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Chapter 1 Introduction

1.1 Attestation Disclaimer

Promoting Interoperability Program attestation confirms the use of a certified Electronic Health
Record (EHR) to regulatory standards over a specified period of time.  Promoting Interoperability
Program certified products, recommended processes and supporting documentation are based on
TruBridge’s interpretation of the Promoting Interoperability Program regulations, technical
specifications and vendor specifications provided by CMS, ONC and NIST. Each client is solely
responsible for its attestation being a complete and accurate reflection of its EHR use during the
attestation period and that any records needed to defend the attestation in an audit are maintained.
With the exception of vendor documentation that may be required in support of a client’s attestation,
TruBridge bears no responsibility for attestation information submitted by the client.

1.2 What's New

This section introduces the new features and improvements for the Health Information
Management Print Reports application for release Version 22.01. A brief summary of each
enhancement is given referencing its particular location if applicable. As new branches of Version
22.01 are made available, the original enhancements will be moved to the Previous Work Requests
section. The enhancements related to the most current branch available will be listed under the main
What's New section.

Each enhancement includes the Work Request (WR) Number and the description. If further
information is needed, please contact Client Services Support.

Census Days Stay Report - New Columns -- FA-13206

DESCRIPTION: The following columns may be added to the Census Days Stay report in the CSV
format by selecting them from the Advanced tab:
· Admitting Diagnosis Description
· Patient Admit Time
· Patient Discharge Time

DOCUMENTATION: See Census Days Stay

Date & Time Added to the E-Sign Deficiency Report

DESCRIPTION: An option has been added to the E-Sign Deficiency Report to select "All Signed
Documents". If this option is selected, the report will display the date and time the physician signed
the E-Sign transcription. 

DOCUMENTATION: See E-Sign Deficiency Report

239

168
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Death Register Added to the Report Dashboard

DESCRIPTION: The Death Register report has been added to the Report Dashboard.

DOCUMENTATION: See Death Register - Report Writer

Medical Records Billing Report - New Columns Added -- FA-13234

DESCRIPTION: The following columns may be added to the Medical Records Billing Report by
selecting them from the Advanced tab:
· Accountants Category Code
· Accountants Category Description
· HIM Coding Status
· HIM Coding Status Date/Time
· HIM Coding Status User Name

DOCUMENTATION: See Medical Records Billing Report

Medical Records Billing Report & Coder Productivity Report - New Columns
Added -- FA-12912

DESCRIPTION: The coder's user name, UBL and initials have been added as columns to the
Medical Records Billing Report and Coder Productivity Report in the Report Dashboard, CSV format
only

DOCUMENTATION: See Medical Records Billing Report  and Coder Productivity Report .

Medical Record Patient Index - ICD10 Report - New Columns -- FA-13283

DESCRIPTION: The following columns may be added to the Medical Records Patient Index - ICD10
report by selecting them from the Advanced tab:
· HIM Coding Status
· HIM Coding Status Datetime
· HIM Coding Status Elapsed Time
· HIM Coding Status User Name

DOCUMENTATION: See Medical Record Patient Index - ICD10

Patient Information Report - Added Consent Privacy Information -- FA-12875

DESCRIPTION: The Patient Information report has been updated to display the Consent/Privacy
Settings defined for a patient. There is now a subsection for each patient record on the PDF format
of the report identifying the patient's current Consent/Privacy Settings. Additionally, an option has
been added to the parameters screen to "Exclude Patient Consent/Privacy Settings".

DOCUMENTATION: See Patient Information

261

277

277 243

283

299
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Patient Information Report - Patient Note Field Added -- FA-12579

DESCRIPTION: A new "Patient Note" field has been added below the Email field on the
Demographics section of the Patient Information report. This field will pull from the Patient Note field
on the Contact/Billing Info tab of the Patient Profile.

DOCUMENTATION: See Patient Information

Patient Information Screen - Added Consent Privacy Information -- FA-12727

DESCRIPTION: The Patient Information Screen has been updated to display a patient's current
Consent/Privacy Settings. 

DOCUMENTATION: See Patient Information Screen

299

308
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Chapter 2 Overview

The Health Information Management reporting system provides valuable administrative tools for
planning and evaluating the hospital program as well as legal protection for the patient, hospital and
physician. As the department receives and reviews medical reports, incomplete or inadequate
records can be directed to responsible physicians or other parties for corrective action.

Health Information Management reports may be accessed via the Medical Records Print Report
menu.  To access, select Print Reports from the Hospital Base Menu or from the Hospital Base
Menu choose Master Selection screen and then Print Reports.

NOTE: Facilities outside of the United States may choose a date format of MMDDYY, DDMMYY or
YYMMDD to be used throughout the HIM Print Reports application. A TruBridge Representative
will need to be contacted in order for the date format to be changed.

NOTE: Facilities outside of the United States may utilize a different address format to display on
select Health Information Management reports. The address may display the Province and Postal
Code instead of the State and Zip Code when the Country Code field is set to another country code
other than "US". A TruBridge Representative will need to be contacted in order for the foreign
address fields to display.
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Chapter 3 Census Daily Reports

3.1 Build Daily Census Files

Before printing any of the Census reports, a Daily File must be built.

How to Print

1. Select Print Report Menu from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records. 

3. Select Page 1.

4. Select Build Daily Census Files.

5. Select report parameters:
· Enter Date: Enter the date to be used to print Census reports or select the date from the drop-

down menu. The format is MMDDYY. The system will default to the current system date.
· Flag readmissions Within 30 Days?: If selected, the file build will generate any

readmissions within 30 days of the selected date. The Admissions Report will then reflect any
patient that has been admitted within 30 days of discharge.

6. Select Start to generate the file.

Description and Usage

This option should be selected to build the daily census file for a specific date before printing any of
the daily census reports.
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3.2 Alpha Census

The Alpha Census report lists all census patients in alphabetical order for a specific date.

How to Print

1. Select Print Reports from the Hospital Base Menu or Master Selection screen.

2. Select Medical Records.

3. Select Page 1.

4. Select Alpha Census.

5. Select a print option.

6. Select report parameters:
· How Many?: Enter the desired number of reports to print.
· Hospital Directory Patients Only: If this option is selected, only patients that have this field

selected in Registration and ADT will be included on the report.
· Exclude Protected Health Information: If selected, the report will only include patient name

and room Information.
· Include Confidential Patients: Select this option to include confidential patients on the

report.
· All Stay Types: Select this option to include all Stay Types on the report. If blank, enter the

desired stay types.

7. Select Print to continue

Description and Usage

This report is an alphabetical listing, by patient last name, of the entire census. The report page
breaks by patient Stay Type, and contains a significant amount of information about the Census.

Alpha Census

Listed below is an explanation of each column.
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· Patient Name: Pulls from Patient tab on the Registration and ADT screen.

· Room (Room Number): Pulls to this column.

· Number (Account Number): Pulls from Patient tab on the Registration and ADT screen.

· F/C (Financial Class Code): Pulls from Guarantor/Ins tab on the Registration and ADT screen.

· Age: Is calculated from the Birth Date on Patient tab on the Registration and ADT screen.

· Sex: Pulls from Patient tab on the Registration and ADT screen.

· MS (Marital Status): Pulls from Patient tab on the Registration and ADT screen.

· Service (Service Code): Pulls from Patient tab on the Registration and ADT screen.

· Days: The number of days past the patient’s Admit date pulls to this column.

· Admit (Admit Date): Pulls from Stay tab on the Registration and ADT screen.

· Physician (Attending Physician): Pulls from Stay tab on the Registration and ADT screen.

· Phone: Pulls from Patient tab on the Registration and ADT screen .

· Med-Rec# (Medical Record Number): Pulls from Patient tab on the Registration and ADT
screen.
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3.3 Admissions

The Admissions report provides a listing of patients admitted for a specific date.

How to Print

1. Select Print Reports  from the Hospital Base Menu or Master Selection screen.

2. Select Medical Records.

3. Select Page 1.

4. Select Admissions.

5. Select a print option.

6. Select report parameters:
· How Many?: Enter the desired number of reports to print.
· Enter Service Type (Blank for ALL): Enter a specific Service Code or skip to print report for

all.
· Sort by Sub Type?: If selected, the report will sort by Sub Type. If blank, the Sub Type

column will not appear on the report.
· Include confidential patients?: Select this option to include confidential patients on the

report.

7. Select Print to continue.

Description and Usage

The Admissions report will list patients admitted for the date specified when the daily file was built.
The report will list in alphabetical order and contains general patient information. It should be printed
daily by the Business Office to verify the listing of Daily Admissions.
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Admissions

Listed below is an explanation of each column.

· Patient Name: Pulls from Patient tab on the Registration and ADT screen.

· Room (Room Number): Pulls to this column.

· Number (Account Number): Pulls from Registration and ADT screen.

· F/C (Financial Class Code): Pulls from Guarantor/Ins tab on the Registration and ADT screen.

· Age: Is calculated from the Birth Date on Patient tab on the Registration and ADT screen.

· Sex: Pulls from Patient tab on the Registration and ADT screen.

· MS (Marital Status): Pulls from Patient tab on the Registration and ADT screen.

· Service Code: Pulls from Patient tab on the Registration and ADT screen.

· Days: The number of days past the patient’s Admit date pulls to this column.

· Condition (Admitting Condition): Pulls from Stay tab on the Registration and ADT screen.

· Admit (Admit Code): Pulls from Stay tab on the Registration and ADT screen. If the prompt,
“Flag Readmissions within 30 Days” is answered Y when building the file, an asterisk (*) will
appear to the right of the admissions code for 30 day readmissions.

· Physician (Attending Physician): Pulls from Stay tab on the Registration and ADT screen.

· Phone: Pulls from Patient tab on the Registration and ADT screen.
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· Med-Rec# (Medical Record Number): Pulls from Patient tab on the Registration and ADT
screen.

3.4 Discharges

The Discharges report provides a listing of patients discharged on a specific date.

How to Print

1. Select Print Reports from the Hospital Base Menu or Master Selection screen.

2. Select Medical Records.

3. Select Page 1.

4. Select Discharges.

5. Select a print option.

6. Select report parameters:
· How Many?: Enter the desired number of reports to print.
· Enter Service Type (Blank for ALL): Enter a specific Service Code or skip to print report for

all.
· Sort by Subtype Y/N?: If selected the report will sort by Sub Type. If blank the Sub Type

column will not appear on the report.
· Include confidential patients?: Select this option to include confidential patients on the

report.

7. Select Print to continue.

Description and Usage

The Discharges report lists patients discharged on the date specified when choosing to Build Daily
Files. The report is in alphabetical order and contains general patient information. It should be
printed daily by the Business Office to verify the listing of Daily Discharges.
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Discharges

Listed below is an explanation of each column.

· Patient Name: Pulls from Patient tab on the Registration and ADT screen.

· Room (Room Number): Pulls to this column.

· Number (Account Number): Pulls from Registration and ADT screen.

· F/C (Financial Class Code): Pulls from Guarantor/Ins tab on the Registration and ADT screen.

· Age: Is calculated from the Birth Date on Patient tab on the Registration and ADT screen.

· Sex: Pulls from Patient tab on the Registration and ADT screen.

· MS (Marital Status): Pulls from Patient tab on the Registration and ADT screen.

· Service Code: Pulls from Patient tab on the Registration and ADT screen.

· Days: The number of days past the patient’s Admit date pulls to this column.

· Condition (Discharge Condition): Pulls from Stay tab on the Registration and ADT screen.

· Discharge (Discharge Code): Pulls from Stay tab on the Registration and ADT screen.

· Physician (Attending Physician): Pulls from Stay tab on the Registration and ADT screen.

· Admitted (Admit Date): Pulls from Stay tab on the Registration and ADT screen.

· Med-Rec # (Medical Record Number): Pulls from Patient tab on the Registration and ADT
screen.
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3.5 Transfers Due

The Transfers Due report lists patients that occupy a room type other than the type they requested.

How to Print

1. Select Print Reports from the Hospital Base Menu or Master Selection screen.

2. Select Medical Records.

3. Select Page 1.

4. Select Transfers Due.

5. Select a print option.

6. System prompts, “How Many?:"
· Enter the desired number of reports to print.

7. Select Print to continue.

Description and Usage

The Transfers Due report is an alphabetical listing of those patients who currently occupy a room
type other than the type they requested, which is also included on the report. This is determined by
the code loaded in the Room Requested field on Stay tab on the Registration and ADT screen. For
instance, if a Private room type is loaded in this field, and the patient is in a Semi-Private room, this
patient will pull to the Transfers Due report.

This report should be printed daily by the Business Office personnel to keep track of the patient’s
room preferences and distributed to the Nursing Stations to determine availability for possible
transfers.
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Transfers Due

Listed below is an explanation of each column.

· Patient Name: Pulls from Patient tab on the Registration and ADT screen.

· Room (Room Number): Pulls to this column.

· Number (Account Number): Pulls from Registration and ADT screen.

· Age: Is calculated from the Birth Date on Patient tab on the Registration and ADT screen.

· Sex: Pulls from Patient tab on the Registration and ADT screen.

· MS (Marital Status): Pulls from Patient tab on the Registration and ADT screen.

· Service Code: Pulls from Patient tab on the Registration and ADT screen.

· Days: The number of days past the patient’s Admit date pulls to this column.

· Condition (Admitting Condition): Pulls from Stay tab on the Registration and ADT screen.

· Physician (Attending Physician): Pulls from Stay tab on the Registration and ADT screen.
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3.6 Outpatient Register

The Outpatient Register provides a listing of Outpatients registered for a specific date.

How to Print

1. Select Print Reports from the Hospital Base Menu or Master Selection screen.
 
2. Select Medical Records.

3. Select Page 1.

4. Select Outpatient Register.

5. Select a print option.

6. Select report parameters:
· How Many?: Enter the desired number of reports to print.
· Include confidential patients?: Select this option to include confidential patients on the

report.
· All service codes?: Select this option to include all Service Codes on the report. If blank,

enter up to 10 Service Codes.

7. Select Print to continue.

Description and Usage

The Out-Patient Register is an alphabetical listing of outpatients for the date specified when
choosing to Build Daily Files.
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Out-Patient Register

Listed below is an explanation of each column.

· Patient Name: Pulls from Patient tab on the Registration and ADT screen.

· Room (Room Number): Pulls to this column.

· Num (Account Number): Pulls from Registration and ADT screen.

· Type (Stay Type): Pulls from Patient tab on the Registration and ADT screen.

· Age: Is calculated from the Birth Date on Patient tab on the Registration and ADT screen.

· Sex: Pulls from Patient tab on the Registration and ADT screen.

· MS (Marital Status): Pulls from Patient tab on the Registration and ADT screen.

· Service (Service Code): Pulls from Patient tab on the Registration and ADT screen.

· Days: The number of days between the Admit and Discharge dates will pull to this column.

· Condition (Discharge Condition): Pulls from Stay tab on the Registration and ADT screen.

· Physician (Attending Physician): Pulls from Stay tab on the Registration and ADT screen.

· M/R# (Medical Record Number): Pulls from Patient tab on the Registration and ADT screen.

· F/C (Financial Class Code): Pulls from Guarantor/Ins tab on the Registration and ADT screen.



HIM Print Reports16

© 2025 TruBridge

3.7 ER Log

The ER Log contains patient information that is entered for emergency room patients upon arrival.
This report also contains Summary Totals based on Disposition, Mode of Arrival and Triage Level.

NOTE: This report is also available in the Report Writer format on the Report Dashboard. Please

refer to the ER Log - Report Writer  topic in the Report Dashboard section of this user guide.

How to Print

1. Select Print Reports  from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Page 1.

4. Select ER Log.

5. Select a print option.

6. System prompts, Admit Date Range: "Beginning Date” and “Ending Date:"
· Enter the beginning and ending date range or select dates from the drop-down menus. The

format is MMDDYY. \
· The system will default to the current system date.

7. Select Print to continue.

Description and Usage

The ER Log lists patient information as entered for each patient during registration. This report
contains patient data concerning the Disposition, Mode of Arrival and Triage Level. These categories
are also summarized on the totals page at the end of the report.

ER Log

267
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ER Log Totals

Listed below is an explanation of each column.

· Name (Patient Name): Pulls from Patient tab on the Registration and ADT screen.

· Medical Record # (Medical Record Number): Pulls from Patient tab on the Registration and
ADT screen. 

· Number (Account Number): Pulls from Registration and ADT screen.

· Age: Is calculated from the Birth Date on Patient tab on the Registration and ADT screen.

· Sex: Pulls from Patient tab on the Registration and ADT screen.

· Admit Date: Pulls from the ER Log field 1.

· Admit Time: Pulls from the ER Log field 1.

· Discharge Date: Pulls from the ER Log field 2.

· Discharge Tme: Pulls from the ER Log field 2.

· Code (Discharge Code): Pulls from the ER Log field 2.

· Attend Phy (Attending Physician): Pulls from the ER Log, field 3. This field defaults to the
Attending Physician loaded on Stay tab on the Registration and ADT screen but may be over-
keyed if necessary.

· Family Physician: Pulls from Stay tab on the Registration and ADT screen.

· F/C (Financial Class): Pulls from Guarantor/Ins tab on the Registration and ADT screen.

· Chief Complaint: Pulls from the ER Log.
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· Disposition: Pulls from the ER Log.

· Mode of Arrival: Pulls from the ER Log.

· Triage Level: Pulls from the ER Log.

3.8 Readmissions

The Readmissions report provides a list of patients that were discharged and readmitted.

How to Print

1. Select Print Reports from the Hospital Base Menu or Master Selection screen.

2. Select Medical Records.

3. Select Page 1.

4. Select Re-Admissions.

5. Select a print option.

6. Select report parameters:
· Beginning Date and Ending Date: Enter the beginning and ending date range or select

dates from the drop-down menus. The format is MMDDYY. The system will default to the
current system date.

· Include Readmissions within: 30 day(s): Enter the number of days that patients would
have been readmitted within to be included on the report. The default is 30. 

· Patient Types: (Blank for ALL): Enter the desired Stay Types or blank to print report for all.
· Sub-Types: (Blank for ALL): Enter up to 10 Sub-Types or blank to print report for all.

7. Select Print to continue.

8. System prompts, “Print LOS by Hour?"
· Select Yes to have the patient length of stay reported in hours or No to exclude from report.

Description and Usage

The Readmissions report may be used to determine if a patient has been admitted previously. If a
patient has been admitted prior to the current stay within a specified number of days, the accounts
will need to be reviewed for being combined. The type of patient that will be displayed on the report
will be determined by the Stay Type selected and the number of days since readmission.
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Readmissions

Listed below is an explanation of each column.

· Med-Rec# (Medical Record Number): Pulls from Patient tab on the Registration and ADT
screen.

· Patient Name: Pulls from Patient tab on the Registration and ADT screen.

· Att Phy (Attending Physician): Pulls from Stay tab on the Registration and ADT screen.

· Admit Date: Pulls from the Stay tab on the Registration and ADT screen.

· Admit Time: Pulls from the Stay tab on the Registration and ADT screen.

· Discharge Date: Pulls from the Stay tab on the Registration and ADT screen.

· Discharge Time: Pulls from the Stay tab on the Registration and ADT screen.

· Acct Number (Account Number): Pulls from Registration and ADT screen.

· LOS (Length of Stay): The number of days the patients were admitted.

· Hr LOS (Length of Stay in Hours): The number of hours the patients were admitted.

· Dx Code (Diagnosis Code): Lists the diagnosis code from the Medical Record Grouper screen
page 1, field 21.

· Description: Lists the diagnosis code description.

3.9 Readmission Report

The Readmission Report will list patients that have been re-admitted to the hospital within the
specified number of days.



HIM Print Reports20

© 2025 TruBridge

How to Print

1. Select Print Reports  from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Page 1.

4. Select Readmission Report.

5. Select a print option.

6. Select report parameters:
· Beginning Date and Ending Date: Enter a beginning and ending date range or select dates

from the drop-down menus. The format is MMDDYY. The system will default to the current
system date. This is the admit date range the report will use to determine if an account has
been re-admitted. 

· Include Readmissions within 30 day(s): Enter the number of days that patients would have
been readmitted within to be included on the report. The default is 30.

· Patient Types: (Blank for ALL): Enter the desired Stay Types or blank to print report for all.
· Sub-Types: (Blank for ALL): Enter up to ten Sub-Types or blank to print report for all.

7. Select Print to continue.

Description and Usage

The Readmission Report lists patients that have been re-admitted to the hospital within a number of
days since the original Admit Date. The system prompts for the number of days to check back. The
report can use either the patient’s Social Security Number or Medical Record Number to match like
accounts and determine if an account has been re-admitted. The report defaults to using the
patient’s Social Security Number to determine like accounts. An execution switch “1” uses Social
Security Number and execution switch “2” uses Medical Record Number. To change this, contact a
TruBridge Financial Client Services Representative.
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Readmission Report

Listed below is an explanation of each column.

· Med Rec. Number (Medical Record Number): Pulls from Patient tab on the Registration and
ADT screen. 

· Patient Name: Pulls from Patient tab on the Registration and ADT screen. 

· Admit Date/Cde (Admit Date/Admit Code): Pulls the Admit date from Stay tab on the
Registration and ADT screen. Also pulls the Admit code from Stay tab on the Registration and ADT
screen.

· Disc Date/Cde (Discharge Date/Discharge Code): Pulls the Discharge date from Stay tab on
the Registration and ADT screen. Also pulls the Discharge code from Stay tab on the Registration
and ADT screen. 

· Patient Acnt Nbr (Patient Account Number): Pulls from Registration and ADT screen.
 
· Final DRG: The final DRG is either the computed DRG or the paid DRG. If the DRG that was

entered during receipting of the insurance claim is different than the computed DRG, it will pull to
this column. The computed DRG pulls from the ICD10 Computed DRG field on the Grouper Patient
Summary and the paid DRG pulls from the Receipted DRG field on the Grouper Patient Summary
screen.

· Pri Ins (Primary Insurance): Pulls from Guarantor/Ins tab on the Registration and ADT screen. 

· Stay Type: Pulls from Patient tab on the Registration and ADT screen.

· Sub Type: Pull from Patient tab on the Registration and ADT screen.
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Chapter 4 Case Management

4.1 Build Daily DRG Files

Before any daily reports can be printed, a file build must be done for the desired date to print reports.

How to Print

1. Select Print Reports  from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Page 1.

4. Select Build Daily DRG Files. 

5. Select file parameters:
· Enter Date: Enter the date to build the file or select the date from the drop-down menu. The

format is MMDDYY. The system will default to the current system date.
· Stay Types: The system will generate the file build for patient type 1 only. Enter any

additional patient types.

6. Select Print to generate the file.

Description and Usage

Once the file build has completed, any of the print options under the DRG Daily Reports section may
be printed. All reports will reflect patient data for the date and Stay Type entered during the file build.
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4.2 Daily Report by Patient Name

The Daily Report by Patient Name lists patients in alphabetical order for a specific date.

How to Print

1. Select Print Reports  from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Page 1.

4. Select By Patient Name.

5. Select a print option.

6. Select report parameters:
· Financial Class: (Blank for All): Enter a specific Financial Class or skip to print report for all
· How Many?: Enter the desired number of reports to print.

7. Select Print to continue.

Description and Usage

The Daily Report by Patient Name is an alphabetic sequence that prints all patients for the date
entered in the file build. Depending on how the file build was selected, it can print for a specific Stay
Type or for all Stay Types.

The primary usage of this report is to provide a concise list of daily DRGs of interim or in-house
patients.
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Daily Report by Patient Name

Listed below is an explanation of each column.

· Patient Name: Pulls from the Patient tab on the Registration and ADT screen.

· Number (Account Number): Pulls from the Registration and ADT screen. 

· NS (Nursing Station): Of the room in which the patient is located. 

· Room: Displays the patient’s room number. 

· Physician (Attending physician): Pulls from the Stay tab on the Registration and ADT screen.

· Cur Days (Current Days): Is the number of days the patient has been admitted. 

· Geo Days (Geometric Length of Stay): Associated with the computed DRG for the patient. 

· Diff (Difference): Displays the difference between the patient’s current length of stay and the
patient’s geometric length of stay. This column takes the GEO column and subtracts the CUR
column. 

· Primary Payor: The patient’s primary Financial Class pulls from the Guarantor/Ins tab on the
Registration and ADT screen.

· Revenue: The charges on the patient’s account detail pull to this column. 

· Reimb (Reimbursement): Based on the calculated DRG. 
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· DRG: The patient’s calculated DRG from the Grouper Patient Summary screen. This column pulls
the DRG description next to the DRG. 

4.3 Daily Report by Room

The Daily Report by Room provides a list of patients by room number for a specific date. 

How to Print

1. Select Print Reports  from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Page 1.

4. Select By Room.

5. Select a print option.

6. System prompts, “How Many?:"
· Enter the desired number of reports to print.

7. Select Print to continue.

Description and Usage

The Daily Report by Room lists patients in room number sequence and will page break by nursing
station.

The primary purpose of this report is to provide a list of daily DRGs of interim or in-house patients.
Because it provides a daily list of incurred revenue, this report can be utilized to monitor forecasted
profit and/or losses, estimated upon calculated DRGs for interim patients. 
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Daily Report by Room

Listed below is an explanation of each column.

· NS (Nursing Station): Of the room in which the patient is located.

· Room: Displays the patient’s room number.

· Patient Name: Pulls from the Patient tab on the Registration and ADT screen.

· Number (Account Number): Pulls from the Registration and ADT screen.

· Physician: The patient’s Attending physician pulls from the Stay tab on the Registration and ADT
screen.

· Cur Days (Current Days): Is the number of days the patient has been admitted.

· Geo Days (Geometric Length of Stay): Is associated with the computed DRG for the patient.

· Diff (Difference): Displays the difference between the patient’s current length of stay and the
patient’s geometric length of stay. This column takes the GEO column and subtracts the CUR
column.

· Primary Payor: The patient’s primary Financial Class pulls from the Guarantor/Ins tab on the
Registration and ADT screen.

· Revenue: The charges on the patient’s account detail pull to this column.

· Reimb (Reimbursement): Based on the calculated DRG.

· DRG: This is the patient’s calculated DRG from the Grouper Patient Summary screen. This
column pulls the DRG description next to the DRG.
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4.4 Daily Report by Physician

The Daily Report by Physician provides a list of all patients by Attending physician for a specific
date. 

How to Print

1. Select Print Reports  from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Page 1.

4. Select By Physician.

5. Select a print option.

6. System prompts, “How Many?:"
· Enter the desired number of reports to print.

7. Select Print to continue.

Description and Usage

The Daily Report by Physician lists patients grouped by Attending physician.

The primary purpose of this report is to provide a list of daily DRGs of interim or in-house patients.
Because it provides a daily list of incurred revenue, this report can be utilized to monitor forecasted
profit and/or losses, estimated upon the calculated DRGs for interim patients.
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Daily Report by Physician

Listed below is an explanation of each column.

· Physician (Attending Physician): Pulls from the Stay tab on the Registration and ADT screen.

· Patient Name: Pulls from the Patient tab on the Registration and ADT screen.

· Number (Account Number): Pulls from the Registration and ADT screen.

· NS (Nursing Station): Of the room in which the patient is located.

· Room: Displays the patient’s room number.

· Cur Days (Current Days): Is the number of days the patient has been admitted.

· Geo Days (Geometric Length of Stay): Is associated with the computed DRG for the patient.

· Diff (Difference): Displays the difference between the patient’s current length of stay and the
patient’s geometric length of stay. This column takes the GEO column and subtracts the CUR
column.

· Primary Payor: The patient’s primary Financial Class pulls from the Guarantor/Ins tab on the
Registration and ADT screen. 

· Revenue: The charges on the patient’s account detail pull to this column.

· Reimb (Reimbursement): Based on the calculated DRG.

· DRG: This is the patient’s calculated DRG from the Grouper Patient Summary screen. This
column pulls the DRG description next to the DRG. 
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4.5 Daily Report by DRG

The Daily Report by DRG provides a list of patients by DRG for a specific date. 

How to Print

1. Select Print Reports  from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Page 1.

4. Select By DRG.

5. Select a print option.

6. System prompts, “How Many?:"
· Enter the desired number of reports to print.

7. Select Print to continue.

Description and Usage

The Daily Report by DRG lists patients grouped by calculated DRG.

The primary usage of this report is to provide a list of daily DRGs of interim or in-house patients.
Because it provides a daily list of incurred revenue, this report can be utilized to monitor forecasted
profit and/or losses, estimated upon the calculated DRG for interim patients.
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Daily Report by DRG

Listed below is an explanation of each column.

· DRG: The patient’s calculated DRG from the Grouper Patient Summary screen. This column pulls
the DRG description next to the DRG.

· Revenue: The charges on the patient’s account detail pull to this column.

· Reimb (Reimbursement): Based on the calculated DRG.

· Patient Name: Pulls from the Patient tab on the Registration and ADT screen.

· Number (Account Number): Pulls from the Registration and ADT screen.

· NS (Nursing Station): Of the room in which the patient is located.

· Room: Displays the patient’s room number.

· Physician (Attending Physician): Pulls from the Stay tab on the Registration and ADT screen.

· Cur Days (Current Days): Is the number of days the patient has been admitted.

· Geo Days (Geometric Length of Stay): Is associated with the computed DRG for the patient.

· Diff (Difference): Displays the difference between the patient’s current length of stay and the
patient’s geometric length of stay.  This column takes the GEO Column and subtracts the CUR
column.

· Primary Payor: The patient’s primary Financial Class pulls from the Guarantor/Ins tab on the
Registration and ADT screen.
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4.6 2 Day Old Discharges

The 2 Day Old Discharges report will list all patients discharged two days prior to the date entered in
the file build for the patient type selected. 

How to Print

1. Select Print Reports  from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Page 1.

4. Select 2 Day Old Charges.

5. Select a print option.

6. System prompts, “How Many?:"
· Enter the desired number of reports to print.

7. Select Print to continue.

Description and Usage

The 2 Day Old Discharges report lists all two day old discharged patients. The report will print for
two days prior to the date entered to generate the file build.  

The primary purpose of this report is to flag those patients that have been discharged for two days.
Because insurance cannot be billed until the patient account has been coded, this report can assist
in flagging those charts that should be expedited to enable insurance billing. 

2 Day Old Discharges

Listed below is an explanation of each column.
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· Patient Name: Pulls from the Patient tab on the Registration and ADT screen. 

· Number (Account Number): Pulls from the Registration and ADT screen. 

· NS (Nursing Station): Of the room in which the patient is located. 

· Room: Displays the patient’s room number. 

· Physician (Attending Physician): Pulls from the Stay tab on the Registration and ADT screen.

· Cur Days (Current Days): Is the number of days the patient has been admitted. 

· Geo Days (Geometric Length of Stay): Is associated with the computed DRG for the patient. 

· Diff (Difference): Displays the difference between the patient’s current length of stay and the
patient’s geometric length of stay. This column takes the GEO column and subtracts the CUR
column. 

· Accum Revenue (Accumulated Revenue): Pulls the balance on the patient’s account detail. 

· Medicare Reimburse: Displays the patient’s reimbursement based on the calculated DRG. 

· Rev. Diff. (Revenue Difference): The difference between the patient’s actual charges on the
Account Detail and the DRG reimbursement. This column takes the Medicare Reimbursement
amount and subtracts the Accum Revenue amount. 

· DRG: The patient’s calculated DRG from the Grouper Patient Summary screen.  

· Primary Payor: The patient’s primary Financial Class pulls from the Guarantor/Ins tab on the
Registration and ADT screen.

· Totals: Lists the Totals for the Accumulated Revenue, Medicare Reimbursement and Revenue
Difference between the patient’s actual charges on the Account Detail and the DRG
reimbursement.
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Chapter 5 Monthly Reports

5.1 Build Monthly Work Files

Before any of the Monthly reports may be printed, a file build must be generated for a specified date
range. 

How to Print

1. Select Print Reports from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records. 

3. Select Page 1.

4. Select Build Monthly Work Files.

5. Select file parameters:
· Beginning Date and Ending Date: Enter the beginning and ending date range or select

dates from the drop-down menus. The format is MMDDYY. The system will default to the
current system date.

· All patient types?: Select this option to include all Stay Types on the report. If blank, enter
the desired Stay Types.

6. Select Generate to continue.

Description and Usage

Once the file build has completed, any of the Monthly reports may be printed. These reports will
reflect patient data for the dates and Stay Types entered in the file build. 
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5.2 Monthly Admissions

The Monthly Admissions Report prints a listing of patients that have admissions dates within the file
build date range. 

How to Print

1. Select Print Reports from the Hospital Base Menu or the Master Selection screen. 

2. Select Medical Records.

3. Select Page 1.

4. Select Monthly Admissions.

5. Select a print option.

6. Select report parameters:
· How Many?: Enter the desired number of copies to print.
· Enter Service Type (Blank for ALL): Enter a specific Service Code or skip to print report for

all.
· Sort By Subtype?: If selected the report will sort by Sub Type. If blank the Sub Type column

will not appear on the report.

7. Select Print to continue.

Description and Usage

The Monthly Admissions Report is designed to list all patients that were admitted for a given month.
Patients are sorted by Admit date and the report will insert a page break for each Stay Type. Two
grand total pages are included for each Stay Type. The first displays totals by Financial Class sorted
by Physician. The second displays totals by Financial Class sorted by Service Code.
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Monthly Admissions

Listed below is an explanation of each column

· Patient Name: Pulls from Patient tab on the Registration and ADT screen. 

· Room (Room Number): Pulls to this column.

· Number (Account Number): Pulls from Registration and ADT screen.

· F/C (Financial Class Code): Pulls from Guarantor/Ins tab on the Registration and ADT screen. 

· Age: Is calculated from the Birth Date on Patient tab on the Registration and ADT screen.

· Sex: Pulls from Patient tab on the Registration and ADT screen.

· MS (Marital Status): Pulls from Patient tab on the Registration and ADT screen.

· Service (Service Code): Pulls from Patient tab on the Registration and ADT screen.

· Adm (Admission Code): Pulls from Stay tab on the Registration and ADT screen.

· Physician (Attending Physician): Pulls from Stay tab on the Registration and ADT screen.

· Admitted (Admit Date): Pulls from Stay tab on the Registration and ADT screen.

· MR-Num (Medical Record Number): Pulls from Patient tab on the Registration and ADT screen.
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5.3 Monthly Discharges

The Monthly Discharges report provides a listing of patients discharged on a specific date. 

How to Print

1. Select Print Reports from the Hospital Base Menu or Master Selection screen. 

2. Select Medical Records.

3. Select Page 1.

4. Select Monthly Discharges.

5. Select a print option.

6. Select report parameters:
· How Many?: Enter the desired number of copies to print.
· Enter Service Type (Blank for ALL): Enter a specific Service Code or skip to print report for

all.
· Sort by Subtype: If selected the report will sort by Sub Type. If blank the Sub Type column

will not appear on the report.
· Include hours in grand totals?: Select this option to include hours in the grand totals section

of this report.

7. Select Print to continue.

Description and Usage

The Monthly Discharges Report lists all patients that were discharged in a given month. Patients are
sorted by discharge date and the report page breaks for each Stay Type. Two grand total pages are
included for each Stay Type. The first displays totals by Financial Class by Physician. The second
displays totals by Financial Class by Service Code.
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Monthly Discharges

Listed below is an explanation of each column.

· Patient Name: Pulls from Patient tab on the Registration and ADT screen.

· Room (Room Number): Pulls to this column.

· Number (Account Number): Pulls from Registration and ADT screen.

· F/C (Financial Class Code): Pulls from Guarantor/Ins tab on the Registration and ADT screen.

· Age: Is calculated from the Birth Date on Patient tab on the Registration and ADT screen.

· Sex: Pulls from Patient tab on the Registration and ADT screen.

· MS (Marital Status): Pulls from Patient tab on the Registration and ADT screen.

· Service (Service Code): Pulls from Patient tab on the Registration and ADT screen.

· Days: This column pulls the number of days the patient was admitted within the current month.

· Cond (Discharge Condition): Pulls from Stay tab on the Registration and ADT screen.

· Dis (Discharge Code): Pulls from Stay tab on the Registration and ADT screen. 

· Physician (Attending Physician): Pulls from Stay tab on the Registration and ADT screen.

· Admitted (Admit Date): Pulls from Stay tab on the Registration and ADT screen.

· Disc (Discharge Date): Pulls from Stay tab on the Registration and ADT screen.

· MR-Num (Medical Record Number): Pulls from Patient tab on the Registration and ADT screen.

· Hrly Los (Hourly Length of Stay): Is the length of the patient stay in hours.
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5.4 Death Register

The Death Register lists all patients that have expired in the designated month.

How to Print

1. Select Print Reports from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Page 1.

4. Select Death Register.

5. Select a print option.

6. System prompts, “How Many?"
· Enter the desired number of copies to print.

7. Select Print to continue.

Description and Usage

The Death Register lists in Discharge date sequence by Stay Type all patients that have expired in
the designated month. This report may be printed and submitted to the Department of Permanent
Vital Statistics. Discharge Codes that will pull to this report are 20, 40, 41 and 42.

Death Register

Listed below is an explanation of each column.

· Patient Name: Pulls from Patient tab on the Registration and ADT screen. 

· Room (Room Number): Pulls to this column.

· Number (Account Number): Pulls from Registration and ADT screen.

· Age: Is calculated from the Birth Date on Patient tab on the Registration and ADT screen.
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· Sex: Pulls from Patient tab on the Registration and ADT screen.

· MS (Marital Status): Pulls from Patient tab on the Registration and ADT screen.

· Service (Service Code): Pulls from Patient tab on the Registration and ADT screen.

· Days: This column pulls the number of days the patient was admitted.

· Admitting Cond (Admitting Condition): Pulls from Stay tab on the Registration and ADT screen.

· Admitting Cd (Admission Code): Pulls from Stay tab on the Registration and ADT screen.

· Physician (Attending Physician): Pulls from Stay tab on the Registration and ADT screen.

· Admitted (Admit Date): Pulls from Stay tab on the Registration and ADT screen.

· Disc (Discharge Date): Pulls from Stay tab on the Registration and ADT screen.

· Med-Rec# (Medical Record Number): Pulls from Patient tab on the Registration and ADT
screen.

5.5 Birth Register

The Birth Register lists all newborns in a designated month.

How to Print

1. Select Print Reports from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Page 1.

4. Select Birth Register.

5. Select a print option.

6. System prompts, “How Many?"
· Enter the desired number of copies to print.

7. Select Print to continue.

Description and Usage

The Monthly Birth Register will list all newborns discharged in a given month. The report sorts in
Birth Date sequence. The total number of newborns with a separate breakdown by Sex is given as
well as average length of stay. This report may be printed and submitted to the Department of
Permanent Vital Statistics.
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Birth Register

Listed below is an explanation of each column.

· Number (Account Number): Pulls from Registration and ADT screen.

· Name (Patient Name): Pulls from Patient tab on the Registration and ADT screen.

· Sex: Pulls from Patient tab on the Registration and ADT screen.

· Mother's Name: Pulls from Patient tab on the Registration and ADT screen.

· Birth Date: Pulls from Patient tab on the Registration and ADT screen. 

· Birth Time: Pulls from Stay tab on the Registration and ADT screen.

· Birth Weight: Pulls from Clinical tab on the Registration and ADT screen.

· Attending Physician: Pulls from Stay tab on the Registration and ADT screen.

· Length of Stay: Pulls the number of days the patient was admitted.

· Mother's Number: Pulls the mother’s account number from Patient tab on the Registration and
ADT screen.

· Mother's Financial Class: Pulls from Guarantor/Ins tab on the Registration and ADT screen of
the mother’s account.
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5.6 Census Days Stay

The Census Days Stay report is a listing of all patients by Stay Type within a given month.

How to Print

1. Select Print Reports  from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Page 1.

4. Select Census Days Stay.

5. Select a print option.

6. Select report parameters:
· Include 24-Hour Patients?: Select this option to include these patients. 
· Sort By Subtype?: If selected the report will sort by Sub Type. If blank the Sub Type column

will not appear on the report.
· How Many?: Enter the desired number of copies to print.

7. Select Print to continue.

Description and Usage

The Census Days Stay report lists all patients that had a hospital stay within a given month. Patients
are sorted by Stay Type and Sub Type and are listed in alphabetical order.

This report includes grand total pages for each Stay Type, and Sub Type if selected, sorted by
physician and Service Code. Each physician’s total patients and total patient days are listed for
Medicare, Medicaid, Blue Cross, Commercial, Private Pay, Total Number of Patients/Days and
Average Days. This information is also listed on a second total page for each Stay Type sorted by
Service Code. The last page of this report totals all patients by physician and Service Code.
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Census Days Stay (By Sub Type)

Census Days Stay (By Physician)

Census Days Stay (By Service Code)
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Census Days Stay (By Totals by FC)

Listed below is an explanation of each column.

· Patient Name: Pulls from Patient tab on the Registration and ADT screen.

· Room (Room Number): Pulls to this column.

· Number (Account Number): Pulls from Registration and ADT screen.

· F/C (Financial Class Code): Pulls from Guarantor/Ins tab on the Registration and ADT screen.

· Age: Is calculated from the Birth Date on Patient tab on the Registration and ADT screen.

· Sex: Pulls from Patient tab on the Registration and ADT screen.

· MS (Marital Status): Pulls from Patient tab on the Registration and ADT screen.

· Service (Service Code): Pulls from Patient tab on the Registration and ADT screen.

· Days: The number of days between the first day of the month, or the patient’s Admit Date if within
the specified month, and the as of date used for this report.

· Cond (Discharge Condition): Pulls from Stay tab on the Registration and ADT screen.

· Dis (Discharge Code): Pulls from Stay tab on the Registration and ADT screen.

· Physician (Attending Physician): Pulls from Stay tab on the Registration and ADT screen.

· Admitted (Admit Date): Pulls from Stay tab on the Registration and ADT screen.

· Disc (Discharge Date): Pulls from Stay tab on the Registration and ADT screen.
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5.7 Administrative Summary

The Administrative Summary provides statistics on Admit dates, Age, Sex, Discharge code, Service
Code, Physicians, Zip Codes, Primary Insurance, City and Sub Types. The information may be
printed in detail or summary format. 

How to Print

1. Select Print Reports  from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Page 1.

4. Select Administrative Summary.

5. Select a print option.

6. Select report parameters:
· Beginning Date and Ending Date: Enter the beginning and ending date range or select

dates from the drop-down menus. The format is MMDDYY. The system will default to the
current system date.

· Patient Type: A Stay Type may be selected from the drop-down menu or All may be selected
to include all Stay Types. If All is entered, after the report generates, another prompt to Enter
Patient Type will appear. A separate report can be entered for each Stay Type.

7. If the above information is correct, select Generate.

8. Select additional printing parameters:
· Patient Type: Select the Stay Type to be used for the report. A separate report can be

entered for each Stay Type. This prompt will only appear if the “Patient Type” prompt listed
above was entered with All. 

· Print Detail?: If selected, the report will pull the patient Account Numbers/Names associated
with the statistic. If left blank, the report will list the totals only for each statistic.

· Print Primary Ins Net Rev: Select this option to print the Net revenue for the primary
insurance of each claim.

9. System prompts, “Print more reports?"
· Select Yes to answer prompts for additional reports or No to continue.

10.System prompts, "Generate new report?"
· Select Yes to return to the Report Control Options screen for additional reports or No to

continue.
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Description and Usage

The Administrative Summary Report lists monthly Revenue by Admit codes, Age, Sex, Discharge
codes, Service Codes, Physicians, Zip Codes, Primary Insurance and City. The report is based on
Discharge dates. A separate report can be printed for each statistic. For each of these categories,
the system prints a Code, Count, Revenue and Description.

Administrative Summary (By Service Codes)

Administrative Summary (By Physicians)
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Administrative Summary (By Primary Insurance)

Administrative Summary (By City)

Listed below is an explanation of each column.

· Code: This column represents the code, Admission, Age, Sex, etc. 

· Count: Pulls the number of patients discharged who were admitted with that code. 

· Revenue: Pulls the total amount of revenue that was generated for that code. 

· Description: Pulls the code description.

If the report is printed in detail the following headings will display:

· Number (Account Number): Pulls from Registration and ADT screen.

· Name (Patient Name): Pulls from Patient tab on the Registration and ADT screen.

· LOS (Length of Stay): The number of days the patient was admitted
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Chapter 6 Admit/Disch Date Range Reports

6.1 Build Date Range Files

Before any of the date range reports can be printed, a file build must be generated for the specified
date range.

How to Print

1. Select Print Report Menu from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Page 1.

4. Select Build Date Range Files.

5. Select report parameters:
· Beginning Date and Ending Date: Enter the beginning and ending date range or select

dates from the drop-down menus. The format is MMDDYY. The system will default to the
current system date.

· All Stay Types: Select this option to include all Stay Types on the report. If blank, enter the
desired Stay Types.

· All Sub-types: Select this option to include all Sub-Types on the report. If blank, enter the
desired Sub-Types.

6. Select Print to continue.

Description and Usage

Once the file build has completed, any of the print options under the Admit/Discharge Date Range
Reports section of the Medical Records Print Report Menu may be printed. All reports will reflect
patient data for the dates and Stay Types entered during the file build.
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6.2 Admission/Discharge by Physician

The Admission/Discharge by Physician report will provide total patients and length of stay for each
physician by Financial Class. It may be printed for Admissions or Discharges for a given date range.

How to Print

1. Select Print Report Menu from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Page 1.

4. Select Admit/Disch by Physician.

5. Select a print option.

6. Select report parameters:
· Print by: Select Admissions or Discharges from the drop-down menu. This will determine if

the report should pull figures based on admissions or discharges for the dates entered in the
file build.

· Sort by: Select Patient Type or Sub-Type. This will determine how the report sorts the
accounts.

7. Select Print to continue.

Description and Usage

The Admissions or Discharges by Physician Report lists in physician number sequence the number
of patients, number of days, average length of stay and total revenue for each Financial Class. The
figures will represent the number of admissions or discharges, depending on how the prompt above
is answered, by physician for the date range specified. If the report is printed for admissions, the
number of patients not yet discharged from the hospital will display as well. This report prints patient
types separately.
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Admission/Discharge by Physician - Admissions

UListed below is an explanation of each column.

· DR # (Physician Number): Pulls the physician number.

· Physician Name: Pulls the physician name.

· Pats (Patients): For each Financial Class listed, this number represents the total number of
patients admitted for the listed physician.

· Days: For each Financial Class listed, this number represents the total number of days the
patients were admitted for the listed physician.

· LOS (Average Length of Stay): Is the average number of days the patients were admitted for the
listed physician.  This column takes the total number of days and divides the total number of
patients for the listed physician.

· Total Pats (Total Patients): Lists the total number of patients admitted for the listed physician.

· Total Days: Lists the total number of days the patients were admitted for the listed physician.

· Total LOS (Total Length of Stay): Lists the average length of stay for all Financial Classes for
the listed physician.

· Not Disc (Not Discharged): Lists the number of patients that have not been discharged for the
listed physician.  This column does not pull if the report was run for Discharges.

· Total Revenue: Lists the total revenue of accounts that fall under the listed physician.

NOTE: The Total Revenue will only include charges that have 'Include in DRG Report' set to Y in
the Charge Summary Code table.
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6.3 Admission/Discharge by Physician/Financial Class

The Admission/Discharge report by Physician/Financial Class Report will provide total patients and
length of stay for each physician by Financial Class code. Unlike the Admission/Discharge by
Physician report, it will also provide a listing of routine days and ICU days and list the average
revenue per case. It may be printed for Admissions or Discharges for a specified date range.

How to Print

1. Select Print Report Menu from the Hospital Base Menu or the Master Selection screen. 

2. Select Medical Records. 

3. Select Page 1.

4. Select Admit/Disch by Phy/Fin Class.

5. Select a print option.

6. Select report parameters: 
· Print by: Select Admissions or Discharges from the drop-down menu. This will determine if

the report should pull figures based on admissions or discharges for the dates entered in the
file build.

· Sort by: Select Patient Type or Sub-Type. This will determine how the report sorts the
accounts.

7. Select Print to continue.

Description and Usage

The Admissions or Discharges by Physician/Financial Class Report lists in physician number
sequence the number of patients, routine days, ICU days, total days, average length of stay, total
revenue and average revenue by case for each Financial Class. The figures will represent the
number of admissions or discharges, depending on how the prompt above is answered, by physician
for the date range selected. This report prints patient types separately.
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Admission/Discharge by Physician/Financial Class - Admissions

Listed below is an explanation of each column.

· DR # (Physician Number): Pulls the physician number.

· Physician Name: Pulls the physician name.

· Financial Class: Pulls the Financial Class code and the Financial Class description.

· Number of Patients: The number of patients for each Financial Class and a total number of
patients for each physician will display in this column.

· Routine Days: The routine days represent the number of days patients were admitted, excluding
ICU rooms, for the listed physician and Financial Class.

· ICU Days: The ICU days represent the number of days patients were admitted in ICU beds for the
listed Financial Class.  ICU beds are beds that have a room type of “I” or “C”.

· Total Days: Represents the total number of days the patients were admitted for the listed
Financial Class.

· Average LOS (Average Length of Stay): The average length of stay is the average number of
days the patients were admitted for the listed Financial Class. This column takes the total days and
divides that figure by the total number of patients.  This column also lists an average number of
days for all Financial Classes for the listed physician.

· Total Revenue: Lists the total revenue of all accounts that fall under the Financial Class for each
physician.
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· Average Revenue Per Case: The average revenue for each Financial Class is the total revenue
divided by the number of patients.

6.4 Admission/Discharge by County

The Admission/Discharge by County report will provide total patients and length of stay of each
physician by county code. It may be printed for Admissions or Discharges for a given date range. 

How to Print

1. Select Print Report Menu from the Hospital Base Menu or the Master Selection screen. 

2. Select Medical Records.

3. Select Page 1.

4. Select Admit/Disch by County.

5. Select a print option.

6. Select report parameters:
· Print by: Select Admissions or Discharges from the drop-down menu. This will determine if

the report should pull figures based on admissions or discharges for the dates entered in the
file build. 

· Sort by: Select Patient Type or Sub-Type. This will determine how the report sorts the
accounts on the report.

7. Select Print to continue.

Description and Usage

The Admissions or Discharges by County Report lists in physician number sequence by county code
the number of patients, number of days and average length of stay for each Financial Class. The
report also lists the revenue for each physician. The figures will represent the number of admissions
or discharges, depending on how the prompt above is answered, by county for the date range
specified. If the report is printed for admissions, the number of patients not yet discharged from the
hospital will display as well. The report prints patient types separately.
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Admission/Discharge by County - Admissions

Listed below is an explanation of each column

· County CD (County Code): Pulls from Patient tab on the Registration and ADT screen.

· DR # (Physician Number): Pulls the physician number.

· Physician Name: Pulls the physician name.

· Pats (Patients): For each Financial Class listed, this number represents the total number of days
the patients were admitted for the listed physician.

· Days: For each Financial Class listed, this number represents the total number of days the
patients were admitted for the listed physician.

· LOS (Average Length of Stay): Is the average number of days the patients were admitted for the
listed physician. This column takes the total number of days and divides the total number of
patients for the listed physician. 

· Total Pats (Total Patients): Lists the total number of patients admitted for the listed physician.

· Total Days: Lists the total number of days the patients were admitted for the listed physician.

· Total LOS (Total Length of Stay): Lists the average length of stay for all Financial Classes for
the listed physician.
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· Not Disc (Not Discharged): Lists the number of patients that have not been discharged for the
listed physician.  This column does not pull if the report was run for Discharges.

· Total Revenue: The total revenue of accounts that fall under the listed physician.

6.5 Admission/Discharge by County/Financial Class

The Admission/Discharge by County/Financial Class Report will provide total patients and length of
stay of each physician by Financial Class code for each county code. It may be printed for
Admissions or Discharges for a specified date range. 

How to Print

1. Select Print Report Menu from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Page 1.

4. Select Admit/Disch by County/Fin Class.

5. Select a print option.

6. Select report parameters:
· Print by: Select Admissions or Discharges from the drop-down menu. This will determine if

the report should pull figures based on admissions or discharges for the dates entered in the
file build. 

· Sort by: Select Patient Type or Sub-Type. This will determine how the report sorts the
accounts on the report.

7. Select Print to continue.

Description and Usage

The Admission or Discharge by County/Financial Class lists the same information that the Admission
or Discharge by County provides except this report will lists totals by the Financial Class code. The
report lists in county code sequence the number of patients, Financial Class code, number of
patients, routine days, ICU days, totals days, average length of stay, total revenue and average
revenue by case for each Financial Class code. The figures will represent the number of admissions
or discharges, depending on how the prompt above is answered, by physician for the date range
selected. The report prints patient types separately.



Admit/Disch Date Range Reports 55

© 2025 TruBridge

Admission/Discharge by County/Financial Class - Admissions

Listed below is an explanation of each column.

· County CD (County Code): Pulls the 3-digit county code.

· DR # (Physician Number): Pulls the physician number.

· Physician Name: Pulls the physician name.

· Financial Class: Pulls the Financial Class code and the Financial Class description.

· Number of Patients: Pulls the number of patients for each Financial Class code. It also lists
physician totals per county and county totals.

· Routine Days: The routine days represent the number days patients were admitted, excluding
ICU rooms, for the listed Financial Class.  This column also lists physician totals per county and
county totals.

· ICU Days: The ICU days represent the number of days patients were admitted in ICU beds for the
listed Financial Class. ICU beds are beds that have a room type of “I” or “C”. This column also lists
physician totals per county and county totals.

· Total Days: Represents the total number of days the patients were admitted for the listed
Financial Class. It also lists physician totals per county and county totals.

· Average LOS (Average Length of Stay): The average length of stay is the average number of
days the patients were admitted for the listed Financial Class. This column takes the total days and
divides the total number of patients.  It also lists physician totals per county and county totals.
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· Total Revenue: Lists the total revenue of all accounts that fall under the Financial Class for each
physician. It also lists physician totals per county and county totals.

· Avg. Revenue Per Case: The average revenue for each Financial Class is the total revenue
divided by the number of patients. This column also lists physician totals per county and county
totals.

6.6 Admission/Discharge by Name/Address

The Admission/Discharge by Name and Address Report provides address information for patients in
a specified date range. It may be printed for Admissions or Discharges.

How to Print

1. Select Print Report Menu from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Page 1.

4. Select Admit/Disch by Name/Address.

5. Select a print option.

6. Select report parameters:
· Print by: Select Admissions or Discharges from the drop-down menu. This will determine if

the report should pull figures based on admissions or discharges for the dates entered in the
file build.

· Sort by: Select Patient Type or Sub-Type. This will determine how the report sorts the
accounts on the report.

7. Select Print to continue.

Description and Usage

The Admissions/Discharges Name and Address Report lists in Account Number sequence the Name,
Phone Number, Occupation, Address, Sex, Birth Date, Financial Class, length of stay, Physician
Number, Marital Status, Discharge Code and Medical Records Number for each patient. The report
prints separately for each patient type and includes newborns on a separate page.
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Admission/Discharge by Name/Address

UListed below is an explanation of each column.

· NO. (Patient Number): Pulls the patient number. 

· Name, Phone, Occupation: Pulls the patient name, guarantor phone number, and guarantor
occupation. The patient name pulls from the Patient tab on the Registration and ADT screen. The
guarantor phone number pulls from the Guarantor/Ins tab on the Registration and ADT screen.
The guarantor occupation pulls from the Guarantor/Ins tab on the Registration and ADT screen.

· Address: Pulls from the Patient tab on the Registration and ADT screen.

· Sex: Pulls from the Patient tab on the Registration and ADT screen.

· Birth Date: Pulls from the Patient tab on the Registration and ADT screen.

· Ins (Insurance): Pulls from the Guarantor/Ins tab on the Registration and ADT screen.

· LOS (Length of Stay): Pulls the patient’s length of stay.

· Physician (Attending Physician): Pulls from the Stay tab on the Registration and ADT screen.

· MS (Marital Status): Pulls from the Patient tab on the Registration and ADT screen.

· Dis Code (Discharge Code): Pulls from the Stay tab on the Registration and ADT screen.

· Med-Rec# (Medical Record Number): Pulls from the Patient tab on the Registration and ADT
screen.
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6.7 Discharge Log

The Discharge Log provides a list of all patients discharged in a specified date range. It may be
printed in Account Number sequence or Discharge date sequence.

How to Print

1. Select Print Report Menu from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records. 

3. Select Page 1.

4. Select Discharge Log.

5. Select a print option.

6. Select report parameters:
· Print by: Select Discharge Date or Patient Number from the drop-down menu.
· Sort By: Select Patient Type or Sub-Type. This will determine how the report sorts the

accounts on the report.
· Suppress SSN: Selecting this option will prevent the Social Security Number from printing on

the report.

7. Select Print to continue.

Description and Usage

The Discharge Log lists the Patient’s Name, Account Number, Social Security Number, Age, Sex,
Race, Marital Status, Attending Physician, Discharge date, Length of Stay, Service, Discharge Code,
Medical Records complete, Primary Insurance, Secondary Insurance, Assigned DRG, Paid DRG,
Covered Charges, DRG Amount Paid, Remittance Date, Covered Days, ICU Days, Nursery Days,
Private Days and County Code. The report prints separately for each patient types and includes
newborns on a separate page.
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Discharge Log

Listed below is an explanation of each column.

· Patient Name: Pulls from the Patient tab on the Registration and ADT screen.

· Number (Account Number): Pulls from the Registration and ADT screen.

· SS# (Social Security Number): Pulls from the Patient tab on the Registration and ADT screen.

· Age: Is calculated from the Birth Date on the Patient tab on the Registration and ADT screen.

· S (Sex): Pulls from the Patient tab on the Registration and ADT screen. 

· R (Race): Pulls from the Patient tab on the Registration and ADT screen. 

· M (Marital Status): Pulls from the Patient tab on the Registration and ADT screen. 

· Phy (Attending Physician): Pulls from the Stay tab on the Registration and ADT screen.

· Disc Date (Discharge Date): Pulls from the Stay tab on the Registration and ADT screen.

· LOS Days (Length of Stay Days): Pulls the patient length of stay.

· Sv (Service Code): Pulls from the Patient tab on the Registration and ADT screen.

· Ds (Discharge Code): Pulls from the Stay tab on the Registration and ADT screen.

· Med-Rec#: Indicates if the Medical Records Grouper Screen has been completed. If there is a
Finish Date on the Grouper & Maintenance screen, field 6, a Y will pull.  If there is not a Finish
Date in this field, a N will pull. 

· Ins 1 2: Pulls the patient’s primary and secondary insurance. The primary insurance will pull under
the column marked 1 and the secondary insurance will pull under the column marked 2.

· DRG Asg (DRG Assigned): Is the DRG that was computed in the Grouper Patient Summary
screen.
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· DRG Pd (DRG Paid): Is the DRG that was entered during receipting. It pulls from the Receipted
DRG field on the Grouper Patient Summary screen.

· Covered Charges: Include charges on the patient’s Account Detail except for any charges that
have Include in DRG Rep set to N in the Charge Summary Code table.

· DRG$ Paid (DRG Dollars Paid): Lists the amount paid by the patient’s primary insurance.

· Remit Date (Reimbursement Date): Lists the receipt date of the patient’s primary insurance.

· CVD DY (Covered Days): The number of days the patient has been admitted with room types
other than “P”, “I”, “C”, or “N”. 

· Ic Dy (ICU Days): The number of days the patient has been admitted in an ICU bed. ICU beds are
beds have a room type of “I” or “C”.

· Ny Dy (Nursery Days): The number of days the patient has been admitted in a nursery room.

· Pvt Dy (Private Days): The number of days the patient has been admitted in a private room.

· Cty (County Code): Pulls from the Patient tab on the Registration and ADT screen.
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Chapter 7 DRG Monthly, Qtrly, Yrly Reports

7.1 DRG Worksheet

The DRG Worksheet consists of two parts: the DRG Worksheets and the Physician Attestations.
Both reports will provide a list of diagnosis and procedure codes entered by Medical Records. When
selecting this selection, the option to print DRG Worksheets only, Physician Attestations only, or
Both will appear. 

How to Print

1. Select Print Reports  from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Page 1.

4. Select DRG Worksheet.

5. Select a print option.

6. Select report parameters:
· Select: Select Both, DRG Worksheets, or Physician Attestations from the drop-down menu.
· Print Official Attestation: Select this option to print the Official Attestation for the physician to

sign.
· Include All DRG Options: If selected, all the options for DRG calculations listed in the MR

Grouper screen in "A"ll will print to the DRG Worksheet. If left blank, this prompt will suppress
printing all the DRG calculation options, and will print only the DRG calculated on the MR
Grouper screen.

· Patients: Select Inhouse, Discharged, or Selected from the drop-down menu.
§ Inhouse: This selection will print DRG Worksheets for all in-house patients.
§ Discharged: This selection will print DRG Worksheets for discharged patients for a given

day. Selecting this selection will prompt for a Discharge date.
§ Selected: This selection will allow up to 50 Account Numbers to be entered and will print

DRG Worksheets for the selected patients.
· Specify Insurance (or ALL): Enter the Financial Class to print or enter ALL to pull for all

Financial Classes.
· Enter Discharge Date: Enter the discharge date or select the date from the drop-down menu.

The format is MMDDYY. The system will default to the current system date.
· Enter up to 50 Account Numbers: Enter up to 50 account numbers if Selected was chosen

at the Patients prompt.

7. Select Print to continue.

8. System prompts, "Print another report?"
· Select Yes to answer prompts for additional reports or No to continue.
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Description and Usage

The DRG Worksheet will provide the following information. The worksheet prints the diagnosis and
procedure codes currently sequenced on the DRG Grouper and Maintenance screen, the DRG’s
MDC and relative weight, geometric length of stay, anticipated reimbursement, charges-to-date,
profit-to-date, outlier days and actual stay. The weighted value of the diagnosis and procedures are
listed using a surgical hierarchy as the weighing value. Finally, the report provides a list of all
diagnosis and procedure combinations showing their computed value, GLOS, DRG, principal
diagnosis, second diagnosis and principle procedure.

The primary purpose of the DRG Worksheet is to provide Medical Records with a printed worksheet
of current diagnosis and procedure codes that have been entered for individual patients. Because
the anticipated reimbursement, charges-to-date and geometric length of stay is provided,
coordinators can monitor and manage patient stays in a more efficient and effective manner.
Physicians may use these worksheets to verify diagnosis and procedure codes entered for their
patients.

The DRG Attestations lists the diagnosis and procedure codes currently sequenced on the DRG
Grouper and Maintenance screen, the DRG’s MDC and relative weight, geometric length of stay,
anticipated reimbursement, charges to date, profit to date, outlier days and actual stay. A narrative
description of Diagnosis and Procedures are listed at the bottom.

The primary purpose of the attestation is to provide the physician with a list of diagnosis and
procedure codes entered by the Medical Records department for him or her to attest to its validity. At
the bottom of the official attestation, space is provided for the physician to verify the codes on the
attestation with his or her signature and date of signature.

DRG Worksheet
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Official Attestation

                                  TruBridge Community Hospital                               
                         D.R.G. ASSIGNMENT SHEET
                         OFFICIAL ATTESTATION FOR BILLING PURPOSES

PATIENT-: 357709 SMITH MARY              AGE. 47  SEX..F  DISC CODE..01/HOME
MEDICAL RECORD#..  080096       ROOM.010-3 F/C. DB        DISC DATE..07/16/17 
 ADMIT DIAGNOSIS:4660   ACUTE BRONCHITIS                   ADM CODE..31/EL PR
                                                           ADM DATE..07/13/17
THE FOLLOWING DIAGNOSIS AND PROCEDURE SEQUENCE WILL PRODUCE
        DRG 089 SIMPLE PNEUMONIA & PLEURISY AGE >17 W CC
        MDC 04  REL. WT.  1.1006

    5.40 DAYS IS THE AVERAGE GLOS.    $3,480.20 WILL BE THE REIMBURSEMENT AMOUNT

       0 IS THE OUTLIER CUTOFF.

    THIS PATIENT STAYED    3 DAYS.

              NARRATIVE DESCRIPTION OF DIAGNOSES & PROCEDURES

PRINCIPAL                                                       CODE
DIAGNOSIS: PNEUMONIA, ORGANISM NOS                              486
           __________________________________________________   _______

SECONDARY
DIAGNOSES: ACUTE BRONCHITIS                                     4660
           __________________________________________________   _______
           CHR AIRWAY OBSTRUCT NEC                              496
           __________________________________________________   _______
           __________________________________________________   _______
           __________________________________________________   _______
           __________________________________________________   _______
           __________________________________________________   _______
           

PRINCIPAL
PROCEDURE: FIBER-OPTIC BRONCHOSCOPY                             3322    1/14/06
           __________________________________________________   _______
SECONDARY
PROCEDURES __________________________________________________   _______
           __________________________________________________   _______
           __________________________________________________   _______
           __________________________________________________   _______
           __________________________________________________   _______
           
I CERTIFY THAT THE NARRATIVE DESCRIPTIONS OF THE PRINCIPAL AND SECONDARY
DIAGNOSES AND THE MAJOR PROCEDURES PERFORMED ARE ACCURATE AND COMPLETE
TO THE BEST OF MY KNOWLEDGE.

     PHYSICIAN SIGNATURE: _______________________________________
     DATE____________     ANDERSON GARY
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7.2 Build DRG Work Files

Before any of the DRG Monthly, Quarterly or Yearly reports can be printed, a file build must be
generated for a specific date range.

How to Print

1. Select Print Reports  from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Page 1.

4. Select Build DRG Work Files. 

5. Select file parameters:
· Beginning Date and Ending Date: Enter the beginning and ending date range or select

dates from the drop-down menus. The format is MMDDYY. The system will default to the
current system date.

· Stay Types: (Leave Blank for "All"): Enter the desired Stay Types or blank to print report
for all.

· Service Codes: Select All, Exclude or Include. Up to ten Service Codes can be excluded or
included in the DRG Reports. Choose All to include all service codes.

6. Select Generate to continue.

Description and Usage

Once the file build has been completed, any of the print options under the DRG
Monthly/Quarterly/Yearly reports can be run. These reports will reflect patient data for the dates and
Stay Types entered in the file build.
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7.3 DRG Profit and Loss

The DRG Profit & Loss Report outlines revenue made or lost on a patient for a specific ICD-9 DRG.
For ICD-10 DRG data, please see the Acute IP DRG Case Mix  report. 

How to Print

1. Select Print Reports  from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Page 1.

4. Select DRG Profit and Loss. 

5. Select a print option.

6. Select report parameters:
· Enter Payor Code: (Blank for ALL): Enter a specific Financial Class or skip to print report

for all. It is recommended this report be printed for one Financial Class at a time.
· Enter Physician #: (Blank for ALL): Enter a specific physician number or skip to print report

for all.
· Print Summary Only: If selected, then the report will summarize totals for each DRG and list

a recap at the end of the report. If blank the report will be detailed. 
· Exclude Accounts Without a Finish Date: If selected, only accounts with a finish date

loaded in the Medical Records Grouper screen will pull to the report.
· Compute Case Mix From: From the drop-down menu select Computed DRG to compute

the Case mix based on data from the Computed DRG. The computed DRG may be pulled from
the DRG Grouper Screen or from an interface. Select Receipted DRG to compute the Case
Mix based on data from the DRG entered during receipting. If no DRG is entered during
receipting, the report will default to the computed DRG to provide the Case Mix information.

7. Select Print to continue.

8. System prompts, "Print another report?"
· Select Yes to answer prompts for additional reports or No to continue.
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Description and Usage

The DRG Profit & Loss Report displays the profit or loss on a patient for a specific DRG. It may be
printed for a specific Financial Class or all Financial Classes. The report prints in two parts for each
DRG. The first part prints general information such as the Patient Number, Name, Admit date,
Discharge date, Insurance, Revenue, Reimbursement, Insurance Expected Pay, the DRG Relative
Weight, the DRG GLOS and the ACPS. The second part prints a breakdown of the Gross Revenue,
Relative Cost-to-Charges Ratio, Cost (based on RCC) and Profit or Loss, by Summary Charge
Code. The totals of each are printed for all Summary Charge Codes. Also, Gross Revenue,
Reimbursement, Patient Portion, Contractual Gain or Loss, Gross Profit & Loss and Net Gain or
Loss is printed for all patients reimbursed on the particular DRG. It also prints the Total Number of
Patients, Geometric Length of Stay, Average Geometric Length of Stay, Variance between the two
and the Case Mix for that DRG. The report will print either in detail or summarized totals.

This report may determine the profit/loss margin on a specific DRG and also determine the amount of
revenue being made or lost for individual physicians. When printed by specific payors, the amount of
revenue being made or lost for individual Financial Classes may be determined.  Case Mix is the
relative weight for a given DRG. The case mix index for a facility is the sum of all DRG relative
weights divided by the number of patients included in the calculation. The purpose of relative weight
(case mix) is to assign a numerical value to each DRG that is indicative of the resources used to care
for a patient with the diagnoses and procedures included in the given DRG.

DRG Profit and Loss
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DRG Profit and Loss (Report in Summary)
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Listed below is an explanation of each column.

· Number (Account Number): Pulls from Registration and ADT screen.

· Name (Patient Name): Pulls from the Patient tab on the Registration and ADT screen.

· Admit (Admit Date): Pulls from the Stay tab on the Registration and ADT screen.

· Disc (Discharge Date): Pulls from the Stay tab on the Registration and ADT screen.

· Ins (Primary Insurance): Pulls from the Guarantor/Ins tab on the Registration and ADT screen.

· Revenue: Pulls charges from the patient’s Account Detail except for any charges that have
“Include in DRG Rep” set to “N” in the Summary Charge Code Table.

· F/C (Financial Class): This column is made up of two parts. The first column pulls the patient’s
Financial Class from Guarantor/Ins tab on the Registration and ADT screen. The second column
pulls the Financial Class that was used to compute the DRG reimbursement.

· Reimburse: Pulls the Medicare Reimbursement for the DRG.

· Expect-Pay (Expected Pay): Pulls from the Patient’s primary insurance claim.

· R/Weight (Medicare Relative Weight): Pulls for the DRG.

· GLOS (Medicare Geometric Length of Stay): Pulls for the DRG.

· ACPS (Average Cost per Stay): Pulls from AHIS Control Table, Page 5.

· Code (Summary Code): Pulls the Summary Code.

· Description: Pulls the Summary Code description listed in the Summary Charge Code Table. 

· Gross Revenue: Pulls the total revenue for the listed Summary Charge Code. If “Include In DRG
Rep” is set to “N”, the Summary Charge Code will not be included in the totals.

· RCC (Ratio of Cost to Charges): Pulls from the Summary Charge Code Table.

· Cost: Is the Gross Revenue multiplied by the Ratio of Cost to Charges.

· Gross P&L (Gross Profit & Loss): Is computed by subtracting the Cost from the Gross Revenue.
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Totals

· Gross Revenue: This is a total of the Gross Revenue column.

· Reimbursement: Lists the Grand Total reimbursement for all patients for the listed DRG.

· Non-DRG Revenue: The difference between the total patient revenue and the total insurance
coverage.  This figure is the revenue column minus the expected pay column. 

· Cont Gain (Contractual Gain): The Gross Revenue is subtracted from the sum of the patient
portion and Reimbursement to obtain the Contractual Gain (Loss).

· Gross P&L: This is a total of the Gross P&L column.

· Net Gain (Loss): The Contractual gain (loss) is added (subtracted) from the Gross Profit and Loss
to obtain the Net Gain (Loss).

· # of Patients (Number of Patients): Is the total number of patients for the listed DRG.

· LOS Geometric: The Geometric Length of Stay of the listed DRG.

· Average (Average Length of Stay): Is the total patient days divided by the number of patients
for the listed DRG.

· Variance: Is the difference between the GLOS and the Average Length of Stay.

· Case-Mix: Case Mix is the relative weight for a given DRG.
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7.4 DRG Profit and Loss by Physician

The DRG Profit & Loss Report by Physician is similar to the DRG Profit & Loss Report, except it
breaks out DRG codes by Physician. The DRG Workfile must be built before running this report. For
ICD-10 DRG data, please see the Acute IP DRG Case Mix  report. 

How to Print

1. Select Print Reports from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Page 1.

4. Select DRG Profit/Loss by Physician.

5. Select a print option.

6. Select report parameters: 
· Enter Payor Code: (Blank for All): Enter a specific Financial Class or skip to print report for

all. It is recommended this report be printed for one Financial Class at a time.
· Enter Physician #  (Blank for All): Enter a specific physician number or skip to print report

for all.
· Print Summary Only: Leave blank to include a list of all patients, along with patient revenue

information. Select this field to include a list of just the summary code revenue for each DRG
by Physician.

· Exclude Accounts Without a Finish Date?: If selected, only accounts with a finish date
loaded in the Medical Records Grouper screen will pull to the report.

· Compute Case Mix From: (Computed DRG or Receipted DRG): From the drop-down
meun select Computed DRG to compute the Case mix based on data from the Computed
DRG. The computed DRG may be pulled from the DRG Grouper Screen or from an interface.
Select Receipted DRG to compute the Case Mix based on data from the DRG entered during
receipting. If no DRG is entered during receipting, the report will default to the computed DRG
to provide the Case Mix information.

7. Select Print to continue.

8. System prompts, "Print another report?"
· Select Yes to answer prompts for additional reports or No to continue.
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Description and Usage

The DRG Profit & Loss Report by Physician includes the same information as the DRG Profit & Loss
except it lists DRG revenue/loss for each physician. It may be printed for a specific Financial Class or
all Financial Classes. The report prints in two parts for each DRG per Physician. The first part, which
only prints if “Include Patient Detail” is set to “Y”, prints general information such as the Patient
Number, Name, Stay Type, Service Code, Admit date, Discharge date, Insurance, Revenue,
Reimbursement, Insurance Expected Pay, the DRG Relative Weight, the DRG GLOS and the ACPS.
The second part prints a breakdown of the Gross Revenue, Relative Cost-to-Charges Ratio, Cost
(based on RCC), and Profit or Loss, by Summary Charge Code. The totals of each are printed for all
Summary Charge Codes. Also, Gross Revenue, Reimbursement, Patient Portion, Contractual Gain
or Loss, Gross Profit & Loss and Net Gain or Loss is printed for all patients reimbursed on the
particular DRG. It also prints the Total Number of Patients, Geometric Length of Stay, Average
Geometric Length of Stay, Variance between the two and the case mix for that DRG. 

This report may determine the profit/loss margin on a specific DRG and also determine the amount of
revenue being made or lost for individual physicians. The case mix can be used to determine the
average reimbursement rate for the specific DRG per Physician. The case mix index for a facility is
the sum of all DRG relative weights divided by the number of patients included in the calculation.

DRG Profit and Loss by Physician (Patient Detail)

Listed below Is an explanation of each column.

· Number (Account Number): Pulls from the Registration and ADT screen.

· Name (Patient Name): Pulls from the Patient tab on the Registration and ADT screen.

· Type (Stay Type): Pulls from the Patient tab on the Registration and ADT screen.

· Code (Admitting Condition): Pulls from the Stay tab on the Registration and ADT screen.

· Admit (Admit Date): Pulls from the Stay tab on the Registration and ADT screen.

· Disc (Discharge Date): Pulls from the Stay tab on the Registration and ADT screen.

· Ins (Primary Insurance): Pulls from the Guarantor/Ins tab on the Registration and ADT screen.
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· Revenue: Pulls charges from the patient’s Account Detail except for any charges that have
“Include in DRG Rep” set to “N” in the Summary Charge Code Table.

· F/C (Financial Class): This column is made up of two parts. The first column pulls the patient’s
Financial Class from the Guarantor/Ins tab on the Registration and ADT screen. The second
column pulls the Financial Class that was used to compute the DRG reimbursement.

· Reimburse: Pulls the Medicare Reimbursement for the DRG.

· Expect-Pay (Expected Pay): Pulls from the patient’s primary insurance claim.

· R/Weight (Medicare Relative Weight): Pulls for the DRG. 

· GLOS (Medicare Geometric Length of Stay): Pulls from the DRG.

· ACPS (Average Cost per Stay): Pulls from AHIS Control Table, Page 5.

DRG Profit and Loss by Physician (DRG Summary)

Listed below Is an explanation of each column.

· Code (Summary Code): Pulls the Summary Code.

· Description: Pulls the Summary Code description listed in the Summary Charge Code Table.

· Gross Revenue: Pulls the total revenue for the listed Charge Summary Code. If “Include In DRG
Rep” is set to “N”, the Summary Charge Code will not be included in the totals.
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· RCC (Ratio of Cost to Charges): Pulls from the Summary Charge Code Table.

· Cost: The Cost is the Gross Revenue multiplied by the Ratio of Cost to Charges.

· Gross P&L (Gross Profit & Loss): Is computed by subtracting the Cost from the Gross
Revenue. 

DRG Profit and Loss by Physician (Physician Summary)

Listed below Is an explanation of each column.

· Code (Summary Code): Pulls the Summary Code.

· Description: Pulls the Summary Code description listed in the Summary Charge Code Table.

· Gross Revenue: Pulls the total revenue for the listed Charge Summary Code. If “Include In DRG
Rep” is set to “N”, the Summary Charge Code will not be included in the totals.

· RCC (Ratio of Cost to Charges): Pulls from the Summary Charge Code Table.

· Cost: The Cost is the Gross Revenue multiplied by the Ratio of Cost to Charges.

· Gross P&L (Gross Profit & Loss): Is computed by subtracting the Cost from the Gross Revenue.
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DRG Profit and Loss by Physician (Report Summary)

Listed below Is an explanation of each column.

· Code (Summary Code): Pulls the Summary Code.

· Description: Pulls the Summary Code description listed in the Summary Charge Code Table.

· Gross Revenue: Pulls the total revenue for the listed Charge Summary Code. If “Include In DRG
Rep” is set to “N”, the Summary Charge Code will not be included in the totals.
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· RCC (Ratio of Cost to Charges): Pulls from the Summary Charge Code Table.

· Cost: The Cost is the Gross Revenue multiplied by the Ratio of Cost to Charges.

· Gross P&L (Gross Profit & Loss): Is computed by subtracting the Cost from the Gross Revenue.

DRG Profit and Loss by Physician (Total Physician Summary)

Listed below Is an explanation of each column.

· Physician: Pulls from the Stay tab on the Registration and ADT screen.

· Phy Number: Pulls from the Stay tab on the Registration and ADT screen.

· Volume: The number of patients seen by the physician within the file build date range.

· Avg LOS: This is the average length of stay for patients of the physician.

· Avg Charges: This is the gross revenue divided by Volume for the physician.

· Case Mix Index: The sum of all DRG relative weights divided by the number of patients included
in the calculation.
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7.5 DRG Sequence

The DRG Sequence report provides a listing of all physicians reimbursed for each DRG and gives a
cost analysis by DRG. For ICD-10 DRG data, please see the Acute IP DRG Case Mix  report. 

How to Print

1. Select Print Reports  from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Page 1.

4. Select DRG Sequence. 

5. Select a print option.

6. Select report parameters:
· Enter Payor Code (Blank for All): This prompt is for the Cost Analysis by DRG, which is the

first section of the report. Enter a specific Financial Class or skip to print report for all.
· Exclude Accounts Without a Finish Date: If selected, only accounts with a finish date

loaded in the Medical Records Grouper screen will pull to the report.
· Compute Case Mix From: (Computed DRG or Receipted DRG): From the drop-down

menu select Computed DRG to compute the Case mix based on data from the Computed
DRG. The computed DRG may be pulled from the DRG Grouper Screen or from an interface.
Select Receipted DRG to compute the Case Mix based on data from the DRG entered during
receipting. If no DRG is entered during receipting, the report will default to the computed DRG
to provide the Case Mix information.

7. Select Print to continue.

8. System prompts, "Print another report?"  Select Yes to answer prompts for additional reports or
No to continue.
· Enter Payor Code  (Blank for All): This prompt is for the DRG sequence, which is the

second section of the report. Enter a specific Financial Class or skip to print report for all.
· Exclude Accounts without a Finish Date: If selected, only accounts with a finish date

loaded in the Medical Records Grouper screen will pull to the report.
· Enter Bad Debt Percentage: Enter the percentage that will be considered un-collectable

debt. The Bad Debt percentage will be based on patient portion and will be included in the
calculation of the Profit & Loss.

9. Select Print to continue.

Description and Usage

This report is an effective tool for analyzing the performance of physicians in relation to DRG. costs
and lengths of stay on individual DRGs.  Administrators may evaluate the DRG Revenue, Cost,
Reimbursement and Contractual Cost for each physician to determine areas of profitability. This

224
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report also allows managers to analyze the profit or loss on a specific DRG considering a certain
percentage of un-collectable debt.
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DRG Sequence (By DRG)

DRG Sequence (By Physician)
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Listed below is an explanation of each column.

Cost Analysis by DRG

· DRG: Pulls from the DRG Grouper and Maintenance Screen field 10. 

· # of Pats (Number of Patients): Is the total number of patients for the listed DRG. 

· DRG Rev (DRG Revenue): Pulls charges from the patient’s Account Detail except for any
charges that have “Include in DRG Rep” set to “N” in the Summary Charge Code Table. 

· DRG RCC (DRG Ratio of Cost to Charges): The amount in this column is multiplied by the
percent loaded in the Summary Charge Code Table page 1 to determine the Cost.

· DRG Reimb (DRG Reimbursement): Is the Medicare DRG Reimbursement.

· Contr (Contractual): The DRG Reimbursement and patient portion is subtracted from the DRG
Revenue to compute the Contractual. 

· Avg Contr (Average Contractual): The Contractual divided by the number of patients for the
listed DRG computes the Average Contractual. 

· Non-DRG Revenue: The difference between the total charges and the expected pay amount that
will be billed to the Insurance Company. 

· Bad Debt % (Bad Debt Percentage): Entered when printing the report will be multiplied by the
Patient Portion to obtain the Bad Debt Percentage. 

· P&L (Profit and Loss): The DRG RCC (Cost to Charge Ratio) and Bad Debt Percentage is
subtracted from the DRG Reimbursement and patient portion to compute the Profit and Loss.

· Avg P&L (Average Profit and Loss): The Profit and Loss divided by the number of patients for
the listed DRG computes the Average P&L. 

· Hospital: The Average Length of Stay is the total number of patients days divided by the total
number of patients. 

· National (National Length of Stay): Is the Geometric Length of Stay for the listed DRG. 

DRG Sequence

· DRG: Pulls from the DRG Grouper and Maintenance Screen field 10. 

· Physician: Lists the Physicians that have patients with the listed DRG. 

· # of Pat (Number of Patients): Is the total number of patients for the listed physician and DRG.

· Geo LOS (Geometric Length of Stay): For the listed DRG. 
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· Avg LOS (Average Length of Stay): The total number of patient days divided by the total
number of patients. 

· Diff (Difference): Lists the difference between the Average Length of Stay and the Geometric
Length of Stay.

· Gross Revenue: Pulls charges from the patient’s Account Detail except for any charges that have
“Include in DRG Rep” set to “N” in the Summary Charge Code Table.

· RCC Cost (Ratio of Cost to Charges Cost): The Amount in the Gross Revenue column is
multiplied by the amount loaded in the Summary Charge Code Table to determine the cost.

· P&L (Profit and Loss): The RCC Cost is subtracted from the Gross Revenue to compute the
Profit and Loss.

· # of Pat (Number of Patients): Is the total number of patients for the listed physician and DRG.

· Gross Revenue: Pulls charges from the patient’s Account Detail except for any charges that have
“Include in DRG Rep” set to “N” in the Summary Charge Code Table.

· Non-DRG Revenue: The difference between the total charges and the expected pay amount that
will be billed to the Insurance Company.

· Reimburse: The Medicare DRG Reimbursement. 

· Cont P&L (Contractual Profit and Loss): The Gross Revenue is subtracted from the sum of the
patient portion and Reimbursement to obtain the Contractual Profit and Loss.

· Case-Mix: The Relative Weight of the listed DRG multiplied by the number of patients for the
listed DRG.

· Relative Weight: This amount is the Medicare Relative Weight for the listed DRG.
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7.6 Cost Analysis by Physician

This report is the same as the DRG Sequence report except it sorts by physician instead of DRG.
This report is intended for ICD-9 reporting only. For ICD-10 DRG data, please see the Cost Analysis
By Physician  report located within the Report Dashboard.

How to Print

1. Select Print Reports  from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Page 1.

4. Select Cost Analysis by Physician.

5. Select a print option.

6. Select report parameters:
· Enter Payor Code (Blank for All): This prompt is for the Cost Analysis by Physician, which is

the first section of the report. Enter a specific Financial Class or skip to print report for all.
· Pagebreak by Physician: If selected, the report will page break for each physician. If left

blank, the report will list physicians on the same page.
· Enter Bad Debt Percentage: Enter the percentage that will be considered un-collectable

debt. The bad debt percentage will be based on the patient portion and will be included in the
calculation of the Profit & Loss.

· Print another report?: Select Yes to answer prompts for additional reports or No to continue.
· Enter Payor Code (Blank for All): This prompt is for the Physician Sequence, which is the

second section of the report. Enter a specific Financial Class or skip to print report for all.
· Pagebreak by Physician: If selected, the report will page break for each physician. If left

blank, the report will list physicians on the same page. 

7. Select Print to continue.

8. System prompts, "Print another report?"
· Select Yes to answer prompts for additional reports or No to continue.

Description and Usage

This report prints in two sections and is similar to the DRG Sequence report except it sorts by
physician instead of DRG. Each report gives the same information, only in a slightly different format.
The report lists for each physician the DRG, the number of patients, total charges, ratio of cost-to-
charges, DRG Reimbursement, contractual amount, average contractual, patient portion, Bad Debt
percentage, profit and loss, average profit and loss and average length of stay.
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This report is an effective tool for analyzing the performance of physicians in relation to DRG costs
and lengths of stay on individual DRGs. Administrators can evaluate the DRG revenue, cost,
reimbursement and contractual cost for each physician to determine areas of profitability. This report
also allows managers to analyze the profit or loss on a specific DRG considering a certain
percentage of un-collectable debt.

Cost Analysis by Physician

Cost Analysis by Physician (Physician Sequence)

Listed below is an explanation of each column.

Cost Analysis by Physician

· DRG: Pulls from the DRG Grouper and Maintenance Screen field 10.

· # of Pats (Number of Patients): Is the total number of patients for the listed physician and DRG.

· DRG Rev (DRG Revenue): Pulls charges from the patient’s Account Detail except for any
charges that have “Include in DRG Rep” set to “N” in the Summary Charge Code Table.
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· DRG RCC (Ratio of Cost to Charges): The amount in the DRG REV column is multiplied by the
percent loaded in the Summary Charge Code Table to determine the Cost.

· DRG Reimb (DRG Reimbursement): Is the Medicare DRG Reimbursement.

· Contr (Contractual): The DRG Reimbursement and patient portion is subtracted from the DRG
Revenue to compute the Contractual.

· Avg Contr (Average Contractual): The Contractual divided by the number of patients for the
listed DRG computes the Average Contractual.

· Non-DRG Revenue: The difference between the total charges and the expected pay amount that
will be billed to the Insurance Company.

· Bad Debt % (Bad Debt Percentage): Entered when printing the report will be multiplied by the
Patient Portion to obtain the Bad Debt Percentage.

· P&L (Profit and Loss): The DRG RCC (Cost to Charge Ratio) and Bad Debt Percentage is
subtracted from the DRG Reimbursement and patient portion to compute the Profit and Loss.

· Avg P&L (Average Profit and Loss): The Profit and Loss divided by the number of patients for
the listed DRG computes the Average P&L.

· Hospital: The Average Length of Stay is the total number of patients days divided by the total
number of patients. 

· National: The National Length of Stay  is the Geometric Length of Stay for the listed DRG.

Physician Sequence

· Physician: Lists the Physicians that have patients with the listed DRG.

· DRG: Pulls from the DRG Grouper and Maintenance Screen field 10.

· # of Pat (Number of Patients): Is the total number of patients for the listed physician and DRG.

· Geo LOS (Geometric Length of Stay): For the listed DRG.

· Avg LOS (Average Length of Stay): The total number of patient days divided by the total
number of patients.

· Diff (Difference): Lists the difference between the Average Length of Stay and the Geometric
Length of Stay.

· Gross Revenue: Pulls charges from the patient’s Account Detail except for any charges that have
“Include in DRG Rep” set to “N” in the Summary Charge Code Table.
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· RCC Cost (Ratio of Cost to Charges Cost): The Amount in the Gross Revenue column is
multiplied by the amount loaded in the Summary Charge Code Table to determine the cost.

· P&L (Profit and Loss): The RCC Cost is subtracted from the Gross Revenue to compute the
Profit and Loss.

· # of Pat (Number of Patients): Is the total number of patients for the listed physician and DRG.

· Gross Revenue: Pulls charges from the patient’s Account Detail except for any charges that have
“Include in DRG Rep” set to “N” in the Summary Charge Code Table.

· Non-DRG Revenue: The difference between the total charges and the expected pay amount that
will be billed to the Insurance Company.

· Reimburse: The Medicare DRG Reimbursement.

· Cont P&L: The Gross Revenue is subtracted from the sum of the patient portion and
Reimbursement to obtain the Contractual Profit and Loss.

7.7 Patient Sequence

The DRG by Patient Sequence Report lists patients in alphabetical order for a specific date range
and will list any Profit or Loss based on Ratio of Cost to Charges. For ICD-10 DRG data, please see
the Acute IP DRG Case Mix  report. 

How to Print

1. Select Print Reports  from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Page 1.

4. Select Patient Sequence.

5. Select a print option.

6. Select report parameters:
· Enter Payor Code (Blank for All): Enter a specific Financial Class or skip to print report for

all.
· Exclude Accounts Without a Finish Date: If selected, only accounts with a finish date

loaded in the Medical Records Grouper screen will pull to the report.
· Compute Case Mix From: From the drop-down menu select Computed DRG to compute

the Case mix based on data from the Computed DRG. The computed DRG may be pulled from
the DRG Grouper Screen or from an interface. Select Receipted DRG to compute the Case
Mix based on data from the DRG entered during receipting. If no DRG is entered during
receipting, the report will default to the computed DRG to provide the Case Mix information.

7. Select Print to continue.
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8. System prompts, "Print another report?"
· Select Yes to answer prompts for additional reports or No to continue.

Description and Usage

The DRG by Patient Sequence Report will lists all patients in alphabetical order and will include the
physician, DRG, Geometric Length of Stay, Length of Stay, Gross Revenue, RCC Cost, Profit and
Loss, Primary Insurance and Relative Weight for the specific DRG. The report is useful for analyzing
Revenue, Costs and Profit or Loss for a particular patient.

Patient Sequence

Listed below is an explanation of each column.

· Patient Name: Pulls from Patient tab on the Registration and ADT screen 

· Number (Account Number): Pulls from Registration and ADT screen.

· Physician (Attending Physician): Pulls from Stay tab on the Registration and ADT screen.

· DRG: The patient’s DRG from the DRG Grouper screen field 10.

· Geo LOS (Geometric Length of Stay): Is associated with the computed DRG for the patient.

· LOS (Length of Stay): Displays the patient’s length of stay.

· Diff (Difference): Displays the difference between the patient’s Geometric Length of Stay and the
patient’s length of stay.
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· Gross Revenue: Pulls charges from the patient’s Account Detail except for any charges that have
“Include in DRG Rep” set to “N” in the Summary Charge Code table.

· RCC Cost (Ratio of Cost to Charges Cost): The amount in the Gross Revenue column is
multiplied by the percent loaded in the Summary Charge Code table to determine the Cost.

· P&L (Profit and Loss): Is the difference between the Gross Revenue and RCC Cost.

· Primary Ins (Primary Insurance): Pulls from Guarantor/Ins tab on the Registration and ADT
screen.

· Relwt (Medicare Relative Weight): For the listed DRG.

7.8 DRG Cost Outliers

The DRG Cost Outlier report lists accounts that will possibly qualify for cost outlier status. 

How to Print

1. Select Print Reports  from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Page 1.

4. Select DRG Cost Outliers.

5. Select a print option.

Description and Usage

The DRG Cost Outlier report will pull accounts with calculated DRGs and will list the cost outlier
status. This will give a more accurate computation of the expected reimbursement from
intermediaries.
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DRG Cost Outliers

Listed below is an explanation of each column.

· Account Number: Pulls from Registration and ADT screen.

· Name (Patient Name): Pulls from Patient tab on the Registration and ADT screen.

· Total Charged: Pull from the patient’s account detail.

· DRG Amount: The DRG Amount is the Medicare Reimbursement for the listed DRG.

· Outlier Amount: The figures entered on the Insurance Company table, page 5 are used to
compute the DRG Outlier amount.

· Reimb Amount (Reimbursement Amount): The total of the DRG amount and the Outlier
amount.
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7.9 25 Most Common DRGs

The 25 Most Common DRGs Report will list, from highest to lowest, the most common DRGs
computed. 

How to Print

1. Select Print Reports  from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Page 1.

4. Select 25 Most Common DRGs.

5. Select a print option.

6. Select report parameters:
· Enter Payor Code (Blank for All): Enter a specific Financial Class or skip to print report for

all.
· Enter Physician # (Blank for All): Enter a specific physician number or skip to print report for

all.

7. Select Print to continue.

8. System prompts, "Print another report?"
· Select Yes to answer prompts for additional reports or No to continue.
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Description and Usage

This report will list, from highest to lowest, the most common DRGs computed for the date range
specified in the file build and may be printed for specific Financial Classes and/or Physicians.

25 Most Common DRGs

25 Most Common DRGs (Summary)
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Listed below is an explanation of each column.

· Number (Account Number): Pulls from Registration and ADT screen.

· Name (Patient Name): Pulls from Patient tab on the Registration and ADT screen.

· Admit (Admit Date): Pulls from Stay tab on the Registration and ADT screen.

· Disc (Discharge Date): Pulls from Stay tab on the Registration and ADT screen.

· Ins (Primary Insurance): Pulls from the Claim Status screen once the insurance claim has
reached the Billed status.

· F/C (Primary Financial Class): Pulls from Guarantor/Ins tab on the Registration and ADT screen 

· LOS (Length of Stay): Is the number of days the patient was admitted.

· Physician (Attending Physician): Pulls from Stay tab on the Registration and ADT screen.

· Rank: This column appears on the total’s page and lists the DRG’s in order of highest to lowest.

· DRG: The DRG listed is based on the calculated DRG on the DRG Grouper screen field 10.

· Description: Pulls the DRG description.

· Patients: Pulls the number of patients for the given DRG.

· Length of Stay Total: The total Length of Stay is the total number of days patients were admitted
for the given DRG.

· Length of Stay Average: The Length of Stay divided by the number of patients for the given
DRG.
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7.10 DRG Month-to-Date

The Month-to-Date DRG Report lists all Medicare and Medicaid Inpatients within a month-to-date
period. 

NOTE: Before running this report, LTCH facilities should run the Auto-Compute option from the
LTCH Reports in order to assure accuracy of DRG reimbursement figures. (Select Hospital Base
Menu > Print Reports > LTCH Reports > Auto-Compute)

How to Print

1. Select Print Reports  from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Page 1.

4. Select DRG Month-to-Date.

5. Select a print option.

6. System prompts, “Beginning Date:" and “Ending Date:"
· Enter the beginning and ending date range or select dates from the drop-down menus. The

format is MMDDYY. The system will default to the current system date.

7. Select Print to continue.

Description and Usage

The Month-to-Date DRG Report lists the calculated DRG and contractual profit and loss for all
Medicare and Medicaid Inpatients within a month-to-date period. The report will insert page breaks
for Medicare and Medicaid patients and lists the patients in alpha order by Financial Class.
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DRG Month-to-Date

Listed below is an explanation of each column.

· Patient (Patient Name): Pulls from Patient tab on the Registration and ADT screen.

· Number (Account Number): Pulls from Registration and ADT screen.

· Physician (Attending Physician): Pulls from Stay tab on the Registration and ADT screen.

· Admit Date: Pulls from Stay tab on the Registration and ADT screen.

· Disc Date (Discharge Date): Pulls from SStay tab on the Registration and ADT screen.

· Gross Charges: Pulls the patient’s charges through the end date entered when printing the
report. 

· DRG: Pulls the patient’s calculated DRG from the DRG Grouper screen.

· Reimb (Reimbursement): Pulls the DRG Reimbursement.

· Non-DRG Revenue: The Non-DRG Revenue is the difference between the total charges and the
expected pay amount that will be billed to the insurance company.

· Cont P&L (Contractual Profit and Loss): The Gross Revenue is subtracted from the sum of the
patient portion and Reimbursement to obtain the Contractual Profit and Loss.
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· Status: A status of IN-HOUSE, NO DRG, or INCOMPLETE will pull to this column. If an account
does not have a status listed, the account is considered okay. A status of IN-HOUSE indicates the
patient has not been discharged yet.  A status of NO DRG indicates the patient has been
discharged, but there has not been a DRG calculated yet. A status of INCOMPLETE INS. indicates
the patient has been discharged, but there is not a primary insurance claim listed for the patient.
Totals for each status are listed at the bottom of the report.

7.11 DRG Cross Checking

The DRG Cross Checking report lists all DRG accounts with DRGs that have received payment and
lists the difference between the hospital’s computed DRG Reimbursement and the DRG
Reimbursement calculated by Medicare. 

How to Print

1. Select Print Reports  from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Page 1.

4. Select DRG Cross Checking.

5. Select a print option. 

6. Select report parameters:
· Beginning Date and Ending Date: Enter the beginning and ending date range or select

dates from the drop-down menus. The format is MMDDYY. The system will default to the
current system date.

· Enter Insurance Code (* to wildcard): Enter the desired financial class.

7. Select Print to continue.

Description and Usage

The DRG Cross Checking report lists all DRG paid accounts for the designated date range in
alphabetical order.

This report can be used to identify differences between the hospitals computed DRG and the DRG
calculated by Medicare.
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DRG Cross Checking

Listed below is an explanation of each column.

· Number (Account Number): Pulls from Registration and ADT screen.

· Name (Patient Name): Pulls from Patient tab on the Registration and ADT screen.

· Hospital Computed DRG: The DRG calculated by the system pulls from the DRG Grouper
screen field 10.

· Hospital Computed Reimburse: Lists the Reimbursement calculated from the system and pulls
from the bottom right-hand corner of the DRG Grouper screen.

· Medicare + PT (Patient) Portion DRG: Lists the DRG that was entered in Receipting and pulls
from the second DRG listed in the DRG Grouper screen, field 10.

· Medicare + PT (Patient) Portion Reimburse: Pulls the reimbursement received by Medicare
plus the patient portion.

· Diff (Difference): Lists the difference between the hospitals computed Reimbursement and the
Medicare Reimbursement entered during receipting.

· Actual Receipt Reimbursement: Lists the Reimbursement entered during receipting.

· Diff (Difference): Lists the difference between the hospital computed Reimbursement and the
actual receipted Reimbursement.
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7.12 Hospital Acquired Conditions

CMS regulations require facilities to capture Hospital Acquired Conditions and Present on Admission
codes. This report will follow trends with the occurrences of Hospital Acquired Conditions.This
version of the report should only be used to display data associated with ICD-9 codes. To display
data for ICD-10 codes please see the Report Writer version of the Hospital Acquired Conditions
report.

How to Print

1. Select Print Reports from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Page 1.

4. Select Hospital Acquired Conditions.

5. Select a print option. 

6. Select report parameters:
· Present on Admission: This defaults to All. Select the drop-down menu to select a specific

Present on Admission code.
· All Physicians: This defaults to All. Deselect the field to enter in specific physicians. 
· All Nursing Stations: This defaults to All. Deselect the field to enter in specific nursing

stations. 
· Sort Options: This defaults to Hospital Acquired Conditions. Select the drop-down menu to

select another sort option of Physician, Room/Nursing Station, Discharge Date or DRG.

7. Select Print.

Description and Usage

This report will list accounts with Hospital Acquired Conditions and sort by those conditions. Various
other information will be tracked as well.
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Hospital Acquired Conditions Report

Listed below is an explanation of each column.

· MR Number (Medical Record Number): Pulls from Patient tab on the Registration and ADT
screen.

· Account (Account Number): Pulls from Registration and ADT screen.

· Disc Date (Discharge Date): Pulls from the Stay tab on the Registration and ADT screen.

· Code (Hospital Acquired Condition Code): Lists the Hospital Acquired Condition Code for the
listed patient.

· Description: Lists the Hospital Acquired Condition code Description.

· POA (Present on Admission): Pulls from the DRG Grouper screen, page 1.

· DRG: Pulls from the DRG Grouper and Maintenance Screen field 10.

· ALOS (Actual Length of Stay): Is the number of days the patient was admitted. 

· Room (Room Number): Pulls to this column

· NS (Nursing Station): Pulls to this column. 

· Physician: Pulls the Attending Physician  from the Stay tab on the Registration and ADT screen. 

· Total Charges: Pull from the patient’s Account Detail screen.

· Reimburse: Pulls the Medicare Reimbursement for the DRG.
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Chapter 8 Transcription Reports

8.1 Build Transcription Work Files

Before the Transcription Turn Around Report and the Dict/Trans by Pat/Phy can be printed, a file
build must be generated for a date range. 

How to Print

1. Select Print Reports  from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Page 2.

4. Select Build Transcription Work Files 

5. Select file parameters:
· Dictation log reports based on: Select Dictations, Discharges, or Transcriptions from the

drop-down menu.
· Beginning Date and Ending Date: Enter the beginning and ending date range or select

dates from the drop-down menus. The format is MMDDYY. The system will default to the
current system date.

6. Select Generate to continue.

Description and Usage

Before the dictation/transcription reports can be printed, a file build must be generated for a specific
date range. The transcription reports will reflect the data entered in the file build.
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8.2 Transcription Turn Around Times

The Transcription Turn Around Times report may be utilized to list productivity of transcriptions and
dictations.

How to Print

1. Select Print Reports  from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Page 2.

4. Select Transcription Turnaround.

5. Select a print option.

6. Select report parameters: 
· Enter Patient Type  (Blank for All): Enter the desired Stay Types or blank to print report for

all.
· Enter Service Code  (Blank for All): Enter a specific Service Code or skip to print report for

all.
· Sort by Transcriptionist or Physician: Select either Transcriptionist or Physician from the

drop-down menu.
· Enter Transcriptionist Initials (Blank for All): This prompt appears if the report is printed in

transcription initial order. Enter a specific transcription initials or skip to print report for all.
· Enter Physician Number  (Blank for All): This prompt appears if the report is printed in

physician order. Enter a specific physician or skip to print report for all.
· Enter Category Code (Blank for All): Enter a category code or select a Category Code from

the drop-down menu. Select a Category from the list. The default selections are taken from the
Old Transcription Menu. A Category Code can be chosen if using New Transcription.
However, the code must be loaded in the Physicians Headers in the Business Office Tables.

Description and Usage

The Transcription Turn Around Times report will print turn around times between Admit/Discharge
date, Admit/Dictation date, Admit/Transcription date, Discharge/Dictation date and
Dictation/Transcription date. The report sorts by either Physician or the Transcriptionist initials. In
order to pull turn around times on this report, a dictation date/time and transcription date/time must
be present on the patient account. 
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Transcription Turn Around Times

Listed below is an explanation of each column.

· Patient Name: Pulls from the Patient tab on the Registration and ADT screen.

· Number (Account Number): Pulls from the Registration and ADT screen.

· Adm/Dis: Lists the turn around time between the patient’s Admit date/time and the Discharge
date/time. All columns list DDD/HH/MM where DDD is days, HH is hours and MM is minutes.

· Adm/Dict: Lists the turn around time between the Admit date/time and the Dictation date/time.

· Adm/Tran: Lists the turn around time between the Admit date/time and the Transcription
date/time.

· Dis/Dict: Lists the turn around time between the Discharge date/time and the Dictation date/time.

· Dis/Tran: Lists the turn around time between the Discharge date/time and the Transcription
date/time.

· Dict/Tran: Lists the turn around time between the Dictation date/time and the Transcription
date/time.

· Document: Lists the document transcription name.

· Average: Lists averages for each sort (transcription or physician) at the end of the report.
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8.3 Transcription Productivity

The Transcription Productivity is a useful tool in monitoring Transcription productivity.

How to Print

1. Select Print Reports  from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Page 2.

4. Select Transcription Productivity

5. Select a print option.

6. Select report parameters:
· Beginning Date and Ending Date: Enter the beginning and ending date range or select

dates from the drop-down menus. The format is MMDDYY. The system will default to the
current system date. 

· Print in Detail?:

7. Select Print to continue.

Description and Usage

The Transcription Productivity Report is used by the Hospital in tracking the productivity of the
transcriptionists. Included in the report are the transcriptionists’ initials, account number and name,
type of transcription document, transcription date and time, flag for new document, word count, line
count, paragraph count, character count, characters with spaces count and a recap at the end of the
report listing grand totals for each set of initials. This report is for documents created through
MSWord.

The patient information that is pulled into the document will have to be a part of the header to ensure
that it is not counted as part of the statistics.

Transcription Productivity (Detail)
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Transcription Productivity (Summary)

Listed below is an explanation of each column.

· Initials (Transcriptionist Initials): Pulls from the employee Sign On or is employee Sign On is not
used the initials will need to be entered.

· Number (Account Number): Pulls from the Registration and ADT screen.

· Name (Patient Name): Pulls from the Patient tab on the Registration and ADT screen.

· Description: The type of transcription document.

· Transcription Date: The date the document was transcribed.

· Transcription Time: The time the document was transcribed.

· New Doc (New Document): If this is a newly transcribed document an asterisk will pull to this
column.

· Word Count: The number of words listed in the body of the document.

· Line Count: The number of lines listed in the body of the document.

· Para Count (Paragraph Count): The number of paragraphs listed in the body of the document.

· Char Count (Character Count): The number of characters listed in the body of the document.

· Char W/S Count (Character with Space Count): The number of characters with spaces count in
the body of the document.

· Recap: The grand totals for each set of initials.
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8.4 Dictation/Transcription by Patient/Physician

The Dictation/Transcription by Patient/Physician lists the documents for each patient that have been
either dictated or transcribed.

How to Print

1. Select Print Reports  from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Page 2.

4. Select Dictation/Transcription by Pat/Phys

5. Select a print option.

6. Select report parameters: 
· Enter Patient Type  (Blank for All): Enter the desired Stay Types or blank to print report for

all.
· Enter Service Code  (Blank for All): Enter a specific Service Code or skip to print report for

all.
· Sort By Patient or Physician  (Patient, Physician): Select either Patient or Physician from

the drop-down menu.
· Document Complete: Select Both, No, or Yes from the drop-down menu. Yes will include

only transcription documents that are transcribed. No will include only transcription documents
are dictated. Both will print report for all.

7. Select Print to continue.

Description and Usage

The Dictation/Transcription by Patient/Physician may be printed either by physician or by patient.
This report lists the documents for each patient that have been either dictated or transcribed. Some
of the information that prints on the report is the physician who dictated the document, the type of
document transcribed or dictated, the transcriptionist initials and whether the document has been
transcribed.
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Dictation/Transcription by Patient/Physician

Listed below is an explanation of each column.

· Patient Name: Pulls from the Patient tab on the Registration and ADT screen.

· Number (Account Number): Pulls from the Registration and ADT screen.

· Admit Date: Pulls from the Stay tab on the Registration and ADT screen.

· Disc Date (Discharge Date): Pulls from the Stay tab on the Registration and ADT screen.

· Dictating Physician: Lists the dictating physician and pulls from the Dictation Log option of the
Medical Records screen.

· Document: This is the type of transcription document.

· Transcriptionist: This is the transcriptionist initials entered when transcribing a document.

· Transcribed: Y will pull if the document has been transcribed, and N will pull if it has not been
transcribed.
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8.5 Failed Faxes by Patient

The Failed Faxes By Patient report is a list of faxes sent from a facility that did not reach the correct
destination. 

How to Print

1. Select Print Reports  from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Page 2.

4. Select Failed Faxes by Patient.

5. Select a print option.

6. System prompts, “As of Date:"
· Enter the date the report will be run through or select the date from the drop-down menu. The

format is MMDDYY. The system will default to the current system date. Selecting OK without
changing the date will run the report through the current date.

Description and Usage

This report provides a list of faxes that did not go through to the desired destination. Any fax
appearing on this report will need resent. The fax number used in sending the information will print to
the report providing a means of checking the validity of the number. Verification of the patient
account number, date, time, sender and document sent may also be checked by utilizing this report.

Failed Fax Transmittals by Patient
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Listed below is an explanation of each column.

· Patient # (Patient Number): Pulls from the Registration and ADT screen.

· Date: The date the fax was sent.

· Time: The time the fax was sent.

· Description Sender: Is the name of the employee sending the fax.

· Sender: The initials of the employee sending the fax

· Fax: The fax number to which the information was sent.

· Document: A description of the information sent.
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Chapter 9 Coding Reports

9.1 Coder Productivity

The Coder Productivity report is a useful tool in monitoring coder productivity.

How to Print

1. Select Print Report Menu from the Hospital Base Menu or the Master Selection screen. 

2. Select Medical Records.

3. Select Page 2.

4. Select Coder Productivity.

5. Select a print option.

6. Select report parameters:
· Beginning Date and Ending Date: The report pulls figures based on Finish Date. Enter the

beginning and ending Finish Date range or select dates from the drop-down menus. The
format is MMDDYY. The system will default to the current system date.

· Coder’s Initials (Blank for ALL): Enter a specific coder’s initials or skip to print report for all.
· Detail?: Selecting this option will list the accounts that were coded within the selected date

range.

7. Select Print to continue. 

Description and Usage

The Coder Productivity report lists the number of accounts coded for the specified coder’s initials
from field 6 of the DRG Grouper and Maintenance screen for accounts with Finish dates within the
date range. The report includes Coder’s Initials, Service Type, Patient Type, Total for Each Patient
Type and Total for Each Coder.
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Coder Productivity

Listed below is an explanation of each column.

· Coder (Coder Initials): Pull from the DRG Grouper and Maintenance screen field 6.

· Patient Type: Pulls from the Patient tab on the Registration and ADT screen. The report lists
totals by Stay Type for each coder.

· Service Code: Pulls from the Patient tab on the Registration and ADT screen. The report lists
totals for each service type for each coder.

· Total: Pulls the total number of patients coded for each coder.
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Coder Productivity in Detail 

· Inits (Coder Initials): Pull from the DRG Grouper and Maintenance screen field 6.

· Account: Pulls from Patient tab on the Registration and ADT screen.

· Patient Name: Pulls from Patient tab on the Registration and ADT screen.

· Stay Type: Pulls from Patient tab on the Registration and ADT screen.

· Service: Pulls from Patient tab on the Registration and ADT screen.

· Total: Pulls the total number of patients coded for each coder.
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9.2 Approved Claims

The Approved Claims (Waiting for Charges) report lists claims at the Approved status.

How to Print

1. Select Report Print Menu from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Page 2.

4. Select Approved Claims.

5. Select a print option.

6. Select report parameters: 
· Sort By: Select a sort option. The options include:

§ a - Alpha-Serv Cd-Ins
§ b - Alpha-Ins-Serv Cd
§ c - Serv Cd-Alpha-Ins
§ d - Serv Cd-Ins-Alpha
§ e - Ins-Alpha-ServCd
§ f - Ins-Serv Cd-Alpha

· Include Secondary Claims (Y/N): Enter Y  to include secondary claims or N to exclude
secondary claims from the report.

· Print Medical Records Complete  (Y/N/"B"oth): Enter Y if the report should only print the
accounts that have Medical Records complete, or enter N if the report should only print the
accounts that do not have Medical Records complete. Enter B  to print all accounts regardless
of complete.

· Exclude patients with no discharge date (Y/N): Enter Y to exclude patients that are not
discharged. Enter N to include patients that are not discharged.

· Enter up to 10 Service Codes to pull (0-For all): Enter up to 10 desired Service Codes or 0-
Enter to print report for all.

7. System prompts, “Continue? (Y/N/0-Exit)"
· Enter Y to print report. Enter N to change prompts. Enter 0 to exit without printing report.

Description and Usage

The Approved Claims report prints insurance claims that are at the Approved status. This report
page breaks and subtotals by Financial Class, with a grand total number of Approved claims printing
at the end of the report. Medical Records should use this report to attain a list of all accounts that
need Medical Record coding before insurance can be billed.
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Approved Claims (by Alpha Split)

Approved Claims (by Service Code)

Listed below is an explanation of each column.

· Patient Name: Pulls from the Patient tab on the Registration and ADT screen.

· Number (Account Number): Pulls from the Registration and ADT screen.

· PT (Patient Type): The patient type is the patient’s Stay Type.

· Ins (Insurance Code): Pulls from the Insurance Claims by Patient screen.

· Disc Date (Discharge Date): Pulls from the Stay tab on the Registration and ADT screen.

· Service Code: Pulls from the Patient tab on the Registration and ADT screen.

· Med-Rec# Number (Medical Record Number): Pulls from the Patient tab on the Registration
and ADT screen.

· Charges: Pull from the patient’s Account Detail screen.

· Comments: Pull from the Comment field of the Insurance Claims Status screen.

· Med-Rec Comp (Medical Records Complete): Is determined by a finish date being loaded in
the DRG Grouper and Maintenance screen, field 6.
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9.3 Claims With Missing Information (by Physician)

The Claims with Missing Information (By Physician) lists claims at the Unchecked status that are
awaiting Medical Records Coding or need a M/R Verify Date for APC claims. The report lists claims
by physician.

How to Print

1. Select Report Print Menu from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Page 2.

4. Select Claims W/Miss Info (P).

5. Select a print option.

6. System prompts, "Include Secondary Claims?"
· Select Yes to include secondary claims or No to exclude secondary claims from the report.

7. System prompts, "Would you like to pull coder initials?"
· If answered Yes, the coders initials will replace the "Current, 30, 60, 90 days" columns.

8. Select report parameters:
· As of date for insurance aging: Enter the date the report will be run through or select the

date from the drop-down menu. The format is MMDDYY. The system will default to the current
system date.

· Print medical record number?: Select this option to print the patient medical record number
to report.

9. Select Print to continue.
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Description and Usage

The Claims with Missing Information (By Physician) report should be printed and worked on a daily
basis. The report page breaks and subtotals by physician. The last page of the report ages the
expected pay under the columns Current, Over 30, Over 60 and Over 90. The last page also gives
the total number of claims for each physician.

If coder initials are chosen to print, they will replace the aging columns.

Medical Records can use this report to see what needs to be coded. If a doctor has not assigned a
diagnosis, this report may be used to determine which physicians are holding up the billing.

Outpatient claims with the comment “APC Claim” as the reason for not billing the claim, should be
verified and have a M/R Verify Date entered on the Medical Records Insurance Modifier
Maintenance screen.

Claims With Missing Information (by Physician)

Claims With Missing Information (by Physician Totals)
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UListed below is an explanation of each column.

· Insurance: This field states the primary status of the claim. PRI is listed for the primary claim and
SEC for all other claims.

· Number (Account Number): Pulls from Registration and ADT screen.

· Name: Pulls from the Patient tab on the Registration and ADT screen.

· Med- Rec# ( Medical Record Number): Pulls from the Patient tab on the Registration and ADT
screen.

· Disc Date (Discharge Date): Pulls from the Stay tab on the Registration and ADT screen.

· Amount To Be Billed: The expected pay amount pulls from the detail charges screen.

· Current: A X pulls to this column if the Discharge date is less than 30 days old.

· 30: A X pulls to this column if the Discharge date is over 30 but less than 60 days old.

· 60: A X pulls to this column if the Discharge date is over 60 but less than 90 days old.

· 90: A X pulls to this column if the Discharge date is over 90 days old.

· # Days Disc (Number of Discharge): The number of days since discharge.

· Chart Location: The location of the patient’s medical record chart pulls from Medical Records.

· # Days Loca (Number of Days Location): The number of days that the Health Information chart
has been in its current location. 

· Insurance: The insurance code pulls from the Insurance Claims by Patient screen.

· Srv Cd (Service Code): Pulls from Patient tab on the Registration and ADT screen.

· Med-Rec Com (Medical Records Complete): A Y indicates that Medical Records coding is
complete and the Finish Date has been added to the grouper screen. A N indicates that coding is
not complete.
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9.4 Claims With Missing Information (by Insurance)

The Claims with Missing Information (By Insurance) report lists claims at the Unchecked status that
either need some additional follow-up from Medical Records or another department as specified in
the Comments section on the report or that need a M/R Verify Date for APC claims. The report lists
claims by Insurance Company.

How to Print

1. Select Report Print Menu from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Page 2.

4. Select Claims W/Miss Info (I).

5. Select a print option.

6. Select report parameters:
· Sort By: Select one of the following sort options from the drop-down menu:

§ a - Alpha-Serv Cd-Ins
§ b - Alpha-Ins-Serv Cd
§ c - Serv Cd-Alpha-Ins
§ d - Serv Cd-Ins-Alpha
§ e - Ins-Alpha-ServCd
§ f - Ins-Serv Cd-Alpha

· Include Secondary Claims: Select this option to include secondary claims on the report.

7. Select Print to continue.

8. Select report parameters:
· Enter As of Date: Enter the date the report will be run through or select the date from the

drop-down menu. The format is MMDDYY. The system will default to the current system date.
· Service Codes: Enter up to 10 Service Codes or select the next option to print report for all.
· Would you like to pull coder initials?: If this prompt is answered Yes, the coders initials will

replace the "Current, 30, 60, 90 days" columns.  The report will print once this prompt is
answered.

Description and Usage

The Claims with Missing Information report should be printed and worked daily. The report page
breaks and subtotals by insurance company. The last page of the report ages the expected payment
under the columns Current, Over 30, Over 60 and Over 90. The last page also gives the total
number of claims for each insurance company. There is a grand total that gives the totals of each
aging column for all insurance companies and a grand total of the number of claims at the
Unchecked status.
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Medical Records can use the “M/R Comp” column on this report to see what accounts need follow-
up. If they are waiting on the doctor to assign a diagnosis, this report may be used to determine
which physicians are holding up the billing. Outpatient claims with the comment “APC Claim” as the
reason for not billing the claim should be verified and have a M/R Verify Date entered on the Medical
Records Insurance Modifier Maintenance screen.

Claims With Missing Information (by Insurance)

Claims With Missing Information (by Insurance Totals)

Listed below is an explanation of each column.

· Insurance: This field states the primary status of the claim.  PRI is listed for the primary claim and
SEC for all other claims.

· Number (Account Number): Pulls from Registration and ADT screen.

· Patient Name: Pulls from the Patient tab on the Registration and ADT screen.

· Disc Date (Discharge Date): Pulls from the Stay tab on the Registration and ADT screen.

· Amount To Be Billed: The expected pay amount pulls from the detail charges screen. 

· Current: A X pulls to this column if the Discharge date is less than 30 days old.

· 30: A X pulls to this column if the Discharge date is over 30 but less than 60 days old.

· 60: A X pulls to this column if the Discharge date is over 60 but less than 90 days old.
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· 90: A X pulls to this column if the Discharge date is over 90 days old.

· Physician (Attending Physician): Pulls from the Stay tab on the Registration and ADT screen.

· Reason For Not Billing: The comments that pull from the Comment field of the Insurance Claims
Status screen.

· Med-Rec Comp (Medical Record Complete): A Y indicates Medical Records coding is
complete, and the Finish Date has been added to the grouper screen.  A N indicates that coding is
not complete.

· Srv Cd (Service Code): Pulls from Patient tab on the Registration and ADT screen.
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9.5 UB92 Insurance Edits

The UB92 Edit List is used by the Business Office or Medical Records Department to determine
what additional information should be included on the insurance claims prior to billing.

How to Print

1. Select Report Print Menu from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Record.

3. Select Page 2.

4. Select UB92 Insurance Edits.

5. Select a print option.

6. Select report parameters:
· Sort By: Select one of the following sort options from the drop-down menu:

§ a - Alpha-Serv Cd-Ins
§ b - Alpha-Ins-Serv Cd
§ c - Serv Cd-Alpha-Ins
§ d - Serv Cd-Ins-Alpha
§ e - Ins-Alpha-ServCd
§ f - Ins-Serv Cd-Alpha
§ g - Dept Flag-Ins-Alpha

· If sort option g - Dept Flag-Ins-Alpha is selected the following prompt will appear:
§ Print for dept (Blank for all): Enter I for Insurance, M for Medical Records or R for

Registration to receive edits for the specified department. If left blank all edits will print.
· Enter account numbers: If selected patient account numbers will need to be entered and

edits will be printed only for the claims on the accounts. The system brings up every claim for
the given account number and prompts “Include this Claim” or “Exclude this Claim”.

· Type of Claim to be edited (U-Unbilled, T-To be xmitted): Enter U to print edits for claims
that are not billed and T to print edits for claims that are ready to be transmitted to the
intermediary.

· Specific companies (Blank for all): If selected enter up to six company codes.
· Intermediary Codes (M, B, X, C or All): Enter Financial Class codes for which the report will

run or enter All to print report for all.
· Include Secondaries: Select this option to include secondary claims.

7. Select Generate to continue.
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Description and Usage

The UB92 Edit List should be printed and worked on a daily basis.

The report prints a list of all insurance claims with errors that may cause the claim to be rejected.
The report should be worked, reprinted and worked again until no errors exist.

If there are edits that should be suppressed for a specific Financial Class, this can be done in the
Insurance Company table, page 3. A maximum of 50 edit numbers may be entered for each
insurance company, preventing these edits from appearing on the report. 

UB92 Edit List

UListed below is an explanation of each column.

· Patient Name: Pulls from the Patient tab on the Registration and ADT screen.

· Nbr (Patient account number): Pulls from the Registration and ADT screen.

· Ins Co (Insurance code): Pulls from the Policy Information screen.

· StayType: Pulls from the Patient tab on the Registration and ADT screen.
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· Service From and To: The service dates pull from the Insurance Claims Status screen. This will
normally be the Admit and Discharge dates except for recurring patients.

· Srv Cd (Service Code): Pulls from Patient tab on the Registration and ADT screen.

· Exp'd Pay (Expect Pay): Pulls from the Detail Charges screen.

· Elec Bill (Electronic Bill Switch): Pulls from the Detail Charges screen.This indicates if the claim
is going to be billed electronically.

· Edit Num (Edit Number): Is the number that corresponds to the error that may cause this claim to
reject.

· Error Conditions: The reasons this claim may be rejected.
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9.6 1500 Insurance Edits

The 1500 Edit List is used by the Business Office or Medical Records Department to determine what
additional information should be included on the 1500 prior to billing.

How to Print

1. Select Report Print Menu from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Page 2.

4. Select 1500 Edit List.

5. Select a print option.

6. Select report parameters:
· Sort By: Select one of the following sort options from the drop-down menu:

§ a - Alpha-Serv Cd-Ins
§ b - Alpha-Ins-Serv Cd
§ c - Serv Cd-Alpha-Ins
§ d - Serv Cd-Ins-Alpha
§ e - Ins-Alpha-ServCd
§ f - Ins-Serv Cd-Alpha
§ g - Dept Flag-Ins-Alpha

· If sort option g - Dept Flag-Ins-Alpha is selected the following prompt will appear:
§ Print for dept (Blank for all): Enter I for Insurance, M for Medical Records or R for

Registration to receive edits for the specified department. If left blank all edits will print.
· Enter account numbers: If selected patient account numbers will need to be entered and

edits will be printed only for the claims on the accounts. The system brings up every claim for
the given account number and prompts “Include this Claim” or “Exclude this Claim."

· Type of Claim to be edited (U-Unbilled, T-To be xmitted): Enter U to print edits for claims
that are not billed and T to print edits for claims that are ready to be transmitted to the
intermediary.

· Specific companies (Blank for all): If selected enter up to six company codes.
· Intermediary Codes (M, B, X, C or All): Enter Financial Class codes for which the report will

run or enter All to print report for all.
· Include Secondaries: Select this option to include secondary claims.

7. Select Generate to continue.
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Description and Usage

The 1500 Edit List should be printed and worked on a daily basis. The report gives a list of all
Physician claims with errors that may cause the claim to be rejected. The report should be worked,
reprinted and worked again until no errors exist.

If there are edits that should be suppressed for a specific Financial Class, this can be done in the
Insurance Company table, page 3. A maximum of 50 edit numbers may be entered for each
insurance company, preventing these edits from appearing on the report.

1500 Edit List

UListed below is an explanation of each column.

· Patient Name: Pulls from the Patient tab on the Registration and ADT screen.

· Nbr (Account Number): Pulls from the Registration and ADT screen.

· Ins Co. (Insurance Company): Pulls from the Policy Information screen page 1.

· StayType: Pulls from the Patient tab on the Registration and ADT screen.
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· Service From and To: The service dates pull from the Insurance Claim Status screen. This will
normally be the Admit and Discharge dates except for recurring patients. 

· Srv Cd (Service Code): Pulls from the Patient tab on the Registration and ADT screen.

· Exp'd Pay (Expect Pay): Pulls from the Detail Charges screen. 

· Elec Bill (Electronic Bill Switch): Pulls from the Detail Charges screen. This indicates if this
claim is going to be billed electronically.

· Edit Num (Edit Number): The number that corresponds to the error that may cause this claim to
reject.

· Error Conditions: The reason for which a claim may be rejected.

9.7 MR Billing Report

The MR Billing Report will provide a list of accounts with claims that have not been coded. Please
see Medical Records Billing Report  for information on the Report Writer version of this report.

How to Print

1. Select Report Print Menu from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Page 2.

4. Select MR Billing Report.

5. Select a print option.

6. Select report parameters:
· Beginning Date and Ending Date: Enter the beginning and ending date range or select

dates from the drop-down menus. The format is MMDDYY. The system will default to the
current system date.

· Include patients without a discharge date?: Select this option to include patients that are
not discharged.

· Sort by Discharge Date: Select this option to sort by Discharge Date.
· All Stay Types: Select this option to include all Stay Types on the report. If blank, enter the

desired Stay Types.
· All Service Codes: Select this option to include all Service Codes on the report. If blank,

enter up to ten Service Codes.

7. Select Print to continue.

277
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Description and Usage

The MR Billing Report provides a list of accounts that have not been coded by the Medical Records
Department. To pull to the report the account must not have a Contract Code on the Guarantor/Ins
tab or a Finish Date in the Grouper. The report will print by patient type and service code, then by
financial class, physician and days since discharge. Totals for each Stay Type and a grand total for
all Stay Types are provided. The Health Information Management Department will use this report as
a listing of accounts that need to be coded before being billed.

MR Billing Report

Listed below is an explanation of each column.

· Patient Name: Pulls from the Patient tab on the Registration and ADT screen.

· Medical Rec Number (Medical Record Number): Pulls from the Patient tab on the Registration
and ADT screen.

· Account Number: Pulls from Registration and ADT screen.

· Admit Date: Pulls from the Stay tab on the Registration and ADT screen.

· Discharge Date: Pulls from the Stay tab on the Registration and ADT screen.

· Pat Type (Stay Type): Pulls from the Patient tab on the Registration and ADT screen.

· Ser Cde (Service Code): Pulls from the Patient tab on the Registration and ADT screen.

· F/C (Financial Class): Pulls from Guarantor/Ins tab on the Registration and ADT screen.

· Total Charges: Pulls the total charges from the account detail.

· Age: Pulls the number of days since discharge.

· Physician (Attending Physician): Pulls from Stay tab on the Registration and ADT screen.
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· Chart Location: The current location of the patient’s chart.
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Chapter 10 JCAHO/Agency Reports

10.1 Top Diagnosis/Procedures

The Top Diagnosis/Procedures Report lists the top 50 diagnosis and procedure codes ranked in
order. This version of the report should only be used to display data associated with ICD-9 codes.
To display data for ICD-10 codes please see the Top ICD10 Diagnoses  and Top ICD10
Procedures  reports.

How to Print

1. Select Print Reports  from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Page 2.

4. Select Top Diagnosis/Procedures.

5. Select a print option.

6. Select report parameters:
· Beginning Date and Ending Date: Enter the beginning and ending discharge date range or

select dates from the drop-down menus. The format is MMDDYY. The system will default to
the current system date.

· All patient types?: Select this option to include all Stay Types on the report. If blank, enter
the desired Stay Types.

7. Select Print to continue.

Description and Usage

The Top Diagnosis/Procedures Report will list the top 50 principal diagnosis and principal procedure
codes used in the specified time range, ranked in order. The report will sort the diagnosis/procedure
codes, number of times the code was used during the specified date range, charge amount per use
and average charge amount. The top 50 diagnosis codes will list on one page and the top 50
procedure codes will list on a separate page.

335
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Top Diagnosis/Procedures (Most Common Diagnosis)

Top Diagnosis/Procedures (Most Common Procedures)

Listed below is an explanation of each column.

· Code: Lists the diagnosis/procedure code.

· Description: Lists the diagnosis/procedure code description.

· Count: Lists the number of times the primary diagnosis/procedure code was used.

· Charges: Lists the total charge amount for the listed diagnosis/procedure code.

· Average: Lists the average charge amount for the listed diagnosis/procedure code. The average
charge is the charges divided by the count.
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10.2 Advanced Directive Log

The Advanced Directive Log is based on Discharge date and will list the patient’s status for an
Advanced Directive, DNR and Restraints. 

How to Print

1. Select Print Reports  from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Page 2.

4. Select Advanced Directive Log. 

5. Select a print option.

6. Select report parameters:
· Beginning Date and Ending Date: Enter the beginning and ending discharge date range or

select dates from the drop-down menus. The format is MMDDYY. The system will default to
the current system date.

· Advanced Directive: (Y, N, U, A): Enter Y if the patient has an Advanced Directive (such as
a living will), N if the patient does not have an Advanced Directive, U if Unknown or A if Not
Applicable. 

· DNR: (Y/N)
· Restraints: (Y/N)

7. Based on how the three questions above are answered, the report will pull only the accounts that
meet the specific parameters. For those accounts, the report will show how each of these fields is
answered. If blank the report will pull for all.

8. Select Print to continue.

Description and Usage

The Advanced Directive Log will list how the Advanced Directive, DNR (Do Not Resuscitate) and
Restraints fields from Patient Registration are answered. The report gives the ability to pull only
accounts that meet specific parameters.

This report is useful for identifying all Advanced Directives on file in the hospital to monitor for
JCAHO and state reviews.
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Directive Log

Listed below is an explanation of each column.

· Name (Patient Name): Pulls from Patient tab on the Registration and ADT screen.

· Acct Num (Account Number): Pulls from Registration and ADT screen.

· MR Num (Medical Record Number): Pulls from Patient tab on the Registration and ADT screen.

· Discharge Date: Pulls from Stay tab on the Registration and ADT screen.

· Adv Dir (Advanced Directive): Pulls from Patient tab on the Registration and ADT screen.

· DNR (Do Not Resuscitate): Pulls from Clinical tab on the Registration and ADT screen.

· Restraints: Pulls from Clinical tab on the Registration and ADT screen.
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10.3 Cancer Registry Pull List

The Cancer Registry Pull List prints certain diagnosis codes based on a specified diagnosis code
range and date range. This version of the report should only be used to display data associated with
ICD-9 codes. To display data for ICD-10 codes please see the Report Writer version of the Cancer
Pull List  or the Cancer Pull List Screen . 

How to Print

1. Select Print Reports  from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Page 2.

4. Select Cancer Registry Pull List.

5. Select a print option.

6. Select report parameters:
· Generate by: Select either Admit Date or Discharge Date from the drop-down menu.
· Beginning Date and Ending Date: Enter the beginning and ending date range or select

dates from the drop-down menus. The format is MMDDYY. The system will default to the
current system date. 

· Patient Type: The default is All or choose a stay type from the drop-down menu.
· Include History Accounts
· Suppress SSN?: Select this option to prevent the patient's social security number from

printing on the report.
· Diagnosis Ranges: (Up to 50): Enter the Diagnosis range desired, up to 50 diagnosis ranges

can be entered for each report.

7. Select Print to continue.

Description and Usage

The Cancer Registry Pull List gives Patient Name, Medical Record Number, Patient Account
Number, Stay Type, Admit Date, Discharge Date, Diagnosis Code/Description and Procedure
Code/Description. The report is to be used as a tool to identify cancer cases for this registry.

235 237
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Cancer Registry Pull List

Listed below is an explanation of each column.

· Patient Name: Pulls from Patient tab on the Registration and ADT screen. 

· Medical Record Number: Pulls from Patient tab on the Registration and ADT screen.

· Account Number: Pulls from Registration and ADT screen. 

· Birth Date: Pulls from Patient tab on the Registration and ADT screen.

· Soc. Sec. Number (Social Security Number): Pulls from Patient tab on the Registration and
ADT screen.

· PT (Patient Type): Pulls from Patient tab on the Registration and ADT screen. 
· SX (Sex): Pulls from Patient tab on the Registration and ADT screen.

· Admit Date: Pulls from Stay tab on the Registration and ADT screen. 

· Disc Date (Discharge Date): Pulls from Stay tab on the Registration and ADT screen. 

· Diagnosis Code/Description: This column lists all Diagnosis Codes and Descriptions for the
listed patient. Asterisks designate the diagnosis that resulted in the patient pulling to this report.

· Procedure Code/Description: This column lists all Procedure Codes and Descriptions for the
listed patient.

10.4 RHC Encounters

The RHC Encounter report list all patient encounters by physician for RHC reporting purposes. Refer
to the Medical Practice EMR user guide for further instruction on this report.
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Chapter 11 MPI Reports

11.1 Master Patient Index

This report provides a list of all patients in the Master Patient Index. 

How to Print

1. Select Print Reports  from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Page 2.

4. Select Master Patient Index.

5. Select a print option.

6. System Prompts, “Print Detail?"
· If answered Yes, the report will print the Medical Record Number, Date of Birth, Social

Security Number and X-ray number next to the patient name. If answered No, the report will
only print the Medical Record Number and Date of Birth next to the patient name.

7. Select report parameters:
· All Dates: Select this option to include all patients in the Master Patient Index. If left blank,

enter the beginning and ending date range or select dates from the drop-down menus. The
format is MMDDYY. The system will default to the current system date.

· Enter Restart Patient Name: Enter the last name to restart the report or skip to start from the
beginning.

8. Select Print to continue.

Description and Usage

The Master Patient Index Report lists the patient’s name and Medical Record Number. If printed in
detail, it will also list the patient’s Date of Birth, Social Security Number and X-ray number. The
report can be used as a quick reference index of patients for a given date range.
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Master Patient Index

Listed below is an explanation of each column.

· Name (Patient Name): Pulls from Patient tab on the Registration and ADT screen or in History
Maintenance, if the account has been purged from Accounts Receivable. 

· M/R # (Medical Record Number): Pulls from Patient tab on the Registration and ADT screen or
in History Maintenance, if the account has been purged from Accounts Receivable.

· DOB (Patient’s Birth Date): Pulls from Patient tab on the Registration and ADT screen or in
History Maintenance, if the account has been purged from Accounts Receivable.

· SSN (Social Security Number): Pulls from Patient tab on the Registration and ADT screen or in
History Maintenance if the account has been purged from Accounts Receivable.

· XRay # (X-ray Number): Pulls from Radiology Registration and ADT screen, or in History
Maintenance, if the account has been purged from Accounts Receivable.
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11.2 New Accounts With New M/R Number

The New Accounts with New Medical Record Numbers report provides a listing of accounts listed in
a specified date range with new Medical Record numbers assigned (or all accounts if desired).

How to Print

1. Select Print Reports from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Admin.

4. Select New Accts With New MR Number.

5. Select a print option.

6. Select report parameters:
· Beginning Date and Ending Date: Enter the beginning and ending date range. System will

default to the prior day’s date, but another date may be selected from the drop-down menu.
· All Accounts or New MR# Accounts: This prompt determines if all accounts registered on

the specified date should pull or only those with newly-assigned Medical Record Numbers.
System will default to All Accounts, but may be over-keyed.

· Totals Only: Selecting this option will list only totals for each day, the month and a grand total
of all accounts. 

7. Select Print to continue.

Description and Usage

This report lists accounts registered in a specified date range with newly assigned Medical Record
numbers. Medical Record numbers that were assigned through the auto-numbering method or
manually entered meet the criteria to pull to this report if the Medical Record Number did not already
exist in the Master Patient Index. The report page breaks by day, with a total for each day and
month. A grand total will print at the end of the report for all accounts within the specified date range.
The report may be printed for totals only. It totals for each day and month along with a grand total of
all accounts for the specified date range. 
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New Accounts With New M/R Number

Listed below is an explanation of each column.

· Number (Account Number): Pulls from Registration and ADT screen.

· M.R.# (Medical Record Number): Pulls from Patient tab on the Registration and ADT screen.

· Patient Name: Pulls from Patient tab on the Registration and ADT screen.

· Birthdate: Pulls from Patient tab on the Registration and ADT screen.

· Sex: Pulls from Patient tab on the Registration and ADT screen.

· P-Type (Stay Type): Pulls from Patient tab on the Registration and ADT screen.

· Soc. Sec. # (Social Security Number): Pulls from Patient tab on the Registration and ADT
screen.
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11.3 MPI Patient Edit

The MPI Patient Edit report is five edit reports under one option. The report lists duplicated or
missing information on Patient Accounts in the MPI.

How to Print

1. Select Print Reports  from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Page 2.

4. Select MPI Patient Edit.

5. Select a print option.

6. Select report parameters:
· All Dates: Select this option, enter the beginning and ending date range or select dates from

the drop-down menus. The format is MMDDYY. The system will default to the current system
date. In order for an account to pull to the report, the service dates for the account must be
within the dates entered.

· Include History Accts: Selecting this option will include History Accounts on the report.
Leaving this option blank with only pull AR accounts within the admit date range chosen.

7. Select Generate to continue.

8. System prompts, “Report Selection."  Select one of the following options from the drop-down
menu:
· All Reports (Prints all of the below reports)
· Medical Record# with Different Patient Names
· Patient Accounts with Missing Medical Record#
· Patient Name with Different Medical Record#
· Patient Name with Different SSN
· SSN with Different Patient Names

9. Select Print to continue.

10.System prompts, “Print another report?”
· Select Yes to answer prompts for additional reports or No to continue.
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Description and Usage

These reports list accounts registered within a specified date range with the same or missing
information. SSN with Different Patient Names gives a listing of Accounts with the same Social
Security Number, but different patient names. Patient Name with Different SSN gives a listing of
accounts with the same patient name, but different Social Security Number. Patient Accounts with
Missing Medical Record# gives a listing of accounts without Medical Records numbers. Patient
Name with Different Medical Record# gives a listing of accounts with the same patient name, but
different Medical Record numbers. Medical Record# with Different Patient Names gives a listing of
accounts with the same Medical Record number, but different patient names. Option All Reports will
print reports all of the reports in the list. These reports are designed to help the Health Information
Management staff maintain the integrity of the Master Patient Index.

MPI Patient Edit

Listed below is an explanation of each column.

· Soc Sec (Social Security Number): Pulls from Patient tab on the Registration and ADT screen.

· Account # (Account Number): Pulls from Registration and ADT screen.

· Patient Name: Pulls from Patient tab on the Registration and ADT screen.

· Entry Init (Entry Initials): Pulls the registration clerks admit entry initials from Stay tab on the
Registration and ADT screen.

· Orig Init (Original Initials): Pulls the original registration clerks initials from Stay tab on the
Registration and ADT screen.

· Account # (Account Number): Pulls from Registration and ADT screen.

· Patient Name: Pulls from Patient tab on the Registration and ADT screen.

· Entry Init (Entry Initials): Pulls the registration clerks initials from Stay tab on the Registration
and ADT screen. This column contains the admit entry initials from the second account.

· Orig Init (Original Initials): Pulls the original registration clerks initials from Stay tab on the
Registration and ADT screen. This column contains the admit initials from the second account.
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Chapter 12 APC Reports

12.1 APC Cross Checking

The APC Cross Checking report lists, by patient, Estimated and Actual Reimbursements for APC
Financial Classes.

How to Print

1. Select Print Reports  from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Page 2.

4. Select APC Cross-Checking.

5. Select a print option.

6. Select report parameters:
· Beginning Date and Ending Date: Enter the beginning and ending date range or select

dates from the drop-down menus. The format is MMDDYY. The system will default to the
current system date.

· All APC Financial Classes: Select this option to include all APC Financial Classes or enter
up to ten.

· Billed Status: Select Billed, Unbilled or All.
· Primary Switch: Select Primary claims, Secondary,or Both.
· All APC Status Codes: Select this option to include all Status Codes or enter up to ten.

7. Select Print to continue.

Description and Usage

The APC Cross Checking Report is an optional report that should be utilized by the Business Office
to monitor patient accounts with APC Reimbursements. The report gives detailed information on the
Estimated and Actual APC reimbursement that will allow facilities to monitor the difference of their
actual APC reimbursement. Much of the information is similar to data displayed in the APC Detail
screen on the insurance claim, except this report only shows lines of detail with associated CPTs.
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APC Cross Checking

APC Cross Checking (Totals)

Listed below is an explanation of each column.

· Discharge Date: Pulls from Stay tab on the Registration and ADT screen.

· Account Number: Pulls from Registration and ADT screen.

· Name (Patient Name): Pulls from Patient tab on the Registration and ADT screen.
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NOTE:  The following columns pull from the APC Detail screen of the patient’s Insurance Claim
Status screen. For facilities using TruBridge Electronic Remittance, the Actual information will be
updated on the APC Detail Screen automatically. Otherwise, the Actual information may be
updated manually through the Insurance Receipt option.

· Estimated CPT/Mod (Estimated CPT/Modifiers): Pulls the CPTs and Modifiers from the DRG
Grouper Screen and Item Master.

· Estimated SI (Estimated Status Indicator): Of the associated CPT code.

· Estimated APC (Estimated Ambulatory Payment Code): Associated with the CPT code. 

· Estimated Coins: The estimated Coinsurance calculated from the APC Table.

· Estimated APC-Amt (Estimated Ambulatory Payment Code) Amount: Pulls the estimated
reimbursement of the APC. 

· Estimated Fee-Sched (Estimated Fee Schedule): CPTs with a Status Indicator of “A” will be
reimbursed on a fee schedule and not APC. The fee schedule loaded in the CPT Table will pull to
this column. If no fee schedule is loaded, then the total charge associated with this CPT will pull to
this column.

· Actual APC: The actual APC the reimbursement was based upon.

· Actual Coins (Actual Coinsurance): Pulls form the receipt information entered.

· Actual Reimb (Actual Reimbursement): Pulls from the amount receipted.

· Diff (Difference): Is the difference between the Actual and Estimated APC amount. 

· Sum Cd (Summary Code): Is pulled from the Item Master Maintenance.

· Financial Class Totals: The Financial Class Totals break by financial class and list the total
number of claims, total number of APCs and total charges.  It also breaks down the Estimated and
Actual total reimbursement, total coinsurance, total deductibles and total contractual for the specific
financial class.

· Report Totals: The Report Totals list the total number of claims, total number of APCs, and total
charges. It also breaks down the Estimated and Actual total reimbursement, total coinsurance, total
deductibles and total contractual for the specific financial class.

· Totals by Status: Totals by Status gives a break down of claims by Status Indicator and the
amount. It also gives a break down of claims by Summary Code and the amount associated with
each summary code.
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12.2 APC Reimbursement by Physician

The APC Reimbursement by Physician outlines reimbursement for each account for a specific APC
by physician. 

How to Print

1. Select Print Reports from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Page 2.

4. Select APC Reimbursement by Physician.

5. Select a print option.

6. Select report parameters:
· Beginning Date and Ending Date: Enter the beginning and ending paid date range or select

dates from the drop-down menus. The format is MMDDYY. The system will default to the
current system date. 

· Enter up to 10 Physician Numbers: Up to 10 physician’s numbers can be entered and the
report will only provide information for those physicians.

· All APC Financial Classes: Select this option to include all APC Financial Classes or enter
up to 10.

· All APC Status Codes: Select this field to include all APC Status Codes or enter up to 16.
· Primary Switch: Select Primary claims, Secondary or Both.
· Create Ad Hoc in /usr/dbsave: This will allow the report to be saved in the Ad Hoc Reporting

System to be manipulated as needed. If selected, the system will automatically assign a file
name, which will display next to the prompt. This name can then be used to select the data
from the saved area in the Ad Hoc Reporting System. (For detailed instructions on selecting
and using a saved Ad Hoc file, please consult the Ad Hoc Reporting Manual.)

7. Select Print to continue.

Description and Usage

This displays the profit or loss on a patient for a specific APC. It may be printed for a specific
Financial Class or all Financial Classes. The report prints in two parts for each APC. The first part
prints general information such as the Patient Number, Name, Admit date, Discharge date,
Insurance, Revenue, Reimbursement, Insurance Expected Pay, the DRG Relative Weight, the DRG
GLOS and the ACPs. The second part prints a breakdown of the Gross Revenue, Relative Cost-to-
Charges Ratio, Cost (based on RCC) and Profit or Loss, by Summary Charge Code. The totals of
each are printed for all Summary Charge Codes. Also, Gross Revenue, Reimbursement, Patient
Portion, Contractual Gain or Loss, Gross Profit & Loss and Net Gain or Loss is printed for all patients
reimbursed on the particular APC. It also prints the Total Number of Patients, Geometric Length of
Stay, Average Geometric Length of Stay, Variance between the two and the Case Mix for that APC.
The report will print either in detail or summarized totals.
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This report may determine the profit/loss margin on a specific APC and also determine the amount of
revenue being made or lost for individual physicians. When printed by specific payors, the amount of
revenue being made or lost for individual Financial Classes may be determined.

APC Reimbursement by Physician

APC Reimbursement by Physician (Summary)



HIM Print Reports144

© 2025 TruBridge

Listed below is an explanation of each column.

· CPT/Mod (CPT/Modifiers): Pulls the CPTs and Modifiers from the DRG Grouper Screen and Item
Master.

· SI (Status Indicator): Pulls from the associated CPT code.

· APC (Ambulatory Payment Code): Associated with the CPT code.

· Pat # (Patient Number): Pulls from Registration and ADT screen. Only on the detailed report.

· # of Pats (Number of Patients): Patients with the same APC information. Only on the
summarized report.

· Coins/Deduct (Coinsurance/Deductible): The coinsurance or deductible calculated form the
APC table.

· APC-Amt (Ambulatory Payment Code Amount): Pulls the reimbursement of the APC.

· Fee-Sched (Fee Schedule): CPTs with status indicator of “A” will be reimbursed on a fee
schedule and not APC. The fee schedule loaded in the CPT Table will pull to this column, If no fee
schedule is loaded, then the total charge associated with this CPT will pull to this column.

· Reimb (Reimbursement): Pulls from the amount receipted.

· Tot Chgs (Total Charges): Pull from the patient’s account detail.

· F/C (Financial Class): Pulls from Insurance Claim Status screen.

· Totals For Financial Class: The Financial Class Totals break by financial class and list the total
number claims, APCs, patients, reimbursement and total charges.

· Provider Totals: The Provider Totals break by financial class and list the total number claims,
APCs, patients, reimbursement and total charges.

· Report Totals: The Report Totals break by financial class and list the total number claims, APCs,
patients, reimbursement and total charges.
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12.3 Top 25 APCs

The Top 25 APCs Report will list, from highest to lowest, the most common APCs. 

How to Print

1. Select Print Reports  from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Page 2.

4. Select Top 25 APCs.

5. Select a print option.

6. Select report parameters:
· Starting Date and Ending Date: Enter the beginning and ending date range or select dates

from the drop-down menus. The format is MMDDYY. The system will default to the current
system date. 

· Enter Desired Patient Types: Enter the desired Stay Types.
· "I"nclude/"E"xclude or “A”ll Service Codes: Up to 10 Service Codes that can be excluded

or included in the report. Enter I, E or A then up to 10 Service Codes.
· Enter Status Indicators to be Included (F, G, H, K, P, S, T, V, X) Include All: Enter up to

nine status indicators to be included in the report or select the “Include All” to print report for all
indicators.

7. Select Print to continue.

Description and Usage

This report will list, from highest to lowest, the most common APCs for the date range specified in the
file build and may be printed for specific Service codes or status indicators.
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Top 25 APCs
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Top 25 APCs (Summary)

Listed below is an explanation of each column.

· Number (Account Number): Pulls from Registration and ADT screen.

· Name (Patient Name): Pulls from Patient tab on the Registration and ADT screen.

· Admit (Admit Date): Pulls from Stay tab on the Registration and ADT screen. 

· Disc (Discharge Date): Pulls from Stay tab on the Registration and ADT screen.

· F/C (Financial Class): Pulls from Insurance Status screen.

· Attending Physician: Pulls from Stay tab on the Registration and ADT screen.

· Rank: This column appears on the total’s page and lists the DRG’s in order of highest to lowest.

· APC (Ambulatory Payment Code): Associated with the CPT code.

· Occurrences: The number of times the APC was associated with a patient(s) account.

· Service Code: Pulls from Patient tab on the Registration and ADT screen.
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Chapter 13 Critical Access Reports

13.1 Critical Access Split Accounts

The new Critical Access Report gives a listing of accounts that were split by the Critical Access
application.

How to Print

1. Select Print Reports from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Page 2.

4. Select Critical Access Split Accounts.

5. Select a print option.

6. Select report parameters:
· Split Date Range: Enter the beginning and ending split date range or select dates from the

drop-down menus. The format is MMDDYY. The system will default to the current system
date.

· Report type: Selecting Detailed or Summary from the drop-down menu will determine the
amount of information that will print on the report. 

7. Select Print.

Description and Usage (COPY)

This report may be used to track the number of Critical Access accounts registered by the facility.
This report may be printed as Summarized or Detailed. The Summarized version lists the discharge
date, original account, sub accounts, and the Level of Care for the sub accounts. The Detailed
version lists the previous information as well as all transferred charges.
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Critical Access Split Accounts (Detailed)

Critical Access Split Accounts (Summary)

Listed below is an explanation of each column.

· Disc Date (Discharge Date): The date the original account was discharged.

· Orig Account (Original Account): The number of the patient's original account.

· To Account: The number of the sub accounts created by the system.

· To Account Disch: (To Account Discharge): The date the sub account was discharged. 

· Level of Care: The Level of Care associated with the sub account.

· Stay: The Stay Type associated with the sub account.

· Serv (Service Code): The Service Code associated with the sub account.

· Item: The number of the item transferred from the original account to sub account(s).

· Item Description: The description of the item transferred from the original account to sub
account(s). If it is a room charge, the room number will pull to this column.
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· Amount: The dollar amount of item(s) transferred from the original account to sub account(s).
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Chapter 14 Chart Location

14.1 Build Chart Location Files

Before printing any of the Chart Location reports, a file build must be generated. 

How to Print

1. Select Print Report Menu from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Page 2.

4. Select Build Chart Location File from the Chart Location section.

5. System prompts, “Exclude Mass Storage Area:"
· Selecting this option will prompt for the name of the mass storage area and allow the user to

enter up to ten locations to be excluded from the reports. Leaving this option blank will include
the Mass Storage Area in the reports.

6. Select Generate to continue.

Description and Usage

Once the file build has completed, any of the Chart Location reports may be printed.
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14.2 Charts by Location

The Charts by Location report lists the location of charts in each storage area.

How to Print

1. Select Print Report from the Hospital Base Menu or Master Selection screen.

2. Select Medical Records.

3. Select Page 2.

4. Select Charts by Location.

5. Select a print option.

6. System prompts, “Print All Locations:"
· Select this option to include all Chart Locations. If not selected, the top locations from the M/R

Chart Location table will display. Multiple locations may be selected and will be flagged with an
asterisk.

7. Select Print to continue.

Description and Usage

The Charts by Location report lists by location the charts in each storage area. The report page
breaks by chart location. The primary usage of this report is to attain the physical location of patient
charts at all times. By referring to the report, the Medical Records department can identify and locate
a specific chart. Because the report page breaks by location, a specific location may be given to the
department head or location contact to help expedite the process of completing the chart. It is very
important to keep the system updated at all times, or the reports will not be accurate. 
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Charts by Location

UListed below is an explanation of each column.

· Patient Name: Pulls from the Patient tab on the Registration and ADT screen.

· Patient Number: Pulls from the Patient tab on the Registration and ADT screen.

· Med-Rec Number: Pulls from the Patient tab on the Registration and ADT  screen.

· Service Begin: The Admit date pulls from the Stay tab on the Registration and ADT screen.

· Service End: The Discharge date pulls from the Stay tab on the Registration and ADT screen.

· Type (Stay Type): Pulls from the Patient tab  on the Registration and ADT screen.

· Physician (Attending Physician): Pulls from the Stay tab on the Registration and ADT screen.

· Age: Calculated from the Birth Date on the Patient tab in Registration and ADT screen.

· Sex: Pulls from the Patient tab on the Registration and ADT screen.

· Last Location: This column displays the location of the chart before its current location. 

· Date Moved: This column displays the date the chart was moved to the current location.

· Days Since Serv End (Days Since Service End): Is the number of days between the patient’s
Discharge date and the date the report was run.

· Days in Curr Location (Days in Current Location): Is the number of days the chart has been in
the current location.
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14.3 Unique Chart Locations

The Unique Chart Locations report provides a list of all storage areas that have had charts assigned
to them.

How to Print

1. Select Print Reports from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Page 2.

4. Select Unique Chart Locations.

5. Select a print option.

Description and Usage

The Unique Chart Locations report lists all storage areas that have charts assigned to them and
prints the total number of charts assigned to each location. The report will only include storage areas
that have charts assigned to them. This report may be used to identify areas where charts are
accumulating or staying too long.
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Unique Chart Locations

Listed below is an example of each column.

· Location: Displays the chart location.

· Count: Displays the number of charts at each location.
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14.4 Charts by Patient Name

The Charts by Patient Name report provides a list of all patients that have a chart in a location.

How to Print

1. Select Print Reports from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Page 2.

4. Select Charts by Patient Name. 

5. Select a print option.

6. System prompts, “Print All Locations:"
· Select this option to include all Chart Locations. If not selected, the top locations from the M/R

Chart Location table will display. Multiple locations may be selected and will be flagged with an
asterisk.

7. Select Print to continue.

Description and Usage

The Charts by Patient Name report lists all patients that have a chart in a specific location. The
report lists the last chart location, the current chart location and the number of days since Discharge
date. This report may be a quick reference to locate the storage area for a particular patient chart.

Charts by Patient Name
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UListed below is an explanation of each column.

· Patient Name: Pulls from the Patient tab on the Registration and ADT screen.

· Patient Number: Pulls from the Patient tab on the Registration and ADT screen.

· M/R Number (Medical Record Number): Pulls from the Patient tab on the Registration and ADT
screen. 

· Service Begin: The Admit date pulls from the Stay tab on the Registration and ADT screen.

· Service End: The Discharge date pulls from the Stay tab on the Registration and ADT screen.

· Type (Stay Type): Pulls from the Patient tab on the Registration and ADT screen.

· Physician (Attending Physician): Pulls from the Stay tab on the Registration and ADT screen.

· Age: Is calculated from the Birth Date on the Patient tab on the Registration and ADT screen.

· Sex: Pulls from the Patient tab on the Registration and ADT screen.

· Last Location: This column displays the location of the chart before its current location.

· Date Moved: This column displays the date the chart was moved to the current location.

· Days Since Serv End (Days Since Service End): Is the number of days between the patient’s
Discharge date and the date the report was run.

· Current Location: This column displays the current location of the patient’s chart.
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14.5 Charts Moved between Times

The Charts Moved between Times report lists all patients whose charts have been moved between
the designated dates and times.

How to Print

1. Select Print Reports  from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Page 2.

4. Select Charts Moved Between Times. 

5. Select a print option.

6. Select report parameters:
· Beginning Date and Ending Date: Enter the beginning and ending date range to include all

charts that have been moved in that time frame or select dates from the drop-down menus.
The format is MMDDYY. The system will default to the current system date. 

· Beginning Time: (Military Time) and Ending Time: (Military Time): Enter the time in
military format to include all charts that have been moved in that time frame.

7. Select Print to continue

Description and Usage

The Charts Moved between Times report lists all patients whose charts have been moved between
the designated dates and times. The report lists the last chart location, date moved, time moved and
current chart location. The primary usage of this report is to identify the movement of patient charts.

Charts Moved Between Times
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UListed below is an explanation of each column.

· Patient Name: Pulls from the Patient tab on the Registration and ADT screen.

· Patient Number: Pulls from the Patient tab on the Registration and ADT screen.

· M/R Number (Medical Record Number): Pulls from the Patient tab on the Registration and ADT
screen.

· Service Begin: The Admit date pulls from the Stay tab on the Registration and ADT screen.

· Service End: The Discharge date pulls from the Stay tab on the Registration and ADT screen.

· Type (Stay Type): Pulls from the Patient tab on the Registration and ADT screen.

· Physician (Attending Physician): Pulls from the Stay tab on the Registration and ADT screen.

· Age: Is calculated from the Birth Date on the Patient tab on the Registration and ADT screen.

· Sex: Pulls from the Patient tab on the Registration and ADT screen.

· Last Location:This column displays the location of the chart before its current location.

· Date Moved: This column displays the date the chart was moved to the current location.

· Time Moved: This column displays the time the chart was moved to the current location. The time
is displayed in military format.

· Current Location: This column displays the current location of the patient’s chart.
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Chapter 15 Deficiency Reports

15.1 Deficiency by Patient

The Deficiency by Patient report lists the areas of deficiencies for each patient. 

How to Print

1. Select Print Reports  from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Page 2.

4. Select Deficiency by Patient. 

5. Select a print option.

6. System prompts, “Print deficiencies for all patients:"
· Select this option to include all patients that have deficiencies, or leave blank to print

deficiencies on selected accounts.
· If this field is left blank, the system prompts, “Enter up to 50 accounts:"

7. Select Print to continue.

Description and Usage

The Deficiency by Patient report lists the areas of deficiency for each account and what should be
completed. In addition, there is a separate section under each account for each physician or
employee responsible for completing the needed action. To have the report list physician
deficiencies on a separate page, contact a TruBridge Financial Client Services Representative.

The Medical Records department may use this report to quickly identify all areas of deficiencies for a
specific patient. This report enables the department to expedite the completion of a particular
patient’s chart by seeing all areas that need actions.
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Deficiency by Patient

Listed below is an explanation of each column.

· Deficiency: Pulls from the Deficiency table.

· Attending Physician: Lists the deficiencies for the attending physician. The physician name will
pull at the top of the column.

· Other Physician/*Employee: Pulls the name of any other physician or employee that has
deficiencies for the patient. Employees will have an asterisk (“*”) beside their name.

· Need: Lists the deficiencies for the other physician/employee and will pull beside their name.
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15.2 Deficiency by Physician/Employee

The Deficiency by Physician/Employee report lists all Medical Records deficiencies by physician.

How to Print

1. Select Print Reports from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Page 2.

4. Select Deficiency Reports-By Physician/Employee

5. Select a print option.

6. Select report parameters:
· All Physicians/Employees?: Select this box to pull all physicians that have Medical Records

deficiencies or leave unselected to print for a specific physician or employee. If unselected,
Physician or Employee must be selected from the drop-down menu. After selecting
Physician or Employee, enter the desired Employee or Physician number.

· Days Since Discharge: The report will pull only accounts with a discharge date equal to or
older than the number of days entered.

· Include Balances?: If this option is selected, account balances will pull to the report.
· Include Accounts with Finish Date?: If selected, all accounts will pull to the report even if

the account has a finish date in the DRG Grouper screen.
· Show Accounts with No Discharge Date: If selected, accounts with no Discharge Date will

pull to the 0-15 column on the report.
· Sort Options: Select one of the following sort options from the drop-down menu:

§ Patient Name
§ Discharge Date
§ Deficiency Date
§ Transcription Status
§ Medical Record Number

7. Select Print to continue.

Description and Usage

The Deficiency by Physician/Employee will insert page breaks by physician/employee and will list the
patients with deficient Medical Records. At the end of the report, a statistical analysis of deficient
areas is printed. It prints by physician and lists the actions that need to be completed, dictated,
transcribed, written and/or signed. A total of needed actions are given for each physician/employee
along with an aging section showing how long the actions have been deficient.
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This report allows the department to easily identify all patient charts that need action by individual
physicians and/or employees. Because the report will insert page-break by physician, each physician
can be given a copy of the report that lists those areas of needed action for each patient. The
statistics portion of the report may be used to look for trends of certain areas that are taking longer to
complete. From this evaluation, procedural decisions may be made that would improve efficiency.

Deficiency by Physician/Employee

Listed below is an explanation of each column.

· Patient Name: Pulls from Patient tab on the Registration and ADT screen.

· Number (Account Number): Pulls from Registration and ADT screen.

· MR# (Medical Record Number): Pulls from Patient tab on the Registration and ADT screen.

· Admit (Admit Date): Pulls from Stay tab on the Registration and ADT screen.

· Dischg (Discharge Date): Pulls from Stay tab on the Registration and ADT screen.

· Age: This is the number of days past the patient’s Discharge date that the item has been deficient.

· Deficiency: The area that needs completing.

· Need: Lists what is needed to complete the deficiency.

· Chart Location/Days: If the patient has a chart location entered, the current location will pull to
this column.

· Balance: Pulls the Account Balance from the patient’s Account Detail.
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Deficiency by Physician/Employee (Stats)

Listed below is an explanation of each column.

· Physician/*Nurse: Lists at the end of the report if deficiencies were printed for all
physicians/employees. This column is a breakdown of all physicians/employees that have
deficiencies.

· Deficiencies: The next six columns list the areas of deficiency and give the number of
deficiencies for each column, along with total deficiencies per physician.

· Incomplete Charts: The last five columns list the aging and number of charts that are deficient for
each aging bracket. 

· Balance (Account Balance): Pulls from the patient’s Account Detail.

· Total Charts: Lists a grand total for each deficiency and a grand total for incomplete charts.

Deficiency by Physician/Employee (Totals)
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Listed below is an explanation of each column.

· AHIS Desc: Lists description of the Stay Type from page 4 of the AHIS control table.

· Total Accounts: Lists a total of accounts for each Stay Type along with a grand total for all Stay
Types.

· Total Balance: Lists the total balance for each Stay Type along with a grand total for all Stay
Types.

NOTE: Accounts with no discharge date will not fall into this section of the report.

15.3 Cosignature/Verbal Orders

The Cosignature/Verbal Orders report will reflect any verbal orders which have not been
electronically signed by the provider. In cases where a mid-level provider is selected during the
ordering process, the order will be signed first by the mid-level provider and he/she will then be
prompted to choose a physician co-signer during the signing process. The co-sign status will also be
displayed on this report.

How to Print

1. Select Print Reports from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Page 2.

4. Select Cosignature/Verbal Orders.

5. Select a print option.

6. Enter the beginning and ending date range to include. The format is MMDDYY. The system will
default to the current system date.

7. Select Print orders dc'd prior to signing to include orders which were discontinued before they
were signed.

8. Select Print to continue.

Description and Usage

The Cosignature/Verbal Orders deficiency report will provide the hospital with a way of tracking all
verbal orders that are unsigned.
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Cosignature/Verbal Orders

Listed below is an explanation of each column.

· Date/Time: Pulls the order date and time.

· Ordered By:Pulls the ordering physician.

· Order: Pulls the 7-digit Order Number from ancillary and pharmacy orders.

· Description: Pulls the Item Description from the Item Master for ancillary and pharmacy orders.
The nursing orders description pulls from nursing chart master.

· Patient: Pulls the patient name and account number from Patient tab on the Registration and ADT
screen.

· Signing Physician/Group: Pulls the signing physician or a physician's group.

· Status: Pulls order type: Verbal or Phone.

15.4 Unsigned E-Sign

The Unsigned E-Sign Report will provide a listing of transcribed but unsigned documents.

How to Print

1. Select Print Reports  from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Page 2.

4. Select Unsigned E-Sign Report.

5. Select a print option.
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6. Select report parameters:
· All Physicians: If selected, the report will print for all physicians. If left blank, the system

prompts to enter Physician Number(s).
· Sort Options: Select one of the following sort options from the drop-down menu:

§ Physician
§ Patient
§ Account Number
§ Discharge Date
§ Report Description
§ Report Status
§ Transcription Initials

7. Select Print to continue.

Description and Usage

The Unsigned E-Sign Report will provide the hospital with a way of tracking all transcribed
documents that are unsigned.

Unsigned E-Sign

Listed below is an explanation of each column.

· Physician Name: Lists the physician for the specified unsigned MR E-Sign document.

· Patient Name: Pulls from Patient tab on the Registration and ADT screen.

· Account Number: Pulls from Registration and ADT screen.

· Discharge Date: Pulls from Stay tab on the Registration and ADT screen.

· Description: This is the type of transcription document.

· Stat (Status): Lists the status of the transcribed document.

· Creation Date: The date the document was transcribed.

· Transcriptionist Initials: Pulls from the employee User Based Login.
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15.5 E-Sign Deficiency Report

The E-Sign Deficiency Report will provide a listing of transcribed documents that have been returned
to the transcriptionist for further editing by the physician through the Electronic Signature process.

How to Print

1. Select Print Reports from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Page 2.

4. Select E-Sign Deficiency Report.

5. Select a print option.

6. Select report parameters:
· Date range: If “All Dates” is selected, then the system will default to include all dates. If blank,

then a specific date range can be entered.
· E-sign Documents:

§ Selecting All Unsigned Documents will pull only unsigned documents to the report.
§ All Documents on Hold will pull all documents that have been place on “H”old by the

transcriptionist. These documents do not appear in the physician’s queue to be signed.
§ All Signed Documents will pull only signed documents to the report.
§ Overdue Signatures will pull all documents that have not been signed and exceed the

number of days loaded in the Signature Overdue After field on page 1 of the Physician
Security. Therefore, if the current date minus the creation date of the document equals or
exceeds the number of days loaded, that document will pull to the report.

§ Returned by Physician will pull all documents that have been reviewed by the physician
and then returned to the transcriptionist for reasons such as additions or changes.

§ Editing Required will pull all documents that have been sent to the physician for review
and/or signing and have been coded by the transcriptions as “E”diting required.

· Edit Comments/Return Notes: This option allows the text entered by the transcriptionist or
physician, in the Edit Boxes, to  pull to the report.

· Control Heading: This will determine the primary sort for the report, controlling how the report
page breaks. From the drop-down menu select Transcriptionist or Physician.

· Control Heading Sort Order: The options available depend on how the Control Heading is
set. If Transcriptionist was selected, the only option to sort by will be Transcriptionist Initials.
If Physician was selected, the options for primary and secondary sort will be between the
physician name and physician number. Enter a 1 and 2 in the sort choices.

· Detail Sort Order: these options will determine the order in which the detail will sort. Either
the default selections can be left as is, or enter 1, 2, 3, etc. to rank the order of the sort.

7. Select Generate to continue.
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Description and Usage

The E-Sign Deficiency Report will provide the hospital a way of tracking transcribed documents that
have been returned to the transcriptionist for further editing by the physician through the Electronic
Signature process. The report will page break by transcriptionist or physician and will include any
comments associated with the document.

MR E-Sign Deficiency

Listed below is an explanation of each column.

· Physician Name: Lists the physician for the specified MR E-Sign Deficiency Document.

· Patient Name: Pulls from the Patient tab on the Registration and ADT screen.

· Physician Number: The Number assigned to the physician in the Physicians Table.

· Account Number: Pulls from the Registration and ADT screen.

· Admit Date: Pulls from the Stay tab on the Registration and ADT screen.

· Discharge Date: Pulls from the Stay tab on the Registration and ADT screen.

· Type-Doc (Type Document): Pulls the Document Code from Physicians Headers.

· Document Description: Is the title of the transcription document.

· Sign Date/Time: If the option for All Signed Documents is selected, the date and time the
physician signed the E-Sign transcription document will display. 
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15.6 Deficiency Letter to Physician

The Deficiency Letter to Physician is a letter that may be printed to remind the physician that Medical
Records are incomplete.

How to Print

1. Select Print Reports  from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Page 2.

4. Select Deficiency Letter.

5. Select a print option.

6. System prompts, “Print a Test Letter First?"
· Select Yes to print a test deficiency letter. Select No to print all deficiency letters for

physicians.

7. If a test letter was printed, system prompts, “Did Test Letter Print Correctly?"
· Select No if the test letter did not print correctly. Make necessary adjustments until the letter

prints correctly. Select Yes to print all deficiency letters for physicians.

Description and Usage

The Deficiency Letter to Physicians reminds the physician that Medical Records are incomplete. The
letter lists the deficiency for each patient. The primary purpose of this report is to help expedite the
process of chart completion. This letter will identify to the physician all areas in which action needs to
be taken. By communicating the deficient areas in a computer-generated form letter, the incompletion
will be resolved much sooner.
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Deficiency Letter to Physician
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Chapter 16 Labels

16.1 File Labels

The Medical Record File Labels may be printed for labeling patient charts. 

How to Print

1. Select Print Reports from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records. 

3. Select Page 2.

4. Select File Labels.

5. Select a print option.

6. Select report parameters:
· Print Labels By: Select one of the following sort options from the drop-down menu:

§ Admit Dates: Will print labels for an Admit date range.
§ Discharge Dates: Will print labels for a Discharge date range.
§ Specific Accounts: Will print labels for up to 50 selected accounts.

· Number of Labels per Account: Select the number of times to print each label.

7. If Admit Dates or Discharge Dates is selected, the system will prompt for a Beginning Date and
Ending Date along with a prompt to Enter Patient Types.

8. Select Print to continue

9. System prompts, “Print Additional Labels?”  
· Select Yes to answer prompts for additional labels or No to continue.

Description and Usage

The File Labels may be printed for up to 50 Account Numbers to label patient folders.
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File Labels

Listed below is an explanation of each column.

· Patient Name: Pulls from Patient tab on the Registration and ADT screen.

· DOB (Date of Birth): Pulls from Patient tab on the Registration and ADT screen.

· Att Phy (Attending Physician): Pulls from Stay tab on the Registration and ADT screen.

· Med-Rec# (Medical Record Number): Pulls from Patient tab on the Registration and ADT
screen. If this field is blank, the patient’s Account Number will pull.

· Admit Date: Pulls from Stay tab on the Registration and ADT screen.

· Disch Date (Discharge Date): Pulls from Stay tab on the Registration and ADT screen.
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Chapter 17 Bar Code Labels

17.1 How to Print

1. Select Print Reports from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Page 2.

4. Select Bar Code Labels.

5. Select a print option.

6. Select report parameters:
· Print Number: From the drop-down menu select Account Number or MR Number. This

determines if the barcode will be the patient’s Medical Record Number or Account Number.
This may be answered depending on how Chart Location is set up to track accounts.

· Number of Labels per Account: Enter the number of labels needed for each patient.
· Enter up to 50 Account Numbers: Enter the account numbers that need labels.

7. Select Print continue.

8. System prompts, “Are labels lined up correctly?:"
· Select No to make necessary adjustments. Select Yes to print all bar code labels

9. System prompts, “Print Additional Labels?"
· Select Yes if more labels are to be printed. The cursor will return to the prompt to allow more

account numbers to be entered. Select No if all labels have been printed.
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17.2 Description and Usage

The Bar Code Labels contain the Medical Record Number or Account Number, Patient Name and
bar code. If a bar code scanner is utilized, this will speed up the process of assigning charts to
locations by scanning instead of keying the chart number when using the Thrive Chart Location
Mass Entry application.

Bar Code Labels
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Chapter 18 Administrative

18.1 CPT Code Check/Update

After the download of the annual update to the CPT Table, the Inventory CPT code Check/Update
Report should be run. This report will display the necessary adjustments that should be made to the
Item Master to meet the CPT Table changes.

How to Print

1. Select Print Reports from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Admin.

4. Select CPT Code Check/Update.

5. Select a print option.

6. Select report parameters:
· Enter Code  (“E”dit, “U”pdate, 0-Exit): Enter an E to print as an Edit, U as an update or 0 to

exit the report. 
§ If run as an Update, the system prompts, “Replace Invalid Codes With Blanks?” If

answered Y, then all CPT Codes loaded in the Item Master that are not found in the CPT
Code Table will be replaced by a blank field.

· Include Terminated Items Y/N?: Enter Y if terminated items will be included in the report.

Description and Usage

This report may be run as an Edit or an Update. It will flag changes such as codes that are no longer
valid, codes that have been replaced by other codes, etc. Listed below are some of the instances in
which a flag will be received:

· In the event that another CPT Code has replaced a CPT, the flag will read “NEW CPT 12349.”
When the report is run as an Update, the Item Master will be changed to reflect the new CPT code.

· If a CPT Code has been replaced by more than one CPT Code, it will list on the report as “REP
BY: 87390 87391 87392”, indicating all of the replacement codes. The report will not change the
Item Master in this instance, and it must be manually updated.

· CPT Codes that are no longer effective after a certain date will pull to the report as “OBSOLETE”.
The Item Master must be manually updated with the correct CPT Code.
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· If a CPT Code is loaded in the Item Master that does not exist in the CPT Table, it will list on the
report as “INVALID”.  When the report is run as an Update, the prompt “Replace Invalid Codes
With Blanks” will be received. If answered “Y”, then blank fields in the Item Master will replace all
invalid CPT Codes. If another CPT Code should replace them, it will have to be manually updated.

CPT Code Check/Update

Listed below is an explanation of each column.

· Item# (Item Number): Pulls from the Item Master.

· Description: Pulls from the Item Master page 1.

· F/C (Financial Class): If the CPT change affects the CPT loaded in the Item Master page 1,  the
specific financial class indicated will pull.

· CPT# (CPT Code): Affected by the changed item.

· Flag: Flag indicates the change to the CPT.

· Replaced By CPT #’s: If a CPT Code has been replaced by another code(s), the code(s) will be
listed in this column.



HIM Print Reports178

© 2025 TruBridge

Chapter 19 Ad Hoc

19.1 Images within a Date Range

The Images within a Date Range report will give a listing of all image titles that were scanned onto a
patients account within a date range.

How to Print

1. Select Print Reports from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Admin.

4. Select Images within a Date Range.

5. Select a print option.

6. Select a date range from the drop down.

7. Select Generate to display all patient accounts within the selected date range.

8. Highlight a line and select Remove from List, if a particular patient account needs to be
excluded from the report.

9. Select Print to continue.

Description and Usage

The Images within a Date Range report will identify all images and documents that were placed on a
patient's account within a date range. Before printing the report, it may be sorted by each column by
selecting the column header. Certain lines may be removed from the report before it is printed.

Images within a Date Range
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Listed below is an explanation of each column.

· Account: The patient's account number pulls from the Registration and ADT screen.

· Patient Name: Pulls from the Patient Tab on the Registration and ADT screen

· Date: Pulls the date the document was placed on the patient's account.

· Title: Pulls the name of the document that was placed on the patient's account.

· Doc. Ext.: The type of document extension that was placed on the patient's account.

· File Type: The type of file that was attached to the account.

· Doc. Type: The way the file was attached to the account. A means the file was attached and U
means the file was uploaded.

· /od?: Pulls the optical disk drive the image is stored.

· Image Number: The number assigned to the document.

· Just-Like Number: Pulls the patient's account number the document was just liked from.



HIM Print Reports180

© 2025 TruBridge

Chapter 20 MPI Reports

20.1 Person Profile Maintenance

The Person Profile Maintenance has three options: 

· Unapplied Visits Reports. This report has two sections:
§ The Unapplied Visits Corrected section automatically attaches visits that are not associated with

a profile to a profile. The system looks to the Name, Social Security Number and Date Of Birth. If
the Name, Social Security Number and Date Of Birth do not match a profile, a new profile will be
created. 

§ The second part of the report, Unapplied Visits, will identify all visits without a profile. 

· Add Visit to Profile. This option allows a visit to be attached to a profile. The Maiden Name,
Birth Date, Birth Place, SocSec#, Sex, Race, Ethnicity, and Expired Date fields on the visit
will be changed to match the profile once the visit is attached to the profile. A report does not print. 

· Data Mismatch Report. This report will list all visits/accounts that are attached to a profile but the
profile data is different from the visit/account data. Both reports look at both AR and History visits.

How to Print

1. Select Print Reports from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Admin.

4. Select Person Profile Maintenance.

5. The system prompts, "Unapplied Visits Report", "Add Visit to Profile" or "Data Mismatch Report."

6. Select Unapplied Visits Report for the system to automatically attach visits that are not
associated with a profile to a profile. The second part of the report will identify all visits without a
profile.
· Select a print option. TruBridge recommends Spool to File.

7. Select Add Visit to Profile.
· If Add Visit to Profile is selected, the system prompts, "Enter Profile Number:"

§ Enter in the Social Security Number of the patient.
· System prompts, "Enter Visit Number:"

§ Enter the Visit Number to be attached to the profile.
· System prompts, "Add Visit to Profile" or "Cancel."

§ Select the desired response.
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8. Select Data Mismatch Report to display visits/accounts that are attached to a profile and the
profile data is different from the visit/account data.
· Select a print option.
· System prompts, "Include History Accounts?"

§ Select the desired response.

Description and Usage

The Unapplied Visits report has two sections. The Unapplied Visits Corrected section automatically
attaches visits that are not associated with a profile to a profile. The system looks to the Name,
Social Security Number and Date Of Birth. If the Name, Social Security Number and Date Of Birth do
not match a profile, a new profile will be created. The second part of the report, Unapplied Visits, will
identify all visits without a profile. The Data Mismatch Report will list all visits/accounts that are
attached to a profile but the profile data is different from the visit/account data. Both reports look at
both AR and History visits.

Unapplied Visits Corrected

Listed below is an explanation of each column.

· Visit: The Visit number.

· Patient Name: The Patient Name on the visit.

· DOB: The Date of Birth of the patient on the visit.

· Profile: The Profile number created by the system.

· Patient Name: The Patient Name on the profile.

· DOB: The Date of Birth of the patient on the profile.

· Action:
§ Profile Created: This indicates a Profile was Created for this patient.
§ Profile Attached: This indicates a visit was Attached to a Profile.
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Unapplied Visits

Listed below is an explanation of each column.

· Visit: The Visit number.

· Patient Name: The Patient Name on the visit.

· DOB: The Date of Birth of the patient on the visit.

· Profile: The Profile number created by the system.

· Patient Name: The Patient Name on the profile.

· DOB: The Date of Birth of the patient on the profile.

· Action:
§ DOB: This indicates the Dates of Birth do not match.
§ Duplicate Social: This indicates the Names and Social Security Numbers do not match.
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Visits/Person Profile Data Mismatch Report

Listed below is an explanation of each column.

· Visit: The Visit number.

· Patient Name: The Patient Name on the visit.

· DOB: The Date of Birth of the patient on the visit.

· Profile: The Profile number created by the system.

· Patient Name: The Patient Name on the profile.

· DOB: The Date of Birth of the patient on the profile.

· Action:
§ Name: This indicates that the Name does not match on a visit to the Name on a profile.
§ Name/DOB: This indicates that the Name and/or Date of Birth does not match on a visit to the

Name and/or Date of Birth on a profile.
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20.2 DRG Autocompute

The DRG Autocompute option was designed to give a facility the ability to calculate DRGs for all
coded accounts at once.

How to Print

1. Select Print Reports from the Hospital Base Menu or the Master Selection screen.

2.  Select Medical Records.

3. Select Admin. 

4. Select DRG Autocompute.

5. Select report parameters:
· Enter Financial Class Code or ALL: All coded accounts with the Financial Class code

entered will have DRGs calculated. Enter ALL to calculate DRGs for all coded accounts
regardless of the Financial Class.

· Enter Initials: Enter the Initials of the person running the DRG Autocompute.
· Select type of accounts: From the drop-down menu select Discharged to include only

accounts with a discharge date, Inhouse to include only accounts without a discharge date or
Both to include all accounts.

· No Finish Date/Finish Date/Both: From the drop-down menu select No Finish Date to
include only accounts without a M/R Finish Date, Finish Date to include only accounts with a
M/R Finish Date,  or Both to include all accounts.

· Begin Date and End Date: Enter the beginning and ending date range or select dates from
the drop-down menus. The format is MMDDYY. The system will default to the current system
date.

6. Select Print.

Description and Usage

The benefit to using this option is to be more efficient in calculating DRGs for multiple accounts. The
DRG Autocompute option will not produce a report.
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Chapter 21 Indexes

21.1 Build Work Files

Before any of the Index reports can be printed, a file build must be generated for a specific date
range.

How to Print

1. Select Print Reports from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Admin.

4. Select Build Index Work File.

5. Select a print option.

6. Select report parameters:
· Beginning Date and Ending Date: Enter the beginning and ending discharge date range or

select dates from the drop-down menus. The format is MMDDYY. The system will default to
the current system date. 

· All patient types?: Select this option to include all Stay Types on the report. If blank, enter
the desired Stay Types.

7. Select Print to continue.

Description and Usage

Once the file build has completed, any of the Indexes can be printed. These reports will reflect
patient data for the dates entered in the file build. 
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21.2 Patient Index

The Patient Index lists in alphabetical order all patients admitted and discharged in a designated
month, along with their Diagnosis, Procedures and DRG. This report will assist Medical Records in
coding all accounts as it may be run for accounts that are coded, not coded or both and includes
private pay accounts and accounts with insurance.  A work file must be generated for a specific date
range before running this report. To build the work file, select Hospital Base Menu > Print Reports >
Medical Records > Admin > Build Index Work File.

NOTE: This report is also available in the Report Writer format on the Report Dashboard. Please

refer to the Medical Records Patient Index - Report Writer  topic in the Report Dashboard section
of this user guide.

How to Print

1. Select Print Reports from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Admin. 

4. Select Patient Index.

5. Select a print option.

6. Select report parameters:
· Patient Type: Select the desired Stay Type from the drop-down menu or the default is All.
· Service Code: Select the desired Service Code from the drop-down menu or the default is

All.
· MR Complete: From the drop-down menu select Yes to include only accounts with a M/R

Finish Date, No to include only accounts without a M/R Finish Date or Both to include all
accounts.

· Exclude Contract Codes: Selecting this field will print accounts that do not have a Contract
Code. If left blank, all accounts will print if a Contract Code is present or not.

· Sort Type: Select the desired sort option from the drop-down menu or the default is All. 
Depending on the Sort option selected, fill in one of the following three options:
§ Diagnosis Code Range: “Beginning Code:" and "Ending Code:"
§ Procedure Code Range: “Beginning Code:" and "Ending Code:"
§ Physicians: "All Physicians:" Select this option for all Physicians or enter up to five

Physician numbers.

7. Select Print to continue.

Description and Usage

The Patient Index report lists in alphabetical order all patients admitted and discharged in a
designated month. The total number of patients prints at the end of the report.

283
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Patient Index

Listed below is an explanation of each column.

· Patient Name: Pulls from Patient tab on the Registration and ADT screen.

· Hospital Number (Account Number): Pulls from Registration and ADT screen.

· M/R Number (Medical Record Number): Pulls from Patient tab on the Registration and ADT
screen.

· Serv Code (Service Code): Pulls from Patient tab on the Registration and ADT screen.

· Admit Date: Pulls from Stay tab on the Registration and ADT screen.

· Admit Code: Pulls from Stay tab on the Registration and ADT screen.

· Disc Date (Discharge Date): Pulls from Stay tab on the Registration and ADT screen.

· Disc Code (Discharge Code): Pulls from Stay tab on the Registration and ADT screen.

· LOS (Length of Stay): Is the number of days the patient was admitted.

· Age: Is calculated from the Birth Date on Patient tab on the Registration and ADT screen. 

· Sex: Pulls from Patient tab on the Registration and ADT screen.

· F/C (Financial Class): Pulls from Guarantor/Ins tab on the Registration and ADT screen.

· Physician (Attending Physician): pulls from Stay tab on the Registration and ADT screen. 

· Total Revenue: Pulls the charges from the patient’s account detail.

· DRG: Pulls from the DRG Grouper screen.

· Diagnosis 1 2 3: The first three diagnosis codes pulls from the DRG Grouper screen.

· Proc. (Procedure): Pulls from the Grouper and Maintenance, screen page 2, field 31.
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· Comp. (Complete Date): This column indicates if there is a Medical Records Finish Date entered
on the patient. If a Finish Date is entered in the DRG Grouper screen field 6, a Y will pull to this
column. If there is no Finish Date in this field, an N will pull.

· Total Patients: This is the total number of patients included in report.

· Total Revenue: This is the total revenue of all Patients listed on the report.

21.3 Physician Index

The Physician Index lists the first three diagnosis and procedure codes for each patient by physician.
A work file must be generated for a specific date range before running this report. To build the work
file, select Hospital Base Menu > Print Reports > Medical Records > Admin > Build Index Work File.

NOTE: This report is also available in the Report Writer format on the Report Dashboard. Please

refer to the Medical Records Physician Index -ICD1 - Report Writer  topic in the Report
Dashboard section of this user guide.

How to Print

1. Select Print Reports  from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Admin.

4. Select Physician Index.

5. Select a print option.

6. Select report parameters:
· Patient Type: Select the desired Stay Type from the drop-down menu or the default is All.
· Service Code: Select the desired Service Code from the drop-down menu or the default is

All.
· MR Complete: From the drop-down menu select Yes to include only accounts with a M/R

Finish Date, No to include only accounts without a M/R Finish Date or Both to include all
accounts.

· Summary Only: If selected, the report will summarize totals for each physician and list a
recap at the end of the report.

· Sort Type: Select the desired sort option from the drop-down menu or the default is All.
Depending on the Sort option selected, fill in one of the following three options: 
§ Diagnosis Code Range: “Beginning Code:" and "Ending Code:"
§ Procedure Code Range: “Beginning Code:" and "Ending Code:"
§ Physicians: "All Physicians:"  Select this option for all Physicians or enter up to five

Physician numbers.

7. Select Print to continue.

286
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Description and Usage

The Physician Index lists by Physician Type, in alphabetical order, each patient for each physician in
the designated month. The list includes Total Revenue, DRG, diagnosis codes and procedure
codes. Procedure codes will pull for each procedure that was performed by the physician. Total
patients, days, Average Length of Stay and gross revenue for each Physician Type also prints for
each physician. This is followed by a breakdown of diagnosis and procedure codes assigned by
each physician. This report can be Summarized or Detailed.
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Physician Index (Detail)

Physician Index (Summary)

Listed below is an explanation of each column.

· Patient Name: Pulls from Patient tab on the Registration and ADT screen.

· Hospital Number (Account Number): Pulls from Registration and ADT screen.

· M/R Number (Medical Record Number): Pulls from Patient tab on the Registration and ADT
screen.
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· Phy Typ (Physician Type): Pulls from the DRG Grouper screen, page 2, fields A-J. The report
lists totals per Physician Type at the end of the report.

· Admit Date: Pulls from Stay tab on the Registration and ADT screen.

· Admit Date: Pulls from Stay tab on the Registration and ADT screen.

· Disc Date (Discharge Date): Pulls from Stay tab on the Registration and ADT screen.

· Disc Code (Discharge Code): Pulls from Stay tab on the Registration and ADT screen.

· LOS (Length of Stay): Is the number of days the patient was admitted.

· Age: Is calculated from the birth date on Patient tab on the Registration and ADT screen.

· Sex: Pulls from Patient tab on the Registration and ADT screen.

· Fin Class (Financial Class): Pulls from Guarantor/Ins tab on the Registration and ADT screen.

· Total Revenue: The Revenue pulls the charges from the patient’s account detail. The report lists
Total Revenue per Physician Type at the end of the report.

· DRG: Pulls from the Grouper and Maintenance, screen field 11.

· Diagnosis 1 2 3: The first three diagnosis codes pull from the DRG Grouper screen, page 1.

· Procedures 1 2 3: The first three procedure codes pull from the Grouper and Maintenance,
screen page 2, fields 31 - 33 if the procedure code lists the physician as performing the procedure.

· Comp Y/N (Complete Yes or NO): Indicates if there is a Medical Records Finish Date entered
on the patient.  If a Finish Date is entered on the DRG Grouper screen, field 6, a Y will pull to this
column. If there is no Finish Date in this field, a N will pull.
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21.4 Disease Index

The Disease Index lists all patients that have been assigned a diagnosis. A work file must be
generated for a specific date range before running this report. To build the work file, select Hospital
Base Menu > Print Reports > Medical Records > Admin > Build Index Work File.

NOTE: This report is also available in the Report Writer format on the Report Dashboard. Please

refer to the Medical Records Disease Index -ICD10 - Report Writer  topic in the Report
Dashboard section of this user guide.

How to Print

1. Select Print Reports  from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Admin.

4. Select Disease Index.

5. Select a print option.

6. Select report parameters:
· Patient Type: Select the desired Stay Type from the drop-down menu or the default is All. 
· Service Code: Select the desired Service Code from the drop-down menu or the default is

All.
· Summary Only: If selected, the report will summarize totals for each physician and list a

recap at the end of the report.
· Sort Type: Select the desired sort option from the drop-down menu or the default is All. 

Depending on the Sort option selected, fill in one of the following three options: 
§ Diagnosis Code Range: “Beginning Code:" and "Ending Code:"
§ Procedure Code Range: “Beginning Code:" and "Ending Code:"
§ Physicians: "All Physicians:" Select this option for all Physicians or enter up to five

Physician numbers.

7. Select Print to continue.

Description and Usage

The Disease Index lists all patients that have been assigned a diagnosis and lists in diagnosis order.
Total cases, Total Days and Average Stay are listed for each Diagnosis. The report recap lists the
Diagnosis Description, Total Cases, Days and Average Stay. This report can be summarized or
detailed.

279
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Disease Index

Disease Index (Recap)

Listed below is an explanation of each column.

· Diag (Diagnosis): Lists the Diagnosis for the listed patient.

· Type: Lists the order the Diagnosis is listed in the DRG Grouper screen.

· Patient Name: Pulls from Patient tab on the Registration and ADT screen.

· Hospital Number (Account Number): Pulls from Registration and ADT screen.

· M/R Number (Medical Record Number): Pulls from Patient tab on the Registration and ADT
screen.

· Admit Date: Pulls from Stay tab on the Registration and ADT screen.



HIM Print Reports194

© 2025 TruBridge

· Admit Code: Pulls from Stay tab on the Registration and ADT screen.

· Disc Date (Discharge Date): Pulls from Stay tab on the Registration and ADT screen.

· Disc Code (Discharge Code): Pulls from Stay tab on the Registration and ADT screen.

· LOS (Length of Stay): Is the number of days the patient was admitted.

· Age: Is calculated from the Birth Date on Patient tab on the Registration and ADT screen.

· Sex: Pulls from Patient tab on the Registration and ADT screen.

· F/C (Financial Class): Pulls from Guarantor/Ins tab on the Registration and ADT screen.

· DRG: Pulls from the Grouper and Maintenance, screen field 11.

· Physician (Attending Physician): pulls from Stay tab on the Registration and ADT screen.

· Other Diagnosis 1 2 3: The other diagnoses that were entered on the patient will display in this
column, along with the order that they are listed in the DRG Grouper screen.

· Comp Y/N (Complete Yes or No): Indicates if there is a Medical Records Finish Date entered on
the patient. If a Finish Date is entered in field 6 of the DRG Grouper screen, a Y will pull to this
column. If there is no Finish Date in this field, a N will pull.

21.5 Procedure Index

The Procedure Index lists all patients that have been assigned a procedure. A work file must be
generated for a specific date range before running this report. To build the work file, select Hospital
Base Menu > Print Reports > Medical Records > Admin > Build Index Work File.

NOTE: This report is also available in the Report Writer format on the Report Dashboard. Please

refer to the Medical Records Procedure Index -ICD10 - Report Writer  topic in the Report
Dashboard section of this user guide.

How to Print

1. Select Print Reports  from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Admin.

4. Select Procedure Index.

5. Select a print option.

6. Select report parameters:
· Patient Type: Select the desired Stay Type from the drop-down menu or the default is All.
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· Service Code: Select the desired Service Code from the drop-down menu or the default is
All.

· Summary Only: If selected, the report will summarize totals for each physician and list a
recap at the end of the report.

· Sort Type: Select the desired sort option from the drop-down menu or the default is All. 
Depending on the Sort option selected, fill in one of the following three options: 
§ Diagnosis Code Range: “Beginning Code:" and "Ending Code:"
§ Procedure Code Range: “Beginning Code:" and "Ending Code:"
§ Physicians: "All Physicians:" Select this option for all Physicians or enter up to five

Physician numbers.

7. Select Print to continue.

Description and Usage

The Procedure Index lists all patients that have been assigned a procedure. Total cases, total days
and average stay are listed for each procedure and physician. The report recap lists Total Cases,
Total Days and Average Stay for each procedure, followed by the Grand Totals for Cases, Days and
Average Stay. This report can be summarized or detailed.

Procedure Index

Procedure Index (Recap)
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Listed below is an explanation of each column.

· Proc (Procedure): Lists the Procedure for the listed patient.

· Physician: Pulls the physician that performed the procedure.

· Patient Name: Pulls from Patient tab on the Registration and ADT screen.

· Hospital Number (Account Number): Pulls from Registration and ADT screen.

· M/R Number (Medical Record Number): Pulls from Patient tab on the Registration and ADT
screen.

· Admit Date: Pulls from Stay tab on the Registration and ADT screen.

· Admit Code: Pulls from Stay tab on the Registration and ADT screen.

· Disc Date (Discharge Date): Pulls from Stay tab on the Registration and ADT screen.

· Disc Code (Discharge Code): Pulls from Stay tab on the Registration and ADT screen.

· LOS (Length of Stay): Is the number of days the patient was admitted. 

· Age: Is calculated from the Birth Date on Patient tab on the Registration and ADT screen.

· Sex: Pulls from Patient tab on the Registration and ADT screen.

· F/C (Financial Class): Pulls from Guarantor/Ins tab on the Registration and ADT screen.

· DRG: Pulls from the Grouper and Maintenance, screen field 11.

· Physician (Attending Physician): pulls from Stay tab on the Registration and ADT screen.

· Other Diagnosis 1 2 3: The other diagnoses that were entered on the patient will display in this
column, along with the order that they are listed in the DRG Grouper screen.

· Comp Y/N (Complete Yes or No): Indicates if there is a Medical Records Finish Date entered on
the patient. If a Finish Date is entered in field 6 of the DRG Grouper screen, a Y will pull to this
column. If there is no Finish Date in this field, a N will pull.

21.6 Operative Procedures

The Operative Procedures report provides a list of procedures per physician. Only procedures set up
in the Procedure Code table with field 2, OR Procedure, marked Y will pull to this report. Also, the
OR Sched/Surgeon field in the Physician table must be set to Y to pull to this report. This version of
the report should only be used to display data associated with ICD-9 codes. To display data for ICD-
10 codes please see the Report Writer version of the Operative Procedures Report .297
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How to Print

1. Select Print Reports  from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Admin.

4. Select Operative Procedures.

5. Select a print option.

6. Select report parameters: 
· Beginning Date and Ending Date: Enter the beginning and ending date range or select

dates from the drop-down menus. The format is MMDDYY. The system will default to the
current system date.

· Stay Type: Select the desired Stay Type from the drop-down menu or the default is All. 
· Physician: Enter a specific physician number or skip to print report for all. 
· Sort By: Select Physician, Procedure, Service Code or Stay Type to determine how the

report will sort. 
· Summary: If selected, the report will summarize by the sort option selected. Skip to print the

report in detail by ICD9 Code.
· Service Codes: Select All to print report for all Service Codes. Select Exclude or Include to

enter a desired Service Code. 

7. Select Print to continue.

Description and Usage

This report may be run for a specified date range, Stay Type, physician or service code. The report
may be sorted by physician, Stay Type, procedure or service code. These options allow a report to
be generated that will aid in determining the most commonly performed operating procedures and the
physicians responsible for administering them. It can provide a facility with information about the
productivity of the operating staff.

Operative Procedures
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Operative Procedures (Recap)
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Operative Procedures (Summarized)

Operative Procedures (Summarized Totals)

Listed below is an explanation of each column.

· OR Date: Pulls from Stay tab on the Registration and ADT screen.

· A/R # (Account Number): Pulls from Registration and ADT screen.

· M/R Number (Medical Record Number): Pulls from Patient tab on the Registration and ADT
screen.

· Physician: Pulls the physician that performed the procedure from the Medical Records Grouper
screen.

· Serv Code (Service Code): Pulls from Patient tab on the Registration and ADT screen.

· ICD9: Pulls from the DRG Grouper screen, page 2, fields 31 - 40.

· Description: Pulls the description associated with the ICD9.
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Chapter 22 Tables

22.1 Physicians (Number Sequence)

The Physicians (Number Seq.) Report is a listing of Physician information from the Physician Table.
It is used as a reference and may be printed at any time.

How to Print

1. Select Print Reports  from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Admin.

4. Select Physicians (Number Seq).

5. Select a print option.

6. System prompts, “Enter Code Here:"
· 1 - Physician's List
· 2 - Group or Office Info
· 3 - Both

7. System Prompts, “Do You Want to Print the ID Number? (Y/N):" 
· If answered Y, the ID numbers (e.g., UPIN#, Lic or Tax#, etc) will print.

8. System prompts, "Enter your Choice:"
· S - Staff Physicians
· N - Non Staff Physicians
· R - Residents
· I - Inactive
· A - All

9. The system will read the Physician’s Table to determine if a physician is a staff, non-staff,
resident or inactive Physician.

Description and Usage

This selection prints a Physician list which includes the following information from the Physician
Table - Physician Number, Name, UPIN#, EKG/RAD#, MCAID EKG/RAD#, MCARE E/R#, MCAID
E/R#, MCAID I/P#, Blue Cross#, LIC or TAX, Misc#. Printing by Group of Office Info prints the
Physician’s number, name, address and phone number. This report is used as a reference and may
be printed at any time.
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Physicians (Number Seq.) - Physician’s List

Listed below is an explanation of each column.

· Number: The Physician number.

· Name (Physician Name): Pulls from the Physician Table page 1, Name field.

· Phone 1: Pulls Physician’s phone number loaded in the Physician Table page 1, Phone 1 field.

· Phone 2: Pulls Physician’s second phone number loaded in the Physician Table page 1, Phone 2
field.

· Name-Abv. (Name/Abbreviation): The Physician’s abbreviated name pulls from the Physician
Table page 1, Name Abv. field.

· NPI#: Pulls the physicians NPI number from the Physician table, page 1.

· UPIN# (UPIN Number): Pulls from the Physician Table page 1, UPIN number field.

· MCare EKG/RAD# (Medicare EKG/Radiology Number): Pulls the number that is assigned by
Medicare to the physician from the Physicians Table page 1,  MCare EKG/RAD# field.

· MCaid EKG/RAD# (Medicaid EKG/Radiology Number): Pulls the number that is assigned by
Medicaid to the physician from the Physicians Table page1, MCaid EKG/RAD#  field.

· MCare E/R# (Medicare Emergency Room Number): Pulls the number that is assigned by
Medicare for E/R physicians from the Physicians Table page 1,MCare E/R#  field.

· MCaid E/R# (Medicaid Emergency Room Number): Pulls the number that is assigned by
Medicaid for E/R physicians from the Physicians Table page 1, MCaid E/R# field.

· MCaid I/P# (Medicaid Inpatient Number): Pulls the number that is assigned by Medicaid for I/P
physicians from the Physicians Table page 1, MCaid I/P# field.

· Blue Cross#: Pulls the number assigned by Blue Cross Blue Shield to the physicians from the
Physician Table page 1, Blue Cross# field.
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· Lic Or Tax# (License or Tax Number): The Physician’s License or Tax number pulls from the
Physician Table page 1, Lic Or Tax# field.

· Misc.# (Miscellaneous Number): Pulls from the Physician Table page 1,  Misc.# field.

· DEA#: Pulls the physycian's DEA number from page 1 of the Physician table.

Physicians (Number Seq.) – Group or Office Info

Listed below is an explanation of each column.

· Number: The Physician number.

· Name: The Physician Group Name and Address pulls from the Physician Table page 1.

· Phone 1: The first Physician’s Group phone number loaded in the Physician Table page 1.

· Phone 2: The second Physician’s Group phone number loaded in the Physician Table page 1.

22.2 Physicians (Name Sequence)

This selection prints a Physician list alphabetically by the abbreviated physician’s name.

How to Print

1. Select Print Reports  from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Admin.

4. Select Physicians (Name Seq).

5. Select a print option.

6. System prompts, "Enter your Choice:"
· S - Staff Physicians
· N - Non Staff Physicians
· R - Residents
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· I - Inactive
· A - All

7. After a response is entered, the system will display “Now Printing Physician Alpha Listing."

Description and Usage

This selection prints a physician listing, with certain information from the Physician Table. This report
prints alphabetically and may be printed any time as a reference.

Physicians (Name Seq.)

Listed below is an explanation of each column.

· Number: The Physician number.

· Abbrev. Name (Physician Abbreviated Name): Pulls from the Physician Table page 1.

· DEA Number (Drug Enforcement Agency Number): Pulls from the Physician Table page 1.

· Phy Name (Physician’s Group Name): Pulls from the Physician Table page 1.

· Address (Physician’s Address): Pulls from the Physician Table page 1.

· Phone (Physician’s Phone Number): Pulls from the Physician Table page 1.

22.3 Census Codes

This selection prints a listing of Census Codes. It may be printed at any time and used as a
reference.

How to Print

1. Select Print Reports  from the Hospital Base Menu or the Master Selection screen.
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2. Select Medical Records.

3. Select Admin.

4. Select Census Codes.

5. Select a print option.

6. System prompts, “Print Active Codes Only?  (Y/N):" 
· If Y is entered the report will only include service codes that have the inactive switch in the

Service Code Table set to N. If N is entered, the report will include all service codes loaded in
the Service Code Table.

Description and Usage

This selection prints a listing of the Census Codes from the Census Codes Table in the Business
Office Table. It includes Admission, Discharge, Condition Service and Room Type Codes.

Census Codes

Listed below is an explanation of each column.

· Admission Codes: The Admission Codes and Descriptions will pull from Admit/
Discharge/Condition Codes Table in the Business Office Tables.

· Discharge Codes: The Discharge Codes and Descriptions will pull from the Admit/
Discharge/Condition Codes Table.

· Condition Codes: The Condition Codes and Descriptions pull from the Admit/Discharge/
Condition Codes Table.

· Service Codes: The Service Codes and Descriptions pull from the Admit/Discharge/ Condition
Codes Table and the Service Codes Table.
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· Prioritize: This pulls from the Service Code Table.  If the Service Code is to be prioritized in
Census reports a “Y” will pull.

· Room Type Codes: This pulls from the Room Types Table in the Business Office Tables.

22.4 Charge Codes

The Charge Codes Table report is a listing of all Summary Codes with their corresponding UB04
Revenue codes.

How to Print

1. Select Print Reports  from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Admin.

4. Select Charge Codes.

5. Select a print option.

Description and Usage

This selection prints a listing of all of the Summary Codes and the UB04 Revenue Codes associated
with them.  This is used as a reference and may be printed at any time.

Charge Codes
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Listed below is an explanation of each column.

· TruBridge Code: The Summary Code.

· UB04 Hosp Code: The UB04 Revenue Code pulls from the Summary Code Table page 1.

· Description: Pulls from the Summary Code Table page 1.

· Inpat # (Inpatient Number): If there is a General Ledger number loaded in the Summary Code
Table page 1,  it will pull to this report.

· Outpat# (Outpatient Number): If there is a General Ledger number loaded in the Summary Code
Table page 1, it will pull to this report.

· Other-1: If there is a General Ledger number loaded in the Summary Code Table page 1,  it will
pull to this report.

· Other-2: If there is a General Ledger number loaded in the Summary Code Table page 1,  it will
pull to this report.

· Other 3: If there is a General Ledger number loaded in the Summary Code Table page 1, it will
pull to this report.

22.5 DRG Codes

The DRG Codes Table report lists all of the Diagnoses, Procedures, DRGs, CPTs and Modifiers. It
may be printed at anytime as a reference.

How to Print

1. Select Print Reports  from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Admin.

4. Select DRG Codes.

5. Select a print option.

6. Select an option:
· Diagnosis
· Procedures
· DRG Grouper Table
· DRG Codes
· CPT Codes
· Modifier Tables

7. Select Print
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Description and Usage

This selection prints a listing of all Diagnoses, Procedures, DRGs, CPTs and Modifiers loaded in the
system. It is used as a reference and may be printed at anytime.

Diagnosis Table

22.6 Report Locations

The Report Locations report is a listing of all the Report Locations that have been setup in the
Business Office Tables. It gives the code and description of the location.

How to Print

1. Select Print Reports from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Admin.

4. Select  Report Locations.

5. Select a print option.

Description and Usage

This report is used as a reference and may be printed at any time. It prints a listing of all the Report
Codes and Descriptions that have been set up.
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Report Locations

Listed below is an explanation of each column.

· Code: The 2-character alpha and/or numeric code representing the Report Location.

· Description: The Description pulls from the Report Locations Table page 1.

22.7 Diagnosis Desc Cross Reference

The Diagnosis Description Reference Table report lists information from the Medical Necessity
Table in the Business Office Tables.

How to Print

1. Select Print Reports  from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Admin.

4. Select Diagnosis Description Xref.

5. Select a print option.

6. System prompts, “ENTER CHOICE:"
· Quit
· User Defined Diags Only
· All Diags

7. After a response is entered, the system will begin printing.
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Description and Usage

The Diagnosis Description Reference report prints a listing of the Diagnoses and their Descriptions
that are loaded in the Medical Necessity Table. This report may be printed at any time as a
reference.

Diagnosis Description Reference

22.8 APC Table

The APC Table gives information about each APC entered in the APC Table in the Business Office
Tables.

How to Print

1. Select Print Reports  from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Admin.

4. Select APC Table.

5. Select a print option.

6. System prompts, “Print All APC’S?  (Y/N):"
· Enter Y to print for all APC’s. Enter N and the system will prompt, “Print APC’s with a

Modification Date Of:” Enter the desired date.
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Description and Usage

The APC Table report gives a listing of all the APC Codes, Descriptions, Status Indicators, Relative
Weight, Payment Rate, National Unadjusted Copay and the Minimum Adjusted Copay. This report
may be printed at any time as a reference.

APC Table

Listed below is an explanation of each column.

· APC: The APC Code pulls from the APC Table.

· Description: The APC Description pulls from the APC Table.

· Status: The Status Indicator pulls from the APC Table.

· Rel-Weight (Relative Weight): Pulls from the APC Table.

· Pmt-Rate (Payment Weight): Pulls from the APC Table.

· Nat.-Copay (National Unadjusted Copay Rate): Pulls from the APC Table.

· Min.-Copay (Minimum Unadjusted Copay Rate): Pulls from the APC Table.
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22.9 Dictating Physicians Initials

The Dictating Physicians Initials Report is utilized by Clinical Ancillary departments to provide a
lookup of Physicians Initials and whether or not the Physician is a Clinical E-Sign Physician. It also
can be used to identify Duplicate Physician Initials.

How to Print

1. Select Print Reports  from the Hospital Base Menu or the Master Selection screen.

2. Select Medical Records.

3. Select Admin.

4. Select Dictating Physicians Initials.

5. Select a print option.

6. System prompts, “Print “A”LL or “D”uplicates Only? (A/D)?:"
· Enter A to print all the physician’s initials.  Enter D to print duplicate initials only.

Description and Usage

The Dictating Physicians Initials report gives a listing of Physicians Initials, Physicians Name,
Physician Number and whether or not the Physician is an E-Sign Physician (based on the
Physicians Security Table, fld 2). This report may be printed for all Physicians listed in the
Physicians Table or for those Physicians with duplicate initials.

Dictating Physicians Initials

Listed below is an explanation of each column.

· Physicians Initials: Pulls from the Physicians Table.

· Phys Name (Physician Name): Pulls from the Physician Table.

· Phys Number (Physician Number): Pulls the assigned Physician number.
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· Phys Using Esign (Physician Using E-sign): Pulls from the Physicians Security Table.

22.10 ICD-9-CM Diag/Proc Table

The ICD-9-CM Diag/Proc Table provides a listing of the information in the ICD-9-CM Diagnosis and
Procedure Tables.

How to Print

1. Select Print Reports  from the Hospital Base Menu or the Master Selection screen. 

2. Select Medical Records.

3. Select Admin.

4. Select ICD-9-CM Diag/Proc Table.

5. Select a print option.

6. System prompts,"Please Select:"
· Diagnosis Codes Only:  Print Diagnosis Codes only.
· Procedure Codes Only: Print Procedure Codes only.
· Both: Print both Diagnosis and Procedure Codes.

7. System prompts, “Do You Wish to Double Space?:"
· Select Y to double space. Select N for single space.

8. System prompts, “Please Enter Diagnosis Code Range."
· Enter a range of Diagnosis or Procedure codes or select A  to print all codes in table.

9. After a response is entered, the system will begin printing.

Description and Usage

The ICD-9-CM Diag/Proc Table report is a listing of Diagnosis, Procedures and their Descriptions.
The report will pull information from the diagnosis and/or procedure table based on how the prompts
are answered. This report may be printed at any time as a reference.
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ICD-9-CM Diag/Proc Table

Listed below is an explanation of each column.

· Code: Pulls from the Diagnosis Table.

· Description: Pulls from the Diagnosis Table.

· MDC: Pulls from the Diagnosis Table.

· CC: Pulls from the Diagnosis Table.

· Age: Pulls from the Diagnosis Table.

· Sex: Pulls from the Diagnosis Table.

· Unspec: Pulls from the Diagnosis Table.

· Exp-Dt: Pulls the expired date from the Diagnosis Table.

· HH Diag: Pulls from the Diagnosis Table.

· POA: Pulls Present on Admission from the Diagnosis Table.
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ICD-9-CM Diag/Proc Table

Listed below is an explanation of each column.

· Code: Pulls from the Procedure Table.

· Description: Pulls from the Procedure Table.

· OR-Procedure: Pulls from the  Procedure Table.

· Proc Class: Pulls from the  Procedure Table.

· Sex: Pulls from the Procedure Table.

· Unspec: Pulls from the Procedure Table.

· Exp - Dt: Pulls the expired date from the Procedure Table.
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Chapter 23 Report Dashboard

23.1 Filters

The following screens within the Report Dashboard offer the ability to create Filters to delimit the
data that pulls to the screen. 

· Cancer Pull List Screen

· Patient Information Screen

This section will explain how new filters may be created for these screens. After a filter is created, it
may be added as a preference to a user's login. This will allow the filter to display automatically as
soon as the screen is accessed. 

Creating a Filter

To create a new filter, single-click the filter icon next to the desired filter type.   

Filter
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A list of filters currently associated with the user's login will display. To add a new filter, select select
Add from the action bar. 

User Specific Preferences

A list of available filters will display. These are either default filters that were created by TruBridge or
filters that were previously created for the screen. If the desired filter already exists, select it from this
screen to add it as a preference for the login. If the filter does not exist select New to create a new
filter. 

Choose a Filter
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Select (Filter Title) to enter a specific title for the filter being created. For example, if creating a
diagnosis code filter that includes a range, title the filter "Diagnosis Codes XXXXX through XXXXXX",
replacing the X's with the beginning and ending codes in the range.

New Filter

Next, select Add to define the filter parameters.

Filter Parameters
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A list of fields will display. These are the fields that may be used to delimit the information that pulls
to the screen. A search feature is available. Once found, select the desired field then choose OK.

Field List

A screen containing a list of possible configuration statements will display.

Configuration
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Double-click the statement that best suits the purpose of the filter. The next screen will allow a Value
to be entered. Input the value at the bottom of the screen then select Enter. Multiple values may be
entered if needed. 

Value

Once all values have been entered, select the back arrow. The selected values will display under the
configuration method. Multiple configuration methods may be used for a single field if needed. 

Configuration
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Once the configuration is complete, select the back arrow. The filter will display with the selected
field and configuration. Multiple fields may be added to one filter. Follow the same steps to add
additional fields. 

NOTE: If building filters for a range of data, such as a diagnosis code range, a new filter will need
to be set up for each range. These filters may then be combined into one comprehensive filter. See
Nesting Filters for more information. 

Filter Parameters

Once all fields have been identified, choose a Filter Method at the bottom of the screen. 

Filter Method



Report Dashboard 221

© 2025 TruBridge

Selecting ANY will display patients that meet the criteria of a single parameter defined in the filter.
Selecting ALL will display only those patients that meet every parameter defined in the filter. Once
the appropriate filter method is selected, select Save then select the back arrow. The new filter will
now be added to the list of available filters. 

Choose a Filter

Double-click the new filter to add it as a preference on the user's login. The User Specific
Preferences screen will now display. 

User Specific Preferences
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The default value for the filter may be adjusted so that it is either preselected or unselected when the
screen is accessed. Select the filter and then select either Default Unchecked or Default Checked to
change this setting. 

User Specific Preferences

If multiple filters are being used by the login, the Filter Method may need to be adjusted. 

Filter Method

Selecting ANY will display patients that meet the criteria of a single filter used by the login. Selecting
ALL will display only those patients that meet the criteria for every filter used by the login. Once the
appropriate filter method is selected select the back arrow.

Cancer Pull List Screen

The Filter will now be displayed every time the screen is accessed and may be selected or
deselected as necessary. For more information on building or editing filters, please see the Filter
Builder user guide. 
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Nesting Filters

Many times, multiple filters must be created for a specific reporting purpose. Nesting the filters will
allow multiple filters to be combined into one filter to save space on the screen and make reporting
easier.

First, all individual filters must be created. See Creating a Filter  for more information. Next, create
the Nesting Filter. To do this, select the filter icon next to the specific filter type that contains the
desired filters. Then, select Add followed by New. Select (Filter Title) to enter a name for the filter
being created. In this instance, give the title a name that denotes the specific type of report for which
these ranges are to be utilized, such as "Cancer Registry" or "AMI".

Once a title has been set, select Include at the top of the screen.

Nesting Filter 
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A listing that includes all available filters for that filter type will display. Single-click one of the filters to
be included, and then choose Select. Continue by adding the next filter in the same manner.

Nesting Filter

Once all desired filters have been selected, select Save and then the back arrow. The new filter will
now be added to the list of available filters. Double-click the new filter to add it as a preference on
the user's login, then select the back arrow to return to the report dashboard screen. For more
information on building or editing filters, please see the Filter Builder documentation. 

23.2 Acute Inpatient DRG Case Mix

The Acute IP DRG Case Mix report serves multiple ICD-10 and DRG reporting purposes including
DRG Profit and Loss, Case Mix reporting and Sequence reporting fulfillment. 

How to Print

1. Select Reports from the Application Drawer.

2. Select Acute IP DRG Case Mix 

3. Select report parameters:
· Facility: Select the desired Facility from which to pull information. (Only Facilities selected for

access under that User Based Login will be available for selection.)
· Admit Date Range: Enter the desired admission date range or leave blank for all dates.
· Discharge Date Range: Enter the desired discharge date range or leave blank for all dates.
· Exclude Patients Without a Finish Date: Select this option to exclude patients that do not

have a Finish Date in the Grouper.
· Inhouse Patients Only: Select this to include only those patients that do not have a

discharge date. 
§ NOTE: This option may not be used in conjunction with a discharge date range.

· Visit ID: Select this to include only those patients that do not have a discharge date. 
· Stay Type: Enter a specific stay type or leave blank for all stay types. 
· Subtype: Enter a specific subtype or or leave blank for all subtypes.

https://userareas.cpsi.com/userareas/files/add_doc/misc/Filter_Builder.pdf
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· Service Code: Enter a specific service code or or leave blank for all service codes.
· Physician Number: Enter the desired Physician Number or leave blank for all physician

numbers.
· Financial Class: Enter the desired financial class. Use * to wildcard insurance companies or

leave blank to print for all financial classes. 
· DRG Range: Enter computed DRG range, or leave blank for all DRGs.
· Sections to Exclude: Select one or more of the following desired sections to exclude or leave

blank to print all:
§ Exclude Cost Details
§ Exclude Totals by Summary Code
§ Exclude Grand Totals by Summary Code
§ Exclude Totals by DRG
§ Exclude Grand Totals by DRG

· Level of Detail: Use the drop-down box to select one of the following options:
§ Detail
§ Summary

· Include Cover Sheet: Select this option to include a Cover Sheet with the report.
· Safe Mode: Select this option to print report in safe mode.
· Output Format: Use the drop-down box to select one of the following report Format options:

§ PDF
§ XML 
§ CSV
§ HTML
§ MAPLIST
§ TXT

4. Select Run Report to display the report in the selected output format.

NOTE: TruBridge recommends running the report using the most specific parameters as possible.
This will reduce the amount of time it takes for the report to generate. At minimum an Admit Date
Range or a Discharge Date Range should be populated. 

Description and Usage

The report is divided into four patient sections and two total sections. The four patient related
sections are; Demographic Information, DRG Information, Cost Details, and Profit and Loss
Information. The two total sections are; Totals by Summary Code, and Totals by DRG. Each totals
section contains a Grand Total line at the conclusion. Below is an explanation of each section.

Demographic Information

Listed below is an explanation of each column:

· Name: Pulls from Patient tab on the Registration and ADT screen
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· Account#: Pulls from Registration and ADT screen

· MR# (Medical Record Number): Pulls from Patient tab on the Registration and ADT screen

· Admit Date: Pulls from Stay tab on the Registration and ADT screen

· Discharge Date: Pulls from Stay tab on the Registration and ADT screen

· ST (Stay Type): Pulls from Patient tab on the Registration and ADT screen

· Sub Type: Pulls from Patient tab on the Registration and ADT screen

· Service (Service Code): Pulls from Patient tab on the Registration and ADT screen

· FC (Financial Class): Pulls from Guarantor/Ins tab on the Registration and ADT screen

· NS (Nursing Station): Pulls the Nursing Station associated with the Patient's room

· Room: Pulls from Registration and ADT screen

· Attending Physician: Pulls from Stay tab on the Registration and ADT screen

DRG Information

Listed below is an explanation of each column:

· DRG: Pulls from the Grouper.

· SI (Severity Indicator):  The severity/mortality indicator only populates when the 3M APR DRG®
Software is utilized within the medical records encoder functionality.  Valid indicators are 1, 2, 3
and 4.

· Description:  Pulls the description of the DRG which pulls from the appropriate DRG table based
on Financial Class

· GLOS (Geometric Length of Stay):  The GLOS for the DRG listed in the DRG column.

· ALOS (Actual Length of Stay):  This value is the calculated number of midnights that a patient is
in a bed.

· Diff (Difference):  This value is the product of the GLOS minus the ALOS.

· Rel Wt. (Relative Weight):  Pulls the relative weight which pulls from the appropriate DRG table
based on Financial Class
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· Est Reimb (Estimate Reimbursement): Pulls the expected reimbursement associated with the
computed DRG

Cost Details

Listed below is an explanation of each column:

· SC (Summary Code): Displays the Summary Code attached to the charge. Summary codes are
loaded per item on Page 1 of the Item Master.

· Description: The Summary Code description pulls from the Charge Summary Code table within
Table Maintenance.

· Charges: The total charges as calculated within Account Detail for the Summary Code listed.

· RCC (Ratio of Costs to Charges): The RCC pulls from the Summary Code table.
 
· Cost: The cost is calculated by multiplying the item price listed in the Item Master by the Ratio of

Costs to Charges listed in the Charge Summary Code table.

· Gross P/L (Gross Profit & Loss): The Gross P/L is a product of charges minus cost.

Profit and Loss Information

Listed below is an explanation of each column:

· Gross Revenue: The total amount of all charges for all summary codes.

· Reimbursement: The total net payment amounts entered during reimbursement of the primary
claim.

· Deductible/Coinsurance: The total net deductible and coinsurance amounts entered during
reimbursement of the primary claim.

· Net Payment: Total reimbursement plus total deductible and coinsurance amounts entered during
reimbursement of the primary claim.
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· Cost: The cost is calculated by multiplying the item price listed in the Item Master by the Ratio of
Costs to Charges listed in the Charge Summary Code table.

· Profit/Loss: The product of net reimbursement minus cost.

Totals by Summary Code

Listed below is an explanation of each column:

· SC (Summary Code): Displays the Summary Code attached to the charge. Summary codes are
loaded per item on Page 1 of the Item Master.

· Description: The Summary Code description pulls from the Charge Summary Code table within
Table Maintenance.

· Gross Revenue: The total amount of all charges for the summary code listed.

· RCC (Ratio of Costs to Charges):  The RCC pulls from the Summary Code table.
 
· Cost: The cost is calculated by multiplying the item price listed in the Item Master by the Ratio of

Costs to Charges listed in the Charge Summary Code table.

· Gross P/L (Gross Profit & Loss): The Gross P/L is a product of gross revenue minus cost.

Grand Totals by Summary Code

· Gross Revenue: The total amount of charges for all summary codes listed.

· Cost: The total amount of costs for all summary codes listed.

· Gross P/L (Gross Profit & Loss): The Gross P/L is a product of total gross revenue minus total
cost.
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Totals by DRG

Listed below is an explanation of each column:

· DRG: Lists each DRG that is displayed on the report

· #Patients: The number of patients on the report that displayed the DRG listed in the DRG column.

· Description: Displays the description of the DRG which pulls from the appropriate DRG table
based on Financial Class.

· GLOS (Geometric Length of Stay): The GLOS for the DRG listed in the DRG column.

· ALOS (Actual Length of Stay): The ALOS for the DRG listed in the DRG column.

· Estimated Reimbursement: The total expected reimbursement associated with each DRG.

· Case Mix: The case mix is computed by adding the combined total of all relative weights listed on
the report divided by the total number of patients/cases.

DRG Grand Totals:

· Reimbursement: The total net payment amounts entered during reimbursement of the primary
claim.

· Deductible/Coinsurance: The total net deductible and coinsurance amounts entered during
reimbursement of the primary claim.

· Net Payment: Total reimbursement plus total deductible and coinsurance amounts entered during
reimbursement of the primary claim.

· Cost: The cost is calculated by multiplying the item price listed in the Item Master by the Ratio of
Costs to Charges listed in the Charge Summary Code table.

· Profit/Loss: The product of net reimbursement minus cost.

· Case Mix: The case mix is computed by adding the combined total of all relative weights listed on
the report divided by the total number of patients/cases. The grand total case mix utilizes this
formula as well, counting each case instead of only summing the total number of DRGs listed on
the report.
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NOTE: When importing this report (without advanced manipulation) into Excel, it is recommended
to sort by the "P" column (making sure to extend the sort to all other columns) and then delete any
rows where that field is blank. Do not delete rows where a zero is present in the "P" column. This
will get rid of all duplicate patient lines without losing any valuable data.

23.3 Accounts Associated with CP-Diagnosis

The Accounts Associated with CP-Diagnosis report will ONLY be used by TruBridge for
troubleshooting. The report gives the ability for TruBridge staff to identify accounts with specific CP
Codes. CP codes are identifiers that are unique to Thrive.

How to Print

1. Select Reports from the Application Drawer.

2. Select Accounts Associated with CP-Diagnosis  

3. Select report parameters:
· Facility: Select the desired Facility. (Only Facilities selected for access under that User Based

Login will be available for selection).
· Date Range: Enter the desired date range or leave blank for all. This is the date the code was

added to the account.
· CP Code: Enter the desired CP Code or leave blank for all.
· Profile#: Enter in the desired profile number or leave blank for all profile numbers. 
· Visit ID: Enter in the desired visit number or leave blank for all visit numbers.
· Include Cover Sheet: Select this option to include a Cover Sheet with the report.
· Safe Mode: Select this option if the report would not build due to bad data being in a field. If

the report has bad data, a message will appear stating to run report using the Safe Mode. If
selected, Safe Mode will replace all of the bad characters with a ?. This will allow the intended
report to generate. The bad data may then be seen and can be corrected from the account
level.

· Output Format: Use the drop-down box to select one of the following report Format options:
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§ HTML
§ PDF
§ XML 
§ CSV
§ MAPLIST
§ TXT

· Page Orientation: Use the drop-down box to select one of the following page orientation
options:
§ LANDSCAPE
§ PORTRAIT

4. Select Run Report to display the report in the selected output format.

Description and Usage

The Accounts Associated with CP-Diagnosis report will ONLY be used by TruBridge for
troubleshooting. The report gives the ability for TruBridge staff to identify accounts with specific CP
Codes. CP codes are identifiers that are unique to Thrive.

Accounts Associated with CP-Diagnosis

Listed below is an explanation of each column.

· Profile# (Profile Number): Pulls from the Accounts Receivable Person Profile screen

· Visit# (Visit Number): Pulls from the Patient tab on the Registration and ADT screen

· CP Code: TruBridge use only

· Date: Pulls the date the code was added to the account.  

· Seq (Sequence): TruBridge use only

· Origin: TruBridge use only

· Origin Key: TruBridge use only
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23.4 Accounts Associated with CP-Procedure

The Accounts Associated with CP-Procedure report will ONLY be used by TruBridge for
troubleshooting. The report gives the ability for TruBridge staff to identify accounts with specific CP
Codes. CP codes are identifiers that are unique to Thrive.

How to Print

1. Select Reports from the Application Drawer.

2. Select Accounts Associated with CP-Procedure 

3. Select report parameters:
· Facility: Select the desired Facility. (Only Facilities selected for access under that User Based

Login will be available for selection).
· Date Range: Enter the desired date range or leave blank for all. This is the date the code was

added to the account.
· CP Code: Enter the desired CP Code or leave blank for all.
· Profile#: Enter in the desired profile number or leave blank for all profile numbers.
· Visit ID: Enter in the desired visit number or leave blank for all visit numbers.
· Include Cover Sheet: Select this option to include a Cover Sheet with the report.
· Safe Mode: Select this option if the report would not build due to bad data being in a field. If

the report has bad data, a message will appear stating to run report using the Safe Mode. If
selected, Safe Mode will replace all of the bad characters with a ?. This will allow the intended
report to generate. The bad data may then be seen and can be corrected from the account
level.

· Output Format: Use the drop-down box to select one of the following report Format options:
§ HTML
§ PDF
§ XML 
§ CSV
§ MAPLIST
§ TXT

· Page Orientation: Use the drop-down box to select one of the following page orientation
options:
§ LANDSCAPE
§ PORTRAIT

4. Select Run Report to display the report in the selected output format.

Description and Usage

The Accounts Associated with CP-Procedure report will ONLY be used by TruBridge for
troubleshooting. The report gives the ability for Evident staff to identify accounts with specific CP
Codes. CP codes are identifiers that are unique to Thrive.
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Accounts Associated with CP-Procedures

Listed below is an explanation of each column.

· Profile# (Profile Number): Pulls from the Accounts Receivable Person Profile screen

· Visit# (Visit Number): Pulls from the Patient tab on the Registration and ADT screen

· CP Code: TruBridge use only

· Date: Pulls the date the code was added to the account.

· Seq (Sequence): TruBridge use only

· Origin: TruBridge use only

· Origin Key: TruBridge use only

23.5 Birth Defects Registry

The Birth Defects Registry displays accounts with certain diagnosis codes based on a specified
diagnosis code range and date range.

How to Print

1. Select Report Dashboard from the Application Drawer.

2. Select Birth Defects Registry  

3. Select report parameters:
· Facility: Select the desired Facility from which to pull information. (Only Facilities selected for

access under that User Based Login will be available for selection.)
· Admit Date Range: Enter the desired admission date range or leave blank for all dates.
· Discharge Date Range: Enter the desired discharge date range or leave blank for all dates.

§ NOTE: It is not necessary to load both an admission and discharge date range. If both an
admission and discharge date range are entered, the account must fall into both date
ranges in order to pull to the report.

· Patient Stay Type: Enter the desired Stay Type or leave blank for all stay types.



HIM Print Reports234

© 2025 TruBridge

· Diagnosis Code Range: Enter the desired ICD-10 range or leave blank for all diagnosis
codes.

· Sections to Exclude: Select one or more of the following desired sections to exclude or leave
blank to print all:
§ Exclude Diagnosis Code Section

· Include Cover Sheet: Select this option to include a Cover Sheet with the report.
· Safe Mode: Select this option to print report in safe mode.
· Output Format: Use the drop-down box to select one of the following report Format options:

§ PDF
§ XML 
§ CSV
§ HTML
§ MAPLIST
§ TXT

4. Select Run Report to display the report in the selected output format.

Description and Usage

The Birth Defects Registry may be used to gather data on accounts for Birth Defect reporting. It will
display the Patient's Name, Account Number, Medical Record Number, Date Of Birth, Sex, Race, Zip
Code, Admit Date, Discharge Date, Admit Weight, APGAR Scores, ICD-10 Diagnosis Codes, and
their Descriptions. It also displays the Mother's Name, Account Number, Medical Record Number,
Date of Birth, Age, and Zip Code.

Birth Defects Registry

Listed below is an explanation of each column.

· Patient Name: Pulls from Patient tab on the Registration and ADT screen

· Account Number: Pulls from Registration and ADT screen

· Medical Record Number: Pulls from Patient tab on the Registration and ADT screen

· DOB (Date of Birth): Pulls from Patient tab on the Registration and ADT screen. 

· Sex: Pulls from Patient tab on the Registration and ADT screen

· Race: Pulls from Patient tab on the Registration and ADT screen

· Zip Code: Pulls from Patient tab on the Registration and ADT screen
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· Admit Dt (Admit Date): Pulls from Stay tab on the Registration and ADT screen

· Disch Dt (Discharge Date): Pulls from Stay tab on the Registration and ADT screen

· Admit Weight: Pulls from the Clinical tab on the Registration and ADT screen.

· APGAR Scores: Pulls the APGAR score recorded in the patient's Documentation.

· Mother's Information: Pulls the mother's Name, Account Number, Medical Record Number, Date
of Birth, Age, and Zip Code. This information pulls from the Registration and ADT screens on the
mother's account; the mother's account number is identified on the Contact tab of the patient's
account. 

· Diagnosis: Pulls from the Diagnosis screen on the Grouper

· Description: Pulls from the Diagnosis screen on the Grouper

23.6 Cancer Pull List

The Cancer Registry Pull List displays certain diagnosis codes based on a specified diagnosis code
range and date range. If the report needs to be run for several diagnosis code ranges, please use
the Cancer Pull List Screen . This report will only display ICD-10 information. To display ICD-9
information, please see the traditional Cancer Registry Pull List  report. 

How to Print

1. Select Reports from the Application Drawer.

2. Select Cancer Pull List  

3. Select report parameters:
· Facility: Select the desired Facility from which to pull information. (Only Facilities selected for

access under that User Based Login will be available for selection.)
· Admit Date Range: Enter the desired admission date range or leave blank for all dates.
· Discharge Date Range: Enter the desired discharge date range or leave blank for all dates.

§ NOTE: It is not necessary to load both an admission and discharge date range. If both an
admission and discharge date range are entered, the account must fall into both date
ranges in order to pull to the report.

· Stay Type: Enter the desired Stay Type or leave blank for all stay types.
· Diagnosis Code Range: Enter the desired ICD-10 range or leave blank for all diagnosis

codes.
§ NOTE: If the report needs to be run for multiple diagnosis code ranges, please use the

Cancer Pull List Screen .

· Suppress Social Security Number: When selected, the patient's Social Security Number will
display as "###-##-####" on the report. 

· Include Cover Sheet: Select this option to include a Cover Sheet with the report.
· Safe Mode: Select this option to print report in safe mode.
· Output Format: Use the drop-down box to select one of the following report Format options:

237
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§ PDF
§ XML 
§ CSV
§ HTML
§ MAPLIST
§ TXT

4. Select Run Report to display the report in the selected output format.

Description and Usage

The Cancer Registry Pull List prints Patient Name, Medical Record Number, Patient Account
Number, Admit Date, Discharge Date, Stay Type, Sex, Birthdate, Social Security Number and
Diagnosis Code/Description and Procedure Code/Description. The report is to be used as a tool to
identify cancer cases for this registry. If the registry should be run for multiple code ranges, please
use the Cancer Pull List Screen .

Cancer Pull List

Listed below is an explanation of each column.

· Patient Name: Pulls from Patient tab on the Registration and ADT screen

· Medical Record Number: Pulls from Patient tab on the Registration and ADT screen

· Visit Number: Pulls from Registration and ADT screen

· Admit Date: Pulls from Stay tab on the Registration and ADT screen

· Discharge Date: Pulls from Stay tab on the Registration and ADT screen

· Type (Stay Type): Pulls from Patient tab on the Registration and ADT screen

· Sex: Pulls from Patient tab on the Registration and ADT screen

· Birthdate: Pulls from Patient tab on the Registration and ADT screen

· Social Security Number: Pulls from Patient tab on the Registration and ADT screen

· Diagnosis Code and Description: This section lists all Diagnosis Codes and Descriptions for the
listed patient.
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· Procedure Codes and Description: This section lists all Procedure Codes and Descriptions for
the listed patient.

NOTE: The Diagnosis and Procedure codes will display in an alpha/numeric sequence. 

23.7 Cancer Pull List Screen

The Cancer Pull List Screen is a variation of the Cancer Pull List as well as the Cancer Registry
(ICD-9's Only). The Cancer Pull List Screen uses filter builder to increase flexibility and ease-of-use.
Customized filters allow the data to be filtered for multiple code ranges at one time. Once the data is
filtered, the information may be exported into the .csv format (Excel) or .pdf format. The .csv format
will produce a single line of detail per account, this data may then be manipulated to eliminate
unwanted information.

How to Print

1. Select Reports from the Application Drawer.

2. Select Cancer Pull List Screen 

3. Select report parameters:
· Facility: Select the desired Facility from which to pull information. (Only Facilities selected for

access under that User Based Login will be available for selection.)
· Date: Enter the date range that will be used specify the patients that will pull to the list.

§ NOTE: Entering an End Date prior to entering a Begin Date may help with slowness
issues when creating a report that is capturing a large amount of data. Otherwise, as soon
as the Begin Date is entered, the system begins collecting data from that time until the
current date, which may either extend the wait time for information to display, or cause an
error if the End Date is entered before the first accumulation of data has displayed.

· Admit/Discharge: Select whether the date range entered will be either an Admission Date
range or a Discharge Date range.

· Sort: Select whether the data should be sorted by Account Number or Patient Name.
· Ascending/Descending: Select whether the sorted data should be displayed in Ascending or

Descending order.
· Patient Number: Enter a specific patient account number or leave blank for all accounts.
· Stay Type Filters: Select the Stay Type Filters that should be used to filter the information to

the screen. Filters created through the Stay Type Filter option will delimit patients based off of
information associated with demographics.

· Diagnosis Code Filters: Select the Diagnosis Code Filters that should be used to filter the
information to the screen. Filters created through the Diagnosis Code Filter option will delimit
patients based off of the ICD-10 diagnosis codes entered.
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NOTE: To add or edit filters, single-click the filter icon on the main page of the report. For more

information on creating filters, please see the section on Filters . 

Description and Usage

The Cancer Pull List Screen may be used to conduct state required cancer reporting as well as track
other diagnoses. After the results are generated, the PDF option may be used to get an Adobe
version of the report. The CSV option will allow the data to be exported into Excel. 

Cancer Pull List Screen

Listed below is an explanation of each field.

· Patient Name: Pulls from Patient tab on the Registration and ADT screen 

· Patient Account: Pulls from the Registration and ADT screen 

· DOB (Date of Birth): Pulls from Patient tab on the Registration and ADT screen 

· Sex: Pulls from Patient tab on the Registration and ADT screen 

· Stay Type: Pulls from Patient tab on the Registration and ADT screen 

· Admitted: Pulls from Stay tab on the Registration and ADT screen 

· Discharged: Pulls from Stay tab on the Registration and ADT screen 

· MR# (Medical Record Number): Pulls from Patient tab on the Registration and ADT screen 

· SSN (Social Security Number): Pulls from Patient tab on the Registration and ADT screen 
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· Sub Type: Pulls from Patient tab on the Registration and ADT screen 

· Service CD (Service Code): Pulls from Patient tab on the Registration and ADT screen 

· Race: Pulls from Patient tab on the Registration and ADT screen 

· LOS (Length of Stay): The patient's length of stay calculated using the admission and discharge
date

·  MR Finish Date (Medical Record Finish Date):  Pulls from the Patient Summary screen in the
Grouper

·  DRG: Pulls from the Grouper

·  Total Charges:  The total charges on the account

·  Expired Date: Pulls from Patient tab on the Registration and ADT screen 

·  Attending Physician: Pulls from Stay tab on the Registration and ADT screen 

·  Diagnosis Code: Diagnosis codes entered on the Grouper

23.8 Census Days Stay

The Census Days Stay report is a listing of all patients by Stay Type within a given month.

How to Print

1. Select Report Dashboard from the Application Drawer.

2. Select the Census Days Stays

3. Select Select.

4. Select a print option.

5. Select printing parameters:
· Facility: Select the desired Facility. (Only Facilities selected for access under that User

Based Login will be available for selection.) 
· Date Range: Enter the desired date range.
· Stay Type: Enter the desired stay type or leave blank for all stay types.
· Patient: Enter the desired patient account number or leave blank for all accounts.
· Exclude 24-hour Patients: Select this option to exclude 24-hour patients.
· Sections to Exclude: Select to exclude or leave blank to print all:
§ Exclude Stay Type 1 Totals by Physician/Financial Class:
§ Exclude Stay Type 1 Totals by Service Code/Financial Class:
§ Exclude Stay Type 1 Grand Totals:
§ Exclude Stay Type 2 Totals by Physician/Financial Class:
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§ Exclude Stay Type 2 Totals by Service Code/Financial Class:
§ Exclude Stay Type 2 Grand Totals:
§ Exclude Stay Type 3 Totals by Physician/Financial Class:
§ Exclude Stay Type 3 Totals by Service Code/Financial Class:
§ Exclude Stay Type 3 Grand Totals:
§ Exclude Stay Type 4 Totals by Physician/Financial Class:
§ Exclude Stay Type 4 Totals by Service Code/Financial Class:
§ Exclude Stay Type 4 Grand Totals:
§ Exclude Stay Type 5 Totals by Physician/Financial Class:
§ Exclude Stay Type 5 Totals by Service Code/Financial Class:
§ Exclude Stay Type 5 Grand Totals:
§ Exclude Stay Type All Totals by Physician/Financial Class:
§ Exclude Stay Type All Totals by Service Code/Financial Class:
§ Exclude Stay Type All Grand Totals:

· Level of Detail: Use the drop-down box to select one of the following options:
§ Detail
§ Summary
§ Report Summary Only

· Include Cover Sheet: Select this option to include a Cover Sheet with the report.
· Safe Mode: Select this option to print report in safe mode.
· Output Format: Use the drop-down box to select one of the following report Format options:
§ PDF
§ XML 
§ CSV
§ HTML
§ MAPLIST
§ TXT

NOTE: When using the CSV option, additional fields may be included in the report that are not
available in the PDF format. Examples include: Contract Code, Admit Initials, Admit Diagnosis,
Admit Time, and Discharge Time. To include these fields or view the full list of additional fields,
from the parameters screen, select Advanced and then choose Columns.

6. Select Run Report to display the report in the selected output format.

Description and Usage

The Census Days Stay report lists all patients that had a hospital stay within a given month. Patients
are sorted by Stay Type and are listed in alphabetical order.

This report includes total pages for each Stay Type sorted by physician/financial class and service
code/financial class. Each physician and service code total patients and total patient days are listed
for Medicare, Medicaid, Blue Cross, Commercial and Private Pay.
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Census Days Stay

Listed below is an explanation of each column.

· Patient-Name: Pulls from the Patient tab on the Registration and ADT screen

· Room (Patient Room Number): Pulls from the Registration and ADT screen.

· Number (Patient Account Number): Pulls from Patient Functions

· F/C (Financial Class): Pulls from the Guarantor/Ins tab on the Registration and ADT screen

· Age: Is calculated from the birth date in the Patient tab on the Registration and ADT screen

· Sex: Pulls from the Patient tab on the Registration and ADT screen

· MS (Marital Status): Pulls from the Patient tab on the Registration and ADT screen

· Service (Service Code): Pulls from the Patient tab on the Registration and ADT screen

· Days: The number of days between the patient’s Admission Date and the date used for this report
pulls to this column. If one of these days is outside the date range used to build the file, this column
will reflect the number of days stay within the given month.

· Cond (Patient Condition): Upon discharge pulls from the Stay tab on the Registration and ADT
screen

· Dis (Discharge Code): Pulls from the Stay tab on the Registration and ADT screen

· Physician (Attending Physician): Pulls from the Stay tab on the Registration and ADT screen

· Admitted (Admission Date): Pulls from the Stay tab on the Registration and ADT screen

· Disc (Discharge Date): Pulls from the Stay tab on the Registration and ADT screen

· Pat Type (Patient Type): Pulls from the Stay tab on the Registration and ADT screen
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Totals by Physician/Financial Class

· Physician: The Attending Physician pulls from the Stay tab on the Registration and ADT screen.

· Medicare (Patients & Days): The number of Medicare patients and the number of days stay,
sorted by physician. Medicare patients are determined by a “M” loaded as the first character of the
Financial Class Code.

· Medicaid (Patients & Days): The number of Medicaid patients and the number of days stay,
sorted by physician. Medicaid patients are determined by a “X” loaded as the first character of the
Financial Class Code.

· Blue Cross (Patients & Days): The number of Blue Cross patients and the number of days stay,
sorted by physician. Blue Cross patients are determined by a “B” loaded as the first character of
the Financial Class Code.

· Commercial (Patients & Days): The number of Commercial patients and the number of days
stay, sorted by physician. Commercial patients are determined by anything other than “M", "X", "B",
"W" and "P” loaded as the first character of the Financial Class Code.

· Private (Patients & Days): The number of Private Pay patients and the number of days stay,
sorted by physician. Private Pay patients are determined by a “P” loaded as the first character of
the Financial Class Code.

· Workmans (Patients & Days): The number of Workman’s Comp patients and the number of days
stay, sorted by physician. Workman's Comp patients are determined by a “W” loaded as the first
character of the Financial Class Code.

· HMO/PPO (Patients & Days): The number of HMO/PPO patients and the number of days stay,
sorted by physician. HMO/PPO patients are determined by Insurance Company table, page 3,
HMO/PPO field set to Y.

· Total (Patients & Days): The total number of patients and the total number of days stay, sorted
by physician.

· Avg. Days (Average Days): The total number of patients divided by the total number of days
stay, sorted by physician.
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Totals by Service Code/Financial Class

· Service Code: The Service Code pulls from the Patient tab on the Registration and ADT screen.

· Medicare (Patients & Days): The number of Medicare patients and the number of days stay,
sorted by service code. Medicare patients are determined by a “M” loaded as the first character of
the Financial Class Code.

· Medicaid (Patients & Days): The number of Medicaid patients and the number of days stay,
sorted by service code. Medicaid patients are determined by a “X” loaded as the first character of
the Financial Class Code.

· Blue Cross (Patients & Days): The number of Blue Cross patients and the number of days stay,
sorted by service code. Blue Cross patients are determined by a “B” loaded as the first character
of the Financial Class Code.

· Commercial (Patients & Days): The number of Commercial patients and the number of days
stay, sorted by service code. Commercial patients are determined by anything other than “M", "X",
"B" and "P” loaded as the first character of the Financial Class Code.

· Private (Patients & Days): The number of Private Pay patients and the number of days stay,
sorted by service code. Private Pay patients are determined by a “P” loaded as the first character
of the Financial Class Code.

· Total (Patients & Days): The total number of patients and the total number of days stay, sorted
by service code.

· Avg. Days (Average Days): The total number of patients divided by the total number of days
stay, sorted by service code.

23.9 Coder Productivity Report

The Coder Productivity report is a useful tool in monitoring coder productivity. This report pulls
ICD10 information.

How to Print

1. Select Report Dashboard from the Application Drawer.
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2. Select the Coder Productivity Report 

3. Select Select.

4. Select the desired report parameters.
· Facility: Select the desired Facility. (Only Facilities selected for access under that User Based

Login will be available for selection)
· Finish Date Range: Enter the finish date range.
· Revised Date Range: Enter the revised date range.
· Stay Type: Enter a specific stay type or skip to print report for all.
· Subtype: Enter a specific subtype or skip to print report for all.
· Service Code: Enter a specific service code or skip to print report for all.
· Coder Initials: Enter a specific coder initials or skip to print report for all.
· Revision Initials: Enter a specific coder initials or skip to print report for all.
· Sections to Exclude: Select one or more of the following desired sections to exclude or leave

blank to print all:
§ Exclude Stay Type 1 Summary:
§ Exclude Stay Type 1 Grand Total:
§ Exclude Stay Type 2 Summary:
§ Exclude Stay Type 2 Grand Total
§ Exclude Stay Type 3 Summary:
§ Exclude Stay Type 3 Grand Total:
§ Exclude Stay Type 4 Summary:
§ Exclude Stay Type 4 Grand Total:
§ Exclude Stay Type 5 Summary:
§ Exclude Stay Type 5 Grand Total:
§ Exclude Subtype Summary:
§ Exclude Subtype Grand Total:
§ Exclude Service Code Summary:
§ Exclude Service Code Grand Total:
§ Exclude Finish Date Summary by Coder:
§ Exclude Revised Date Summary by Coder:
§ Exclude Grand Total:

· Level of Detail: Use the drop-down box to select one of the following options: 
§ Detail
§ Report Summary Only

· Include Cover Sheet: Select this option to include a Cover Sheet with the report.
· Safe Mode: Select this option to print report in safe mode.
· Output Format: Use the drop-down box to select one of the following report Format options:

§ PDF
§ XML 
§ CSV
§ HTML
§ MAPLIST

NOTE: When using the CSV option, additional fields may be included in the report that are not
available in the PDF format. Examples include: Username and UBL. To include these fields or view
the full list of additional fields, from the parameters screen, select Advanced and then choose
Columns.

5. Select Run Report to display the report in the selected output format.
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Description and Usage

The Coder Productivity Report gives a list of accounts coded by each coder. The report also gives
totals  by Stay Type, Subtype, Finish Date Summary by Coder, and Revised Date Summary by
Coder. This report pulls ICD10 information.

Coder Productivity

Listed below is an explanation of each column.

· Finished Date: Pulls from the Grouper Patient Summary screen

· Init (Initials): Pulls from the Grouper Patient Summary screen

· Revised Date: Pulls from the Grouper Patient Summary screen

· Init (Initials): Pulls from the Grouper Patient Summary screen

· Account (Account Number): Pulls from the Patient tab on the Registration and ADT screen

· Stay (Stay Type): Pulls from the Patient tab on the Registration and ADT screen

· Sub (Subtype): Pulls from the Patient tab on the Registration and ADT screen

· Serv (Service code): Pulls from the Patient tab on the Registration and ADT screen

· DRG: Pulls from the Grouper

· SI (Severity Indicator): Pulls from the Grouper Patient Summary screen

· Rel Wt (Relative Weight): This amount is the Medicare Relative Weight for the listed DRG

· APC Verified: If APC verification has been done this field will display a Y. If APC verification has
not been done, the APC Verified field will display N.

· ICD Linked: If the coder has linked the ICD-9 diagnosis codes with the ICD-10 diagnosis codes,
this field will display a Y. If the ICD-9 diagnosis codes have not been linked with the ICD-10
diagnosis codes, then this field will display N.

· Total Charges:  Pulls the total charges from the account detail
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Report Summary

Listed below is an explanation of each column.

· Initials: Pulls from the Grouper Patient Summary screen

· Total Accounts: Pulls the total number of accounts coded for each coder

· Total Charges: Pulls the total charges of all accounts listed on the report for the listed summary
section
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23.10 Coding Summary

The Coding Summary provides a detailed recap of the diagnosis and procedure information that was
entered on the Grouper for a specific patient. 

How to Print

1. Select Reports from the Application Drawer.

2. Select Coding Summary 

3. Select report parameters:
· Facility: Select the desired Facility from which to pull information. (Only Facilities selected for

access under that User Based Login will be available for selection.)
· Visit ID: Select this to include only those patients that do not have a discharge date. 
· Admit Date Range: Enter the desired admission date range or leave blank for dates.
· Discharge Date Range: Enter the desired discharge date range or leave blank for dates.

§ NOTE: It is not necessary to load both an admission and discharge date range. If both an
admission and discharge date range are entered, the account must fall into both date
ranges in order to pull to the report.

· Stay Type: Enter the desired Stay Type or leave blank for all stay types.
· Physician Number: Enter the desired Physician Number or leave blank for all physicians.
· Department/Nursing Station: Enter the desired nursing station to display only those

accounts assigned to that nursing station.
§ NOTE: When specifying a nursing station, Thrive will look to the patient's current nursing

station or the last nursing station that they were assigned. 

· Coder Initials: Enter a specific coder initials or skip to print report for all.
· Sections to Exclude: Select one or more of the following desired sections to exclude or leave

blank to print all:
§ Exclude Physician Section
§ Exclude Chief complaint/Admitting Diagnosis/Reason for Visit Section
§ Exclude Diagnosis Section
§ Exclude Procedure Section
§ Exclude DRG Section

· Include Cover Sheet: Select this option to include a Cover Sheet with the report.
· Safe Mode: Select this option to print report in safe mode.
· Output Format: Use the drop-down box to select one of the following report Format options:

§ PDF
§ XML 
§ CSV
§ HTML
§ MAPLIST
§ TXT

4. Select Run Report to display the report in the selected output format. 
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Description and Usage

This report allows the Coding Summary to be printed for multiple patients at one time. The report will
display a summary of the coding that was completed on the Grouper. 

The primary purpose of the Coding Summary is to provide Medical Records with a printed document
with current diagnosis and procedure codes that have been entered for individual patients. Because
the anticipated reimbursement, charges-to-date and geometric length of stay is provided,
coordinators can monitor and manage patient stays in a more efficient and effective manner.
Physicians may use these documents to verify diagnosis and procedure codes entered for their
patients.

Demographics

Listed below is an explanation of each column.

· Patient Account: Pulls from the Registration and ADT screen 

· Patient Name: Pulls from Patient tab on the Registration and ADT screen 

· Age: Pulls from Patient tab on the Registration and ADT screen 

· Sex: Pulls from Patient tab on the Registration and ADT screen

· MR# (Medical Record Number): Pulls from Patient tab on the Registration and ADT screen 

· Room:Pulls from the Registration and ADT screen

· Department: Pulls the department /nursing station associated with the patient's room

· Address/City/State/County/Zip: Pulls from Patient tab on the Registration and ADT screen

· Admit Date: Pulls from Stay tab on the Registration and ADT screen

· Admit Code: Pulls from Stay tab on the Registration and ADT screen

· Disch Date (Discharge Date): Pulls from Stay tab on the Registration and ADT screen

· Disch Code (Discharge Code): Pulls from Stay tab on the Registration and ADT screen

· Service Cd (Service Code): Pulls from Patient tab on the Registration and ADT screen 
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· Financial Class: Pulls from Guarantor/Ins tab on the Registration and ADT screen

Physicians

Listed below is an explanation of each column.

· Physician Name: Pulls from the Patient's Physician list on the Procedures screen in the Grouper

· Physician Number: Pulls from the Patient's Physician list on the Procedures screen in the
Grouper

· Role/Type: Pulls from the Patient's Physician list on the Procedures screen in the Grouper

Chief Complaint/Admitting Diagnosis/Reason for Visit

Listed below is an explanation of each column.

· Code: Pulls from the Diagnosis and Chief Complaint screens on the Grouper

· Description: Pulls from the Diagnosis and Chief Complaint screens on the Grouper
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Diagnosis Codes

Listed below is an explanation of each column.

· Rank: Pulls from the Diagnosis screen on the Grouper

· Code: Pulls from the Diagnosis screen on the Grouper

· Description: Pulls from the Diagnosis screen on the Grouper

Listed below is an explanation of each column.

· Rank: Pulls from the Procedures screen on the Grouper

· Code: Pulls from the Procedures screen on the Grouper

· Modifiers: Pulls from the Procedures screen on the Grouper

· Description: Pulls from the Procedures screen on the Grouper

· Date (Procedure Date): Pulls from the Procedures screen on the Grouper

· Surgeon: Pulls from the Procedures screen on the Grouper
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Listed below is an explanation of each column.

· DRG/APR DRG: Pulls from the Grouper. The severity/mortality indicator only populates when the
3M APR DRG® Software is utilized within the medical records encoder functionality. Valid
indicators are 1, 2, 3 and 4.

· Description: Pulls the description of the DRG which pulls from the appropriate DRG table based
on Financial Class

· ALSO (Actual Length of Stay): This value is the calculated number of midnights that a patient is
in a bed.

· GLOS (Geometric Length of Stay): The GLOS for the DRG listed in the DRG column.

· Relative Weight: Pulls the relative weight which pulls from the appropriate DRG table based on
Financial Class

· Expected Reimbursement: Pulls the expected reimbursement associated with the computed
DRG

23.11 Coding with Item Detail

The Coding with Item Detail report displays ICD-10 diagnosis and procedure codes, patient
information, guarantor information, insurance information, physicians, and item information. 

How to Print

1. Select Reports from the Application Drawer.

2. Select Coding with Item Detail 

3. Select report parameters:
· Facility: Select the desired Facility from which to pull information. (Only Facilities selected for

access under that User Based Login will be available for selection.)
· Suppress Social Security Number: When selected the patient's Social Security Number will

display as "###-##-####" on the report. 
· Admit Date Range: Enter the desired admission date range or leave blank for all dates.
· Discharge Date Range: Enter the desired discharge date range or leave blank for all dates.

§ NOTE: It is not necessary to load both an admission and discharge date range. If both an
admission and discharge date range are entered, the account must fall into both date
ranges in order to pull to the report.

· Visit ID: Select this to include only those patients that do not have a discharge date. 
· Stay Type: Enter the desired Stay Type or leave blank for all stay types.
· Subtype: Enter a specific subtype or leave blank for all subtypes.
· Service Code: Enter a specific service code or leave blank for all service codes.
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· Physician Number: Enter the desired Physician Number or leave blank for all physicians.
· Physician Role: Select a Physician Type from the drop-down menu or leave blank for all

roles.
· Diagnosis Code Range: Enter the desired ICD-10 range or leave blank for all diagnosis

codes.
· Procedure Code Range: Enter the desired ICD-10 range or leave blank for all procedure

codes.
· HCPCs Code Range: Enter the desired HCPCs range or leave blank for all HCPC codes.
· Discharge Code: Enter the desired Discharge Code or leave blank for all discharge codes.
· Sections to Exclude: Select one or more of the following desired sections to exclude or leave

blank to print all:
§ Exclude Patient Information
§ Exclude Guarantor Information
§ Exclude Diagnosis Information
§ Exclude Procedure Information
§ Exclude Physician Information
§ Exclude Insurance Information
§ Exclude Item Information

· Include Cover Sheet: Select this option to include a Cover Sheet with the report.
· Safe Mode: Select this option to print report in safe mode.
· Output Format: Use the drop-down box to select one of the following report Format options:

§ PDF
§ XML 
§ CSV
§ HTML
§ MAPLIST
§ TXT

4. Select Run Report to display the report in the selected output format.

Description and Usage

This report is commonly used for E&M, Press Ganey, and other site specific reporting needs. Below
is an explanation of each section that displays on the report.
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Coding with Item Detail - Demographics

Listed below is an explanation of each column.

· Patient Account: Pulls from the Registration and ADT screen 

· Patient Name: Pulls from Patient tab on the Registration and ADT screen 

· Admit Date/Time/Code: Pulls from Stay tab on the Registration and ADT screen

· Discharge Date/Time/Code: Pulls from Stay tab on the Registration and ADT screen

· ST (Stay Type): Pulls from Patient tab on the Registration and ADT screen

· Subtype: Pulls from Patient tab on the Registration and ADT screen 

· Service (Service Code): Pulls from Patient tab on the Registration and ADT screen 

· ER Arrival: Pulls from ER Log on the Registration and ADT screen

· DRG: Pulls from the Grouper

· APR: The severity/mortality indicator only populates when the 3M APR DRG® Software is utilized
within the medical records encoder functionality. Valid indicators are 1, 2, 3 and 4.

· Ins (Insurance): Pulls from the Guarantor/Ins tab on the Registration and ADT screen

· Contr Cd (Contract Code): Pulls from the Guarantor/Ins tab on the Registration and ADT screen
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Coding with Item Detail - Patient

Listed below is an explanation of each column.

· DOB (Date of Birth): Pulls from Patient tab on the Registration and ADT screen. 

· Age: Pulls from Patient tab on the Registration and ADT screen 

· Sex: Pulls from Patient tab on the Registration and ADT screen

· SSN (Social Security Number): Pulls from Patient tab on the Registration and ADT screen

· Home Phone: Pulls from Patient tab on the Registration and ADT screen

· Cell Phone: Pulls from Patient tab on the Registration and ADT screen

· Marital Status: Pulls from Patient tab on the Registration and ADT screen

· Patient Address/City/State/County/Zip: Pulls from Patient tab on the Registration and ADT
screen

Coding with Item Detail - Guarantor

Listed below is an explanation of each column.

· Name: Pulls from Guarantor/Ins tab on the Registration and ADT screen

· Sex: Pulls from Guarantor/Ins tab on the Registration and ADT screen 

· DOB (Date of Birth): Pulls from Guarantor/Ins tab on the Registration and ADT screen

· SSN (Social Security Number): Pulls from Guarantor/Ins tab on the Registration and ADT screen

· Home Phone: Pulls from Guarantor/Ins tab on the Registration and ADT screen

· Cell Phone: Pulls from Guarantor/Ins tab on the Registration and ADT screen

· Employer: Pulls from Guarantor/Ins tab on the Registration and ADT screen
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· Occupation: Pulls from Guarantor/Ins tab on the Registration and ADT screen

· Address/City/State/Zip: Pulls from Guarantor/Ins tab on the Registration and ADT screen

Coding with Item Detail - Diagnosis

Listed below is an explanation of each column.

· Diagnosis Type: Pulls from the Diagnosis and Chief Complaint screens on the Grouper

· Code: Pulls from the Diagnosis and Chief Complaint screens on the Grouper

· POA (Present on Admission): Pulls from the Diagnosis screen on the Grouper

· Description: Pulls from the Diagnosis and Chief Complaint screens on the Grouper

Coding with Item Detail - Procedure

Listed below is an explanation of each column.

· Code: Pulls from the Procedures screen on the Grouper

· HCPCS: Pulls from the Procedures screen on the Grouper

· Description: Pulls from the Procedures screen on the Grouper

· Modifiers: Pulls from the Procedures screen on the Grouper

· Surgeon: Pulls from the Procedures screen on the Grouper

· 2nd Surg (Second Surgeon): Pulls from the Procedures screen on the Grouper

· Proc Date (Procedure Date): Pulls from the Procedures screen on the Grouper
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Coding with Item Detail - Physicians

Listed below is an explanation of each column.

· Physician Name: Pulls from the Patient's Physician list on the Procedures screen in the Grouper

· Physician Number: Pulls from the Patient's Physician list on the Procedures screen in the
Grouper

· Role/Type: Pulls from the Patient's Physician list on the Procedures screen in the Grouper

Coding with Item Detail - Insurance

Listed below is an explanation of each column.

· Code: Pulls from the Policy Information screen

· Description: Pulls from the Policy Information screen

· Primary: Pulls from the Policy Information screen

· DOB (Date of Birth): The subscriber's Date of Birth from the Policy information screen

· Contract#: Pulls from the Policy Information screen

· Group Info (Group Information): Pulls from the Policy Information screen

· Expected Pay: Pulls the calculated Expected Pay for the financial class

· Reimbursement: Pulls the reimbursement amount entered during insurance receipting

· Contractual: Pulls the contractual amount entered during insurance receipting
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Coding with Item Detail - Item Information

Listed below is an explanation of each column.

· Item: Displays the item charged from the patient's Account Detail.

· Description: Pulls the description of the item from Page 1 of the Item Master.

· Quantity: Pulls from the patient's Account Detail.

· SC (Summary Code): Displays the Summary Code attached to the charge. Summary Codes are
loaded per item on Page 1 of the Item Master.

· Rev Cd (Revenue Code): Displays the Revenue Code attached to the Summary Code. Revenue
Codes are loaded on Page 1 of the Charge Summary Code table.

· AR Date (Accounts Receivable Date): Pulls from the patient's Account Detail.

· Service Dt (Service Date): Pulls from the patient's Account Detail.

· CPT Code: Displays the CPT Code attached to the charge. CPT Codes are loaded on Page 1 of
the Item Master.

· Type: Pulls the transaction type from the patient's Account Detail.

· Amount: Displays the current price for the item charged. The Current Price is loaded in the Item
Pricing table within the Item Master.

· Cost: The cost is calculated by multiplying the item price listed in the Item Master by the Ratio of
Costs to Charges listed in the Charge Summary Code table.



HIM Print Reports258

© 2025 TruBridge

23.12 Cost Analysis By Physician

The Cost Analysis By Physician report provides a listing of all physicians reimbursed for each DRG
and gives a cost analysis by Physician. For ICD-9 DRG data, please see the traditional Cost
Analysis By Physician  report. 

How to Print

1. Select Reports from the Application Drawer.

2. Select Cost Analysis By Physician

3. Select report parameters:
· Facility: Select the desired Facility from which to pull information. (Only Facilities selected for

access under that User Based Login will be availablea for selection.)
· Discharge Date Range: Enter the desired discharge date range or leave blank for all dates.
· Financial Class: Enter the desired financial class. Use * to wildcard insurance companies or

leave blank to print for all financial classes. 
· Physician: Enter the desired Physician Number or leave blank for all physician numbers.
· Bad Debt Percentage: Enter the percentage that will be considered un-collectable debt. The

bad debt percentage will be based on the patient portion and will be included in the calculation of
the Profit & Loss.

· Sections to Exclude: Select one or more of the following desired sections to exclude or leave
blank to print all:
§ Exclude Grand Totals

· Level of Detail: Use the drop-down box to select one of the following options:
§ Detail
§ Summary

· Include Cover Sheet: Select this option to include a Cover Sheet with the report.
· Safe Mode: Select this option to print report in safe mode.
· Output Format: Use the drop-down box to select one of the following report Format options:
§ PDF
§ XML 
§ CSV
§ HTML
§ MAPLIST
§ TXT

83
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Description and Usage

This report provides a listing of all physicians reimbursed for each DRG and gives a cost analysis by
Physician. There will be a Visit Details, DRG Totals and Physician Totals section for each physician
and a Grand Totals section at the end of the report. The Visit Details section displays the DRG, visit
number, DRG revenue (total charges), ratio of cost-to-charges, DRG reimbursement, contractual
amount, non-DRG revenue (patient portion), bad debt percentage, profit and loss, geometric length
of stay, length of stay and  the length of stay difference. The DRG, Physician and Grand Totals
sections display the DRG, the number of patients, DRG revenue (total charges), ratio of cost-to-
charges, DRG reimbursement, contractual amount, average contractual, non-DRG revenue (patient
portion), bad debt percentage, profit and loss, average profit and loss, the geometric length of stay,
length of stay and  the length of stay difference.

This report is an effective tool for analyzing the performance of physicians in relation to DRG costs
and lengths of stay on individual DRGs. Administrators can evaluate the DRG revenue, cost,
reimbursement and contractual cost for each physician to determine areas of profitability. This report
also allows managers to analyze the profit or loss on a specific DRG considering a certain
percentage of un-collectable debt.

Cost Analysis By Physician

Listed below is an explanation of each column.

Visit Details

· DRG: Pulls from the Grouper.

· Visit Number: The total number of patients for the listed physician and DRG.

· DRG Rev (DRG Revenue): Pulls charges from the patient’s Account Detail except for any
charges that have “Include in DRG Rep” set to “N” in the Summary Charge Code Table.
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· DRG RCC (Ratio of Cost to Charges): The amount in the DRG REV column is multiplied by the
percent loaded in the DRG RCC field within the Summary Charge Code table to determine the
Cost.

· DRG Reimb (DRG Reimbursement): The Medicare DRG Reimbursement loaded in the DRG
table.

· Contr (Contractual): The DRG Reimbursement and patient portion is subtracted from the DRG
Revenue to compute the Contractual.

· Non-DRG Revenue: The difference between the total charges and the expected pay amount that
will be billed to the Insurance Company.

· Bad Debt % (Bad Debt Percentage): The bad debt percentage entered when printing the report.
The bad debt percentage will be multiplied by the Patient Portion to obtain the Bad Debt
Percentage amount.

· P&L (Profit and Loss): The DRG RCC and Bad Debt Percentage subtracted from the DRG
Reimbursement and patient portion to compute the Profit and Loss.

· GEO LOS (Geometric Length of Stay): For the listed DRG.

· LOS (Length of Stay): The total number of patient days.

· DIFF (Difference):  The Geometric Length of Stay minus the Length of Stay. 

Totals

· DRG: Pulls from the Grouper.

· # of Pats (Number of Patients): The total number of patients for the listed physician and DRG.

· DRG Rev (DRG Revenue): Pulls charges from the patient’s Account Detail except for any
charges that have “Include in DRG Rep” set to “N” in the Summary Charge Code Table.

· DRG RCC (Ratio of Cost to Charges): The amount in the DRG REV column multiplied by the
percent loaded in the DRG RCC field within the Summary Charge Code table to determine the
Cost.

· DRG Reimb (DRG Reimbursement): The Medicare DRG Reimbursement.

· Contr (Contractual): The DRG Reimbursement and patient portion subtracted from the DRG
Revenue to compute the Contractual.

· Avg Contr (Average Contractual): The Contractual divided by the number of patients for the
listed DRG computes the Average Contractual.

· Non-DRG Revenue: The difference between the total charges and the expected pay amount that
will be billed to the Insurance Company.
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· Bad Debt % (Bad Debt Percentage): The bad debt percentage entered when printing the report.
The bad debt percentage will be multiplied by the Patient Portion to obtain the Bad Debt
Percentage amount.

· P&L (Profit and Loss): The DRG RCC and Bad Debt Percentage subtracted from the DRG
Reimbursement and patient portion to compute the Profit and Loss.

· Avg P&L (Average Profit and Loss): The Profit and Loss divided by the number of patients for
the listed DRG computes the Average P&L.

· GEO LOS (Geometric Length of Stay): For the listed DRG.

· Avg LOS (Average Length of Stay): The total number of patient days divided by the total
number of patients.

· DIFF (Difference):  The Geometric Length of Stay minus the Average Length of Stay. 

23.13 Death Register - Report Writer

The Death Register lists all patients that have expired within a designated month.

How to Print

1. Select Report Dashboard from the Application Drawer.

2. Select Death Register   

3. Select report parameters:
· Facility: Select the desired Facility from which to pull information. (Only Facilities selected for

access under that User Based Login will be available for selection.)
· Admit Date Range: Enter the desired admission date range or leave blank for all dates.
· Discharge Date Range: Enter the desired discharge date range or leave blank for all dates.

§ NOTE: It is not necessary to load both an admission and discharge date range. If both an
admission and discharge date range are entered, the account must fall into both date
ranges in order to pull to the report.

· Sections to Exclude: Select one or more of the following desired sections to exclude or leave
blank to print all:
§ Exclude Patient Total

· Level of Detail: Use the drop-down box to select one of the following options:
§ Detail
§ Summary
§ Report Summary Only

· Include Cover Sheet: Select this option to include a Cover Sheet with the report.
· Safe Mode: Select this option to print report in safe mode.
· Output Format: Use the drop-down box to select one of the following report Format options:

§ PDF
§ XML 
§ CSV
§ HTML
§ MAPLIST
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§ TXT

NOTE: When using the CSV option, additional fields may be included in the report that are not
available in the PDF format. To include these fields or view the full list of additional fields, from the
parameters screen, select Advanced and then choose Columns.

4. Select Run Report to display the report in the selected output format.

Description and Usage

The Death Register lists in Discharge date sequence by Stay Type all patients that have expired in
the designated month. This report may be printed and submitted to the Department of Permanent
Vital Statistics. Discharge Codes that will pull to this report are 20, 40, 41 and 42.

Death Register

Listed below is an explanation of each column.

· Patient Name: Pulls from Patient tab on the Registration and ADT screen. 

· Room (Room Number): Pulls to this column.

· Number (Account Number): Pulls from Registration and ADT screen.

· Age: Is calculated from the Birth Date on Patient tab on the Registration and ADT screen.

· Sex: Pulls from Patient tab on the Registration and ADT screen.

· MS (Marital Status): Pulls from Patient tab on the Registration and ADT screen.

· Service (Service Code): Pulls from Patient tab on the Registration and ADT screen.

· Days: This column pulls the number of days the patient was admitted.

· Admitting Cond (Admitting Condition): Pulls from Stay tab on the Registration and ADT screen.

· Admitting Cd (Admission Code): Pulls from Stay tab on the Registration and ADT screen.

· Physician (Attending Physician): Pulls from Stay tab on the Registration and ADT screen.
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· Admitted (Admit Date): Pulls from Stay tab on the Registration and ADT screen.

· Disc (Discharge Date): Pulls from Stay tab on the Registration and ADT screen.

· Med-Rec# (Medical Record Number): Pulls from Patient tab on the Registration and ADT
screen.

23.14 Diagnosis Variance Report

The Diagnosis Variance Report will list billed insurance claims where diagnosis information differs
between Insurance and Medical Records.

How to Print

1. Select Reports from the Application Drawer.

2. Select Diagnosis Variance Report 

3. Select report parameters:
· Facility: Select the desired Facility. (Only Facilities selected for access under that User Based

Login will be available for selection.)
· Billed Date Range: Enter the desired billed date range or leave blank for all billed claims.
· Financial Class: Enter the desired financial class. Use * to wildcard insurance companies or

leave blank to print for all financial classes. 
· Account Number: Enter in the desired account number or leave blank for all account

numbers.
· Include Cover Sheet: Select this option to include a Cover Sheet with the report. 
· Safe Mode: Select this option if the report would not build due to bad data being in a field. If

the report has bad data, a message will appear stating to run report using the Safe Mode. If
selected, Safe Mode will replace all of the bad characters with a ?. This will allow the intended
report to generate. The bad data may then be seen and can be corrected from the account
level.

· Output Format: Use the drop-down box to select one of the following report Format options: 
§ HTML
§ PDF
§ XML 
§ CSV
§ MAPLIST
§ TXT

· Page Orientation: Use the drop-down box to select one of the following page orientation
options:
§ LANDSCAPE
§ PORTRAIT

4. Select Run Report to display the report in the selected output format.
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Description and Usage

The Diagnosis Variance Report will list billed insurance claims where diagnosis information differs
between Insurance and Medical Records. Insurance diagnosis information pulls from within the Ins
Diag/Proc option or the Grouper when the Insurance and Insurance Admitting radio buttons are
selected. Medical Records diagnosis information pulls from within the Ins Diag/Proc option or the
Grouper when the Diagnosis and Admitting Diagnosis radio buttons are selected. If the admitting and
other diagnoses loaded on the account differ in these two areas the account will pull to the report.

See Insurance Diagnoses for more information.

Diagnosis Variance Report

Listed below is an explanation of each column.

· Account Number: Pulls from the Registration and ADT screen

· Patient Name: Pulls from the Patient tab on the Registration and ADT screen

· Fin. Class (Financial Class): Pulls from Policy Information

· Set:This field represents the sequence number of a particular financial class on a patient account.
If there are multiple claims with the same financial class on the account, the system will assign a
set number of 001, 002, etc.

· Billed Date: Pulls the billed date of the claim

· Total Charges: The total amount of charges pulls from Account Detail

· Diagnosis Grouper: Pulls diagnosis codes that are listed when the Diagnosis and Admitting
Diagnosis radio buttons are selected from within the Ins Diag/Proc option on the Grouper

· Diagnosis Insurance: Pulls diagnosis codes that are listed when the Insurance and Insurance
Admitting radio buttons are selected from within the Ins Diag/Proc option on the Grouper

http://cphelp.cpsi.com/v19/ptmgt/ins/insurance_diagnoses.php
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23.15 DRG Comparative

The DRG Comparative report is a tool that may be used to see any differences in the ICD9
computed DRG and ICD10 computed DRG along with the corresponding reimbursement amounts.
The report will calculate the difference in the expected payment for each account; which is the
expected DRG reimbursement.

How to Print

1. Select Reports from the Application Drawer.

2. Select DRG Comparative

3. Select Select.

4. Select the desired report parameters.
· Facility: Select the desired Facility. (Only Facilities selected for access under that User Based

Login will be available for selection)
· DRG Range: Enter the ICD9 computed DRG range, or leave blank for all.
· Physician Number: Enter the desired physician number range or leave blank for all.
· Discharge Date Range: Enter the discharge date range.
· Coder Initials: Enter a specific coder's initials or leave blank for all.
· Stay Type: Enter a specific stay type or leave blank for all.
· Subtype: Enter a specific subtype or leave blank for all.
· Service Code: Enter a specific service code or leave blank for all.
· Financial Class: Enter a specific financial class or leave blank for all.
· Exclude if DRG is the same: Select to exclude if the ICD9 and ICD10 DRG is the same, or

leave blank for all.
· Sections to Exclude: Select to exclude or leave blank to print all:

§ Exclude DRG Summary:
· Level of Detail: Use the drop-down box to select one of the following options:

§ Detail
§ Report Summary Only

· Include Cover Sheet: Select this option to include a Cover Sheet with the report.
· Safe Mode: Select this option to print report in safe mode.
· Output Format: Use the drop-down box to select one of the following report Format options:

§ PDF
§ XML 
§ CSV
§ HTML
§ MAPLIST

5. Select Run Report to display the report in the selected output format.
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Description and Usage

The DRG Comparative report is a tool that may be used to see any differences in the ICD9
computed DRG and ICD10 computed DRG along with the corresponding reimbursement amounts.
The report will calculate the difference in the expected payment for each account; which is the
expected DRG reimbursement. If the ICD9 expected payment amount is greater, the value will
display as a negative amount. If the ICD10 expected payment amount is greater, the value will
display as a positive amount. There is a grand total at the end of the report that will include the Total
Difference in expected payment and the Case Mix for each code type.

DRG Comparative

Listed below is an explanation of each column.

· Account# (Account Number): Pulls from the Patient tab on the Registration and ADT screen

· Discharge Dt (Discharge Date): Pulls from the Stay tab on the Registration and ADT screen

· Stay (Stay Type): Pulls from the Patient tab on the Registration and ADT screen

· Sub (Subtype): Pulls from the Patient tab on the Registration and ADT screen

· Serv (Service code): Pulls from the Patient tab on the Registration and ADT screen

· FC (Financial Class): Pulls from the Guarantor/Ins tab on the Registration and ADT screen

· Physician: Pulls from the Stay tab on the Registration and ADT screen

· Coder: Pulls from the Grouper Patient Summary screen

· Finished Date: Pulls from the Grouper Patient Summary screen.

· Ver (Version): Version 9 line of detail pulls the ICD9 computed DRG information. Version 10
line of detail pulls the ICD10 computed DRG information.

· DRG: Pulls from the Grouper Patient Summary screen

· Rel Wt (Relative Weight): Pulls for the DRG

· GLOS (Geometric Length of Stay):  Pulls for the DRG

· Exp Pay (Expected Payment): Pulls from the Grouper Patient Summary screen
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· Difference: Pulls the difference between the ICD9 computed DRG and ICD10 computed DRG
expected payment amounts. If the ICD9 expected pay amount is greater, the value should display
as a negative amount. If the ICD10 expected payment amount is greater, the value should display
as a positive amount.

· Total Difference: Pulls the overall difference in ICD9 computed DRG and ICD10 computed DRG
expected payment amounts. If the ICD9 expected payment amount is greater, the value should
display as a negative amount. If the ICD10 expected payment amount is greater, the value should
display as a positive amount.

· ICD-9 CMI: Pulls the overall case mix for all ICD9 computed DRGs

· ICD-10 CMI: Pulls the overall case mix for all ICD10 computed DRGs

23.16 ER Log - Report Writer

The ER Log contains patient information that is entered for emergency room patients upon arrival.
This report also contains summary totals based on disposition, mode of arrival and triage level.

How to Print

1. Select Print Reports from the Hospital Base Menu.

2. Select Census.

3. Select Mthly/Misc.

4. Select ER Log.

5. Select a print option.

6. Select report parameters:
· Facility: Select the desired Facility. (Only Facilities selected for access under that User Based

Login will be available for selection.) 
· Admit Date Range: Enter an admission date range.
· Mode of Arrival Code/Description: Enter a single mode of arrival code and/or description for

review or leave blank to see all modes of arrival.
· Triage Level Code/Description: Enter a single triage level code and/or description for

review or leave blank to see all triage levels.
· Attending Physician Number/Name: Enter a single attending physician number and/or

name for review or leave blank to see all triage levels.
· Sections to Exclude: Select one or more of the following desired sections to exclude or leave

blank to print all:
§ Exclude Disposition Summary
§ Exclude Mode of Arrival Summary
§ Exclude Triage Level Summary
§ Exclude Total Visits

· Level of Detail: Use the drop-down box to select one of the following options:
§ Detail
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§ Summary
§ Report Summary Only

· Include Cover Sheet: Select this option to include a Cover Sheet with the report.
· Output Format: Use the drop-down box to select one of the following report Format options:

§ HTML
§ PDF
§ XML
§ CSV

7. Select Run Report to display the report in the selected output format. 

Description and Usage

The ER Log lists patient information as entered for each patient during registration. This report
contains patient data concerning the disposition, mode of arrival and triage level. These categories
are also summarized on the totals page at the end of the report.

ER Log

Listed below is an explanation of each column.

· Account (Patient Account Number): Pulls from Patient Functions.

· Patient Name: Pulls the patient name from the Patient tab on the Registration and ADT screen.

· Age: Is calculated from the birthdate in the Patient tab on the Registration and ADT screen.

· Sex: Pulls from the Patient tab on the Registration and ADT screen.

· MR# (Medical Record Number): Pulls from the Patient tab on the Registration and ADT screen.

· FC (Financial Class): Pulls from the Guarantor/Ins tab on the Registration and ADT screen.
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· Attending Phy (Attending Physician): Pulls from the ER Log. This field defaults to the Attending
Physician loaded on the Stay tab on the Registration and ADT screen but may be over-keyed if
necessary.

· Primary Care Phy (Primary Care Physician): Pulls the Primary Care Physician from the Stay
tab on the Registration and ADT screen.

· Stay Type:  Pulls from the Patient tab on the Registration and ADT screen.

· Subtype:  Pulls from the Patient tab on the Registration and ADT screen.

· Service Code:  Pulls from the Patient tab on the Registration and ADT screen.

· Admit Date/Time (Admission Date and Time): Pulls from the ER Log.

· Admit Code: Pulls from the ER Log.

· Discharge Date/Time: Pulls from the ER Log.

· Disch Code (Discharge Code): Pulls from the ER Log.

· Disch Condition (Discharge Condition): Pulls from the ER Log.

· Mode of Arrival (Mode of Arrival Code and Description): Pulls from the code entered in the
ER Log.

· Triage Level (Triage Level Code and Description): Pulls from the code entered in the ER Log.

· Services: Pulls from the ER Log.

· Arrival Date/Time: Pulls from the ER Log..

· Phys Admit Date/Time (Physician Admission Date and Time): Pulls from the ER Log..

· Disposition (Disposition Code and Description): Pulls from the code entered in the ER Log.

· Chief Complaint: Pulls from the ER Log. This field defaults to the chief complaint loaded on the
Clinical tab on the Registration and ADT screen but may be over-keyed if necessary.

ER Log (Totals)
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· Code (Disposition Code): Pulls from the code entered in the ER Log.

· Disposition (Disposition Code Description): Pulls from the code entered in the ER Log.

· Total: This is the total of visits for each disposition code listed.

· Code (Mode of Arrival Code): Pulls from the code entered in the ER Log.

· Mode of Arrival (Mode of Arrival Code Description): Pulls from the code entered in the ER
Log.

· Total: This is the total of visits for each mode of arrival code listed.

· Code (Triage Level Code): Pulls from the code entered in the ER Log.

· Triage Level (Triage Level Code Description): Pulls from the code entered in the ER Log.

· Total: This is the total of visits for each triage level code listed.

· Total Visits: This is the grand total of visits on the report for each section.

23.17 E-Signed Images 

The E-Signed Images report will identify all images that have been signed in a specified date range.

How to Print

1. Select Reports from the Application Drawer.

2. Select E-Signed Images Status 

3. Select Select. 

4. Select the desired report parameters.
· Facility: Select the desired Facility. (Only Facilities selected for access under that User Based

Login will be available for selection.)
· Signature Date Range: Enter the signature date range.
· File Index Type Title: Enter the desired File Index Type Title, or leave blank.
· File Index Report Code: Enter the desired File Index Report Code, or leave blank.
· Include Cover Sheet: Select this option to include a Cover Sheet with the report.
· Output Format: Use the drop-down box to select one of the following report Format options:

§ HTML
§ PDF
§ XML 
§ CSV

5. Select Run Report to display the report in the selected output format. 
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Description and Usage

The E-Signed Image Status report will identify all images that have been signed in a specified date
range. The report will list the date, time, User Based Login and name of the employee or physician
who signed the document.

Signed Image Status

Listed below is an explanation of each column.

· Account# (Account Number): Pulls patient's account number from Patient Functions.

· Document ID: Pulls the Document ID assigned to the image.

· Title: Pulls the name of the Image Title assigned to the document at the time of scanning.

· Sign Date: Pulls the date the image was signed.

· Time:  Pulls the time the image was signed.

· Logname: Pulls the User Based Login of the physician or employee logged in when the image
was signed.

· Phy Name (Physician Name): Pulls the name of the physician or employee  who signed the
image.

· Phy Num (Physician Number): Pulls the number of the physician or employee who signed the
image.

· Report Code: The type of file that was attached to the account.
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23.18 Health Care Surveys

Health Care Surveys is a purchased report that allows the user to generate reports in an HTML
format to be sent to the Center for Disease Control (CDC).  There are three different types of reports
that may be generated: Emergency, Inpatient and Outpatient. The reports may be generated for a
single visit or a group of visits using a specific date range. The outcome will produce a zip file that
contains an XML file for each visit that meets the set parameters. 

How to Print

1. Select Reports from the Application Drawer.

2. Select Health Care Surveys 

3. Select Run. 

4. Select the desired report parameters.
· Facility: Select the desired Facility. Defaults to the facility logged on by the user. (Only

Facilities selected for access under that User Based Login will be available for selection.) 
· Report Population: Select the radio button to gather the data from the selected population

that is set up in the Facility Reporting Population.
§ Emergency
§ Inpatient
§ Outpatient 

· Visit Number: Enter an individual account number to run the Health Care Survey for a single
visit. When generating for individual visit numbers the Medical Record Finish Date fields will
become disabled.

· Medical Record Finish Date: Use the drop-down box to select one of the following options to
run the Health Care Survey for a particular date.
§ Manual Selection: Select the Date Picker to enter the desired start and end dates that

should be included in the report population. 
§ Previous Day
§ Previous Week
§ Previous Month
§ Previous Quarter
§ Previous Calendar Year
§ Previous Fiscal Year
§ Last 7 Days
§ Last 30 Days
§ Last 90 Days

5. Select Run Report to display the patient's name and account numbers will display for the report
parameters that were selected . 
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NOTE: The following error will display if there are no populations setup for Emergency, Inpatient or
Outpatient and are selected to be included in the report: "Please complete setup for the selected
Report Population in the Facility Reporting Population table." Selecting OK will return the user to
the report screen with the Report Population selection cleared. The department table of each
department must also have the Healthcare Service Location loaded to generate patients for the
population. For more information on setting up the Facility Reporting Population table and
Department setup, please see the Table Maintenance - Control documentation. 

6. Select Export to save the XML files for each patient that displays. Selecting Configure will return
the user back to the report parameters screen. For additional information on the Report
Destination screen please see Data Export. 

Description and Usage

Health Care Surveys is a purchased report that allows the user to generate Emergency, Inpatient or
Outpatient Health Care Surveys in a format that conforms to the HL7 National Health Care Surveys
Release 1.2. The reports may be generated for a single visit by entering a specific account number
or a group of visits using a specific date range. The outcome will produce a zip file that contains an
XML file for each visit that meets the set parameters. 

Health Care Surveys Report

https://cphelp.cpsi.com/v19/infomgt/table_m_ctrl/index.php?facility_reporting_populations.php
https://userareas.cpsi.com/userareas/Documentation/add_docs/sec/Data_Export.pdf
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Listed below is an explanation of each column.

· Patient Name: Displays the patient names that meet the population parameters.

· Visit (Account Number): Displays the account number that meets the population parameters.

· Total Patients: Displays the number of Patient profiles that meet the population parameters.

· Total Visits: Displays the number of accounts that meet the population parameters. A single
patient profile may have more than one visit that is included within the population parameters. 

23.19 Hospital Acquired Conditions

CMS regulations require facilities to capture Hospital Acquired Conditions and Present on Admission
codes. This report will follow trends with the occurrences of Hospital Acquired Conditions. This
report will only display ICD-10 information. To display ICD-9 information, please see the traditional
Hospital Acquired Conditions  report. 

How to Print

1. Select Reports from the Application Drawer.

2. Select Hospital Acquired Conditions 

3. Select report parameters:
· Facility: Select the desired Facility from which to pull information. (Only Facilities selected for

access under that User Based Login will be available for selection.)
· Discharge Date Range: Enter the desired discharge date range or leave blank for dates.
· Visit ID: Select this to include only those patients that do not have a discharge date. 
· Stay Type: Enter the desired Stay Type or leave blank for all stay types.

§ NOTE: The default for this field will be 1 to display only Inpatient accounts. 

· Service Code: Enter a specific service code or leave blank for all service codes.
· Financial Class: Enter the desired financial class. Use * to wildcard insurance companies or

leave blank to print for all financial classes. 
§ NOTE: The default for this field will be M** to display only Medicare accounts.

· Physician Number: Enter the desired Physician Number or leave blank for all physicians.
· Nursing Station: Enter the desired nursing station to display only those accounts assigned to

that nursing station.
§ NOTE: When specifying a nursing station, Thrive will look to the patient's current nursing

station or the last nursing station that they were assigned.

· Sections to Exclude: Select one or more of the following desired sections to exclude or leave
blank to print all:
§ Exclude Diagnosis Section
§ Exclude Hospital Acquired Condition Totals
§ Exclude Hospital Acquired Condition Grand Totals
§ Exclude Present on Admission Totals
§ Exclude Present on Admission Grand Total

· Level of Detail: Use the drop-down box to select one of the following options:
§ Detail

97



Report Dashboard 275

© 2025 TruBridge

§ Report Summary Only
· Include Cover Sheet: Select this option to include a Cover Sheet with the report.
· Safe Mode: Select this option to print report in safe mode.
· Output Format: Use the drop-down box to select one of the following report Format options:

§ PDF
§ XML 
§ CSV
§ HTML
§ MAPLIST
§ TXT

4. Select Run Report to display the report in the selected output format.

Description and Usage

This report will list accounts with Hospital Acquired Conditions (HAC). The following setting will
determine which accounts pull to the report. 

· The Medical Record Control Table must have the field "Report Hospital Acquired Conditions"
selected for this report to display HAC information. The table may be accessed by selecting
Hospital Base Menu > Master Selection > Business Office Tables > Business Office Table
Maintenance > Med Rec.

· The LTCH field must be set to "N" on AHIS, page 4 for this report to display HAC information. 

· If the Psych PPS field is set to "Y" on AHIS, page 5, then accounts with a Psychiatric DRG will not
pull to the report. The Psychiatric DRGs may be viewed by selecting Web Client > System Menu
> Master Selection > Business Office Tables > Table Maintenance > Health Information
Management > Psychiatric DRG. 

· If the Psych PPS field is set to "N" on AHIS, page 5, then all accounts with a HAC will display on
the report.

· The account must be an inpatient with a Stay Type 1.

· The account must have a Medicare financial class.

NOTE: The Advanced feature may be selected within Report Writer to display and remove any of
the default filters.
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Hospital Acquired Conditions

Listed below is an explanation of each column.

· MR# (Medical Record Number): Pulls from the Patient tab on the Registration and ADT screen

· Acct# (Account Number): Pulls from Registration and ADT screen

· Discharge Date: Pulls from Stay tab on the Registration and ADT screen

· DRG: Pulls from the Grouper

· ALSO (Actual Length of Stay): This value is the calculated number of midnights that a patient is
in a bed.

· Room:Pulls from the Registration and ADT screen

· Nursing Station: Pulls the Nursing Station associated with the Patient's room

· Physician Number: Pulls the physician number of the attending physician

· Physician Name: Pulls the attending physician name

· Total Charges: Pulls the total amount of all charges

· Reimbursement: Pulls the expected reimbursement associated with the computed DRG

· Code: Pulls from the diagnoses with a Code Class of H from the Diagnosis screen on the Grouper

· POA (Present on Admission): Pulls the POA indicator for the diagnosis code

· Description: Pulls the description of the diagnosis code

· Hospital Acquired Conditions Totals: Displays the total number of accounts for each Hospital
Acquired Condition diagnosis code(s) that was displayed on the report. A grand total will display
the total number of Hospital Acquired Condition diagnosis codes.
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· Present on Admission Totals: Displays the total number of accounts for each POA indicator that
was displayed on the report. A grand total will display the total number of accounts with POA
indicators. 

23.20 Medical Records Billing Report

The Medical Records Billing Report will provide a list of accounts with claims that have not been
coded.

How to Print

1. Select Report Dashboard from the Application Drawer.

2. Select the Medical Records Billing Report

3. Select Select.

4. Select the desired report parameters.
· Facility: Select the desired Facility. (Only Facilities selected for access under that User Based

Login will be available for selection)
· Admit Date Range: Enter the desired admission date range or leave blank for all dates.
· Visit ID: Enter in a specific patient visit/account number or leave blank for all visits.
· Stay Type: Enter a specific stay type or skip to print report for all.
· Sub Type: Enter a specific subtype or leave blank for all subtypes.
· Service Code: Enter a specific service code or skip to print report for all.
· Chart Location: Enter a specific chart location or leave blank for all.
· Exclude Accounts Without Discharge Date: Selecting this option will ensure that only

accounts with a discharge date will display.
· Include Accounts with Finish Date: If this field is selected, then accounts with a Medical

Records Finish Date in the Grouper will be included on the report. 
· Sections to Exclude: Select one or more of the following desired sections to exclude or leave

blank to print all:
§ Exclude Totals by Patient Stay Type
§ Exclude Grand Total

· Level of Detail: Use the drop-down box to select one of the following options: 
§ Detail
§ Report Summary Only

· Include Cover Sheet: Select this option to include a Cover Sheet with the report.
· Safe Mode: Select this option to print report in safe mode.
· Output Format: Use the drop-down box to select one of the following report Format options:

§ PDF
§ XML 
§ CSV
§ HTML
§ MAPLIST

NOTE: When using the CSV option, additional fields may be included in the report that are not
available in the PDF format. Examples include: Username, UBL, HIM Coding Status, HIM Coding
Status Date/Time, HIM Coding Status Username, and Accountants Category. To include these
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fields or view the full list of additional fields, from the parameters screen, select Advanced and
then choose Columns.

5. Select Run Report to display the report in the selected output format.

Description and Usage

The Medical Records Billing Report provides a list of accounts that have not been coded by the
Medical Records Department. To display on the report, the account must not have a Contract Code
on the Guarantor/Ins tab or a Finish Date in the Grouper. The report will print by patient type and
service code, then by financial class, physician and days since discharge. Totals for each Stay Type
and a grand total for all Stay Types are provided. The Health Information Management Department
will use this report as a listing of accounts that need to be coded before being billed.

Medical Records Billing Report

Listed below is an explanation of each column.

· Stay Type: Pulls from the Patient tab on the Registration and ADT screen.

· Patient Name: Pulls from the Patient tab on the Registration and ADT screen.

· Account Number: Pulls from Registration and ADT screen.

· MR Number (Medical Record Number): Pulls from the Patient tab on the Registration and ADT
screen.

· Admit Date: Pulls from the Stay tab on the Registration and ADT screen.

· Discharge Date: Pulls from the Stay tab on the Registration and ADT screen.

· Sub Type: Pulls from the Patient tab on the Registration and ADT screen.

· Service Code: Pulls from the Patient tab on the Registration and ADT screen.

· Attending Physician Name: Pulls from Stay tab on the Registration and ADT screen.

· Acct Age (Account Age): Pulls the number of days since discharge.
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· Patient Balance: Pulls the total charges from the account detail.

· Finish Date/Initials: Pulls from the Grouper Patient Summary screen

· Revise Date/Initials: Pulls from the Grouper Patient Summary screen

· Chart Location: The current location of the patient’s chart.

· Chart Location Date: This column displays the date the chart was moved to the current location.

· Comments:Pull from the Comment field of the Insurance Claims Status screen.

Totals By Patient Stay Type

Grand Totals

23.21 Medical Records Disease Index -ICD10 - Report Writer

The Disease Index lists all patients that have been assigned a diagnosis. This report pulls ICD10
codes only.

How to Print

1. Select Other Applications and Functions from the Hospital Base Menu.

2. Select Word Processing.

3. Select Ad Hoc.

4. Select Report Dashboard.

5. Select Add Report.

6. Select the following report sequence option:  Medical Records Disease Index -ICD10

7. Select Select. 
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8. Select the desired report parameters. 
· Facility: Select the desired Facility. (Only Facilities selected for access under that User Based

Login will be available for selection)
· Visit ID: Enter the desired Visit Number or leave blank for all visits.
· Discharge Date Range: Enter the desired discharge date range or leave blank for all visits.
· Stay Type: Enter the desired Stay Type or leave blank for all stay types.
· Service Code: Enter the desired Service Code or leave blank for all service codes.
· Diagnosis Code Range: Enter the desired Diagnosis Code range or leave blank for all.
· Physician: Enter the desired Physician number or leave blank for all.
· MR Complete: From the drop-down menu select Yes to include only accounts with a M/R

Finish Date, No to include only accounts without a M/R Finish Date or Both to include all
accounts.

· Sections to Exclude: Select to exclude or leave blank to print all:
§ Exclude Report Totals by Diagnosis:
§ Exclude Diagnosis Totals For All Ranks

· Level of Detail: Use the drop-down box to select one of the following options:
§ Detail
§ Summary
§ Report Summary Only

· Include Cover Sheet: Select this option to include a Cover Sheet with the report.
· Safe Mode: Select this option if the report would not build due to bad data being in a field. If

the report has bad data, a message will appear stating to run report using the Safe Mode. If
selected, Safe Mode will replace all of the bad characters with a ?. This will allow the intended
report to generate. The bad data may then be seen and can be corrected from the account
level.

· Output Format: Use the drop-down box to select one of the following report Format options:
§ PDF
§ XML 
§ CSV
§ HTML
§ MAPLIST
§ TXT

9. Select Run Report to display the report in the selected output format.

Description and Usage

The Disease Index lists all patients that have been assigned a diagnosis and lists in diagnosis order.
Total cases, Total Days and Average Stay are listed for each Diagnosis. The report recap lists the
Diagnosis Description, Total Cases, Days and Average Stay. This report can be summarized or
detailed. This report pulls ICD10 codes only.
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Disease Index

Disease Index (Totals by Diagnosis)

Listed below is an explanation of each column.

· Diagnosis Code: Lists the Diagnosis for the listed patient

· Rank: Lists the order the Diagnosis is listed on the Grouper Diagnoses screen

· Physician Name (Attending Physician): pulls from Stay tab on the Registration and ADT screen

· Patient Name: Pulls from Patient tab on the Registration and ADT screen

· Visit Number: Pulls from Registration and ADT screen

· MR# (Medical Record Number): Pulls from Patient tab on the Registration and ADT screen

· Admit Date: Pulls from Stay tab on the Registration and ADT screen

· Admit Code: Pulls from Stay tab on the Registration and ADT screen

· Discharge Date: Pulls from Stay tab on the Registration and ADT screen
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· Disc Code (Discharge Code): Pulls from Stay tab on the Registration and ADT screen

· LOS (Length of Stay): Is the number of days the patient was admitted

· Age: Pulls from Patient tab on the Registration and ADT screen

· Sex: Pulls from Patient tab on the Registration and ADT screen

· F/C (Financial Class): Pulls from Guarantor/Ins tab on the Registration and ADT screen

· DRG: Pulls from the Grouper Patient Summary screen

· MR Comp. (Complete Yes or No): Indicates if there is a Medical Records Finish Date entered on
the patient. If a Finish Date is entered on the Grouper Patient Summary screen, a Y will pull to this
column. If there is no Finish Date in this field, a N will pull.

· ICD10 Diagnosis: The other diagnoses that were entered on the patient will display in this
column, along with the order that they are listed on the Grouper Diagnoses screen 

· Diagnosis: Lists the Diagnosis code for the listed patients

· Rank: Lists the order the Diagnosis is listed in the Diagnoses screen

· Total Cases: Lists the total number of patients with the Diagnosis and the same rank

· Total Days: Lists total number of days the patients with the Diagnosis and same rank were
admitted

· Average Stay: Lists the average length of stay for the patients with the Diagnosis and same rank
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23.22 Medical Records Patient Index - Report Writer

The Patient Index lists in alphabetical order all patients discharged in a specified discharge date
range, along with their ICD10 Diagnosis, Procedures and DRG. This report will assist Medical
Records in coding all accounts as it may be run for accounts that are coded, not coded or both and
includes private pay accounts and accounts with insurance.

How to Print

1. Select Reports from the Application Drawer.

2. Select Medical Records Patient Index -ICD10

3. Select report parameters:
· Facility: Select the desired Facility. (Only Facilities selected for access under that User Based

Login will be available for selection.)
· Visit ID: Enter in the desired visit number or leave blank for all visits numbers.
· Discharge Date Range: Enter the desired discharge date range or leave blank for all visits.
· Stay Type: Enter the desired Stay Type or leave blank for all stay types.
· Service Code: Enter the desired Service Code or leave blank for all service codes.
· Diagnosis Code Range: Enter the desired Diagnosis Code range or leave blank for all.
· Procedure Code Range: Enter the desired Procedure Code range or leave blank for all.
· Exclude Contract Codes: Selecting this field will print accounts that do not have a Contract

Code. If left blank, all accounts will print if a Contract Code is present or not.
· Physician: Enter the desired Physician number or leave blank for all.
· MR Complete: From the drop-down menu select Yes to include only accounts with a M/R Finish

Date, No to include only accounts without a M/R Finish Date or Both to include all accounts.
· Sections to Exclude: Select to exclude or leave blank to print all: 
§ Exclude Report Totals:

· Level of Detail: Use the drop-down box to select one of the following options:
§ Detail
§ Report Summary Only

· Include Cover Sheet: Select this option to include a Cover Sheet with the report.
· Safe Mode: Select this option to print report in safe mode.
· Output Format: Use the drop-down box to select one of the following report Format options:
§ PDF
§ XML 
§ CSV
§ HTML
§ MAPLIST
§ TXT

NOTE: When using the CSV option, additional fields may be included in the report that are not
available in the PDF format. Examples include: HIM Coding Status, HIM Coding Status Date/Time,
and HIM Coding Status Username. To include these fields or view the full list of additional fields,
from the parameters screen, select Advanced and then choose Columns.

4. Select Run Report to display the report in the selected output format.
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Description and Usage

The Patient Index lists in alphabetical order all patients discharged in a specified discharge date
range. The report will display the ICD10 Diagnosis, Procedures and DRG information coded on the
Grouper. The total number of patients prints at the end of the report.

Patient Index

Listed below is an explanation of each column.

· Patient Name: Pulls from Patient tab on the Registration and ADT screen

· Account Number: Pulls from Registration and ADT screen

· M/R Number (Medical Record Number): Pulls from Patient tab on the Registration and ADT
screen

· Service Code: Pulls from Patient tab on the Registration and ADT screen

· Sex: Pulls from Patient tab on the Registration and ADT screen

· Age: Calculated from the Birth Date on Patient tab on the Registration and ADT screen

· Fin (Financial Class): Pulls from Guarantor/Ins tab on the Registration and ADT screen

· Admit Date: Pulls from Stay tab on the Registration and ADT screen

· Admit Code: Pulls from Stay tab on the Registration and ADT screen

· Discharge Date: Pulls from Stay tab on the Registration and ADT screen
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· Discharge Code: Pulls from Stay tab on the Registration and ADT screen

· LOS (Length of Stay): Number of days the patient was admitted

· Physician (Attending Physician): Pulls from Stay tab on the Registration and ADT screen

· Total Charges: Pulls the charges from the patient’s account detail

· DRG: Pulls the DRG from the Grouper Patient Summary screen

· Comp. (Complete Date): This column indicates if there is a Medical Records Finish Date entered
on the patient. If a Finish Date is entered in the Grouper Patient Summary screen, a Y will pull to
this column. If there is no Finish Date in this field, an N will pull.

· Diagnosis: The ICD10 diagnosis codes pull from the Grouper Diagnoses screen.

· Procedure: The ICD10 procedure codes pull from the Grouper Procedures screen.

Report Totals

· Total Patients: Total number of patients included in report

· Total Revenue: Total revenue of all Patients listed on the report
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23.23 Medical Records Physician Index -ICD10 - Report Writer

The Physician Index lists the diagnosis and procedure (ICD10  only) and HCPC codes for each
patient by physician.

How to Print

1. Select Other Applications and Functions from the Hospital Base Menu.

2. Select Word Processing.

3. Select Ad Hoc.

4. Select Report Dashboard.

5. Select Add Report.

6. Select the following report sequence option:  Medical Records Physician Index -ICD10

7. Select Select.

8. Select the desired report parameters.
· Facility: Select the desired Facility. (Only Facilities selected for access under that User Based

Login will be available for selection)
· Visit ID: Enter the desired Visit Number or leave blank for all visits.
· Discharge Date Range: Enter the desired discharge date range or leave blank for all visits.
· Stay Type: Enter the desired Stay Type or leave blank for all stay types.
· Service Code: Enter the desired Service Code or leave blank for all service codes.
· Diagnosis Code Range: Enter the desired Diagnosis Code range or leave blank for all.
· Procedure Code Range: Enter the desired Procedure Code range or leave blank for all.
· HCPC Code Range: Enter the desired HCPC Code range or leave blank for all.
· Physician: Enter the desired Physician number or leave blank for all.
· MR Complete: From the drop-down menu, select Yes to include only accounts with a M/R

Finish Date, No to include only accounts without a M/R Finish Date or Both to include all
accounts.

· Sections to Exclude: Select to exclude or leave blank to print all:
§ Exclude Totals By Physician Type:

· Level of Detail: Use the drop-down box to select one of the following options:
§ Detail
§ Summary
§ Report Summary Only

· Include Cover Sheet: Select this option to include a Cover Sheet with the report. 
· Safe Mode: Select this option if the report would not build due to bad data being in a field. If

the report has bad data, a message will appear stating to run report using the Safe Mode. If
selected, Safe Mode will replace all of the bad characters with a ?. This will allow the intended
report to generate. The bad data may then be seen and can be corrected from the account
level.
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· Output Format: Use the drop-down box to select one of the following report Format options:
§ PDF
§ XML 
§ CSV
§ HTML
§ MAPLIST
§ TXT

9. Select Run Report to display the report in the selected output format.

Description and Usage

The Physician Index lists by Physician Type, in alphabetical order, each patient for each physician in
the designated month. The list includes Total Revenue, DRG, diagnosis codes and procedure/HCPC
codes. Procedure codes will pull for each procedure that was performed on an inpatient by the
physician. HCPC codes will pull for each procedure that was performed on an outpatient by the
physician Total patients, days, Average Length of Stay and gross revenue for each Physician Type
also prints for each physician. This is followed by a breakdown of diagnosis and procedure codes
assigned by each physician. This report may be  Detailed or Summarized.

Physician Index (Detail)

Listed below is an explanation of each column.

· Physician Number: Pulls from the Grouper Procedure Detail screen

· Physician Name: Pulls from  the Grouper Procedure Detail screen

· Physician Type: Pulls from the Grouper Procedure Detail screen

· Patient Name: Pulls from Patient tab on the Registration and ADT screen

· Account Number: Pulls from Registration and ADT screen
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· MR Number (Medical Record Number): Pulls from Patient tab on the Registration and ADT
screen

· Sex: Pulls from Patient tab on the Registration and ADT screen

· Age: Pulls from Patient tab on the Registration and ADT screen

· Fin Class (Financial Class): Pulls from Guarantor/Ins tab on the Registration and ADT screen

· Admit Date: Pulls from Stay tab on the Registration and ADT screen

· Admit Code: Pulls from Stay tab on the Registration and ADT screen

· Discharge Date: Pulls from Stay tab on the Registration and ADT screen

· Disc Code (Discharge Code): Pulls from Stay tab on the Registration and ADT screen

· LOS (Length of Stay): Pulls the number of days the patient was admitted

· Total Charges: Pulls the total amount of charges pulls from Account Detail

· DRG: Pulls from the Grouper Patient Summary screen

· Comp. (Complete Yes or No): Indicates if there is a Medical Records Finish Date entered on the
patient. If a Finish Date is entered on the Grouper Patient Summary screen, a Y will pull to this
column. If there is no Finish Date in this field, a N will pull.

· ICD10 Diagnosis: The diagnosis codes that were entered on the patient account will display in
this column, along with the order that they are listed on the Grouper Diagnoses screen

· ICD10 Procedures: The procedure codes that were entered on the patient account will display in
this column, along with the order that they are listed on the Grouper Procedures screen

· HCPCs: The HCPC codes that were entered on the patient account will display in this column,
along with the order that they are listed on the Grouper Procedures screen
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Physician Totals By Type

Listed below is an explanation of each column.

· Physician: Pulls the physician number and name from the Grouper Procedure Detail screen

· Type (Physician Type): Pulls from the Grouper Procedure Detail screen

· Patient Count: Pulls the total number of patients admitted for the listed physician

· Total Days: Pulls the total number of days the patients were admitted for the listed physician

· Average LOS (Average Length of Stay): Pulls the average length of stay for all patients for the
listed physician

· Total Revenue: Pulls the total revenue of all patients for the listed physician

Physician Totals By Diagnosis 1

Listed below is an explanation of each column.

· Physician: Pulls the physician number and name from the Grouper Procedure Detail screen

· ICD10 Diagnosis 1: Pulls the ICD10 principal diagnosis code from the Grouper Diagnoses screen

· Cases: Pulls the number of patients with the given diagnosis code for the listed physician

· Code: Pulls the diagnosis code from the Grouper Diagnoses screen

· Description: Pulls the diagnosis code description

· Total for ICD10 Diagnosis 1: Pulls the total number of cases
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Physician Totals By Diagnosis 2

Listed below is an explanation of each column.

· Physician: Pulls the physician number and name from the Grouper Procedure Detail screen

· ICD10 Diagnosis 2: Pulls the ICD10 secondary diagnosis code  from the Grouper Diagnoses
screen

· Cases: Pulls the number of patients with the given diagnosis code for the listed physician

· Code: Pulls the diagnosis code from the Grouper Diagnoses screen

· Description: Pulls the diagnosis code description

· Total for ICD10 Diagnosis 2: Pulls the total number of cases

Physician Totals By Procedure 1

Listed below is an explanation of each column.

· Physician: Pulls the physician number and name from the Grouper Procedure Detail screen

· ICD10 Procedure 1: Pulls the ICD10 principal procedure code from the Grouper Procedures
screen

· Cases: Pulls the number of patients with the given procedure code for the listed physician

· Code: Pulls the procedure code from the Grouper Procedures screen

· Description: Pulls the procedure code description

· Total for ICD10 Procedure 1: Pulls the total number of cases
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Physician Totals By Procedure 2

Listed below is an explanation of each column.

· Physician: Pulls the physician number and name from the Grouper Procedure Detail screen

· ICD10 Procedure 2: Pulls the ICD10 secondary procedure code from the Grouper Procedures
screen

· Cases: Pulls the number of patients with the given procedure code for the listed physician

· Code: Pulls the procedure code from the Grouper Procedures screen

· Description: Pulls the procedure code description

· Total for ICD10 Procedure 2: Pulls the total number of cases

Physician Totals By HCPC 1

Listed below is an explanation of each column.

· Physician: Pulls the physician number and name from the Grouper Procedure Detail screen
.
· HCPC 1: Pulls the first HCPC listed on the code from the Grouper Procedures screen

· Cases: Pulls the number of patients with the given HCPC code for the listed physician

· Code: Pulls the procedure code from the Grouper Procedures screen

· Description: Pulls the HCPC code description

· Total for HCPC 1: Pulls the total number of cases
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Totals By Physician Type

Listed below is an explanation of each column.

· Type (Physician Type): Pulls from the Grouper Procedure Detail screen

· Patient Count: Pulls the total number of patients for the listed physician type

· Total Days: Pulls the total number of days the patients were admitted for the listed physician type

· Average LOS (Average Length of Stay): Pulls the average length of stay for all patients for the
listed physician type

· Total Revenue: Pulls the total revenue of all patients for the listed physician type
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23.24 Medical Records Procedure Index -ICD10 - Report Writer

The Procedure Index lists all patients that have been assigned a procedure. This report pulls ICD10
codes only.

How to Print

1. Select Other Applications and Functions from the Hospital Base Menu.

2. Select Word Processing.

3. Select Ad Hoc.

4. Select Report Dashboard.

5. Select Add Report.

6. Select the following report sequence option:  Medical Records Procedure Index -ICD10

7. Select Select.

8. Select the desired report parameters.
· Facility: Select the desired Facility. (Only Facilities selected for access under that User Based

Login will be available for selection.)
· Visit ID: Enter in the desired visit number or leave blank for all visits numbers.
· Discharge Date Range: Enter the desired discharge date range or leave blank for all visits.
· Stay Type: Enter the desired Stay Type or leave blank for all stay types.
· Service Code: Enter the desired Service Code or leave blank for all service codes.
· Procedure Code Range: Enter the desired Procedure Code range or leave blank for all. 
· HCPCs Code Range: Enter the desired HCPCs Code range or leave blank for all.
· Physician: Enter the desired Physician number or leave blank for all.
· MR Complete: From the drop-down menu select Yes to include only accounts with a M/R

Finish Date, No to include only accounts without a M/R Finish Date or Both to include all
accounts. 

· Sections to Exclude: Select to exclude or leave blank to print all:
§ Exclude Totals by Procedure:
§ Exclude Totals by HCPC:
§ Exclude Totals by Physician - Procedure:
§ Exclude Totals by Physician - HCPC
§ Exclude Grand Totals For All:

· Level of Detail: Use the drop-down box to select one of the following options:
§ Detail
§ Summary
§ Report Summary Only

· Include Cover Sheet: Select this option to include a Cover Sheet with the report. 
· Safe Mode: Select this option to print report in safe mode. 
· Output Format: Use the drop-down box to select one of the following report Format options:

§ PDF
§ XML 
§ CSV
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§ HTML
§ MAPLIST
§ TXT

9. Select Run Report to display the report in the selected output format.

Description and Usage

The Procedure Index lists all patients that have been assigned a procedure and lists in procedure
order. Total cases, Total Days and Average Stay are listed for each Procedure. The report recap
lists the Procedure Description, Total Cases, Days and Average Stay. This report can be
summarized or detailed. This report pulls ICD10 codes only.

Procedure Index

Listed below is an explanation of each column.

· Procedure Code: Lists the principal procedure for the listed patient

· HCPC Code: Lists the HCPC for the listed patient

· Rank: Lists the order the Procedure is listed on the Grouper Procedure screen

· Physician Name: Pulls from  the Grouper Procedure Detail screen

· Patient Name: Pulls from Patient tab on the Registration and ADT screen

· Visit Number: Pulls from Registration and ADT screen

· MR# (Medical Record Number): Pulls from Patient tab on the Registration and ADT screen

· Admit Date: Pulls from Stay tab on the Registration and ADT screen

· Admit Code: Pulls from Stay tab on the Registration and ADT screen

· Discharge Date: Pulls from Stay tab on the Registration and ADT screen
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· Disc Code (Discharge Code): Pulls from Stay tab on the Registration and ADT screen

· LOS (Length of Stay): Is the number of days the patient was admitted

· Age: Pulls from Patient tab on the Registration and ADT screen

· Sex: Pulls from Patient tab on the Registration and ADT screen

· F/C (Financial Class): Pulls from Guarantor/Ins tab on the Registration and ADT screen

· DRG: Pulls from the Grouper Patient Summary screen

· MR Comp. (Complete Yes or No): Indicates if there is a Medical Records Finish Date entered on
the patient. If a Finish Date is entered on the Grouper Patient Summary screen, a Y will pull to this
column. If there is no Finish Date in this field, a N will pull.

· ICD10 Procedures: The first 20 procedures that were entered on the patient account will display
in this column, along with the order that they are listed on the Grouper Procedure screen 

· ICD10 HCPCS: The other HCPCs that were entered on the patient will display in this column,
along with the order that they are listed on the Grouper Procedure screen 

Totals By Procedure

Listed below is an explanation of each column.

· Procedure: Lists the ICD10 procedure code and description

· Total Cases: Lists the total number of patients with the procedure

· Total Days: Lists total number of days the patients with the procedure were admitted

· Average Stay: Lists the average length of stay for the patients with the procedure

Totals By HCPC
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Listed below is an explanation of each column.

· HCPC: Lists the HCPC code for the listed patients

· Total Cases: Lists the total number of patients with the HCPC and the same rank

· Total Days: Lists total number of days the patients with the HCPC and same rank were admitted

· Average Stay: Lists the average length of stay for the patients with the HCPC and same rank

Totals By Physician - Procedure

Listed below is an explanation of each column.

· Physician: Pulls from  the Grouper Procedure Detail screen 

· Procedure: Lists the procedure code and description for the listed physician

· Total Cases: Lists the total number of patients with the procedure

· Total Days: Lists total number of days the patients with the procedure were admitted

· Average Stay: Lists the average length of stay for the patients with the procedure

Totals By Physician - HCPC

Listed below is an explanation of each column.

· Physician: Pulls from the Grouper Procedure Detail screen

· HCPC: Lists the HCPC code for the listed patients

· Total Cases: Lists the total number of patients with the HCPC

· Total Days: Lists total number of days the patients with the HCPC were admitted
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· Average Stay: Lists the average length of stay for the patients with the HCPC

Grand Totals All

Listed below is an explanation of each column.

· Total Cases: Lists the total number of patients included in the report

· Total Days: Lists total number of days the patients were admitted

· Average Stay: Lists the average length of stay for the patients

23.25 Operative Procedure Report

The Operative Procedures report provides a list of procedures per physician. The physician must
have the OR Sched/Surgeon field in Physician table, page 1 set to Y to pull to this report.

How to Print

1. Select Reports from the Application Drawer.

2. Select Operative Procedure 

3. Select report parameters:
· Facility: Select the desired Facility. (Only Facilities selected for access under that User Based

Login will be available for selection.)
· Date Range: Enter the desired OR date range or Procedure date range. Leave blank for all

dates.
· Stay Type: Enter the desired Stay Type or leave blank for all stay types.
· Service Code: Enter the desired Service Code or leave blank for all stay types.
· Physician Number: Enter the desired Physician Number or leave blank for all physicians.
· Sections to Exclude: Select one or more of the following desired sections to exclude or leave

blank to print all:
§ Exclude Facility Totals
§ Exclude Facility Grand Totals

· Level of Detail: Use the drop-down box to select one of the following options:
§ Detail
§ Summary

· Include Cover Sheet: Select this option to include a Cover Sheet with the report.
· Safe Mode: Select this option to print report in safe mode.
· Output Format: Use the drop-down box to select one of the following report Format options:

§ PDF
§ XML 
§ CSV
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§ HTML
§ MAPLIST
§ TXT

4. Select Run Report to display the report in the selected output format.

Description and Usage

This report may be run for a specified date range, Stay Type, physician or service code. The report
may be sorted by physician, Stay Type, procedure or service code using the Sort option within
Report Writer. These options allow a report to be generated that will aid in determining the most
commonly performed operating procedures and the physicians responsible for administering them. It
can provide a facility with information about the productivity of the operating staff. This report will
only display ICD-10 information. To display ICD-9 information, please see the traditional Operative
Procedures  report. 

Operative Procedures Report

Listed below is an explanation of each column.

· OR Date: Lists the service date of the procedure.

· Acct# (Account Number): Pulls from Registration and ADT screen

· Patient Name: Pulls from the Patient tab on the Registration and ADT screen

· MR# (Medical Record Number): Pulls from the Patient tab on the Registration and ADT screen

· Stay Type: Pulls from the Patient tab on the Registration and ADT screen

· Service Code: Pulls from the Patient tab on the Registration and ADT screen

· Physician Number: Pulls the physician number of the physician that performed the procedure.

· Physician Name: Pulls the physician name of the physician that performed the procedure. 

· Procedure Code: The ICD10 procedure code pulls from the Grouper Procedures screen.

· HCPC Code: The HCPC code pulls from the Grouper Procedures screen

· Description: Lists the procedure code description

196
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Operative Procedures Report - Physician Totals

Listed below is an explanation of each column.

· Totals by OR Date: The first totals section displays the total number of procedures and total
number of patients for each procedure code by procedure date.

· Totals by Procedure: The second totals section displays the total number of procedures and total
number of patients for each procedure code.

· Total All: The last totals section displays the total number of procedures and total number of
patients for each physician.

Operative Procedures Report - Facility Totals

Listed below is an explanation of each column.

· Totals by Procedure: Displays the total number of procedures and total number of patients for
each procedure code.

· Total All: Displays the total number of procedures and total number of patients for the facility.

23.26 Patient Information

The Patient Information report will assist with ICD-10 reporting. It is commonly used for the following
reporting purposes: CAHPS Reporting, DRG Range Reports, Detailed ADT Reports, Trauma
Registry, Core Measures Reporting, and CPT Range Reports. If the report needs to be displayed in
Excel, please use the Patient Information Screen . 308
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How to Print

1. Select Reports from the Application Drawer.

2. Select Patient Information 

3. Select report parameters:
· Facility: Select the desired Facility from which to pull information. (Only Facilities selected for

access under that User Based Login will be available for selection.)
· Suppress Social Security Number: When selected the patient's Social Security Number will

display as "###-##-####" on the report. 
· Admit Date Range: Enter the desired admission date range or leave blank for all dates.
· Discharge Date Range: Enter the desired discharge date range or leave blank for all dates.

§ NOTE: It is not necessary to load both an admission and discharge date range. If both an
admission and discharge date range are entered, the account must fall into both date
ranges in order to pull to the report.

· Visit ID: Select this to include only those patients that do not have a discharge date. 
· Stay Type: Enter the desired Stay Type or leave blank for all stay types.
· Subtype: Enter a specific subtype or leave blank for all subtypes.
· Service Code: Enter a specific service code or leave blank for all service codes.
· Original Financial Class: Enter the desired original financial class. The original financial

class is loaded on the Guarantor/Ins tab on the Registration and ADT screen. Use * to
wildcard insurance companies or leave blank to print for all financial classes. 

· Current Financial Class: Enter the desired current financial class. The current financial class
is the current outstanding financial class. Use * to wildcard insurance companies or leave
blank to print for all financial classes. 

· Physician Number: Enter the desired Physician Number or leave blank for all physicians. 
· Physician Role: Select a Physician Type from the drop-down menu or leave blank for all

roles.
· Diagnosis Code Range: Enter the desired ICD-10 range or leave blank for all diagnosis

codes.
· Procedure Code Range: Enter the desired ICD-10 range or leave blank for all procedure

codes.
· HCPCs Code Range: Enter the desired HCPCs range or leave blank for all HCPC codes.
· Discharge Code: Enter the desired Discharge Code or leave blank for all discharge codes.
· DRG Code Range: Enter computed DRG range, or leave blank for all.
· Sections to Exclude: Select one or more of the following desired sections to exclude or leave

blank to print all:
§ Exclude Stay Information
§ Exclude Visit Information
§ Exclude Census Information
§ Exclude Guarantor Information
§ Exclude Emergency Department Information
§ Exclude Diagnosis Information
§ Exclude Procedure Information
§ Exclude Physician Information
§ Exclude DRG Information
§ Exclude Insurance Information
§ Exclude Financial Information
§ Exclude Patient Consent/Privacy Settings

· Include Cover Sheet: Select this option to include a Cover Sheet with the report.
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· Safe Mode: Select this option to print report in safe mode.
· Output Format: Use the drop-down box to select one of the following report Format options: 

§ PDF
§ XML 
§ CSV
§ HTML
§ MAPLIST
§ TXT

4. Select Run Report to display the report in the selected output format.

Description and Usage

The following sections will display for each patient account on the report.

Demographic Information

Listed below is an explanation of each column.

· Patient Name: Pulls from Patient tab on the Registration and ADT screen 

· Patient Account: Pulls from the Registration and ADT screen 

· MR# (Medical Record Number): Pulls from Patient tab on the Registration and ADT screen 

· Profile# (Profile Number): Pulls from the person profile

· DOB (Date of Birth): Pulls from Patient tab on the Registration and ADT screen. 

· Age: Pulls from Patient tab on the Registration and ADT screen 

· Sex: Pulls from Patient tab on the Registration and ADT screen

· SSN (Social Security Number): Pulls from Patient tab on the Registration and ADT screen

· Language: Pulls the patient's preferred language, from Patient tab on the Registration and ADT
screen

· Race: Pulls from Patient tab on the Registration and ADT screen

· Ethnicity: Pulls from Patient tab on the Registration and ADT screen

· Email: Pulls from Patient tab on the Registration and ADT screen
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· Patient Note: Pulls from the Contact/Billing Info tab of the Patient Profile.

Stay Information

Listed below is an explanation of each column.

· ST (Stay Type): Pulls from Patient tab on the Registration and ADT screen

· Subtype: Pulls from Patient tab on the Registration and ADT screen 

· Service Cd (Service Code): Pulls from Patient tab on the Registration and ADT screen 

· Phone: Pulls from Patient tab on the Registration and ADT screen

· Admit Date: Pulls from Stay tab on the Registration and ADT screen

· Admit Cond (Admission Condition): Pulls from Stay tab on the Registration and ADT screen

· Disch Date (Discharge Date): Pulls from Stay tab on the Registration and ADT screen

· Disch Code (Discharge Code): Pulls from Stay tab on the Registration and ADT screen

· Disch Cond (Discharge Condition): Pulls from Stay tab on the Registration and ADT screen

· Address/City/State/Prov/Zip/Post/County: Pulls from Patient tab on the Registration and ADT
screen

Visit Information

 

Listed below is an explanation of each column.

· Admit Date/Time: Pulls from Stay tab on the Registration and ADT screen

· Admit Code: Pulls from Stay tab on the Registration and ADT screen



Report Dashboard 303

© 2025 TruBridge

· Admit Type: Pulls from Stay tab on the Registration and ADT screen

· Admit Source: Pulls from Stay tab on the Registration and ADT screen

· Admit Condition: Pulls from Stay tab on the Registration and ADT screen

· Admit Origin: Pulls from Stay tab on the Registration and ADT screen

· Admit Weight: Pulls from Clinical tab on the Registration and ADT screen

· Mother's Account#: Pulls from Contact tab on the Registration and ADT screen

· Discharge Date/Time: Pulls from Stay tab on the Registration and ADT screen

· Discharge Code: Pulls from Stay tab on the Registration and ADT screen

· Discharge Condition: Pulls from Stay tab on the Registration and ADT screen

· Expiration Date: Pulls from Patient tab on the Registration and ADT screen

· Observation Hours: Calculated based on the Observation Admit and Discharge date/time that
was entered when the patient was discharge from observation

NOTE: In order for Thrive to record the Observation Admit and Discharge date/time, the facility
must utilize the Auto-Observation feature that is setup on AHIS, Page 8.

· PT Cell Phone (Patient Cell Phone): Pulls from Patient tab on the Registration and ADT screen

· PT Work Phone (Patient Work Phone): Pulls from Patient tab on the Registration and ADT
screen

· Age: Pulls from Patient tab on the Registration and ADT screen

· Accident Date/Time: Pulls from Stay tab on the Registration and ADT screen

· Accident Place: Pulls from Stay tab on the Registration and ADT screen

· Treatment Qualifier: Pulls from Stay tab on the Registration and ADT screen

Census Information

Listed below is an explanation of each column.

· Room:Pulls from the Registration and ADT screen

· Nursing Station: Pulls the Nursing Station associated with the Patient's room
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· LOS (Length of Stay): Calculated based on the patient's Admission and Discharge Date

· Accommodation Code: Pulls the accommodation code that was entered on the ADT Functions
Admit prompt

Guarantor Information

Listed below is an explanation of each column.

· Name: Pulls from Guarantor/Ins tab on the Registration and ADT screen

· SSN (Social Security Number): Pulls from Guarantor/Ins tab on the Registration and ADT screen

· DOB (Date of Birth): Pulls from Guarantor/Ins tab on the Registration and ADT screen 

· Sex: Pulls from Guarantor/Ins tab on the Registration and ADT screen 

· Home Phone: Pulls from Guarantor/Ins tab on the Registration and ADT screen

· Cell Phone: Pulls from Guarantor/Ins tab on the Registration and ADT screen

· Employer: Pulls from Guarantor/Ins tab on the Registration and ADT screen

· Occupation: Pulls from Guarantor/Ins tab on the Registration and ADT screen

· Address/City/State/Zip: Pulls from Guarantor/Ins tab on the Registration and ADT screen

Emergency Department Information

Listed below is an explanation of each column.

· Arrival Date/Time: Pulls from ER Log on the Registration and ADT screen

· ER Log Admit Date/Time: Pulls from ER Log on the Registration and ADT screen

· Mode of Arrival: Pulls from ER Log on the Registration and ADT screen

· Triage Level: Pulls from ER Log on the Registration and ADT screen

· Disposition: Pulls from ER Log on the Registration and ADT screen
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Diagnosis Code Information

Listed below is an explanation of each column.

· Diagnosis Type: Pulls from the Diagnosis and Chief Complaint screens on the Grouper

· Code: Pulls from the Diagnosis and Chief Complaint screens on the Grouper

· POA (Present on Admission): Pulls from the Diagnosis screen on the Grouper

· Description: Pulls from the Diagnosis and Chief Complaint screens on the Grouper

Procedure Code Information

Listed below is an explanation of each column.

· Code: Pulls from the Procedures screen on the Grouper

· HCPCS: Pulls from the Procedures screen on the Grouper

· Description: Pulls from the Procedures screen on the Grouper

· Modifiers: Pulls from the Procedures screen on the Grouper

· Surgeon: Pulls from the Procedures screen on the Grouper

· 2nd Surg (Second Surgeon): Pulls from the Procedures screen on the Grouper

· Proc Date (Procedure Date): Pulls from the Procedures screen on the Grouper

Physician Information

Listed below is an explanation of each column.
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· Physician Name: Pulls from the Patient's Physician list on the Procedures screen in the Grouper

· Physician Number: Pulls from the Patient's Physician list on the Procedures screen in the
Grouper

· Role/Type: Pulls from the Patient's Physician list on the Procedures screen in the Grouper

DRG Information

Listed below is an explanation of each column.

· DRG: Pulls from the Grouper

· APR: The severity/mortality indicator only populates when the 3M APR DRG® Software is utilized
within the medical records encoder functionality. Valid indicators are 1, 2, 3 and 4.

· Description: Pulls the description of the DRG which pulls from the appropriate DRG table based
on Financial Class

· Rel Wt (Relative Weight): Pulls the relative weight which pulls from the appropriate DRG table
based on Financial Class

· GLOS (Geometric Length of Stay): The GLOS for the DRG listed in the DRG column.

· ALSO (Actual Length of Stay): This value is the calculated number of midnights that a patient is
in a bed.

· Est Reimb (Estimate Reimbursement): Pulls the expected reimbursement associated with the
computed DRG

· CMG (Case Mix Group): Pulls from the Patient Summary Edit screen in the Grouper 

· Finish Date/Init (Initials): Pulls from the Patient Summary screen in the Grouper

· Revised Date/Init (Initials): Pulls from the Patient Summary screen in the Grouper

Insurance Information

Listed below is an explanation of each column.

· Code: Pulls from the Policy Information screen
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· Description: Pulls from the Policy Information screen

· Primary: Pulls from the Policy Information screen

· DOB (Date of Birth): The subscriber's Date of Birth from the Policy information screen

· Contract#: Pulls from the Policy Information screen

· Group Info (Group Information): Pulls from the Policy Information screen

· Expected Pay: Pulls the calculated Expected Pay for the financial class

· Reimbursement: Pulls the reimbursement amount entered during insurance receipting

· Contractual: Pulls the contractual amount entered during insurance receipting

Financial Information

Listed below is an explanation of each column.

· Org FC (Original Financial Class): Pulls from the Guarantor/Ins tab on the Registration and ADT
screen

· Curr FC (Current Financial Class): This is the current outstanding insurance. 

· Total Charges: Pulls the total amount of all charges

· AR Balance (Accounts Receivable Balance): Pulls the current Accounts Receivable Balance on
the account

· BD Balance (Bad Debt Balance): Pulls the Bad Debt Balance on the account

· Write Off Date: Pulls the date that the amount was written off to Bad Debt

· Write Off Amount: Pulls the amount associated with the Bad Debt Write-Off

· Total Recovered. Pulls the amount of the Bad Debt balance that has been recovered

Patient Consent/Privacy Settings
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Listed below is an explanation of each column.

· Consent Privacy Notice/Date: Pulls a Y if the patient has signed a privacy notice and the date it
was signed.

· Med History Consent: Pulls the consent level for retrieving medication history.

· Patient: Pulls a Y if a the Patient Summary or Referral/Transition of Care documents within the
Patient Portal have been denied viewing from the patient.

· HIE Shared Data: Pulls whether or not a patient has designated the information on their account
as being sharable.

· Patient Event Notification: Pulls if the patient has opted in or out from having their Care Team
members notified of their admission/discharge/transfer from a facility.

· Data Sensitivity Level: Pulls the sensitivity level of the patient's data.

· Protection Immunization Data: Pulls if the patient's immunization data may be shared.

· Participate in CAHPS Survery: Pulls a Y if the patient is willing to participate in the OAS CAHPS
survey.

· Chronic Care Management Program/Date: Pulls if the patient is participating in a Chronic Care
Management program or not. If an option has been selected, the date the patient was asked will
display as well.

· Citizenship: Pulls the patient's immigration status.

23.27 Patient Information Screen

The Patient Information Screen is a variation of the Patient Information report. The Patient
Information Screen uses filter builder to increase flexibility and ease-of-use.  Customized filters allow
the data to be filtered for multiple code ranges at one time. Once the data is filtered, the information
may be exported into the .csv format (Excel). The .csv format will produce a single line of detail per
account, this data may then be manipulated to eliminate unwanted information.

How to Print

1. Select Reports from the Application Drawer.

2. Select Patient Information Screen 

3. Select report parameters:
· Facility: Select the desired Facility from which to pull information. (Only Facilities selected for

access under that User Based Login will be available for selection.)
· Date: Enter the date range that will be used specify the patients that will pull to the list.

§ NOTE: Entering an End Date prior to entering a Begin Date may help with slowness
issues when creating a report that is capturing a large amount of data. Otherwise, as soon
as the Begin Date is entered, the system begins collecting data from that time until the
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current date, which may either extend the wait time for information to display, or cause an
error if the End Date is entered before the first accumulation of data has displayed.

· Admit/Discharge: Select whether the date range entered will be either an Admission Date
range or a Discharge Date range.

· Sort: Select whether the data should be sorted by Account Number or Patient Name.
· Ascending/Descending: Select whether the sorted data should be displayed in Ascending or

Descending order.
· Patient Number: Enter a specific patient account number or leave blank for all accounts.
· Visit Filters: Select the Visit Filters that should be used to filter the information that will pull to

the screen. Filters created through the Visit option will delimit patients based off of information
associated with demographics.

· Diagnosis Code Filters: Select the Diagnosis Code Filters that should be used to filter the
information to the screen. Filters created through the Diagnosis Code Filter option will delimit
patients based off of the ICD-10 diagnosis codes entered.

· Procedure Code Filters: Select the Procedure Code Filters that should be used to filter the
information to the screen. Filters created through the Procedure option will delimit patients
based off of the ICD-10 procedure codes entered.

· HCPCS Filters: Select the HCPCS Filters that should be used to filter the information to the
screen. Filters created through the HCPCS option will delimit patients based off of the
HCPCS/CPT codes entered.

· DRG Filters: Select the DRG Filters that should be used to filter the information to the screen.
Filters created through the DRG option will delimit patients based off of the DRG codes
entered.

· Attending Phy Filters: Select the Attending Phy Filters that should be used to filter the
information to the screen. Filters created through the Attending Phy option will delimit patients
based off of the attending physician name or number entered.

NOTE: To add or edit filters, single-click the filter icon on the main page of the report. For more

information on creating filters, please see the section on Filters . 

NOTE: The Report Scheduler may also be used with the Patient Information Screen report. For
more information please refer to the Report Scheduler section of the Report Dashboard
documentation.

Description and Usage

The Patient Information Screen is commonly used for the following reporting purposes: CAHPS
Reporting, DRG Range Reports, Detailed ADT Reports, Trauma Registry, Core Measures
Reporting, and CPT Range Reports. After the results are generated the CSV option will allow the
data to be exported into Excel. 

215

https://cphelp.cpsi.com/v19/infomgt/rep_dashb/index.php?overview3.php
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Patient Information Screen

Listed below is an explanation of each column.

· Patient Name: Pulls from Patient tab on the Registration and ADT screen

· Patient Account: Pulls from the Registration and ADT screen

· Patient Date of Birth (Age): Pulls from Patient tab on the Registration and ADT screen

· Sex: Pulls from Patient tab on the Registration and ADT screen

· Admitted: Pulls from Stay tab on the Registration and ADT screen

· Discharged: Pulls from Stay tab on the Registration and ADT screen

· Med Rec# (Medical Record Number): Pulls from Patient tab on the Registration and ADT
screen 

· SSN (Social Security Number): Pulls from Patient tab on the Registration and ADT screen

· Race: Pulls from Patient tab on the Registration and ADT screen

· Ethnicity: Pulls from Patient tab on the Registration and ADT screen

· Language: Pulls the patient's preferred language, from Patient tab on the Registration and ADT
screen

· Citizenship: Pulls the citizenship status code from the Consent/Privacy Settings screen. 

· Stay Type: Pulls from Patient tab on the Registration and ADT screen

· Serv Code (Service Code): Pulls from Patient tab on the Registration and ADT screen

· Attending Physician: Pulls from Stay tab on the Registration and ADT screen

· Length of Stay: The patient's length of stay calculated using the admission and discharge date.
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· DRG: Pulls from the Grouper

· Admitting Dx (Admitting Diagnosis): Pulls from the Grouper

· Insurance: Pulls from Guarantor/Ins tab on the Registration and ADT screen

· Contract Number: Pulls from the Policy Information screen

· Expired Date: Pulls from Patient tab on the Registration and ADT screen

· Diagnosis Code:  Pulls from the Grouper

· Diagnosis Description: Pulls from the Grouper

· Consent Privacy Notice/Date: Pulls a Y if the patient has signed a privacy notice and the date it
was signed.

· Med History Consent: Pulls the consent level for retrieving medication history.

· Patient: Pulls a Y if a the Patient Summary or Referral/Transition of Care documents within the
Patient Portal have been denied viewing from the patient.

· HIE Shared Data: Pulls whether or not a patient has designated the information on their account
as being sharable.

· Patient Event Notification: Pulls if the patient has opted in or out from having their Care Team
members notified of their admission/discharge/transfer from a facility.

· Data Sensitivity Level: Pulls the sensitivity level of the patient's data.

· Protection Immunization Data: Pulls if the patient's immunization data may be shared.

· Participate in CAHPS Survery: Pulls a Y if the patient is willing to participate in the OAS CAHPS
survey.

· Chronic Care Management Program/Date: Pulls if the patient is participating in a Chronic Care
Management program or not.

· CCM Date: The date the patient was asked about participating in the Chronic Care Management
program.
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23.28 Physician Type

The Physician Type report may be run for a specific Physician Type to identify the providers that
were listed as that type on patient accounts. It may also be run for a specific physician to identify the
physician's type(s) they were assigned on patient accounts. The report may be run for a specific
admission or discharge date range.

How to Print

1. Select Reports from the Application Drawer.

2. Select Physician Type 

3. Select report parameters:
· Facility: Select the desired Facility. (Only Facilities selected for access under that User Based

Login will be available for selection.)
· Admit Date Range: Enter the admission date range or leave blank for all dates.
· Discharge Date Range: Enter the discharge date range or leave blank for all dates.
· Physician Type: Select a Physician Type from the drop-down menu or leave blank for all

physician types.
· Physician Number: Enter the desired Physician Number or leave blank for all physicians.
· Stay Type: Enter the desired Stay Type or leave blank for all stay types.
· Sections to Exclude: Select one or more of the following desired sections to exclude or leave

blank to print all:
§ Exclude Total Patients
§ Exclude Totals by Type

· Level of Detail: Use the drop-down box to select one of the following options:
§ Detail
§ Summary
§ Report Summary Only

· Include Cover Sheet: Select this option to include a Cover Sheet with the report.
· Safe Mode: Select this option to print report in safe mode.
· Output Format: Use the drop-down box to select one of the following report Format options:

§ PDF
§ XML 
§ CSV
§ HTML
§ MAPLIST
§ TXT

4. Select Run Report to display the report in the selected output format.
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Description and Usage

This report may be run for a specific Physician Type in order to display the accounts that had that
type of physician listed on the Patient's Physicians List. It may also be run for a specific Physician
Number in order to display the accounts that had that physician listed on the Patient's Physician List
along with the Physician Type that was assigned. It may be run for a specific admission or discharge
date range. The report will include two totals sections. The first will be the Total section, this will
show the total number of patient accounts that pulled for the selected parameters. The second will
be the Totals by Type section, this will show each physician type that the physician was assigned
and the total number of accounts for each type. If a Physician Number is not specified the report will
page break by physician.

Physician Type

Listed below is an explanation of each column.

· Patient Name: Pulls from Patient tab on the Registration and ADT screen 

· Account#: Pulls from the Registration and ADT screen 

· MR# (Medical Record Number): Pulls from Patient tab on the Registration and ADT screen 

· Admit: Pulls from Stay tab on the Registration and ADT screen 

· Discharge: Pulls from Stay tab on the Registration and ADT screen 

· Type (Stay Type): Pulls from Patient tab on the Registration and ADT screen 

· FC (Financial Class): Pulls from Guarantor/Ins tab on the Registration and ADT screen 

· SC (Service Code): Pulls from Patient tab on the Registration and ADT screen 

· DRG: Pulls from the Grouper

· GLOS (Geometric Length of Stay): The GLOS for the DRG listed in the DRG column.

· ALSO (Actual Length of Stay): This value is the calculated number of midnights that a patient
was in a bed.

· Types (Physician Types): Lists all Physician Types associated with the Physician on the
Patient's Physician List.
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Report Summary

Listed below is an explanation of each column.

· Totals: Lists the total number of patient accounts that pulled for the selected parameters

· Totals by Type: Lists each physician type associated with the physician and the number of
accounts where the physician was listed at that type of physician

23.29 Physician Utilization Screen

The Physician Utilization screen provides an overall view of the utilization of resources by physician. 

How to Print

1. Select Reports from the Application Drawer.

2. Select Physician Utilization Screen 

3. Select report parameters:
· Facility: Select the desired Facility from which to pull information. (Only Facilities selected for

access under that User Based Login will be available for selection.)
· Admit/Discharge: Select whether the date range entered will be either an Admission Date

range or a Discharge Date range.
· Date: Enter the date range that will be used specify the patients that will pull to the list.
· Search By: Select a Physician Type from the drop-down menu. 
· Fin. Class: Enter the desired financial class. Use * to wildcard insurance companies or leave

blank to print for all financial classes.
· Physician: Enter the desired Physician Number. A physician number must be entered, this

field may not be left blank.

Description and Usage

The Physician Utilization screen will provide a summary of patient information by physician. It may be
used to give an overall view of the utilization of resources for the specified physician. After the results
are generated, the PDF option may be used to get an Adobe version of the report. The CSV option
will allow the data to be exported into Excel. 
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Physician Utilization Screen

Listed below is an explanation of each field.

· Patient Name: Pulls from Patient tab on the Registration and ADT screen 

· Account Number: Pulls from Patient tab on the Registration and ADT screen 

· DOB (Date of Birth): Pulls from Patient tab on the Registration and ADT screen 

· Age: Pulls from Patient tab on the Registration and ADT screen 

· Sex: Pulls from Patient tab on the Registration and ADT screen 

· MR# (Medical Record Number): Pulls from Patient tab on the Registration and ADT screen 

·  Total Charges:  The total charges on the account

· Expected Pay: Pulls the calculated Expected Pay for the financial class

· Admit: Pulls from Stay tab on the Registration and ADT screen 

· Admit Code: Pulls from Stay tab on the Registration and ADT screen 

· Discharged: Pulls from Stay tab on the Registration and ADT screen 

· Discharge Code: Pulls from Stay tab on the Registration and ADT screen 

· Stay Type: Pulls from Patient tab on the Registration and ADT screen 

· Subtype: Pulls from Patient tab on the Registration and ADT screen 

· Service Code: Pulls from Patient tab on the Registration and ADT screen 

· Room Number: Pulls from Stay tab on the Registration and ADT screen 

· Nursing Station: Pulls the Nursing Station associated with the Patient's room
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· FC (Financial Class): Pulls from the Guarantor/Ins tab on the Registration and ADT screen

· Roles: The physician type assigned to the provider on the Patient's Physician list on the
Procedures screen in the Grouper.

· DRG/APR: Pulls from the Grouper. The severity/mortality indicator only populates when the 3M
APR DRG® Software is utilized within the medical records encoder functionality. Valid indicators
are 1, 2, 3 and 4.

· ALSO (Actual Length of Stay): This value is the calculated number of midnights that a patient is
in a bed.

· GLOS (Geometric Length of Stay): The GLOS for the DRG listed in the DRG column.

· Rel Wt (Relative Weight): Pulls the relative weight which pulls from the appropriate DRG table
based on Financial Class

· Expected Reimb (Expected Reimbursement): Pulls the expected reimbursement associated
with the computed DRG

· Principal Diagnosis: Principal diagnosis code entered on the Grouper along with up to 25 other
diagnoses coded on the account

· Principal Procedure: Principal procedure code entered on the Grouper along with up to 25 other
diagnoses coded on the account

Physician Utilization Screen - Totals Section

Listed below is an explanation of each field.

· Totals Section: Lists the total number of patient accounts that pulled for the selected parameters
along with the total revenue and case mix. This section also lists each physician type/role and the
number of accounts where the physician was listed at that type of physician.

23.30 Present on Admission

The Present on Admission report provides details on diagnoses and their associated present on
admission (POA) indicators for selected parameters. 

How to Print

1. Select Reports from the Application Drawer.
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2. Select Present on Admission 

3. Select report parameters:
· Facility: Select the desired Facility from which to pull information. (Only Facilities selected for

access under that User Based Login will be available for selection.)
· Suppress Social Security Number: When selected the patient's Social Security Number will

display as "###-##-####" on the report. 
· Admit Date Range: Enter the desired admission date range or leave blank for dates.
· Discharge Date Range: Enter the desired discharge date range or leave blank for dates.

§ NOTE: It is not necessary to populate both an admission and discharge date range. If both
an admission and discharge date range are entered, the account must fall into both date
ranges in order to pull to the report.

· Visit ID: Select this to include only those patients that do not have a discharge date. 
· Stay Type: Enter the desired Stay Type or leave blank for all stay types.
· Subtype: Enter a specific subtype or leave blank for all subtypes.
· Service Code: Enter a specific service code or leave blank for all service codes.
· Financial Class: Enter the desired financial class. Use * to wildcard insurance companies or

leave blank to print for all financial classes. 
· Exclude Financial Class: Enter the financial class that should be excluded from the report.

Use * to wildcard insurance companies or leave blank so no financial classes are excluded. 
· Diagnosis Code Range: Enter the desired ICD-10 range or leave blank for all diagnosis

codes.
· POA: Use the drop-down box to select one of the following POA indicators:

§ Y
§ N
§ E
§ U
§ W

· Physician Number: Enter the desired Physician Number or leave blank for all physicians.
· Attending Physician Only: Select this option if the report should only display accounts

where the physician identified above is listed as the attending physician. 
· Nursing Station: Enter the desired nursing station to display only those accounts that were

assigned to that nursing station during their stay.
§ NOTE: Specifying a nursing station will pull all accounts that were assigned to that

Nursing Station during their stay. It does not have to be their most current nursing station.

· Sections to Exclude: Select one or more of the following desired sections to exclude or leave
blank to print all:
§ Exclude Diagnosis Information
§ Exclude Procedure Information
§ Exclude Physician Summary By POA
§ Exclude POA Summary
§ Exclude Patient Summary

· Level of Detail: Use the drop-down box to select one of the following options:
§ Detail
§ Report Summary Only

· Include Cover Sheet: Select this option to include a Cover Sheet with the report.
· Safe Mode: Select this option to print report in safe mode.
· Output Format: Use the drop-down box to select one of the following report Format options:

§ PDF
§ XML 
§ CSV
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§ HTML
§ MAPLIST
§ TXT

4. Select Run Report to display the report in the selected output format.

Description and Usage

The Present on Admission report provides diagnosis and present on admission (POA) data for
selected parameters. The detail section of the report provides patient account data along with the
Diagnosis, POA indicator, and the Diagnosis Description. The report also provides two totals
sections. The Totals by Physician will display the total number of accounts for each POA indicator by
Physician. The Totals by POA will display the grand total for each POA indicator.

Present on Admission
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Listed below is an explanation of each column.

· Patient Name: Pulls from Patient tab on the Registration and ADT screen

· Account Number: Pulls from Registration and ADT screen

· Medical Record Number: Pulls from Patient tab on the Registration and ADT screen

· Admit Date: Pulls from Stay tab on the Registration and ADT screen

· Discharge Date: Pulls from Stay tab on the Registration and ADT screen

· ST (Stay Type): Pulls from Patient tab on the Registration and ADT screen

· Sub Type: Pulls from Patient tab on the Registration and ADT screen

· Service (Service Code): Pulls from Patient tab on the Registration and ADT screen

· FC (Financial Class): Pulls from Guarantor/Ins tab on the Registration and ADT screen

· NS (Nursing Station): Pulls the Nursing Station associated with the Patient's room

· Physician: Pulls from Stay tab on the Registration and ADT screen 

· Diagnosis: Pulls from the Diagnosis and Chief Complaint screens on the Grouper

· POA (Present on Admission): Pulls from the Diagnosis screen on the Grouper

· Description: Pulls from the Diagnosis and Chief Complaint screens on the Grouper

Present on Admission (Totals)

Listed below is an explanation each totals section.

· Totals by Physician: Displays the physician name and number along with the total number of
accounts for each POA indicator. 

· POA Totals: Displays the total number of accounts for each POA indicator. The total number of
patients will also display in this section.
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23.31 Procedures Variance Report

The Procedures Variance Report will list billed insurance claims where procedure information differs
between Insurance and Medical Records.

How to Print

1. Select Reports from the Application Drawer.

2. Select Procedure Variance Report  

3. Select report parameters:
· Facility: Select the desired Facility. (Only Facilities selected for access under that User Based

Login will be available for selection.)
· Billed Date Range: Enter the desired billed date range or leave blank for all billed claims.
· Financial Class: Enter the desired financial class. Use * to wildcard insurance companies or

leave blank to print for all financial classes. 
· Account Number: Enter in the desired account number or leave blank for all account

numbers.
· Include Cover Sheet: Select this option to include a Cover Sheet with the report.
· Safe Mode: Select this option if the report would not build due to bad data being in a field. If

the report has bad data, a message will appear stating to run report using the Safe Mode. If
selected, Safe Mode will replace all of the bad characters with a ?. This will allow the intended
report to generate. The bad data may then be seen and can be corrected from the account
level.

· Output Format: Use the drop-down box to select one of the following report Format options:
§ HTML
§ PDF
§ XML 
§ CSV
§ MAPLIST
§ TXT

· Page Orientation: Use the drop-down box to select one of the following page orientation
options:
§ LANDSCAPE
§ PORTRAIT

4. Select Run Report to display the report in the selected output format.
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Description and Usage

The Procedure Variance Report will list billed insurance claims where procedure information differs
between Insurance and Medical Records. Insurance procedure information pulls from within the Ins
Diag/Proc option or the Grouper when the Insurance radio button is selected. Medical Records
procedure information pulls from within the Ins Diag/Proc option or the Grouper when the Procedure
radio button is selected. If the ICD-9, HCPC or procedure date loaded on the account differ in these
two areas the account will pull to the report. See Insurance Procedures for more information.

Procedure Variance Report

Listed below is an explanation of each column.

· Account Number: Pulls from the Registration and ADT screen

· Patient Name: Pulls from the Patient tab on the Registration and ADT screen

· Fin. Class (Financial Class): Pulls from Policy Information

· Set:This field represents the sequence number of a particular financial class on a patient account.
If there are multiple claims with the same financial class on the account, the system will assign a
set number of 001, 002, etc.

· Billed Date: Pulls the billed date of the claim

· Total Charges: Total amount of charges pulls from Account Detail

· Grouper ICD9/HCPC: Pulls the ICD-9 and HCPC codes listed when the Procedure radio button is
selected from within the Ins Diag/Proc option or the Grouper

· Grouper Date: Pulls the procedure date listed when the Procedure radio button is selected from
within the Ins Diag/Proc option or the Grouper

· Insurance ICD9/HCPC: Pulls the ICD-9 and HCPC codes listed when the Insurance radio button
is selected from within the Ins Diag/Proc option or the Grouper

· Insurance Date: Pulls the procedure date listed when the Insurance radio button is selected from
within the Ins Diag/Proc option or the Grouper

http://cphelp.cpsi.com/v19/ptmgt/ins/insurance_procedures.php
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23.32 Query Review

The Query Review report will provide details on queries sent thru the Medical Records Query
system. In order for queries to be tracked by this report, the facility must be using Physician
Documentation Instructions when sending queries to physicians. The report will help track
outstanding queries, completed queries and the most common queries being sent. 

How to Print

1. Select Reports from the Application Drawer.

2. Select Query Review 

3. Select report parameters:
· Facility: Select the desired Facility. (Only Facilities selected for access under that User Based

Login will be available for selection.)
· Date Range: Enter the desired query creation date range. 

§ NOTE: The date range will also include a time frame. To include a full days worth of data,
ensure the end time is accurate. For example, if capturing data for 02/01/17 thru 02/02/17,
enter the starting date as "02/01/17 00:00:00" and the ending date as either "02/02/17
23:59:00" or "02/03/17 00:00:00."

· Stay Type: Enter the desired Stay Type or leave blank for all stay types.
· Query Type: Enter the title of Physician Documentation Instructions to only show results for

that type of query or leave blank for all query types.
· Query Status: Use the drop-down box to select one of the following Query Status

§ All
§ Awaiting Data
§ Awaiting Physician
§ Awaiting Coder
§ Complete

· Physician Number: Enter the desired Physician Number or leave blank for all physicians.
· Employee UBL: Enter the desired Employee UBL or leave blank for all employees. 
· Service Code: Enter a specific service code or leave blank for all service codes.
· Sections to Exclude: Select one or more of the following desired sections to exclude or leave

blank to print all:
§ Exclude Query Count
§ Exclude Physician Count
§ Exclude Employee Count
§ Exclude Query by Physician Count
§ Exclude Query by Employee Count

· Level of Detail: Use the drop-down box to select one of the following options:
§ Detail
§ Report Summary Only

· Include Cover Sheet: Select this option to include a Cover Sheet with the report.
· Safe Mode: Select this option to print report in safe mode.
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· Output Format: Use the drop-down box to select one of the following report Format options:
§ PDF
§ XML 
§ CSV
§ HTML
§ MAPLIST
§ TXT

4. Select Run Report to display the report in the selected output format.

Description and Usage

The Query Review report will aid in tracking queries that are sent to physicians. It will display the
physician name/number, query type/date, the employee that created the query, query status/date,
the patient account number, stay type, service code, subtype, financial class and account balance.
This data may be used to identify outstanding queries, completed queries and the most common
queries being sent. 

Query Review

Listed below is an explanation of each column.

· Phys Name (Physician Name): The name of the physician that the query was sent to.

· Phys Num (Physician Number): The physician's number. 

· Query Type: The Physician Documentation Instruction title that was used when the query was
created. 

· Query Date: The date the query was created. 

· Creator: The name of the employee that created the query.

· Query Status: The current status of the query. 

· Stats Date: The date the query reached it's current status. 

· Account: The patient's account number that the query was in reference to.

· Stay Type: The stay type on the account.

· Service Code: The service code on the account.
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· Sub Type: The sub type on the account.

· Financial Class: The financial class on the account.

· Balance: The account balance. 

Query Review (Totals)

Listed below is an explanation of each totals section.

· Type: Displays the query type and the number of queries sent for that type.

· Physician: Displays the Physician name and the number of queries sent to that physician.

· Employee: Displays the Employee name and the number of queries sent by that physician.

· Type by Physician: Displays the Physician name along with the query type and the number of
queries sent for that type to the physician.

· Type by Employee: Displays the Employee name along with the query type and number of
queries sent for that type by the employee.
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23.33 Ready to Code

The Ready to Code report provides coders with a work list of accounts that need to be coded.

How to Print

1. Select Reports from the Application Drawer.

2. Select Ready to Code

3. Select Select.

4. Select the desired report parameters.
· Facility: Select the desired Facility. (Only Facilities selected for access under that User Based

Login will be available for selection.)
· Discharge Date Range: Enter the desired discharge date range or leave blank for all dates.
· Visit ID: Enter in a specific patient visit/account number or leave blank for all visits.
· Stay Type: Enter the desired Stay Type or leave blank for all stay types.
· Subtype: Enter a specific subtype or leave blank to print report for all.
· Service Code: Enter a specific service code or leave blank to print report for all.
· Chart Location: Enter a specific chart location or leave blank for all.
· Chart Code: Enter a specific chart code or leave blank for all. The Chart Code can be found

on the Clinical Tab in Census.
· Transcription Header Document Code: Enter a specific Transcription Header Document

Code or leave blank for all.
· Transcription Date Range: Enter the desired Transcription Date Range or leave blank for all

dates. This date works with the Transcription Header Document Code field to pull the
specified transcriptions for the designated transcription date range. 

· Include Accounts with MR Finish Date: If this field is selected, then accounts with a Medical
Records Finish Date in the Grouper will be included on the report. 

· Include Cover Sheet: Select this option to include a Cover Sheet with the report.
· Safe Mode: Select this option to print report in safe mode.
· Output Format: Use the drop-down box to select one of the following report Format options:

§ PDF
§ XML 
§ CSV
§ HTML
§ MAPLIST
§ TXT

5. Select Run Report to display the report in the selected output format.
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Description and Usage

The Ready to Code report may be used to identify accounts that are ready to be coded. This report
may be run for accounts with a specific discharge date range, transcription document code, chart
location, or chart code. This enables coders to run the report to identify accounts that have been
discharged within a specific time frame, had their last transcription added, their chart is in a specific
location or their chart has been assigned a specific code on the Clinical tab within Census. 

Ready to Code

Listed below is an explanation of each field that may display.

· Patient Account: Pulls from the Registration and ADT screen 

· Discharge Date: Pulls from Stay tab on the Registration and ADT screen

· Patient Name: Pulls from Patient tab on the Registration and ADT screen 

· FC (Financial Class): Pulls from Guarantor/Ins tab on the Registration and ADT screen

· Stay Type: Pulls from Patient tab on the Registration and ADT screen

· Sub Type: Pulls from Patient tab on the Registration and ADT screen

· Serv Code (Service Code): Pulls from Patient tab on the Registration and ADT screen

· Finished Date/Initials: Pulls from the Grouper Patient Summary screen

· Revised Date/Initials: Pulls from the Grouper Patient Summary screen

· Chart Code: Pulls from Clinical tab on the Registration and ADT screen

· Chart Location/Date: Pulls from Chart Location History.

· Total Charges: Pulls the total charges from the account detail
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23.34 Record Review List

The Record Review List will pull patient information based on the selection of one or more diagnosis,
procedure or CPT code ranges. This report includes ICD-10 diagnosis and procedure codes only. 
The "Include Cover Sheet" check box will default to selected for this report; it must remain selected in
order to generate the report.

How to Print

1. Select Reports from the Application Drawer.

2. Select Record Review List

3. Select Select.

4. Select the desired report parameters.
· Facility: Select the desired Facility. (Only Facilities selected for access under that User Based

Login will be available for selection.)
· Admit Date Range: Enter the desired admit date range or leave blank for dates.
· Discharge Date Range: Enter the desired discharge date range or leave blank for dates.
· Stay Type: Enter the desired Stay Type or leave blank for all stay types.
· Service Code: Enter the desired Service Code or leave blank for all service codes.
· Financial Class: Enter the desired financial class or leave blank for all financial classes.
· Physician Number: Enter the desired physician number or leave blank for all physician

numbers.
· ICD-10-CM: Enter the desired ICD-10-CM range or leave blank for all diagnosis codes.
· ICD-10-PCS: Enter the desired ICD-10-PCS range or leave blank for all procedure codes.
· HCPCS: Enter the desired HCPCS range or leave blank for all HCPCS. 
· CPT From Item Master: Enter the desired CPT range from the Item Master or leave blank for

CPTs.
· Include Cover Sheet: Select this option to include a Cover Sheet with the report.
· Safe Mode: Select this option to print report in safe mode.
· Output Format: Use the drop-down box to select one of the following report Format options:

§ PDF
§ XML 
§ CSV
§ HTML
§ MAPLIST
§ TXT

5. Select Run Report to display the report in the selected output format.
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Description and Usage

The Record Review List provides a way to locate patients using a specific diagnosis code,

procedure code, HCPC, or CPT as well as ranges of these criteria.  The first page contains a header

that displays the configuration that was used to generate that particular report.  The remainder of the

report lists the accounts and patient data that meet the parameters selected.

Record Review List

Listed below is an explanation of each field that may display.

· Date/Time: Lists the date and time that the report was generated

· User: Lists the login associated with the report generation

· Facility: Lists the facility chosen during parameter selection

· Patient Admit Date: Lists the Admit Date keyed during parameter selection

· Patient Discharge Date: Lists the Discharge Date keyed during parameter selection

· Diagnosis Group ICD10 Code: Lists the ICD-10-CM keyed during parameter selection

· Procedure Group ICD10 Code: Lists the ICD-10-PCS keyed during parameter selection

· Patient Type Code: Lists the Stay Type keyed during parameter selection

· Patient Service Code: Lists the Service Code keyed during parameter selection

· Patient Financial Class: Lists the Financial Class keyed during parameter selection 

· Physician Number: Lists the Physician Number keyed during parameter selection

· Pgrpicd10_code: Lists the ICD-10 keyed during parameter selection

· Pgrpcpt_code: Lists the HCPC keyed during parameter selection

· Default Fc Cpt Code: Lists the CPT keyed during parameter selection
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Listed below is an explanation of each column that displays.

· Patient: Lists the patient name, generated from Census

· Acct#: Lists the patient account number, generated from Census

· MR#: Lists the medical record number, generated from Census

· Admit: Lists the admit date, generated from Census

· Discharge: Lists the discharge date, generated from Census

· Dis Code: Lists the discharge code, generated from Census 

· Type: Lists the stay type, generated from Census

· SC: Lists the service code, generated from Census

· Age: Lists the age, generated from Census

· Sex: Lists the sex, generated from Census

· FC: Lists the financial class, generated from Census

· Physician: Lists the attending physician, generated from Census
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23.35 Signed Images Status

The Signed Images Status report will identify all images that have been signed or need to be signed.

How to Print

1. Select Reports from the Application Drawer.

2. Select Signed Images Status

3. Select Select.

4. Select the desired report parameters.
· Facility: Select the desired Facility. (Only Facilities selected for access under that User Based

Login will be available for selection.)
· Date Range: Enter the desired image creation date range and time frame. 

§ NOTE: If a date range is entered, a time frame must be entered as well. Enter this
information using the following format: MM/DD/YY HH:MM:SS. Time must be entered
using military time.

· Signature Date Range: Enter the signature date range.
· Include Cover Sheet: Select this option to include a Cover Sheet with the report.
· Safe Mode: Select this option to print report in safe mode.
· Output Format: Use the drop-down box to select one of the following report Format options:

§ PDF
§ XML 
§ CSV
§ HTML
§ MAPLIST
§ TXT

5. Select Run Report to display the report in the selected output format.

Description and Usage

The Signed Image Status report will identify all images that have been signed or need to be signed.
The report will list the status of the image. If the image has been signed, a Signature line will display
showing the date, time, login and name of the employee or physician who signed the document. 

NOTE: A default filter is set up for this report. The filter will only allow unsigned scanned images to
pull to the report. To pull both signed and unsigned scanned images the filter will need to be
removed. For more information on filters, please see the Additional Documentation on Report
Writer.
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Signed Image Status

Listed below is an explanation of each column.

· Document: Pulls the document title

· Time:  Pulls the date and time the image was attached to the account

· Report Code: The type of file that was attached to the account

· ID: Pulls the Document ID assigned to the image

· Account# (Account Number): Pulls patient's account number from Patient Functions

· Signatures: Pulls the number of physician or employee signatures associated with the image

· Tasks: Pulls the number of physician or employee associated with the image

· Signatures: This field will display "Document Esigned" and the date, time, user login and name of
the employee or physician who signed the document.

· Queued Tasks: This field will display "View ESign Document".  If the document has not been
assigned, the date and time the image was attached to the account will display with the title
UnassignedDocuments. If the document has been assigned, this field will display the date, time,
user login and name of the employee or physician who signed the document.
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23.36 Top 25 DRGs

The Top 25 DRGs Report will display all computed DRGs in the order of most assigned to least
assigned. The report is not limited to only the top 25 DRGs, instead all assigned DRGs for the
selected parameters will display. This report will only display ICD-10 information, to display ICD-9
information please see the 25 Most Common DRGs  report. 

How to Print

1. Select Reports from the Application Drawer.

2. Select Top 25 DRGs 

3. Select report parameters:
· Facility: Select the desired Facility from which to pull information. (Only Facilities selected for

access under that User Based Login will be available for selection.)
· Discharge Date Range: Enter the desired discharge date range or leave blank for all dates.
· Stay Type: Enter the desired Stay Type or leave blank for all stay types.
· Service Code: Enter a specific service code or skip to print report for all service codes.
· Financial Class: Enter the desired financial class. Use * to wildcard insurance companies or

leave blank to print for all financial classes. 
· Sections to Exclude: Select one or more of the following desired sections to exclude or leave

blank to print all:
§ Exclude DRG Summary

· Level of Detail: Use the drop-down box to select one of the following options:
§ Detail
§ Report Summary Only

· Include Cover Sheet: Select this option to include a Cover Sheet with the report.
· Safe Mode: Select this option to print report in safe mode.
· Output Format: Use the drop-down box to select one of the following report Format options:

§ PDF
§ XML 
§ CSV
§ HTML
§ MAPLIST
§ TXT

4. Select Run Report to display the report in the selected output format.

90
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Description and Usage

The Top 25 DRGs report may be used to identify the most common DRGs for selected parameters.
The report will display the DRGs in order from most computed to least computed. Under each DRG
the accounts assigned that DRG will be listed. A summary section will display each DRG along with
the total number of patients assigned that DRG, the combined Actual Length of Stay, the Average
Length of Stay, and the Geometric Length of Stay. A DRG may be listed multiple times in the
summary, if the Geometric Length of Stay varies for each account that was assigned that DRG. 

NOTE: The descriptions of the DRGs may be different for MS-DRGs and APR DRGs. For this
reason it may be necessary to run two versions of this report. The first version for the financial
classes that use MS-DRGs, and the second version for the financial classes that use APR DRGs.
The Advance Report Writer options may be used to include or exclude the financial classes for
each version of the report. This will ensure that the proper descriptions pull for reporting purposes.

Top 25 DRGs

Listed below is an explanation of each column.

· Account#: Pulls from Registration and ADT screen

· Patient Name: Pulls from Registration and ADT screen

· Admit: Pulls from Stay tab on the Registration and ADT screen

· Discharge: Pulls from Stay tab on the Registration and ADT screen

· FC (Financial Class): Pulls from Registration and ADT screen

· LOS (Length of Stay): This value is the calculated number of midnights that a patient is in a bed.

· Physician: The patient's Attending Physician pulls from Stay tab on the Registration and ADT
screen



HIM Print Reports334

© 2025 TruBridge

DRG Summary

Listed below is an explanation of each column.

· DRG: The DRGs that were computed for the selected parameters. 

· Description: Pulls the description of the DRG which pulls from the appropriate DRG table based
on Financial Class

· Patients: The total number of patients assigned the DRG. 

· Actual LOS (Length of Stay): The combined Actual Length of Stay for the patients assigned the
DRG.

· ALOS (Average Length of Stay): The combined Actual LOS divided by the total number of
patients assigned the DRG.

· GLOS (Geometric Length of Stay): The GLOS for the DRG listed in the DRG column.
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23.37 Top ICD10 Diagnoses

The Top ICD10 Diagnosis Report lists the top ICD10 diagnosis codes ranked in order. 

How to Print

1. Select Reports from the Application Drawer.

2. Select Top ICD10 Diagnosis 

3. Select report parameters:
· Facility: Select the desired Facility. (Only Facilities selected for access under that User Based

Login will be available for selection)
· Stay Type: Enter the desired Stay Type or leave blank for all stay types.
· Discharge Date Range: Enter the desired discharge date range or leave blank for all visits
· Sections to Exclude: Select to exclude or leave blank to print all:

§ Exclude Diagnosis Totals
· Level of Detail: Use the drop-down box to select one of the following options:

§ Detail
§ Report Summary Only

· Include Cover Sheet: Select this option to include a Cover Sheet with the report.
· Safe Mode: Select this option if the report would not build due to bad data being in a field. If

the report has bad data, a message will appear stating to run report using the Safe Mode. If
selected, Safe Mode will replace all of the bad characters with a ?. This will allow the intended
report to generate. The bad data may then be seen and can be corrected from the account
level.

· Output Format: Use the drop-down box to select one of the following report Format options:
§ HTML
§ PDF
§ XML 
§ CSV
§ MAPLIST
§ TXT

· Page Orientation: Use the drop-down box to select one of the following page orientations:
§ LANDSCAPE
§ PORTRAIT

4. Select Run Report to display the report in the selected output format.

Description and Usage

The Top ICD10 Diagnosis Report will list the top principal ICD10 diagnosis codes used in the
specified time range, ranked in order. The report will sort the diagnosis codes, number of times the
code was used during the specified date range, charge amount per use and average charge amount.
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Top ICD10 Diagnosis (Detail)

Listed below is an explanation of each column.

· Patient Name: Pulls from the Patient tab on the Registration and ADT screen

· Visit# (Visit Number): Pulls from Registration and ADT screen

· Stay Type: Pulls from the Patient tab on the Registration and ADT screen

· Service Code: Pulls from the Patient tab on the Registration and ADT screen

· Admit Date: Pulls from the Stay tab on the Registration and ADT screen

· Disch Date (Discharge Date): Pulls from the Stay tab on the Registration and ADT screen

· Attending Physician: Pulls from the Stay tab on the Registration and ADT screen

· Diagnosis: The ICD10 principal diagnosis code pulls from the Grouper Diagnoses screen.

· Procedure: The ICD10 principal procedure code pulls from the Grouper Procedures screen.

· Charges: Pulls the total charges from the patient’s account detail

· ICD10 Code: Lists the ICD10 diagnosis code
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· Description: Lists the diagnosis code description

· Patients: Lists the number of times the primary diagnosis code was used

· Charges: Pulls the total charges from the patient’s account detail

· Average: Lists the average charge amount for the listed diagnosis code. The average charge is
the charges divided by the patients.

Top ICD10 Diagnosis (Summary)

· ICD10 Code: Lists the ICD10 diagnosis code

· Description: Lists the diagnosis code description

· Patients: Lists the number of times the primary diagnosis code was used

· Charges: Pulls the total charges from the patient’s account detail

· Average: Lists the average charge amount for the listed diagnosis code. The average charge is
the charges divided by the patients.
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23.38 Top ICD10 Procedures

The Top ICD10 Procedures Report lists the top ICD10 procedure code for inpatients and the top
HCPC codes for outpatients ranked in order.

How to Print

1. Select Reports from the Application Drawer.

2. Select Top ICD10 Procedures 

3. Select report parameters:
· Facility: Select the desired Facility. (Only Facilities selected for access under that User Based

Login will be available for selection)
· Stay Type: Enter the desired Stay Type or leave blank for all stay types.
· Discharge Date Range: Enter the desired discharge date range or leave blank for all visits
· Sections to Exclude: Select to exclude or leave blank to print all:

§ Exclude Procedure Totals
§ Exclude HCPC Totals

· Level of Detail: Use the drop-down box to select one of the following options:
§ Detail
§ Report Summary Only

· Include Cover Sheet: Select this option to include a Cover Sheet with the report.
· Safe Mode: Select this option if the report would not build due to bad data being in a field. If

the report has bad data, a message will appear stating to run report using the Safe Mode. If   
selected, Safe Mode will replace all of the bad characters with a ?. This will allow the intended
report to generate. The bad data may then be seen and can be corrected from the account
level.

· Output Format: Use the drop-down box to select one of the following report Format options:
§ HTML
§ PDF
§ XML 
§ CSV
§ MAPLIST
§ TXT

· Page Orientation: Use the drop-down box to select one of the following page orientations:
§ LANDSCAPE
§ PORTRAIT

4. Select Run Report to display the report in the selected output format.

Description and Usage

The Top  ICD10 Procedures Report will list the top principal ICD10 procedure codes for inpatients
and the top HCPC codes for outpatients used in the specified time range, ranked in order. The report
will sort the procedure and HCPC codes, number of times the code was used during the specified
date range, charge amount per use and average charge amount.
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Top ICD10 Procedures (Detail)

Listed below is an explanation of each column.

· Patient Name: Pulls from the Patient tab on the Registration and ADT screen

· Visit# (Visit Number): Pulls from Registration and ADT screen

· Stay Type: Pulls from the Patient tab on the Registration and ADT screen

· Service Code: Pulls from the Patient tab on the Registration and ADT screen

· Admit Date: Pulls from the Stay tab on the Registration and ADT screen

· Disch Date (Discharge Date): Pulls from the Stay tab on the Registration and ADT screen

· Attending Physician: Pulls from the Stay tab on the Registration and ADT screen

· Diagnosis: The ICD10 principal diagnosis code pulls from the Grouper Diagnoses screen.

· Procedure: The ICD10 principal procedure code pulls from the Grouper Procedures screen.

· HCPC: The HCPC code pulls from the Grouper Procedures screen

· Charges: Pulls the total charges from the patient’s account detail

· ICD10 Code: Lists the ICD10 procedure code

· Description: Lists the procedure code description

· Patients: Lists the number of times the primary procedure code was used

· Charges: Pulls the total charges from the patient’s account detail

· Average: Lists the average charge amount for the listed procedure code. The average charge is
the charges divided by the patients.

· HCPC Code: Lists the HCPC code

· Description: Lists the HCPC code description

· Patients: Lists the number of times the HCPC code was used
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· Charges: Pulls the total charges from the patient’s account detail

· Average: Lists the average charge amount for the listed HCPC code. The average charge is the
charges divided by the patients.

Top ICD10 Procedures (Summary)

Listed below is an explanation of each column.

· ICD10 Code: Lists the ICD10 procedure code

· Description: Lists the procedure code description

· Patients: Lists the number of times the primary procedure code was used

· Charges: Pulls the total charges from the patient’s account detail

· Average: Lists the average charge amount for the listed procedure code. The average charge is
the charges divided by the patients.

· HCPC Code: Lists the HCPC code

· Description: Lists the HCPC code description

· Patients: Lists the number of times the HCPC code was used

· Charges: Pulls the total charges from the patient’s account detail

· Average: Lists the average charge amount for the listed HCPC code. The average charge is the
charges divided by the patients.
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