the nature of all 

projects . 

The overall goal of increasing third-party reim­

bursement is of particular importance and urgency to health 

centers in light of the new general policy decision of DREW 

co attempt to decrease health center reliance on direct 

grants and increase support through the various third-party 

sources, particularly Medicare and Medicaid. This policy 

started in 1970 when the Nixon administration became eff ec­

tive in DHEW. It has long been recognized that such third­

party reimbursement is the source from which the bulk of the 

funds required for fiscal self-sufficiency must come. Inas­

much as most of the projects are located so as to serve the 

poorest segment of the population, and have been character­

ized as having the intent of providing medical care to the 

poor, it seems certain that payments from the patients them­

selves will never be able to generate enough cash to offset 

grant losses, even if extensive marketing campaigns were 

initiated to attract self-pay patients. Therefore, the maxi­

mizing of third-party reimbursements has become of utmost 

concern to both the centers themselves and the federal 

government . 

The neighborhood health cent er (NHC) is the principal 

type of comprehensive health provider under the jurisdiction 
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of the Bureau of Connnunity Health Services (BCHS), Depart­

ment of Health, Education, and Welfare, many of them having 

been transferred to the agency from their former location in 

che Office of Economic Opportunity. Their problems can be 

taken as typical of all BCHS projects. As early as 1968, 

DREW saw the need for these centers to eventually move away 

from complete dependence on direct grants, and at that time 

issued a statement stipulating that program support for such 

centers would be limited to five more years. Furthermore, 

it was expected that grantees would each year show a higher 

portion of non- grant to grant revenue in order to ensure 

continued funding. 

As the end of the fivie-year limitation began nearing 

for most neighborhood health centers, it became apparent that 

few were even started on the way toward improved fiscal self­

sufficiency, and in late 1972 NHCs as a group were exempted 

from the five-year limitation. This did not end the drive 

toward that goal, however, and BCHS conducted seminars and 

work groups, set up policy committees , and provided funds 

for technical assistance, all of which were concerned with 

maximizing third-party reimbursements. Finally, in mid-1973, 

BCHS awarded contracts in all but one Public Health Service 

Region to teams of outside consultants to provide such tech­

nical assistance to NHCs on an individual basis, working 

with them toward the goal of improved self- sufficiency. 
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In May of 1973, the DHEW published proposed regula­

tions concerning funding policies for health service deliv­

ery projects supported with federal monies. This publica­

tion created a considerable amount of misunderstanding and 

concern as many persons felt: (1) that the proposed changes 

would deny needed health services to the poor by requiring 

them to pay for servi ces provided, and (2) that health cen­

ter funds would be terminated because of an inability to 

develop sufficient funding from other sources. 

The confusion resulting from this document was later 

resolved with the subsequent development and publication of 

formal rules and regulations of the Public Health Service 

for health services funding i n t he January 9, 1974, e dition 

of the Federal Register. These r ules and regulations expli­

citly require each health center to establish a plan to: 

(1) initiate sound fiscal management procedures so that it 

can recover, to the maximum extent feasible, third-party 

revenues to which it is entitled as a result of services 

provided; (2) garner all other available federal , state, 

local, and private f unds; and (3) charge beneficiaries ac­

cording to their ability to pay for services provided, 

without creating a barrier to those services. 

Some centers have experienced difficulty attracting 

and/or developing the competen ce required to develop and 

maintain adequate policies, procedures, and business 

I I 

I , 

I 
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practices necessary to obtain a sufficient and timely flow 

of reimbursables from third- party payors and thus fulfill 

the letter and intent of these federal rules and regula­

tions. Now that neighbor hood heal th centers have a feder ­

ally-imposed mandate stipulating that progress towar d reach­

i ng acceptable levels of non-grant revenues will be a part 

of each health center's evaluation, the need for concen­

trated effort in this area is even more acute. In order 

for a center to receive reimbursements for services provided 

to clients, it must do more than provide services . Accurate 

data must be obtained from pati ents when they initiall y en­

roll at the center and this information must be constantly 

updated as changes occur in the patients' status with vari ­

ous agencies that have the responsibility of reimbursing 

for services received by their enrollees. 

These problem areas are reviewed in this chapter 

and are appl icable to health center s in general . The data 

presented represents earlier research I conducted during my 

studies at Li ndenwood 4, as well as some i n formation gath­

ered by DREW by way of techni cal assistance contracts to 

various firms. 

Neighborhood health centers are a l so now exploring 

marketi ng of their servi ces as a way of increasing third 

party revenues. This program is stil l in its infancy at 
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Yeatman/Union-Sarah, but a limited discussion of the prob­

lems identified and possible solutions will be presented in 

this chapter. 

In general, f ive main obstacles in the path of a 

project maximizing non- grant funds have been identified. 

These are in the areas of provider status, eligibility of 

registrants , identification of reimbursable service, nego­

tiat ion of adequate reimbursement rates, and billing and 

reimbursement procedures. These problem areas translate 

int o los t revenue in the way that Table I indicates, show­

ing the avenues of lost revenue from the time a target pop­

ulation is identified to the time actual cash collect ions 

are received. 

These problems, of course, exist in different de­

grees of severity in different projects. Many health cen­

ters have difficulty in understanding the maze of regula­

tions surrounding reimbursement under Titles 18 and 19. 

Further, the regulations, specifically those governing state 

Medicaid reimbursement, change frequently and in many in­

stances are not tailored to provide for reimbursement to 

a health center. As a result, even those centers that have 

in place efficient, functioning billing systems as well as 

trained personnel to implement them may often encounter 

cases for which no claim is filed. Also, many claims may 

be denied payment from third- party sources for reasons 
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easily within the capability of the center to resolve. 

Other centers, namely smaller urban and rural ones, simply 

do not have the billing mechanisms in pl ace yet to recap­

ture even a small por tion of the reimbursable funds to which 

they appear enti t l e d . 

Provider Status 

The determination of what constitutes a "provider" 

under Titles 18 and 19 i s the thr eshold problem for most pro­

jects. Without recognition as a "provider" the project will 

never be able to receive reimbursement, except through indi­

vidual practitioner provider numbers. One of the important 

problems in this area concerns the need for separate deter­

minat i ons of status for different departments, especially 

under Medicai d. Although a project may be receiving reim­

bursement for medical services , home health or laboratory 

reimbursement may require separate recognition, and many pro ­

jects have had neither the time, understanding, nor inclina­

tion necessary to make appl ication to the vari ous state 

agencies for certification. This can often be easily handled 

once the project is made aware of the regulati ons in this 

area and exactly what the health center must do in order to 

obtain provider status, thus br inging in substantial funds 

for services which were pr evious l y rendered with no hope of 

generating revenue. 
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Eligibility of Registrants 

Determination of eligibility of recipients of ser­

vice for third-party payment is perhaps the most difficult 

problem to deal with, inasmuch as it introduces a human ele­

ment into the picture. Each of the other areas is involved 

either with agency regulations, or cost accounting, or pro­

ject management policy, whereas in the verification of eli­

gibi l ity the health center must interact with its registrants. 

The history of the health centers does not set a 

stage conducive to the role that must be played. "Free care" 

or non-tradi tional care has been the watchword of many health 

centers, and even though the determination of eligibility to 

bill a third-party payor imposes no financial burden on the 

registrants, it does cast the health center in a traditional, 

stereotyped role concerning patient information. 

Although a thorough knowledge of the appropriate 

regulations is the initial requisite, the interview tech-

niques and methodology for keeping the information current 

is much more vital. Solicitation of personal information, 

especially in regard to income, can be a difficult task for 

the interviewer, which is compounded by the fact that many 

interviewers are community residents . Validation of addresses, 

incomes, family size, and other such personal data is a dif­

ficult task and not one which can be approached without 
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impinging on the privacy of the patient; but this informa­

tion is of the utmost importance to the health center. 

There are four overall goals that the registration 

process is expected to accomplish for the health center. 

These are to determine the identification of the individual 

or family, their eligibility for services at the center, 

their potential third-party payment status, and finally, to 

obtain information to provide a data base for stati stical 

studies by the project and by HEW regarding service utiliza­

t ion, costs, demographics, etc. 

Some health centers also take this opportunity to 

determine medical and social problems which may be affecting 

the reg istrant, to help them obtain third-party eligibility, 

and even to register them to vote. From all of this, it is 

easy to see that the process of registering a patient and/or 

his family is a critical function in the efficient operation 

of a center. The registration interview is generally the 

initial contact between the center and the patient. It 

serves a public relations function and is important in creat­

ing a favorable first impression. If the registration func­

tion is properly performed the patient will respect the 

center and its staff and is likely to be cooperative in 

providing the necessary information and documentat ion. 

From the center's point of view, the registration 

interview is the focal point for the generation of internal 
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source documents such as medical records, household files, 

patient number index, etc. In addition, it provides the 

primary input in the development of a data base to survey 

such demographic areas as socio-economic status, cultural 

and ethnic background, target population penetration, etc. 

During the registration process the health center 

determines the patient's eligibility for service and iden­

tifies his source of payment for services, which is essen­

tial for accurate and complete billing collection. The 

center should also validate data on income and eligibility 

for third-party reimbursement. With the pressure to increase 

third- party and private pay collections, this data helps the 

center to advise the patient regarding his eligibility for 

other programs (Medicaid, Medicare, Champus, local wel fare) 

by referring him to an appropriate staff member, e.g., 

social worker . 

It is during the registration process that the health 

center determines the method by which it will recover the 

costs of any services provided to registrants. The reim­

bursement can come from several possible sources: 

Medicaid 

Medicare 

Champus 

Local Welfare 

Patient Payment 

Private Insurance 

Workmen ' s Compensation 

Title IV-A, etc. 
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The specific techniques for gathering the required 

information consist of filling out a form during a registra­

tion interview, usually conducted by a center registrar. 

Normally the initial registration consists of a registrar 

filling out two types of forms--a family registration form 

and an individual registration form. 

The family registration form consists of general 

information about the family including such items as head 

of family, address, tenancy status, family members, family 

income, etc. The individual registration form covers spe­

cific information regarding the individual registrant in­

cluding sex, birthdate, marital status, education, occupa­

tion, employer, etc. 

Filling out the forms of the registration process 

is basically a simple task with proper instruction and 

guidelines available to registrars. In order to maintain 

the credibility of the center with its registrants, it is 

absolutely necessary that the center do everything it can 

to validate the information obtained in the registration 

process. This section discusses the problems and techniques 

of data validation. 

1. Problems with Data Validation 

Many registrars have difficulty in obtaining the coop­

eration of patients in the registration procedure and 

especially in the validation of critical information 

because: 
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a. The registr ant resents having to give a great deal 

of information about himself and h i s family relating 

to income, l i ving conditi ons, employment, etc. 

b. The patient finds the registration process long and 

tedious, requiring numerous forms, documents, and 

signatures; and in his desire to terminate the i n ter­

view he may provide inaccurate data. The general 

discomfort of the setting may prevent good data 

collection. 

c. The registran t may feel that giving correct informa­

tion is not in h i s best interest, e.g., if he states 

his true income he may lose his welfare status or 

increase the amount he must pay for service. 

d. Many registrants have had interviews of this nature 

at other agencies and i f these have been bad experi­

ences, the patient is cautious and uncooperative 

from the star t. 

Despite these problems, it is essential that registrars 

not only obtain all the informat i on r equ ired but also 

validate f i ve key fiel ds that a r e especially critical 

for billing and reimbursement. The following is a gen­

eral di scuss i on of t h e various techniques that can be 

used. The specific methods for validating data to be 

used at the center wil l depend on policy decisions made 

by center management. 
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2. Techniques of Validation 

a. Name - If the registrant should succeed in register­

ing under a false name, it would interfere with con­

tinuity of medical care and make billing impossible. 

Methods for validating a registrant's name include: 

1) Any two pieces of standard identification such 

as driver's license, social security card, charge 

accounts, welfare cards, employee identification 

cards, and/or draft card . 

2) Recently postmarked mail addressed to the reg­

istrant that includes at least his last name and 

first initial. 

3) Prior drug prescription. 

4) Birth certificate. 

5) Personal verification by other center staff 

members. 

6) Marriage license . 

b. Address - This piece of information needs to be val­

idated because of the significant role it plays in 

the billing mechanism. It is also critical in locat­

ing a registrant if he should need to be informed of 

results of various tests and examinations performed 

by the center. Methods of validating a registrant's 

address include: 

1) Any two pieces of standard identification. 

11 



48 

2) Recently postmarked mail. 

3) Prior drug prescription. 

4) Phone book. 

5) Personal verification by other center members. 

c. Date of birth - This information is important as a 

check of the registrant's eligibility for third-party 

payment sources. Several methods of validating a 

patient's date of birth include: 

1) Driver ' s license. 

2) Birth certificate. 

3) Draft card. 

d. Third-party insurance - If the registrant is eli­

gible for some form of third-party reimbursement, 

he will have been issued a current identification 

card that shows third-party eligibility. 

1) Medicare - validation card issued by Social 

Security Administration. 

2) Medicaid - validation card (current) issued by 

the administrative agency. 

3) Private insurance. 

a) Blue Cross/Blue Shield - card issued by the 

organization. 

b) Other carriers - card issued by that 

organization. 
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c) Telephone call to employer and/or union or 

a questionnaire to employer and/or union 

which includes patient's signature for 

approval . 

(The center must be sure to get policy name and 

number for billing purposes.) 

e. Income - Patient and family income determination is 

of considerable importance for the center's ability 

to define the patient's payment responsibility. 

Various methods of validation include: 

1) External sources - if patient is employed. 

a) An employee income profile of the area by 

job title/employer, or by job title without 

specific employers. The profile basically 

lists common jobs (carpenter, janitor, clerk, 

etc.) and their average weekly or monthly 

income in the health center's target area. 

There are several potential sources of ob­

taining such data: 

U.S. Department of Labor - Area Wage Survey 

State and/or local employment agencies 

Local personnel agencies or local newspaper 
classified section 

In-house personnel department data 

b) Pay check stub. 
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so 

c) Form letter and income questionnaire sent 

employer--the patient's approval must be 

received prior to sending such a 

questionnaire. 

d) Check previous provider or hospital by phone 

or questionnaire for income information. 

2) Internal inconsistencies - The information the 

patient provides during the registration inter­

view may be inconsistent. The registrar should 

note: 

a) Income data in relation to size, location, 

and tenancy status of residence--the center 

might develop a very simple profile of local 

rents and average standard of living. 

b) Patient's physical appearance, especially 

dress in relation to income. 

3) Factors affecting validation - There are two ele­

ments that determine the ability of a center to 

obtain accurate information and validate it with 

the appropriate documentation. These are (a) the 

policies and procedures of the center, and (b) 

the skill of the registrar. 

a) The policies and procedures for validation -

a health center may consider establishing one 

or more of the following policies: 
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(1) Place the burden of providing valid data 

on the patient. 

If the patient does not provide com­

plete and accurate information by the 

second visit to the center he is not 

given any service until such information 

is received (except in emergencies). 

If the patient admits to third-party 

coverage but has not provided adequate 

proof (e.g., insurance card , current 

welfare card), he is charged personally 

for all services he receives unt il he 

submits acceptable proof of third-party 

coverage. 

(2) Insist on, or at l east encourage , regis­

tration by appointment. When a new pa­

tient calls the health center for inform­

mation on how , when, where to register, 

the receptionist should obtain the per­

son 1 s name and address and schedule an 

interview i n eight to ten days. The re­

ceptionist should then send the patient 

a 11pre-registration letter11 reques t ing 

the patient to bring pertinent documents 

to the interview. In case of emergency , 
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if the patient calls the center and in­

sists on immediate registration, the re­

ceptionist should inform him about the 

necessary documents on the phone. Man­

agement of the center must consider the 

various alternative methods of valida­

tion and determine which policies and 

procedures are most appropriate. Once 

this is done, management must make its 

positi on very clear to the health center 

staff, especially the registrars and re­

ceptionists, and insist that center staff 

follow such procedures consistently . It 

is not the strictness of any particular 

validation policy that irks most pa­

tients but rather the manner with which 

t hese policies are imposed. 

b) Skill of registrar - The other element of 

validating data without offending the patient 

is the skill of the registrar in obtaining 

sensitive information and validating it. In 

general, if the policies for validating reg­

istration data are clearly explained to a 

registrant and he is convinced that they are 

nondiscriminatory (i.e., applicable to 
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everyone) the registrant will cooperate. A 

good registrar will always be certain to 

stress two major points in explaining val­

idation policies: 

(1) Stress to the registrant that ALL of the 

information the registrant gives is com­

pletely confidential. 

(2) Make the registrant aware that if he 

gives information he will be helping the 

center provide him with the best service. 

In summary, the best way a center can obtain 

and validate patient identification informa­

tion is to develop specific policies and pro­

cedures and for registrars to explain these 

policies to patients and apply them with 

consistency. 

Coverage of Services 

While this area is closely linked to the determina­

tion of provider status, due to the complexity of the regu­

lations there may be variance even within a group of certi­

fied providers as to what services or benefits are reimburs­

able. Regulations concerning services can be viewed on a 

lineal scale, r anging from absolute non - coverage of some 

services such as visits to a nurse to total coverage of 

other services such as a visit with a doctor. 
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Services Not Covered-- - ------- --Services Covered 

It is the mid-range of the scale that becomes criti­

cal to the health center, where some procedures will be re­

imbursable only if documented and processed properly. Deter­

minants of coverage within this area include: 

1. Prior Authorization 

2. Circumstances 

3. Definition of Service 

4. Prior Condition, etc. 

Oftentimes, claims are denied for reimbursement simply be­

cause of a faulty diagnosis, whereas resubmitting the claim 

with the proper data could lead to approval by the third­

party agency. 

It is generally the case that most health centers 

provide services that no third-party agency will pay for, 

despite recognition as a provider. These might include such 

things as alcoholism treatment, family planning, social ser­

vices, etc. In these cases, usually there is nothing that 

the health center can do other than evaluate their program 

and determine the benefits provided to the people as com­

pared to the cost of the services, and make a management 

decision as to whether to continue or drop that service. 

Assuming the services offered , even though not reim­

bursed by third-party agencies, are required by the target 

population, and the health center desires to continue with 
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them, it is up to health center management to determine the 

cost of providing such services and estimate in advance the 

sources and amount of funds required from other than third­

party sources. The conditions of various grants under which 

a health center operates may also dictate that the services 

be offered. 

Rate Structure - Costs 

The fourth area of concern has to do with the rate 

struct ure approved for reimbursement and the relationship of 

t his to the actual cost of providing the services. Implicit 

in this is the need for the health center to know precisely 

how much each element of service costs. 

If the health center has good data on its costs and 

encounters f or each service area, then it is in a strong 

position to negotiate for increases in rates for any ser­

vices that are currently being reimbursed at a rate lower 

than the actual cost. This requires a good encounter form 

and an accounting system for compiling costs and frequencies 

of encounters by service element. It also , of course , im­

plies a reimbursement arrangement whereby the health center 

can be reimbursed on the basis of its actual cost. 

The actual development and negotiation of rates 

necessitates a state-by-state treatment. For Medicaid, some 

states reimburse health centers based on the actual cost of 
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providing the services. Others use an arbitrary determina­

tion based upon prevailing area costs or changes. Still 

others negotiate rates with each center on an individual 

basis. Inherent in any of these schemes is the necessity 

for the health center to be able to accurately determine 

just what its actual costs of providing services are. For 

example, the direct reimbursement scheme for Medicare is 

based upon cost , yet many health centers are current l y being 

reimbursed through fiscal intermediaries at rates much lower 

than their costs due to their inability to determine an 

auditable cost. This is partially due to insufficient data 

gathering, a lack of skilled personnel, or management deci­

sions. Allocations of indirect cost can play a critical 

role in rate determination. Different methods such as single 

step down, double apportionment, and simultaneous equation 

can lead to varied outcomes. In addition, the ability of a 

health center to mini mize the impact of an unallowable cost 

center can be critical. 

Once a cost is determined, there are a number of 

techni ques that might be used in negotiations with third­

party payors: 

a. Incentive reimbursement 

b. Packaging of benefits within a visit 

c. Capitation 
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If negotiation l eads to a reimbursement rate that 

falls short of cost then the ability of the health center 

to become truly fiscally independent is severely hindered, 

and an effort to reduce costs through the proper utiliza­

tion of financial management techniques becomes critical. 

Unfortunately, those health centers that lack the ability 

to accurately calculate costs also lack the skills to 

effectively manage their expenses, doubly compounding the 

problem. 

Billing System 

The final area of revenue loss from potential third­

party reimbursement services is that relating to the billing 

system, and represents the area in which effective manage­

ment techniques can have the most impact in terms of in­

creasing reimbursement. Unless the health center can ac­

curately and timely issue a bill to the proper agency, all 

of its other efforts at increasing third-party reimbursement 

will have been in vain. 

A billing system is essentially a simple process. 

The key elements of any billing system consist of answering 

the following basic questions: 

Who was the patient? 

What services were provided? 

Who provided the services? 

What is the charge for these services? 
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Are there any adjustments? 

Who should be billed? 

What techniques should be used? 

When most people think of t~e billing system in their health 

center, they naturally think of the group in the accounting 

area where the bills are sent out. But in actuality the 

billing system encompasses a great deal more, including the 

registration and provider areas. In order to issue an accu­

rate bill, the billing department must have accurate data on 

the patient and on the services provided. 

I described earlier the methods for insuring the 

accuracy of the patient information, and turn now to the 

data on the service provided. In most health centers this 

is done by means of an encounter form. 

The encounter form itself should be designed to pro­

vide at least enough information about the patient and his 

visit for the billing department to issue a bill to the ap­

propriate agency without having to refer to any other docu­

ment, except perhaps a fee schedule. It should provide the 

patient's name, address, date of birth, center registration 

number, and third-party insurance number. The best way of 

handling this is by stamping the encounter form with a charge 

plate that contains this information. 

Secondly, it should provide total information with 

respect to the encounter. It should tell when i t happened, 
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what services were provided, who provided them and their 

provider number, what the diagnosis was , and the signature 

of the doctor. All too often, a billing has to be held up 

because some of the encounter forms lack one of these i tems 

and the bil ling clerk has to call around the health center 

or dig out the medical record to complete the data. 

Also, even if an encounter form is properly filled 

out, it is of no use at all unless it gets to the bil ling 

department. For this reason, the flow of these forms must 

be care fully controlled. 

The initiation and mai ntenance of an encounter con­

trol mechanism is necessar y to insure that all services pro­

vided are accounted for. A method must be put into p l ace 

that wil l enabl e a center to match the patient visits to the 

center with the number of encounters sent to billings, and 

then billed. The key to any contr ol system lies in the pre­

numbering of all encounter forms. Once numbered, they can 

be assigned to various locations, and monitored based on the 

number used. 

One of the most di ff i cult areas concerns the number 

of encounter forms that can be generated for one patient 

visit to the center. If each provider or each department 

uses a separate form it becomes difficult to control the 

initiation and usage of forms. If one form can be used for 
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an entire visit, it can be generated at the reception desk 

and controlled from that point. 

If multiple forms are used, it is important that 

these forms also be prenumbered and assigned to specific 

areas. It then becomes necessary to check the top or begin­

ning number at the start of the day, and at the end, to 

determine the number of forms used. To insure accurate 

totals any improperly used forms should be marked void, and 

placed in a designated area for collection by the billing 

department. 

As a center begins to grow in size, it becomes im­

practical to keep track of specific encounters daily for 

each department manually. It is suggested that the billing 

area do a daily count for a trial period of not less than 

two weeks, and then, if the results indicate a high degree 

of accuracy, use a periodic sample to continue control. 

If a number of encounters are missing, these are a 

few areas to check: 

Are all void forms accounted? 

Are forms not being filled out on time by providers? 

Are forms being buried in the medical records? 

Some health centers find it useful to cycle their 

third-party bills, sending out Medicare week one, Medicaid 

week two, BC-BS week three, other commercial week four. This 
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is dependent to a large degree on the proportionate volume 

of billing to each third-party. It may be advisable to bill 

Medicaid every two weeks. For a health center too small to 

have specific clerks to deal with particular third-parties, 

cycling the bills in this manner allows an individual to 

process a great number of the same type of bills without 

having to get used to the particular format again and again. 

In addition, some of the third-parties have requirements as 

to batching the bills in groups of a specific number, such 

as fifty bills to a batch. This will necessarily influence 

the health center ' s procedures. 

If a health center has automated its billing pro ­

cesses, there will necessarily be a degree of cycling. The 

health center in this situation should explore with the 

third-party the question of preparing magnetic input directly 

into the third-party ' s system, to speed collections by elim­

inating the need for further keypunching. The Division of 

Direct Reimbursement (DHEW) currentl y accepts this type of 

input, as do some of the Medicaid agencies. This can have a 

substantial impact on a health center's cash flow, with 

little additional work. 

Finally, once the bill is sent out to the agency, 

there is sti ll the possibility that it might be denied . 

There are a variety of circumstances that could cause a bill 

to be re turned to the health center for correction. The 
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easiest and by far the most efficient way to handle this 

situation is to prevent it. The billing process must be 

accurate, and the information that feeds the process--spe­

cifically registration and update--must function smoothly 

and accurately. 

If a bill is in fact returned to the health center, 

it is important to control the physical handling of the 

bill so that it does not get lost. One method is to assign 

the bill a number, log it in a distinct log for resubmission, 

and cross it off as it goes out of the health center , back 

to the appropriate recipient. 

Some of the reasons a bill might be returned include: 

Insufficient or incorrect address 

Incorrect identification number for third-party 

Expired eligibility 

Services not covered by third-party 

As mentioned before, the health center must have the 

ability to trace the bill back to the original source docu­

ment, to clarify patient identification and proper transfer 

of services rendered from the encounter form to the bill. 

Just by doing this, and resubmitting an amended billing 

rather t han simply filing it away, some health centers' re­

imbursements can dramatically increase. 

If the bill cannot be corrected and resubmitted, 

there must be a orocedure for reversing the charge on the 
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health center's books. This process must be controlled, and 

it is advisable to require the signature of the billing sup­

ervisor on any reversal. In addition, the voided bills 

should be kept on file, and an appropriate fi le should be 

made in the log . 

A necessary adjunct to any good billing system is 

the maintenance of accurate and timely accounts receivable 

information. Without this information a health center can­

not hope to have any control over the billing function. 

There are three levels of necessary information. 

The first concerns the total amount of money due the health 

center from all types of patient sources. This aggregate 

figure is important in monitoring billings and receipts 

against budgets, and is also used in cash flow projections. 

The second level of information is the total receiv­

able broken into categories that reflect the various sources 

of revenue, such as Medicaid, Medicare, Title IV-A, BC-BS, 

other colillllercial, and self-responsible. This detail allows 

a health center to monitor utilization by the different pay 

classes, which can have a significant effect on financial 

viability. In addition, this information can be used to 

monitor the cash receipts from each source. 

The third level of information concerns the indi­

vidual patient account. It is imperative that all services 

received by a patient be noted on an account that reflects 
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chat patient's activity at the health center, regardless of 

where the bills are sent. Many health centers keep this 

information on individual ledger cards that are completed 

through the use of a bookkeeping machine at the time of 

billing. 

At each level i t is important to collect and record 

information so that the receivables can be "aged . " The pro­

cess separates the monies owed the health center into inter­

vals usually of 30 days. The maintenance of aged receiv­

ables allows a project to watch for unusual lags in payments , 

and further indicates when certain receivables should be 

written off. This breakout of receivables is very useful 

in projecting cash flows. 

The usefulness of receivable information is directly 

linked to the accuracy and timeliness of the information. In 

addition, this is one area that brings the health center 

into continual contact with patients and third-party payors. 

Sound fiscal management practices are imperative if the 

health center is to demonstrate competence to the coIIIlllunity 

at large. 

Marketing 

Up until now, I have been generall y discussing ways 

that good management techniques can be used to increase 

third-party reimbursement from patients that the health 
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center already has. One final method remains to increase 

reimbursement, and that is by increasing utilization of the 

health center by people who have coverage by other carriers 

and are not using it. This requires the establishment of a 

marketing plan by the health center to increase its penetra­

tion into its particular target area. 

All too often, when the term "marketing" is men­

tioned in the context of a health center, it is met with a 

response r anging from indifference to total opposition. This 

is something of a paradox in a country such as ours where 

advertising is so much a part of everyone's l ives. Almost 

every working minute 0£ every day each one of us is bombarded 

with advertising from television, radio, billboards, news­

papers, magazines, signs, both in and on public transporta­

tion vehicles, store windows, direct mail, and so on. Ad­

vertising is used to promote everything from political can­

didates to soap. 

For some reason, however, the advertising of medi cal 

services has been looked upon as being, at the least, unnec­

essary, and perhaps even undesirable . This is probably due 

to the fact that most advertising is engaged in attempting 

to convince people to consume something they don 1 t really 

need. And, although it can be argued that there are doctors 

and other providers who seem to specialize in unneeded ser­

vices, it is not something that the profession as a whole 
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embraces, and, therefore, a great many view health care 

advertising as superfluous, feeling that if people need 

medical services they will seek out a provider. Hence, most 

medical marketing is limited to a listing in the yellow 

pages. 

In the case of a neighborhood health center and 

other such projects, however, the situation is different . 

For one thing, not everybody knows about the existence of 

the health center, and in£orming them of it performs a 

valid function. Secondly, within the specialized target 

population of most health centers, many people have not 

developed the appreciation of the need for medical services 

as has the population of the countr y as a whole, and hence 

these people may need more prodding to get them to receive 

the medical attention that is necessary for their health. 

These two factors alone are sufficient to make advertising 

of the health center's services both desirable and necessary . 

The added factor that the center needs to attract as many 

cash-generating patients as possible is the final considera­

tion that makes having a functioning marketing plan mandatory. 

To best develop a good marketing plan a health center 

must first understand the characteristi cs of its users and 

its audience. Demographic breakdowns of the user and target 

populations in terms of age, sex, race, income, and, most 

importantly, third-party coverage should be made to see where 



67 

the health center is succeeding or failing with respect to 

penetrating its target area. 

Once this is done, it becomes possible to tailor a 

plan to reach those elements upon which the health center 

decides to concentrate. Possible means of doing this in­

clude direct mail, bi l lboards, posters, radio spots, word­

of-mouth, and the like. Hopefully, some of these can be 

provided on a public service basis. 

Summary 

This chapter has described the historical develop­

ment of neighborhood health centers and their need for a 

management system that will allow them to deliver quality 

health care and at the same time generate much-needed capi­

tal. Although the original system developed at the Yeatman/ 

Union-Sarah Centers included most of the necessary modules, 

it was developed at a time when few financial constraints 

existed and no demands were made by funding sources as to 

quantity of patients served. 

Information on fiscal management and the Ambulatory 

Health Care Information System was included to stress the 

importance and necessity of an improved data management system. 

Many problems in the development of an improved system 

have been considered in this chapter and will play a major 

role in decisions made in the selection of a new Management 

Information System. The latter topic is addressed in the 

fo llowing chapter. 



CHAPTER III 

SELECTION AND INSTALLATION OF THE NEW 

HANAGEl·fENT INFORMATION SYSTEM 

The Ambulatory Health Care Information System must 

be designed to be a useful program resource and management 

tool. Prior to the installation of this system, each Com­

prehensive Health Center's program goals and objectives had 

to be carefully reviewed to define their information needs. 

Before actually using the system, a detailed implementation 

and training plan must be developed by health center staff. 

Management at both St. Louis Comprehensive and 

Yeatman/Union-Sarah decided that the successful implementa­

tion of any system depended on the involvement of key center 

personnel. It was decided that during each step of the 

installation, maximum effort would be made to involve staff 

in the planning and in the training 0£ other center person­

nel. Although initially more time consuming, this approach 

was believed to be critical to insure acceptance of the sys­

tem at all levels and continued future operation in spite 

of staff turnover. As a side benefit, this involvement 

would represent the first real opportunity staff members 

have had to formally review in detail many current procedures 
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since the centers began seeing patients. In addition, the 

decision was made that internal personnel problems resulting 

f r om misunderstandings often encountered of center practices 

could be resolved by this experience. For some staff mem­

bers, this would be their first involvement in formally im­

proving their skills as trainers and could possibly improve 

their abilities to supervise others. 

Six distinct steps and phases were outlined by man­

agement in the complete installation of the new Ambulatory 

Health Care Information System. They were: 

Phase I: 1. Review centers goals and objectives. 

2. Review center~operations and procedures. 

3. Review center's information needs. 

4. Review alternative data processing 

systems and make selection of system. 

Phase II: 5. Develop strategy for implementation and 

task forces. 

Phase III: 6. Train staff and initiate use of system. 

During Phase I each center's goals and objectives 

were careful l y delineated and found to be compatible with 

the Management Information System (MIS), but a number of 

changes were needed in operations and procedures at each site. 

These changes were: 

1. Nurses assumed greater roles in completing forms pre­

vious l y completed only by physicians to reduce error 

rates. 
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2. The billing departments became a part of the fiscal 

departments to insure control of accounts receivables. 

3. All patient registrations were updated in order to re ­

move the records of patients who had not made a visit 

to the center in two years from the active registra­

tion lists. 

Next a careful review was made of each center 's in­

formati on processing requirements (see Figure 3.1), and de ­

partmental meetings were held with all key staff, so that a 

determinat i on could be made as to what information not pre­

sently available could be obtained from the new system that 

would i mprove efficiencies at the centers. Once our needs 

had been established, it was decided that an in-depth study 

of the experience of other centers using a variety of arrange­

ments to obtain data would b e undertaken, and we would select 

the most suitable arrangement or combination of arrangements 

for the St. Louis centers. 

Alternative Data Processing Systems 

The possible number of alternative data processing 

systems is large if one considers the various combinations 

of factors that define a system: 

Ownership/Management 

Singl e center 
Multiple cen ter 
Multiple or single center ownership--contract 

management 
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fIGURE 3 .1 

PROJECTION OF INFORMATION PROCESSING REQUIREMENTS 

1. Family Registration Records 

z. Individual Registration Records 

3. Registration File Size 

4. Annual Encounter Records 

5. Annual Encounter File Size 

6, Annual Medicaid Bills 

7. Annual Medicare Bills 

8, Patient Bills 

9. Private Insurance 

10. Total Annual Bills Printed 

11. Estimated lines of Printing 

St . Louis Comp 

5,700 

20 , 000 

2.57 

80,000 

8.0 

39,000 

8,600 

4,700 

0 

52,300 

1,57 

Yeatman/Union-Sarah 

8,000 

28 , 000 

3.6 

112,000 

11.2 

31 , 000 

7,700 

0 

0 

38, 700 

1,16 

Average of 30 lines/bill printed , figures in millions of lines . 

12. New Family Registrations 1,425 2 , 000 

13. New Individual Registrations 5,000 7, 000 

14. Registration Changes 5,000 7,000 

15. Encounters 80,000 112 , 000 

16. Payments 26 ,150 19,350 

17 . Data Input Requirements 9 . 24 12.59 

Figures in Millions of Characters 

All of. these figures have taken into consideration an average of 3 . 5 individuals per 

family and a 20% growth rate for the Centers per year. 
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Service bureau 
Time sharing 
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Shared computer- -large 360/370 type 
Inhouse computer--mini 

System type 

Batch 
Online--data retrieval only 
Online--file updating and data retrieval 

Software development 

Existing system in public domain 
Proprietary system 
"Tailor made'' system 

Programming and operations (ongoing and maintenance) 

lnhouse salaried programmer 
Inhouse consultant 
Facility management contract 

The total cost and effectiveness of a data system 

is dependent upon how consistent the above factors are with 

the center's needs and how well the center manages each fac­

tor. (For example, an inhouse programmer is usually less ex­

pensive and more available for problem solving than a program­

ming consultant; however , systems developed by consultants are 

frequently implemented quicker and require fewer modifications 

later on.) 

Various alternative systems were presented for con­

sideration by each of the two health centers. The signifi­

cance of each of the above factors is discussed, where 
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appropriate, identifying the cost, performance, and potential 

problems associated with various combinations of factors. 

Combined Center Approaches 

Recognizing the potential efficiencies of using a 

common data system, several community health centers have 

elected to utilize the same service bureau system or to share 

an inhouse computer. The following two examples highlight 

the advantages and disadvantages of these combined approaches. 

The Rochester Health Network is a community health 

center grantee with five semi-autonomous delegate centers, 

all of whom utilize a basic registration, encounter and HEW 

reporting system, which is operated by the University of 

Rochester computer center. The average cost for these appli­

cations is re@'tively low (40~ per encounter) and the centers 

have benefited from the sharing of system development and pro­

gram modification costs over the past several years. In 

spite of the economic advantages of the Rochester approach, 

the individual centers are not satisfied with the system for 

several reasons: 

1. All centers must use a standard encounter and registration 

form, constraining individual centers from collecting data 

items unique to their project's needs. In several cen­

ters, different forms have been developed for internal 

purposes and information is recopied onto the standard 

forms, offsetting potential cost savings. 



74 

2. As is the case with many offsite or service bureau arrange ­

ments, data time l iness and accuracy is considered unaccept­

able by all but one of the centers. Hence, centers do not 

utilize the billing or management reporting features of 

the system. As in Kansas City, four of the five delegates 

contract with a second service bureau for billing and 

accounts receivable systems. 

3. The centers have not developed a mechanism for jointly 

deciding which new computer applications should be devel ­

oped. Since data input cost represents a high percentage 

of the total data processing budget, programs to provide 

additional management services from an existing data base 

are very cost effective. Unfortunately, the centers have 

not taken advantage of this feature. 

Four of the seven New York City community health 

centers utilize an IBM 360 model 30 computer which is leased 

by the Dr . Martin Luther King, Jr. Health Center (MLK). The 

four centers contract for services with the Association of 

New York Neighborhood Health Centers (ANYNHC) who in turn 

purchases keypunching services and computer time from MLK. 

ANYNHC picks up and delivers forms and printouts for the cen­

ters, provides data control and file maintenance and provides 

a computer operator to run the various programs. When the 

ANYNHC system was initiated in 1973, all participating centers 
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were charged between 20% and 35% less than they had been pay­

ing service bureaus for the same services. 

The New York situation was made possible by several 

important factors: 

1. The computer system was already in place at MLK and the 

costs and excess capacity of the machine were well docu­

mented . ANYNHC was charged only 5-7C per card for key­

punching and 100% verification of encounter data, and 

10-13C per card for registration forms. Seven hours of 

"prime" computer time were scheduled throughout the week, 

however ANYNHC was charged only for hours used, at $43 

per system hour . Average total charges to ANYNHC were 

$2,200 per month or roughly 10 . 5~ per encounter for i ts 

four centers. 

2. ANYNHC had a grant from HEW which allowed them to market 

and develop their system. The unique needs of the centers 

were assessed and the system was tailored to particular 

needs. 

3. The ANYNHC approach allowed each center to retain its 

existing encounter and registration forms. Conversion 

programs reformatted data input from the forms so that a 

connnon data base format (in the computer) could be main­

tained. Hence a ll centers could utilize any application 

programs developed to extract information from the common 

data base. 

) ' 
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4. Since all centers were members of the association, 

ANYNHC was at an advantage in coordinating joint ventures. 

Af ter its initial year of operation , the grant sub­

sidy ended and several shortcomings of the system became 

apparent: 

1. In order to cover its own costs (over an d above MLK's 

monthly processing charges), ANYNHC projected that the 

combined volume of six centers would be required to break 

even. However, while ANYNHC was achieving its first year 

goal of adding four centers to the system, two centers 

signed contracts with a private service bureau and a 

third center could not be sold. 

2 . Periodic hardware breakdowns, al t hough promptly repaired 

by IBM, created production backlogs for MLK's own data 

systems and ANYNHC was bumped on the priority list. Fre­

quently ANYNHC lost one or both of its daily scheduled 

computer hours. 

3. ANYNHC did not utilize MLK's computer operators although 

the operators' salaries were included in the computation 

of hourly computer rates charged to ANYNHC. Hence, over­

lapping costs were incurred. 

4. Maintenance of the computer system required the expertise 

of at leas t one full-time senior data processing profes­

sional. After early 1976, this expertise was not avail­

able to MLK from previous sources and MLK could not 
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attract replacement resources willing to work in the 

"pits" of the South Bronx at a reasonable price. 

As a result of this last point, MLK has recently 

opted to have Montefiore Hospital run its various computer 

systems on the hospital ' s System 370 computer . By virtue of 

MLK's affiliation with Montefiore, the center can afford to 

purchase the processing and expertise needed to support its 

systems and to have resources available to further develop 

and improve their basic operational systems: appointment , 

medical records, laboratory, pharmacy, billing, management 

reporting, quality assurance, and various business functions. 

(It is not clear at this point how MI.K's decision will affect 

t he other centers . ) 

In summary, combined center approaches to data pro­

cessing provide the potential for reducing data processing 

costs by up to 50%. In addition, health services delivery 

and administration costs can be reduced and overall system 

performance can be improved as relevant computer applications 

are developed. 

Combined center approaches can achieve these advan­

tages only when the following issues are successfully managed: 

1. Each center involved must formally express a strong and 

long term commitment to the joint approach. 

2. The geography of centers in the data processing network 
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must be such that data conm1unication costs are not pro­

hibitive nor data timeliness impeded. 

3. The centers must form a steering coIIn11ittee, consisting 

of representatives authorized by their organization to 

make policies regarding the operation of the data center, 

including at a minimum: 

a. Production schedules and priorities . 

b. System development/expansion decisions. 

c. System location, staffing, and management. 

4. Policies and procedures for operation of the data center 

must be developed. Key issues to be addressed are data 

control, data confidentiality, and "fail-safe" (back-up) 

procedures. 

5 . Professional data processing personnel must be available 

to oversee operation of the data center and to assist the 

steering connnittee in developing and implementing a sys­

tem development plan. 

Minicomputers 

During the past 10 years, a range of small business 

computers have been developed which provide viable alterna­

tives for meeting the information needs of community health 

centers. Generally ranging in purchase price from $35,000 to 

$150,000, minicomputers provide several features important to 

operation in a health center environment: 
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1. Reasonable cost (appropriate hardware can be l eased for 

$1,000-$2,000 per month) 

2. Si mple operation 

3. Small space requi rements 

4. Flexibility for expans i on 

5. Ability to support on-li ne systems 

6. Al ready programmed health center systems 

7. Compatibility with lar ge computers 

During the past two year s , a number of CHCs have purchased 

or leased minicomputers to meet their i n format i on process i ng 

needs. These CHCs have in some cases developed their own com­

puter programs/systems. In other cases existing software 

packages have been bought or leased from pri vate firms. Al­

though insuffi cient data is avai lab l e to accurately assess 

the effectiveness of existi ng minicomputer systems in CHCs, 

the features described above wer e reviewed for several of 

the existing systems , indicating that mi nicomputers may pro­

vide the cheapest solution to CHC data processing needs. Fig­

ure 3.2 presents a summary of the CHC mi nicomputer systems 

surveyed during the course of this study. 

Evaluation of minicompu ters by the Missouri centers 

included communication with CHCs that have existing computers 

to discuss existing software availabi lity and p l anned new 

software development (in addition to basic issues of cost, 

system per formance , etc.) . 
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Service Bureaus 

The majori ty of community health centers utilize 

service bureaus to meet their data processing needs . Depend­

ing upon the quality of the service bureau and the center ' s 

ability to control the qual ity of data submitted, the cost 

effectiveness of service bureau arrangements will vary. In 

cons i dering a service bureau, the advantages and disadvantages 

of various types of service bureaus (outlined in Fi gure 3.3) 

were considered . 

In addition, centers must be aware of overall limi­

tation of service bureau a r rangements. 

Service bureaus are off- site, frequently located in 

other cities. Data turn~round time is constrained by communi­

cation with the service bureau. 

Characteristically, service bureaus operate to maxi­

mize utilization of an existing computer, and small accounts 

such as neighborhood health centers are not given priority. 

Service bureaus dedicated to ambulatory care data 

packages generally offer the most cost effective service bur­

eau solution. However, these service bureaus must "sell' ' a 

large number of health centers if they are to efficiently 

utilize their computer and personnel. Otherwise, client cen ­

ters must be charged for excess capacity and overhead costs 

of the service bureau and center data processing costs may be 

excessive. 
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Service bureau packaged systems often require that 

a center adopt new encounter, registration, and billing forms. 

Expansion of system applications is expensive. Pro­

gramming charges of a private service bureau are normally 

billed at three times the programmer's base salary. 

After review of the alternate data processing systems 

and careful review of the needs of the St. Louis, Missouri~ 

centers it was decided that we would design a system to meet 

our needs but would not enter into agreements that we could 

not easily terminate in case the system proved inoperable . 

We explored arrangements with several large firms 

and finally agreed that the Burroughs Corporation allowed for 

great flexibility in its programs as it relates to training 

of staff and use of their computers. Therefore, we entered 

into a monthly contract with this firm. 

In selecting a new management information system a 

great deal of information that served no useful purpose was 

eliminated from the data base, such as: 

A. How did the patient get to the center? 

B. Crowding index. 

C. Accessibility of center to newly registered families. 

D. Referral sources of families. 

Forms were designed to produce information more pertinent to 

management, such as: 
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A. Provider time in seeing patients. 

B. Exception reports on hypertension and immunizations. 

C. Accounts payable and receivable. 

D. Referrals ordered. 

E. Primary and secondary diagnosis. 

After completing the review of other centers' experi­

ences with Management Information Systems , it was decided dur­

ing Phase II that the St. Louis centers would: 

A. Design forms to produce the information needed. 

B. Keypunch all information on site using staff that would 

be trained. 

C. Rent cheap night computer time from Burroughs Corpora­

tion on a month-to-month basis rather than buy a com­

puter in case the system proved unmanageable. 

D. Hire an experienced programmer to develop the computer 

program to meet our needs. 

Hypothesis and Research Design 

The general purpose of this paper was to investigate 

alternative data processing systems. The author hypothesized 

that the accuracy and timeliness of data is directly related 

to better management and decision-making. For the purposes 

of this study accuracy of data will be defined as data with 

an error rate of less than five percent. The previous MIS had 

an error rate of fourteen percent. For data to be considered 
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timely, it must be available to management in less than thirty 

days after requested . 

Specific areas of comparison selected to prove the 

hypothesis previously stated are as follows: 

A. Data will be provided to management in a shorter period of 

time using the new MIS, and previously unavailable data 

will be available on a monthly basis. Data to be produced 

will include : 

1. Blood pressures of patients with exception report (not 

previously available). 

2. Provider time in seeing each patient (not previously 

available). 

3 . Immunizations given and type with exception report (not 

previously available). 

4. Referrals ordered. 

5. Types of prescriptions ordered by providers. 

6. Number of prescriptions ordered for each patient by 

each provider. 

7. Primary and secondary diagnosis. 

8. Accounts receivable (not previously available). 

9. Accounts payable--accrual basis (not previously 

available). 

10. Payment status of each patient. 

If the new MIS produces at least 75% of this data on a 

monthly basis, the system will be cons idered satisfactory in 

meeting these criteria. 
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B. Cost of the new MIS will be equal to or less than the 

cost of the present system. 

Prior to January 1977 the St . Louis centers were 

spending $90,000 annually on MIS; this cost was dis­

tributed as follows: 

1. Service Bureau $56,000. 

2. Health center staff $34,000. 

All costs including computer time should not exceed 

$90,000 for the new system to be considered cost effective 

for the purposes of this paper. 

C. Data will be available in such a form that it will allow 

management to improve the quality of care at the centers. 

Hypertension Management and Immunization levels are 

considered major indicators of quality of care by staff and 

DHEW. A sampling of 75 medical records in December 1977 in­

dicated that 50% of the children receiving care at the cen­

ters who were in the age group 18 to 21 months had not been 

completely immunized for polio, measles, diphtheria, tetanus, 

pertussis, and mumps. The new MIS should produce an excep­

tion on any child who is not completely immunized. This re­

port will allow staff to implement a recall system and com­

plete the needed immunizations. If the MIS allows staff to 

reach an 85% immunization level for all children 18 to 21 

months of age by April 1978 the system will have improved 

the quality of care at the centers. 
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Twelve (12%) percent of the centers' active patients 

have been diagnosed as hypertensive; fifty (50%) percent of 

the patients so diagnosed as of December 1977 were considered 

to be control l ed hypertensives either by medication or diets. 

This has been due to a large extent to failure of patients to 

keep appointments . The new MIS will produce an exception re­

port on all patients diagnosed as hypertensive and uncontrolled 

monthly. This report will be given to Social Services and 

home visits will be made to encourage return visits by the 

patients. The new MIS will be considered effective in improv­

ing the quality of car e if eighty-five (85%) percent of our 

hypertensive patients are controlled by April 1978. Data will 

be available in a timely manner for meeting federal reporting 

requirements. 

D. Quarterly reports are r equired by DREW from a ll community 

health centers; their repor ts require programmatic infor­

mation obtainab le from the MIS. A survey conducted by 

the Eval uation Department of the St. Louis centers indi­

cates that we are late in submitti ng these reports at 

least twi ce yearly because of the time data i s received 

from McDonnell Douglas Corporation. I will compare the 

timeliness in which data is available for these reports 

with the new system vis-a-vis the f ormer system. 

E. The new MIS will improve the Fiscal and Billing Depart ­

ments by providing management with timely and accurate 

information. 
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The new system should produce at least on a monthly 

basis a printout of accounts receivable and payable . This 

information has not previously been available to management 

in adequate time for possible intervention. Because this 

information has not been available financial crises have 

developed at t he centers near the end of each fiscal year , 

May 31. 

In that the new MIS will be installed during January 

1978, I will compare the effects timely information has on 

enabling management to stay within budgetary limits during 

the final six months of the fiscal year. 

The Data Entry Machines, AE-500 and Microfiche Units, 

were installed at all of the centers during January 1978. 

These units were leased from the Burroughs Corporation on a 

month-to-month basis in case the system proved inoperable. 

Installation of the units themselves proved to be a minor 

task ; however, conversion of the existing system to the new 

format was a major undertaking. 

An experienced programmer had to be hired to convert 

the McDonnell Douglas system which was in use to the new 

system. The major problem encountered was due to the lan­

guage in which McDonnell Douglas had developed the existing 

program. They had used both Cobol and Fortran in the pro­

gram, and the system we proposed to use had to be totally 

in t he language of Cobol. This proved to be a massive problem 
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that caused the centers considerable delays and sizable 

costs. 

In addition to the above stated problem there ap­

peared to be considerable reluctance on the part of the 

former contractor to release the master tapes that were now 

in the public domain . 

After several attempts to develop a workable program 

we finally succeeded in doing so in early February 1978. 

The timing of all activities was very critical in that all 

reporting requirements had to still be made on a timely 

basis to the Department of Health, Education and Welfare. 

Training 

During Phase III , to facilitate time we arranged a 

program to recruit staff for the Data Entry Machines in 

December 1977. Job descriptions were developed and posted 

and to our surprise we found that four members of our present 

staff--one EKG Technician, one Evaluation Clerk, one Social 

Worker Aide, and one Billing Clerk--had previous keypunching 

training and a working knowledge of data processing. We 

arranged for all of these persons to spend a week in Chicago, 

Illinois, at the Burroughs Computer Center receiving addi­

tional training. Our plan was to use two of these individu­

als as daily operators of the AE-500 and two would serve as 

backup 
operators to relieve the daily operators in case of 

illness , or tiredness. This has proved to be a 
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very valuable move on our part in that several occurrences 

of this nature have happened. 

We then developed a training manual for all staff 

persons explaining the new s ystem and its functions. New 

forms were developed that provided information previously 

unobtainable in the former system. The training manual used 

to familiarize staff with t h e new s y stem alleviated a number 

of problems in that it was designed to provide staff with a 

complete understanding of the importance of the s y stem and 

its uses . Attached to the training manual are all of the 

new data collection forms and diagrams of the flow of all 

forms and the patient from entry to the center to complete­

ness of t he encounter (see Appendic.es B and C). 

Sunnnary 

Chapter III explores the various systems available 

to the St . Louis centers in selecting a new MIS . All alter­

natives were considered as well as the data needs of the 

centers, and a selection was made. In order to make a deter­

tnination as to the usefulness of the s ystem selected, several 

hyPothetical improvements are believed possible . Comparison 

lllodels have been established in this chapter that should 

•llot,J f . 
or comparisons of the usefulness of the new MIS versus 

the f armer system. 

I 

I I 
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A brief discussion of the installation of the new 

MIS is included in the next chapter as well as a discussion 

of the training of staff. The training manual the center 

used is included in the exhibits as Appendix A. 

' I 

,I 
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CHAPTER IV 

IMPLEMENTATION AND Sill~'1ARY 

The new MIS was installed in the St. Louis centers 

during January 1978 and was fully operational in the month 

of February 1978 . Several problems in our program had to be 

eliminated, but the system functioned adequately enough to 

meet our data needs. 

For the purposes of this paper criteria were estab­

lished in Chapter III to determine the effectiveness of the 

MIS and now each criterion will be examined individually. 

A. Data will be provided to management in a shorter period 

of time using the new MIS and previously unavailable 

data will be available on a monthly basis. Data to be 

produced will include: 

1. Blood pressures of patients with exception report 

(not previously available). 

Provider time in seeing each patient (not previously 

available). 

Immunizations given and type with exception report 

(not previously available). 

Referrals ordered . 

Types of prescriptions ordered by providers. 

98 
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6. Number of prescriptions ordered for each patient 

by each provider. 

7. Primary and secondary diagnosis . 

8. Accounts receivable (not previously available). 

9. Accounts payable--accrual basis (not previously 

available). 

10. Payment status of each patient . 

As stated previously, if the new MIS produces at 

least seventy-five (75%) percent of this data on a monthly 

basis the system will be considered satisfactory in meeting 

this criterion. As of April 1, 1978 , of the ten reports 

wanted by management on a monthly basis, all were available 

with the ex·ception of accounts receivable and accounts pay­

able. This represents an efficiency of eighty (80%) percent 

and is considered satisfactory. All of the data reports could 

be readily obtained on a 34-hour notice at any time during the 

month , which was better than anticipated. 

B. Cost of the new MIS will be equal to or less than the 

cost of the present system. 

Prior to January 1977 the St. Louis centers were 

spending $90,000 annually on MIS; this cost was distrib-

Uted as follows: 

1. 

2. 

Service Bureau 

Health center staff 
' 

$56,000 

$34,000 
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All costs including computer time should not exceed 

$90,000 for the new system to be considered cost effective 

for the purposes of this paper . Present costs of the new 

MIS are as follows: 

Staff , 2 full-time key-punchers 

Microfische rental 

Computer time (Burroughs Corp . ) 

Assistant Director Evaluation 
Salary (50% time) 

Travel (Center to Burroughs & return) 

$16,000 annually 

3,000 annually 

11,000 annually 

7,000 annually 

1,000 annually 

$38,000 annually 

Ten thousand ($10,000) dollars was spent by the cen­

ters for programming costs and $10,000 for system development, 

but these were one-time costs and were paid separately by 

DREW . In that the centers have reduced their data costs by 

more than 50% the system is considered cost effective. 

C. Data will be available in such a form that it will allow 

management to improve the quality of care at the centers . 

Hypertension Management and Immunization levels are 

considered major indicators of quality of care by staff and 

DREW. A sampling of 25 medical records in December 1977 in-

dicated that 50% of the children receiving care at the centers 

lrho -we • h re int e age group 18 

Pletely · . . immunized for polio, 

to 21 months had not been com­

measles, diphtheria, tetanus, 
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pertussis and mumps. The new MIS should produce an excep­

tion report on any child who is not completely immunized. 

This report will allow staff to implement a recall system 

and complete the needed immunizations. If the MIS allows 

staff to reach an 85% immunization level for all children 

18 to 21 months of age by April 1978, the system will have 

improved the quality of care at the centers. Twelve (12%) 

percent of the centers' active patients have been diagnosed 

as hypertensive. Fifty (50%) percent of the patients so 

diagnosed as of December 1977 were considered to be con­

trolled hypertensives either by medication or diets. This 

high level of uncontrolled hypertensives has been due to· a 

large extent to failure of patients to keep appointments. 

The new MIS will produce an exception report on all patients 

diagnosed as hypertensive and uncontrolled monthly. This 

report will be given to Social Services and home visits will 

be made to encourage return visits by the patient. The new 

MIS will be considered effective in improving the quality of 

care if 80% of our hypertensive patients are controlled by 

~pril 1978. 

As of March 14, 1978, the immunization levels of the 125 

children involved in our original sample were as follows: 

83 - are fully immunized 

8 - have received a telephone call, home visit, or 
post card 

6 - have moved out of the area 
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12 - are receiving care at another facility 

1 - has begun series of immunizations 

15 - have been sent cards, received calls, but no 
home visits have been made (not acceptable) 

125 

The MIS exception report has allowed the centers to 

monitor these children, and according to DREW criteria those 

children who have been contacted by telephone or mail and 

received at least one home visit are considered acceptable. 

Therefore, only fifteen children are considered unacceptable 

and a rate of 88% has been obtained. Attempts are being made 

to resolve the fifteen unacceptable cases . 

During January, February, and March 1978 hyperten­

sive exception reports have been produced monthly by the MIS 

and these reports have been given to the Social Services 

staff at each center for follow-up on the patients listed . 

Twelve hundred (1200) patients were listed in the reports as 

uncontrolled hypertensives . Eleven hundred and twenty (1120) 

patients were contacted by Social Services and 80 were lost 

to follow-up due to our inability to contact them . All 1120 

of those contacted were given appointments and as of March 17, 

1978, 980 have been seen by their physicians and nutritionist, 

if needed. 

All 980 have received medication or diets and have 

been • 
given six-week appointments for return visits. For the 
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purpose of this study, we have achieved a controlled hyper­

tensive level as of March 17, 1978, of eighty-one (81%) 

percent. 

D. Data will be available in a timely manner for meeting 

federal reporting requirements. 

Quarterly reports are required by DHEW from all com­

munity health centers . These reports require programmatic 

information obtainable from the MIS. A survey conducted by 

the Evaluation Department of the St. Louis centers indicates 

that we are late in submitting these reports at least twice 

yearly because of the time data is received from McDonnell 

Douglas Corporation. I will compare the timeliness in which 

data is available for the reports with the new system 

. ' . the former system. vis-a-vis 

Only one quarterly report has been required by DHEW 

during the time of this study; therefore , the results are 

inconclusive. The report due April 28, 1978, for the first 

quarter of 1978 was actually submitted on April 17, 1978, 

eleven days before the due date. Data for the completion of 

this report was in the hands of management on April 10, 1978. 

We believe that the data will be available as timely in the 

future. 

E. 
The new MIS will improve the Fiscal and Billing Depart­

ments by providing management with timely and accurate 
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information . The new system should produce at least on 

a monthly basis a printout of accounts receivable and 

payable . This information has not previously been 

available to management in adequate time for possible 

intervention. Because of this, financial crises have 

developed at the centers near the end of each fiscal 

year, May 31. 

The new MIS was installed during the month of Janu-

ary 1978. I have compared the effects timely information 

has in enabling management to stay within budgetary limits 

during the final six months of the fiscal year. 

The accounts receivable module is presently fully 

operational and a manual for staff has been developed. All 

procedural steps are included in the manual and the manual 

has been distributed to staff. 

Prior to implementation of the new management infor­

mation system the centers had no accurate method of deter­

mining outstanding balances owed by Third Party Carrier, nor 

could we determine the value of services rendered. As demon­

strated in the New Accounts Receivable and Billing Manual, 

the cost of services provided is entered into the computer 

sy· stem whether the patient actually pays for the services or 

not. Th· is allows management to compare cost versus services, 

rather than services versus the amount received . We also now 

can Project accurately the amounts owed to the center by 
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Medicare, Medicaid, Family Planning, and others, and can 

demonstrate to each of these agencies if need be the reasons 

for rate adjustment requests. 

No longer does management have to wait until a check 

is received from a Third Party Carrier to make a determina­

tion as to the financial status of the centers . This is 

very critical in that most Third Party Carriers are usually 

90 to 120 days behind in payments and without accurate know­

ledge of outstanding accounts receivable it is impossible to 

know the true fiscal status of the centers . We can now pre­

dict when we compare grant revenues, accounts receivable, 

and accounts payable the true fiscal picture of the centers . 

A summary of accounts receivable and billings are 

submitted to management on a monthly basis. This is compared 

with accounts payable which are now kept on an accrual basis 

and management can accurately predict if the center will stay 

within its budget parameters for any given year. 

The accounts payable system has not been incorporated 

into the data processing system as of this date, nor has the 

purchasing system. The major reason for this delay was be­

cause the entire systems had to first be converted to an 

accrual accounting system. 

In an accrual accounting system each department in 

the centers is given a yearly budget. When equipment or sup-

Plies are ordered the funds are encumbered and for all 
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practical purposes spent even if the supplier does not de­

liver for several months. Prior to the installation of this 

system,management had no accurate way of determining out­

standing obligations and in many cases a budget period would 

end with expenses carried over into a new period because 

supplies had not been received from various suppliers. 

Monthly reports are now sent to management that de­

tail the expenses of all departments. We are therefore able 

to approve or disapprove of orders if an area is exceeding 

budgetary limits. This system will be computerized within 

the next six months but presently proved to be too large an 

undertaking. The manual s y stem for accounts payable and 

purchasing is included in this document and has allowed man­

agement to effect the same changes as those which would have 

occurred under a computerized system. Less manpower will be 

required once the system is incorporated in the entire data 

management system, but the effects to date have been very 

positive . Supervisors are more conscious of the quantities 

ordered by their departments) and we are experiencing less 

Wastage of supplies. 

The accounts receivable, accounts payable, and pur­

chasing systems are operational at the centers, but delays 

in the actual implementation of these systems did not allow 

for any determinations as to their effects on the centers' 

ability t 0 stay within budgetary limits during this budget 
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period. Therefore I will attempt to draw no conclusions as 

to this particular criteria. 

Clearly, based on the criteria established for this 

study the hypothesis has been proven. The MIS has func t ioned 

above expectations and has been accepted by staff as a manage ­

ment tool. Once the fiscal aspects of the system are operat­

ing as well as the rest of the systemJ even greater benefits 

are anticipated. Now that the s y stem is operational, DREW 

has requested that the system design be made available to 

other centers in the country. We are presently considering 

contracts to do the data processing for three other centers 

in Missouri. 
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TRAINn.x; Ivm..NUAL APPENDIX A 

The Department of Health, Education and Welfare recently issued new 

federa l requirements that affect all federally funded health projects . 

Thes e new requirements will affect the funding of all health centers. 

All funds are channeled through ten re g ional offices of HEW throughout 

the United States , of which we are in Region VII. The amount of money 

each region receives is based on 60% of what it received l ast year , plus 

40 % which is based on the amount of users and encounters that the region 

~d the previous year . Example: Three Hundred Million Dollars was 

allotted for health centers in the United States , and our region received 

:ifteen mi llion dollars last year. Next year they would get 60 % of the 

;if teen mi llion received last year which amounts to nine million dollars . 

if the region had_ 5 % of the encounters and users nation - wide, then t hey 

'iould get an additional fifteen J11illion dollars for a total of twenty 

:our million dollars . 

The region will then distribute the twenty four million dollars 

::Ong the heal th centers in the regions , based on the same formula that 

:.'le Department of HEW us~ , that is , on the amount of encounters and users 

~~ health center had the previous year . Therefore, it is to our 

to maximize the number of encounters and users . If our region 

money , then the health center can ge t more money provi ding we 

This can mean raises in pay , new staff and new equipment . 

The paper work , that is , the filling out of encounters and registration 

like money to us and should not be viewed an an unnecessary 

These forms should be accurate , legible and completely fil l ed 

Failure to do so • is like playing with our own money . So i t is very 

nt th t a the forms be given our very best effort . 

federal requirements, the Department of HEW has 
rtea 

a new reporting system . To meet these new federal require -
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ments and to respond to the new reporting system , we are changing our 

da ta information system . This will enable us to get better mana ge ment 

data and to upgrade the skills and mobility of some staff , while at the 

same time lowering our costs for data processing . 

Our new system will include three n ew forms , the medical encounter 

fur m, the registration form , and the dental form . It will also include 

~e bi lling _ slip which will be entered into the new system . 

This new system is a joint effort between the St . Louis Comprehensive 

~alth Center and the Yeatman and Yeatman- Union Sarah Health Centers. 

~ch center will have a data entry machine called an AE- 500, which works 

s~ilarly to a key punch machine . All encounters , registration and dental 

~rms and bi lling slips will be keyed into the system on site by our 

staff onto cassette tapes . These tapes will be run and proce~sed on a 

:urroughs 1700 compiler and computer , which in turn will give us the 

:onthly reports that we need to meet the quarterl y reporting requirements 

~management da ta. 

The Billing Department will get a monthly microfiche film on the 

:egistered patients and how much they owe us , a n d wha t ever the i r payment 

~~sis . It is important that any person not appearing on the list 

• sent back to be either a new reg is tr ant or a recertified reg is tran t , 

will not ge t credit for the encounter that they would ha ve. 

registration form is used to reg ister separately each menilier of 

for health care by recording da ta which is specific to that 

It is also used to notify the medical r e cords department 

a medical chart for a new patient. 

' ther • e i s a new table called a users 

In the new federal reporting 

table . The purpose of this 

a count by the age and sex of the health center users . 
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l<-1:.\.:,.l:::,'l'l{A'l' lON I 'ORM 

The refor e , each encounter form must be matched to a registration fo r m 

which will contain the age and sex o f the user. 

A User is a person who has been seen by one of the health c ente rs ' 

staff providers , a t leas t once during the las t t we lve months. 

iiO\·J TO FILL OUT TIIE REGISTRATION FORM : 

1. PATIENT IDENTIFICATION NUMBER : The patient ID numbe r is a n 

eight digit . numbe r . The first digit which i s pre-printed will identify 

the hea l th center ( remember there will be three centers using this 

~stem a nd in the future possibly more . ) The next f ive digits will 

'dentify the family and the last two digits wi 11 i dentify the indi victual 

:amily membe r. 

IT] [TI 
' ~enter no. Fami l y ID no. Family Member no . 

2. REGISTRATION DATE : Month-day - year. The registration da t e is 

~ date when the individual is f irst registered or in some cases r e -

:egistered. The month is entered in the f irst two boxes . Always f ill 

both boxes . It will be h e lpful in entering all dates t o think of 

The month is entered in the first set of boxes and the 

r in_ the last set of boxes . 

3. 

1976 

PATIENT Nl\ME : Print the name of t h e patie nt in the boxe s provided . 

letter to a box . 

last name first 

I I 
M l 

box after the last l etter of the last name , then print firs t name . 

initial at t h e far right in the very l a st box . 
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4 . ADDRESS : There are 20 boxes r eserved for the address . After 

t he street number , leave a box b l ank , then wri te the street name . 

[] [] I I I I I I l 
\·Jhere t he r e J. S an addr ess that has more than 20 c haracters, then the 

name of the street can be abbrevi a t ed . 

5 . ZIP CODE : There are 5 boxes reserved for t he zip code . 

I I 
6 . TELEPHONE NUMBER : There are 7 boxes for the telephone number. 

r I I I l . I I r 

7. DATE OF BIRTH: There a r e 6 boxes·· reserved for the date of 

oirth . The month is entered in t h e first two boxes . 

in entering all dates t o th i nk of 01, 02 , 03 , etc . 

It wi ll be helpful 

The day is entered 

~ ilie middle set of boxes and the year is entered in the last set of boxes . 

DJ[DOJ 
SPECIAL CASES : If the pati ent ' s date of birth is unknown or 

•1Certain: a . Estimate a year because it must never be omitted . 

8. 

b . The month and day i f unknown may be entered with a 

06 for month and 15 for the day . 

EXAMPLE : Unknown da te of bi rth of patient about 85 years 

of age . 

rnrnm 
SEX : One box is reserved for the sex of a patient . If the 

i s a male , enter a 1 i n t he box . If the patient is a female , 

the box . 

r1 - male 

0 - female 
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r,tuJ.::i'l'l{A'l' ' •N FORM 

9 . TOTAL FAMILY INCOME (GROSS) : Three boxes are reserved for the 

fa mily income. Family income is the total amount of earnings or income 

a f a mily receives per year . 

one hundred dol l ars ($100) . 

Round the family income to the nearest 

□ 
\~hen rounding off numbers , if the last two numbers is 50 or . more , round 

up to the nearest hundred. If the last two numbers is less than so 

round down to the nearest hundred. 

EXAMPLE : 

Income : Rounded to nearest $10"0 Code : 

$1 , 000 $1 , 000 

1,500 l , 50 0·· 

1 , 824 1,800 

2 , 360 2,400 

2,340 2 , 300 

10 ,14 0 10,100 I 
10 , 180 1 0 , 200 

10. TOTAL NUMBER OF PERSONS IN HOUSEHOLD: There are 2 boxes 

:eserved for the number of persons in a household . 

n-5 people 

D-10 people 

I 

11. PAYMENT STATUS : One box is reserved for the payment status 

e. The payment status code identifies the mode of payment that the 

ent might have . 

CODE : PAYMENT STATUS 

l . Medicaid 

2 . Medicare 

3 . Medicare/Medicaid 

4, Partial Pay 
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MEDICAID: 

REGISTRATI :~ FO RM 

5 . Full Pay (100%) 

6. Private Insurance 

7 . Group Contract □ 
8 . No Charge 

9 . Other (Specify) 

If a person has medicaid, a 1 is coded in t he payment 

status code box. If a person has medicaid , then they 

must have a medicaid cove rage number . If, at the time 

of registration the patient states he has a medicaid 

card , but does not have the card with him; . or does 

not know his number , then -i nstead of codin g the form as 

a med icaid patient , he should be coded as a cash patient . 

If at a later d~~e the patient brings in the medicai d 

number , then his pay status can be changed and entered 

into the system. The same rule apply to those patients 

who are on medicare • I I l [ ] l I I [ l I [ I I 1 
MEDICARE: The number 2 is coded in the payment sta tus box when t he 

1-!EorcARE/ 
MEorcArD: 

person is a medicare patient . There are 10 bo xes reserved 

for the me d icare number. If the patient does not have 

his number at the time of his r egi strati o n, then the same 

rule as stated above for medicaid patients will apply. 

ITO ITJ I 1:1 □ 
If a person has both med icare a nd medicare , t hen a 3 must 

be coded i n the payment status box. The medicare and 

medicaid numbers wi ll be coded in t he appropriate boxes . 
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PARTIAL PAY: When a person is paying for his services based on 

the sliding fee scale, then the portion that he is 

FULL PAY: 
(100 %) 

PRIVl\TE 
INSURANCE: 

GROUP 
CONTRACT : 

NO CHARGE : 

paying mus t be coded. First a 4 is coded in the 

payment status bo~, then the amount that is being paid 

is c oded in the 2 boxes reserved for it. 

EXAi'lPLE : 

cf] 
Patient pay ~5:00 

Payment Status Code 

$5.00 payment 

Whenever a patient pays the full amount, then a 5 is 

coded in the payment status code box . 

Private insurance is coded with a 6 . If the patient 

has to pay any portion , such as a deductible , then the 

amount payed ~il l be coded in t he 2 boxes reserved for it. 

When a person is registering under a group contract, a 

7 is coded in the payment status code box. The name of 

the group must be written in the space for it. Here we 

are referring to Carter Carburetor, Family Planning , 

Head Start, etc . 

Whenever a patient does not pay , s uch as board member s 

or employees, then the number 8 is coded in the payme n t 

status code box. 

Any kind of payment status not mentioned above will be 

coded with the number 9 (specify what the payment is) . 
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REGISTRATION FOR~ 

12 . PRIMARY REFERRAL SOURCE : One box is reserved for the referrill 

so urce . 

If the family discovered the health center, enter a 1 in the box . 

If a neighbor or relative made the referral enter a 2 in the box. 

If neighborhood health center staff worker, enter a 3 in the box . 

If community action agency enter a 4 

If private phys ician enter a 5 

If the referral came from a hospital , enter a 6 

If any other, specify and enter a 7 

If any heal th or social agency made referral enter 8 . . 

ihe rest of the form must be completed but does not have to be coded for 

,he data system. 

MINI - REGISTRATION : Due to the new user table which we mentioned 

~fore , there must be a regis tration form for each encounter . Therefore , 

twill no longer mark ax for an unregistered patient . Instead, a mini-

~istration form will be filled out. This wil l also enable us to get more 

~~y for billing purposes. When any of these unregistered patients 

(ip by, we wi 11 lose money. 

,emini registrants will be given or assigned numbers in the 90000 series. 

is will help the centers to identify the CEP, He a d Start , and Fa mily 

.an • 
ning pa ti en ts . 

MINI- REGISTRATION INFORMATION NEEDED: 

l. Patient ID number (90000 series) 

2 . Sex and Date of Birth 

3. Income 

4, Number in Household . 
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5 . Payment Status. **NOTE: If the patient is a f . 1 c1m1. y planning 

patient and they have a medicaid 

number, then the payment status 

code will be coded with the medicaid 

status code, otherwise the payment 

status will be coded as a group 

contract which has a 7 as the status 

code . 

Remember all new patients and everyone having an encounter must be 

regis tered either by the regular m_ethod or with a mini - registration. Each 

~tient when entering the health center must be checked to see i f he is 

registered . To help in doing this , the health centers will have Microfiche 

~aders . The entire registration l ist will be put on microfiche. When 

' iecking to see whether a patien~ is registered or not, the reader will 

lisplay the ID number , name of patient , sex , a ddress , telephone number , 

~~ of birth and balance owed for previous services . If the patient is 

~ton the micro fiche, even though they may have a record in the medical 

J~rds department , they wi l l have to be re - registered. The microfiche 

:eader will prevent someone from going into the record room to check and 

~e if a person is registered or if an address or phone number is needed , 

CHAJ.\JGE OF INFORMATION OR NEW INFORMA'rION : The reg is tra tion form 

to add or change any information on patient . The new 
1 also be • used 

'formation will be put in the appropriate boxes , such as patient name , 

phone number . Whenever an old patient returns for a 

t , We Will then get his address , telephone nu1:iller, gross income , 

s t atus , and number of peopl e in household if needed. 

ENCOUNTER : The encounter form is used to collect data on health 

One copy of the encounter form is completed for each 
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provider seen . 

ser vi ce data, 

The encounter form is the basis for comput1.· ng the heal t h 

so that the center can quickly initiate the systematic 

collection of such data . As previously stated, this infor~ation helps us 

to make our quarterly reports to the Department of HEW . 

l. PATIENT NAME- ID NUMBER : This should be done by pie which has 

all the information necessary for this section. If this 

. information is done by hand , the name and ID numbe r must be 

in this area . All encounter forms must have an identification 

number. 

2 . DATE : As on the registration form, there are 6 boxes reserved 

3. 

for the date· m ] 
month day year 

PROVIDER : Three boxes are reserved for the provider ID number . 

The provider number identifies the health center provider tha t 

see the patient . Listed below are the provider catagories 

and their identification numbers . 

MEDICAL PROVIDERS 

PIIYSICI ANS : 

General Practioner 

Family Practioner 

Internist 

Pediatrician 

Obstetrician/Gynecologist 

Psychiatrist 

Pl!YSICIAN SPECIALIST : 

Cardiologist 

Allergist- Dermatologist 

Orthopedist 

119 

IDENTIFICATION NU~ill EHS 

011- 039 

040 - 059 

060- 100 

110- 159 

160- 199 

220 - 279 

340- 349 

360-369 

400- 409 I 
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ENCOUNTER l ' .JRM 

Urologist 

Ophthalmologist 

Ear- Nose- Throat 

Surgeon 

MID- LEVEL PRJ\CTIONERS : 

Pediatric Nurse Practioner 

Physician Assistant 

Medical Nurse Practioner 

Family Nurse Practioner 

DENTAL PROVIDER : 

General Practioner 

Oral Surgeon 

Orthodontist 

Periodontist 

Dental Hygienist 

Dental Tech 

NURSES: 

Clinical Nurse Specialist 

RN/PHN 

LPN/LVN 

MENTAL HEALTH PROVIDER: 

Al cohol Counselor 

Psychologist 

Psychiatric Nurse 

Psychiatric Social Worker 

Clinical Social Worker 

120 

380- 389 

350-359 

390 - 399 

370- 379 

500 - 509 

510 - 519 

520- 529 

530- 539 

300 - 329 

331-332 

333- 335 

336 - 338 

660 - 679 

680-689 

620 - 629 

560-599 

600 - 619 

740 - 749 

750 - 759 

760 - 769 

770 - 779 

790- 799 
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ENCOUNTER i 'ORM 

ALLIED HEALTH PROVI DER: 

Physical Therapist 

Family Planning Counselor 

Medica l Social Worker 

Optometrist 

Podiatrist 

Occupationist Therapis~ 

Speech Pathologist 

Audiologist 

Health Educator 

Nutritionist/Dietician 

COMMU NITY SERVICE PROVIDERS : 

Family Health Worker 
! 

Outreach Worker 

Community Health Aide 

Community Health Advocate 

410 - 419 

420 - 429 

430- 439 

440- 449 

450- 459 

460 - 469 

470- 479 

480 - 4 89 

850 - 859 

860 - 869 

840 - 849 

870 - 879 

4 . SITE OF ENCOUNTER: One box is reserved for this . Just enter 

the code for the place of encounter . 

1 - Center 2-Home 3- Hospital 4- Other 

D 
5 . NEW MED ICAL PATIENT : One box is reserved. A New Medical 

6 . 

Patient is a patient who has never been registered and does 

not have a record on file in the medical record room f or a 

patient who has not seen a provider in 18 months . · I f i t is a 

new patient , put a 1 in the box , if not ne w, put a 2 in the b ox . 

BLOOD PRESSURE : There are three boxes each reserved for the 

s~stolic and d iastolic readings - systolic on t op - diastolic 
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ENCOUNTErt 1 'Oi{M 

on the bottom . This will help us measure the qu~lity of 

care given to each patient . 

should also be taken. 

Blood pressure of children 

8:E 
7 . APPOINTMENT STATUS : One box is reserved . Enter in the box 

8 . 

the code that descr i be on what basis the patient saw the 

provider for this encounter. 1-appointment 2- walk- in 

3- direct referral 4- patient cancelled 5- missed appointment 

6- center cancelled 7- home health patient 8- group 

D 
If the center or doctor has cancelled an appointment, be sure 

it is marked in the appropriate box . Another point to consider 

is~ many patients will only come to the health center when 

there is an emergency, therefore, there are constant walk - in 

patients who need to be educated on the real purpose of the 

health center , and that is preventive care and they should get 

an appointment for complete health care . 

PROVIDER TIME: One box reserved . 1- less than 15 minutes 

2- 15 minutes 3-less than 30 minutes 4- 30 minutes 

5- 45minutes 6- lhour or more 

Time spent with the patient helps the Medical Director to 

evaluate the ulitization of his staff, 

□ 
9 , IMMUNIZATIONS GIVEN : One box reserved . 1 - DPT & OPV #1 (series 

started) 2- DPT & OPV #2 3-DPT & OPV #3 4-DPT & OPV Booster #1 

5- DPT &OPV Booster #2 

□ 
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10 . SE RVICES PERFORMED: Check as many circles as appropriate . 

11 . REFERRALS/ORDERED SERVICES: Check as many circles as a ppr opriat 

12. 

13. 

In both services rendered and referrals make sure the appropriat1 

box is checked or circled and that these services and referrals 

are documented in the patient's r e cord. 

TYPE OF DRUGS PRESCRIBED: Check as ma ny types as were 

prescribed. 

NUMBER OF PRESCRIPTIONS WRITTEN: One box is r e served . Simply 

write the total munber of scripts written at that visit by 

the physician . D 
1 4 . DI AGNOSIS: There are 4 boxes each reserved for the pr i ma ry 

and secondary diagnosis . There is also s p ace provid ed f or 

the diagnosis to be written out so that the ICDA code may be 

entered later in th~ processing . 

The d iagnos i s is to be wr it t e n ------------------h e r e . A pr ima r y · diagnosis and a 
secondary diagnosis . ------------------

Prim a r y Diagnosis-

Secondary Diagnosis-
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DENTAL ENCOUNTER FORM : 

The dental encounter form is used to collect data on dental services. 

One copy of the encounter form is completed for each dental provider 

seen. The dental encounter form is the basis for computing the amount 

of dental service data , so that the center can quickly initiate the 

systematic collection of such da ta. 

1. PATIENT NAME - ID NUMBER: This should be done by pie because the 

pie has all information necessary. If it is done by hand, the 

name and ID number must be placed on the encounter . All dental 

encounter forms must have an identification number. 

2 . DATE : As on the registration and medical encounter form , there 

are six boxes reserved for the date . 

I 

WWW 
3. PROVIDER : Three boxes are reserved for the provider ID number . 

Listed below are the dental provider catagories and their 

identification catagories . I [ I J 

DENTAL PROVIDERS IDENTIFICATION NUMBER 

General Practi oner 300 - 329 

Oral Surgeon 331- 332 

Orthodontist 333- 335 

Periodontist 336- 338 

Denta l Hygienist 660- 679 

Dental Technic ian 680 - 689 

4• SITE OF ENCOUNTER : One box is reserved fo r this . Ente r the 

code for place o f encounter . 1-center 2- home ] - hospital 

4- other D 
5, 

NEW DENTAL PATIENT: One box reserved . A new dental user is a 

Person who is seeing a dental provider for the first time. 
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DENTAL l 0RM 

is determined when there is no pink dental form in the record. 

If the patient is a new dental user - put a 1 in t~e box. If 

the patient is not a new dental patient , place a 2 in the 

box . D 
6. APPOINTMENT STATUS : One box is reserved . Enter in the box the 

code that describes on what basis the patient saw the provide r 

for this encounter . 1-appointment 2- walk- in 3- direct referral 

4- patien t cancelled 5- missed appointment 6- center cancelled. 

□ 
If the center cancels the appointment, place a 6 in t he box . If 

the patient cancel the appointment place a 4 in the box. It 

should be noted that if .a patient calls and cancels or ask fo r 

a new appointment , this is not and should not be considered a 

missed appointment . A missed appointment restilts when a patie nt 

simply does not show up for a scheduled appointment , and has not 

called to cancel. 

Another point to consider is that many patients will only come 

to the hea l th center when there is an emergency, therefor e , they 

are constant~ wa lk-in patients . These patients need to be 

educated on the real purpose of the health c e nte r, and that is 

preventive care and they should get an appointme nt for c omplete 

health care . 

?. PROVIDER TIME : One box is reserved . 1- less than 1 5 minutes 

2-15 minutes 2-le ss that 30 minutes 4- 30 minutes 5- 45 minutes 

6- 1 hour or more . D 
Time spent with the patients helps the Dental Director o f 

evaluate the utilization of his staff. 
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DENTAL FO i : 1 

8 . SERVICES RENDERED: Check as many as appropriate by checking the 

9 . 

10 . 

1 1. 

circles of each service listed . Make sure these services are 

documented in the record. 

X- RAYS : One box is reserved . Place the code in the box that 

describes the x- ray performed . □ 
PRESCRIPTIONS: One box is r e served . Place the code that describes 

the · dr~g that was used. If both drugs listed on the form is used, 

place a 3 (for both) in the box. If there were none , place a 4 

in the box . 

REFERRALS: One box is reserved . Place the code t ha t describes 

the type of referral made. Remembe r to document the referral 

made in the patient ' s record . D 
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TYPES OF ENCOUNTERS 

l. MEDICAL ENCOUN TER : An encounter by a physician or midlevel 

pr ac ti tioner fo r the purpose of prevention , diagnosis ·or a med i ca l 

problem . 

2 . DENTAL ENCOUNTER : An encounter by a dentist, 

or dental technician . 

. dental hygienist 

3 . OTHER HEALTH CARE ENCOUNTERS : An encounter by any he a lth provider 

other than a medical or denta l provider in wh i ch health services 

are provided . For exampl e , the optometrist , podiatrist , nut ritionist ~ 

diet i cian , health educator , physical therapist , medical social worker , 

family planning counse l or, · · occupational the rap ist . 

4. NURSI NG ENCOUNTER : For the purpose of these r eporting r equi reme n ts , 

an encounter by a c l inical _purse spec i alist, RN, PHN , or LPN in t he 

person , and acting independently of any other provider. 

5. MENTAL HEALTH ENCOUNTER : An encounter in which mental health s e r v ices 

are provided , except for psychi atrist which is counted as a medica l 

encounter. 

6. ALLIED HEALTH ENCOUNTER: An encounter which is provided by an al l i e d 

health provider in which the person is acting inde oe n dently o f any 

other provider . 

7• COMMUN ITY SERVICE ENCOUNTER: An encounter which is related to 

a. 

outreach referr al or fol l ow-up servi ces . These encounte rs result in 

the provision of socially oriented services rather tha n medi c a l Cilre . 

FAMILY PLANNING ENCOUNTER : An encounter by any medical p r o vide r or 

Other health provider in which family planning s e rvices c onne cte d 

Wi th contraception is provided . 
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by taking a patient's history or by t aking the v i tal signs , 

is not credited with a separate encounter. The nurse in th is 

insta nce is simply participating in a phys ician encounter . 

An encounter does not encompa ss such services as drawing 

b l ood or collecting urine specimens , or taki ng an x- ray film . 

The nurse should fill out - an encounter i f she has a patient 

coming in for only a lab test , x- ray , EKG , etc . 

b. The encounter criteria is met when a patient comes in period­

ically for physiological measurements a nd or medication 

renewal on standing orde rs o f the physician, and THESE ARE 

ADMINISTERED BY A NURSE without the phys ician seeing the 

patient, then the nurse can fill out and get credit for an 

encounter. Howeve/ , i f the nurse s pends time instruc t ing 

or couns eling the patient , even though that patient has seen 

a physician , she can fill out and get credit for an e ncounter . 

c. The encounter may be in the health center o r at any other 

location integral to the project's outreach or direct referra l 

activities, e . g. patient 's home . 

d . Group sessions or community meetings such as when a nurse or 

family health worker speaks to a h i gh school class on hygiene , 

are not to be included as encounters. Classes for prenatal 

instruction are not encounters, separate lists should be main-

tained by staff doing thi s kind of work . !Iowevcr , group 

sess ions on counseling diabetics and hypertensive s can uc 

counted as encounters for e ach ind i v i d ual pati ent by o ne 

provider only . 
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PAPER FLOW PROCEDURES 

Patient pick up billing slip and is di rected to the adult med icine 

station or pediatric nursing station or menta l health, social service 

den tal or nutrition . 

All patients who need lab work or x- ray , and who do no t have a doctor's 

appointment on that day , the nurses will fill out an encounter and the 

bil ling slip will list the charges , but they will be g i ven free to the 

patient . 

Afte r the service i s completed and the billing and encounter forms are 

filled out entirely, the nurse , socia l worker , mental health person , 

nutritionist/dietitian will stap l e the encounter forms together with the 

billing slip and bring them to the billing clerk. 

At the billing desk , the actua~1cost of the services wi ll be filled in 

and the billing slip checked for diagnosis, p rovidGr , ID number , payment 

status , etc ., and £he total charge be placed into the appropriate place . 

~en this is comp leted, the billing slip will be filed in a basket fo r 

evaluation to pick up two or three times a day . The dental department 

must fill out all Medicaid forms on same day of service and staple with 

llie bi l l ing form and encounter form . No encounter forms will be punched 

Wi~out a billing slip- After evaluation finishes with the billi ng slip , 

~y will bring them to the billing department for actual third party 

illing. 
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PATIENT FLOW PROCEDURES 

Patient stops at billing desk - at this time the patient is checked to 

see if he is registered. 

on the microfiche reader. 

Billing Clerk will look the patient's name up 

This is done by placing the microfiche in the 

microfiche reader . The microfiche will be in alphabetical order. 

a. If the patient does not appear on microfiche, then the patient has 

to be registered before getting a billing slip and receiving 

service . The billing clerk will refer the person to an interviewer 

who will be l ocated in the medical record departmen t , or a 

designated area . 

b . If the person is a new patient , he must be registered before 

receiving any services . 

c . For all patients who are1 registered and are on the microfiche 

their telepnone number , address , number of persons in household , 

and current payment status must be ascertained at t h is time . 

The billing clerk will refer the patient to an interviewer, who 

will be located in the billing area . Whenever there is a patient 

back up , the billing clerk will write the information needed on 

a change of in formation and put it in a basket where the interviewer 

wi ll fill in the information later, on the regular registration 

form . The regular registration form will be used to enter new 

information in the data system . 

Whe never there is a change of name, or coverage nu n~er , the 

patient will be referred to the in t erviewer, located in the 

medical records department, so t hat the pie can be changed , 

d . If the patient is a person that is receiving services for Carter 

Carburetor , Head Start , Upward Bound, CEP, and Family Planning , 

t he billing clerk will refer these patients to the interviewe r 
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who is stationed with her in tl1e billing area . The i nterviewer 

will t hen fil l out a mini registration form . The only infor mation 

needed will be the name , age , sex , date , payment status , and 

coverage number is any. All of t hese contract patients wi ll be 

assigned a s pecia l registration number starting with the number 

90000- 01, 90001- 01 , etc , and noted in a log. 
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We cannot stress enough, the i mportance of accuracy . Each box must be 

""'checked . The i denti f ication number which includes the family number and 

the individual member number and patient name must be legible , and if 

not, then it should be redone. 

In addition to the new quarterly reports that is required by HEW , there 

is also a new federal criteria which states that for every physician and 

mid- lever practioner , there will be 3 supportive staff members which 

include nurses , lab techs, health aides , EKG techs, blood drawers, etc . 

These staff members perform services that HEW figures the doctor does 

not do . Except for nurses when they are acting independent of a phys i cian , 

none of the above should fi ll out an encounter . 

Please note: If a person does not get credit for an encounter , it does 

not mean that his job is not imp~rtant . 

Prod uctivity is important especially to t he physician, because the mos t 

important federal criteria is productivity of t he do6tors . For every 

full time physician we need 3600 encounters per year. This includes 

adult , child, OB/GYN and physician specialist. So productivity is ve ry 

important and means every encounter form is very important . Henc e the 

nee d to be very careful and accurate with the encounters. 

Up to now the Evaluation Department has been correcting errors to make 

sure proper credit was given. Due to the fact that our department will 

be entering the data into the data entry machine and compling and p rocess ­

ing the data to generate the report , we will not be able to corre ct e rro r s 

any more . Therefore, we will be sending the forms back to the provi de rs 

for correction . Failure to correct the errors or failure to retur n the 

encounter forms or whatever forms back to be processed , cou l d result in 

133 



Loss of credit for that encounter which would result in a reduction of r 
productivity and therefore money to our project. 

Your best cooperation is needed to make a success of our new data system. 
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HEAL TH CE I' ' :·ER APPENDIX B 

Health Service Encounter Form 

~atient's Name 

Last 

2. Date [I] CD [I] 
F i rs t - ----,.---------...--_-_- _--:_-~---_-_--:_-~--:_--:_-_-_-~- --_-_-_------- ---

3. Prov~der I I I n 
4. Site of Encounter _____________ _.. __ _.J 

l. No. '------'----'----'---'-_I - ,___I .___ 
1 =Center 2=Home 3-Hosp i t al 

5. New Med ical Pat ient 
1-Yes 2=No 

Systolic 

Blood Pressure: I Diastolic 17 
- '-I -'--~-

,,..,.., ,.,i111men t Status: ----::--:-:-:-:-:-:-----:---:------;:;--;---:----:--=---,--=----.,------::--:-:-:----:---:----------------...L--.J 
1~App uinIm~nI 2=Walk-in 3=D irect Referral 4=Patient Cancelled 5=Missed A ppointment 
6 • C;,n1e1 Cancelled 7~·Home Health Patient 8=Group 

Provider T ime: :---:----::--:-::---:-----::--:-:-:-::---:----:---::-::-----:-------:--,-----------------J..□ _ _j/ 
l~Less :han 15 min. 2=15 m in. 3=) 30 min. 4=30 min. 5=45 m in. 6-1 hr. or more 

lrnmuniz., tions Given: _________________________________________________ _JIL __ _,! 
l •DPT & OPV H 1 I Series Started) 2=DPT & OPV #2 3=DPT & OPV i/3 4=DPT & OPV Booster# 1 5~DPT & OPV B oosters fi2 

~~rv1c es Performed (Check as many as appropriate) 

I.,- Al cohnl & Drug Abuse Cou nsell ing 

2. ( ~) A ur.J1ouru,11 

3 0 Com;.1I,, te History & Phy. Exam. 
(. C , E;,.-, Nose & Throat Special ty 

:. I_; EK G 
6. (J Family Plannii,g/Medical encounter 

7. CJ Fnrnily Pl;nn,nq/Other H ealth encounter 
8. (.) F ullow-up 01 cp,rndic medic.ii exam. 

9. r:·, H,,.~lth Educat,on services 
·r,. C:-, ln1ec.I ion 

·1. 1 ) 1. .,n ,i ,"to ry Service 

12, (~ 'j M ,~1H .J I H<.:al th Service 

Refewcls / Ordered S e rv ices (Check as m any as appropria te ) 

!4. \ ,\<Juli M1:d1c1ne 

15. ('°'.' A lc.0!10I & Drug At1use Counsell ing 
26. ,- , C r:ntal Services 

17. 1 J Ear. Nn$e & Throa t S;,ec,al ty 

23. (:) L ,< G 

19. 1 1 F,,mily Pl anninn 
30. f .:. i ' .ime HeaI1h Se rvice 
li. ;::) H,isp llal - l np,11,ent 

32. , - , Hnsp 1I ;il - Ou tpat ient 
2-3. Q l,;t, . Se,v,ce - Inside 

l, . ,- , l. ,,h. Service - Ourside 

35. () l,'cn1JI He;,! th Service 

YPe of D, uy~ Presc r ibed (Check as many a s appropr iate) 

!8. r Analges ic 

~9 ( )· f .. n11• infective agents ii). ::. 
. • r _ _1 ,'\utonom 1c/ Gas1romtesrinal 

:l . ! ) C;1,cJ1ovascu!ar A gents 

;2, (, Cc n1rnl Nervous Systems 

lc'<CCP t A nalyesicsl 

•urn!Jtr of Scrip ts Written 

Pr im ary 

13. 
14. 

15. 
16. 
17. 
18. 
19. 

20. 
21. 

22. 

23. 

36. 
37. 

38 
39. 
40. 
41. 

42. 

43. 
44. 

4 5. 

46. 

47. 

53. 
54. 

55. 
56. 
5 7. 

58. 

0 Nursing - Special Consul tat ion 

0 Nu t ri 11onal Service 

0 O8/GYN Service 

0 Oph thalmology/ Op tometry/ Optical Servlce 

0 • Physical Therapy 

0 Podiatry 

0 Rx Refill 

0 Social Services 

0 Su rLlical Services 

0 Tine test/PPD/ Rcading 

0 X Ray 

0 . •·sing - Special Consultation 

0 NL ,ri1iona1 Ser-11 cc 

0 O8/GYN Service 

0 Ophthalmology/ Optometry/Op tic al Service 

0 Perl,atrics 

0 Phys ical The rapy 

0 Pod,atrv 

0 Pr ivate Special 1s t (Outside) 

0 Soc ial Serv ice 

0 Su r(pcal Serv ice 

0 X Ray 

0 None 

0 Contraceptives 

0 Decon~estan ts/ E xpec tor an ts/ An tih istam ines 

0 Electrolyt ic, Calor,c & Water Balance 

0 Hormones & Sy nthetic Substitutes 

0 Skin & Mucous Membrane Preparati ons 

0 None 

Secondary ------------------------------------..L..---'---..L..---'---
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MtAL IM l..tN I tM 

1. Patient's 1.0. No. CTI I I I I I [I] 
2. Registration Date: I I I [I] OJ 

M ONTH DAY Y EAR 

I. PATIENT'S NAME: 
LAST (one blank space) FIRST 

l. ADDRESS: I I 
i. ZIP CODE I I I I I I 6. TELEP H ON E NO . .._I ____..__.____,H..___.____.____.____, 

. DATE OF BIRTH : [I] IT] OJ 8. SEX---~- --......,. _____ _.._____. 
1) Male 2) Fem ale MONTH DAY YEAR 

l. TOTAL FAMILY INCOME (GROSS) I I I 
Total No. of Persons 

10. in Household ____________ __, _ _.___, 

1. PAYMENT STATUS 

1. Medicaid I I I I 1-1 I I I I 1-1 I I 
2. Medicare (Part B) I I ITJ-1 I I I I I Rx ___ % 

3. Medicare / Med icaid I 1-rn-1 I I I I I 
I I 1-1 I I I 

Pay I I I 4. Partial % or $ 

1-1 

5. Full Pay (100%) 

6. Private Ins . . --=-:-==--=-==....,.,.,-:-:-:==----------- Cash 
COVERAGE NUMBER 

% or S 

Company Name --------------------------- -------- - -

7. Group Contract 
NAME OF GROUP 

8. No Charge 9. Other Specify -

PRIMARY REFERRAL SOURCE -------------------------------~~ 
1. Sel f 6 . Private M.D . 
2. Neighbor, Relat ive 7. Sch ool 
3. Neighborhood H l th. Prag. Staff 8. Hosp ital 
4. Communi ty Act ion A genc y 9. Other (Specify) 
5. Health, Well., or Soc. Agency 

OCCUPATION - -----------------------------------­

EMPLOYER OR SCHOOL ------------------------ --------

SOCIAL SECURITY NUMBER ____ _ 

tDUCATION (HIGHEST GRADE COMPLETED) ________________________ _ 
1
•
1A.RITAL STATUS 

IMA R RIED, NEV ER_M_A_R_ R_ I E-□-.-W-1 D_O_W_ E_D_, _S_E_P_A_R_A_T_E_D_ O_R_D_I V_O_ R_C_E_D_) ___________________ _ 

IA.CE 
IBL_A_C_K_, _W_H_I_T_E_, _O_R_I_E_N_T_A_L_O_R_O_ T_H_E_R_) --------------------------------

M. I. 

'OSPITAL INSURANCE: YES __ NO __ Name of Co. __________ _____ Coverage No. ___ ___ _ 

:OdNSENT FOR TREATMENT: I hereby authorize the above-named Neighborhood Health Center to provide medical, surgical , dental 
q hospital treatment to the above named person and to use this information for medical education and research. 

l~TE ------- SIGNED • RELATIONSHIP _______ _ 

fRsoN TO CONTACT IN EMERGENCY: 
WITNESS ---------- -----------------

Name: ---------------- ------------- ---
lldress ---------------------------- Telephone No. ---------------
1 
~LU AT ION DATE ____ _ INITIALS _ __ _ DATE ____ _ 

l l f) 

INITIALS ____ _ Form No. [,] 
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