Chart View
!!User can add a new encounter

1. A patient chart can have any number of encounters (associated appointments)  

2. Each encounter can also have multiple SOAP notes (although we will start with one)

!!Doctor can add a new encounter by clicking on the appointment

1. If you click an appointment on the calendar, the chart view should switch to show that patients chart

2. If the appointment hasn't been clicked before, it should generate a new SOAP note that can be filled in.

3. If it has been clicked before, it should show the existing SOAP note for that appointment

4. The appointment selected should be clearly marked with a selection rectangle to show it is associated with the current soap note and patient name.
Encounter

!!!User can see SOAP note box with date

1. The soap note should be marked with the current date and time

2. there should be a clear selection rectangle around it to show it is associated with the appointment and patient name.

3. There should be a single tab with a label for the chief complaint.

User can choose chief complaint from templates

1. User can select a chief complaint from a list of templates

2. They can further type over the complaint name to use the template but give a different chief complaint tab label.

3. If they choose a template, the contents of the SOAP note will change.  

a. vitals selected may change

b. subjective and plan fields will auto fill.
!!User can fill in chief complaint

1. User can type in the chief complaint by double clicking the tab label.
User can add multiple chief complaints

1. There should be a little add button to the far right end of the chief complaint

2. If you click it, it should add another chief complaint tab (and soap note)

3. You can switch between the complaints by clicking on the tabs.

4. double clicking will allow you to modify the label.

!!User can see/add nurse notes

1. User can see, modify free text for nurses notes
!!User can see/add subjective comments

1. User can see, modify free text for subject observations
!!User can see/add objective comments

1. User can see, modify free text for objective observations
!!User can see/add vitals

1. main vitals include:

a. BP systolic, BP Diastolic, Temperature, Pulse, Height, Weight, O2saturation, BMI-body mass index.

2. plan for more vitals

3. The units for each vital must be shown
!!User can switch between metric and imperial

1. There should be a button for switching between metric and imperial units.

2. If you click it, it should do the conversion for you.
!!User can see/add assessment

1. you can select from a combo box a diagnosis code (from ICD table)

2. you can type in a code and it should choose it from the ICD table

3. you can free type in a description if needed
User can easily add an assessment to the patient's medical history

1. There is a button next to each Diagnosis

!!User can see/add Plan

1. User can see, modify free text for objective observations
User can add procedural note to plan

1. There is a default collapsed panel for procedural notes inside the plan
2. need more detail from Jon

!User can write prescription (from Plan Panel)
1. There is a button that says RX in the plan section

2. When you click it, it generates opens a window that allows them to generate and print a prescription.
3. Need more details from Jon

!User can generate referral letter from Plan Panel
1. There is a button in the plan section 

2. If you click it, it generated a letter to other doctor

3. Dear doctor blank.  Click blank to select from doctor list.

4. Add medical history, allergies, anything from the chart.  Checkboxes to choose what to include

5. Maybe a wizard.

!!User can do billing easily

1. User can see a list of billing

2. There should be a procedure code and modifier, and suggestion field

a. procedure code and modifiers should be drop down boxes that are also typable.

b. The suggestions should be free text that anyone can enter and should reappear whenever that billing code is used.

3. The billing codes should be auto-filled when the assessment ICD code is selected

4. There is a button you can click to get to the full billing view
Billing system is hooked up to electronic submission
1. Submit request according to document.
User can see old billing from the billing panel

1. There should be a button to see the full billing history
2. If you click it, it should show billing codes from previous visits for reference and reuse
3. Ask Jon for more detail

!!User can lock SOAP
1. Toggle button
2. Should prevent modification

3. date stamp

4. prompt to submit billing

!!User can UNlock  SOAP

1. Toggle button
2. Should allow modification

3. It should track any changes that are made

4. date stamp, who, what was changed.

!!User can see modification history for encounters

1. Button next to lock/unlock button
2. Anytime a previously locked patient chart / soap note is modified, it needs to be tracked

3. Each different session needs to remember. 
Patient Chart
!!!Doctor can see patient info on top on patient chart

1. You can see the currently selected patients info at the top of the chart view/

2. This includes their name, gender, age, date of birth, Phone, family physician, health care number, occupation and if they have family members who also attend the clinic.
!User can see consult letters on patient chart

1. You can see the date of the consult letter

2. You can see the Specialist

3. You can see the type of specialist

4. This pane should be collapsed by default

5. If you double click the row, the file should open

!User can see correspondence on patient chart

1. You can see the date

2. You can see the description

3. If you double click on the row, the file should open.

User can see reminders on patient chart

1. Do not work on this one yet


!!User can see a list of previous visits on patient chart

1. There is a collapsible heading called physician visits

2. You can see a list of previous visits of the patient

3. You can see the date, doctor, diagnosis, and the first part of the plan

4. You can sort visits by date, physician or diagnosis

5. If you double click a row, the old soap should be displayed in the red rectangle and that row should be highlighted to show it is selected.  The schedule appointment should be unhighlighted.

!User can bring up a previous visit(s) in a new window
1. There should be a checkbox next to each previous visit

2. There should be an "open new" button

3. If you click the button, all the checked visits should open stacked in a new scrollable window

User can bring up allied health visits (do not do this one yet)
1. There is a collapsable heading called allied health visits 

2. You can see a list of previous allied health visits of the patient

3. You can see the date, person, visit type
4. You can sort visits by date, person or visit type
5. If you double click a row, the old soap should be displayed in the red rectangle and that row should be highlighted to show it is selected.  The schedule appointment should be unhighlighted.

6. This panel should be collapsed by default

!!User can see Past medical history on patient chart

1. There should be a past medical history panel

2. You can manually add/modify/remove from it by double clicking onto a row

3. There is a more info button that shows more information (free text) like "date of onset", and "specialist"

!! User can see the social history

1. There should be a past medical history panel

2. You can manually add/modify/remove from it by double clicking onto a row

3. There is a more info button that shows more information (free text) like "usage frequency"

!! User can see the family history

1. There should be a past medical history panel

2. You can manually add/modify/remove from it by double clicking onto a row

3. There is a more info button that shows more information (free text) like "relation to family member", and "Age"

!!User can see medications on patient chart

1. There should be a list of current medications for a patient

2. It should show the last prescription date, name of the drug, dosage, routes, frequency of use, and PRN

a. name, routes, frequency should be drop down boxes

b. PRN should be a checkbox

3. User can add a new medication by double clicking on a row in this panel.

!User can refill or delete multiple medications from the medications panel.
1. There should be a checkbox on each medication row

2. There should be a button for delete

3. There should be a button for refill prescription

4. If you click either, all the checked medications should be affected.

!User can generate prescription from the medications panel

1. using the information from the medications panel, generate a prescription that can be printed

2. Get more info from Jon.


!!User can see allergies on patient chart
1. There should be a allergies panel

2. You can manually add/modify/remove from it by double clicking onto a row

3. Ask Jon:  There is a more info button that shows more information (free text)? 
!!User can see labs on patient chart

1. There should be a list of labs 

2. There should be a date, type, result, ordering physician, status fields
a. Type should be a drop down box that you can also type into

b. Status should be red if it is unreviewed

3. You can sort the columns by date, type, physician and status

4. There is a button you can click to get to the full labs view
!!User can see radiology on patient chart

1. There should be list of radiology / xrays

2. It should show the date, type and ordering physician

3. It should be sortable by date, type or physician

4. If you double click on the row, the file should open.

Search

User can search through patient files to return related soap notes.

1. There should be a search(filter) text field in the latest visits panel

2. It should return back a list of relevant labs, which can be clicked to open

3. or checked to have multiple opened at once.

User can search through labs to find a specific lab

1. There should be a search text field in the labs panel.

2. It should return back a list of relevant labs, which can be clicked to open

