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Local implementation and validation guide for the electronic initial case reporting HL7 V3 clinical document architecture Version 2.0

04/01/2026

Scope of document

The Florida elCR local guide was developed to be a companion implementation and validation guide and intended to provide further context for health care analysts and developers who must understand and implement elements of the most recent CDA R2 Implementation guide.

This local guide will provide the following information:

* Florida DOH local specifications for data elements to be retrieved from the EHR to produce the elCR. (Requirements section)

o Structural formats and specification of the eICR data requirements as specified by CSTE and Florida DOH (HL7 CDA R2 format). (Requirements section)

* Data elements required for message acceptance. (Requirements section)

* Onboarding procedures, including preproduction and postproduction eCR validation. (ReadMe section)

e Education on the data elements included in the HL7 CDA® R2 Implementation Guide: Release 2 - US Realm - the Electronic Initial Case Report (eICR) B (ReadMe section)

How to use this document elCR Data Classification Categories

The requirements listed have been developed using the CDC R2 Implementation Guide, the eCIR Data Needs workbook, and are in

accordance with FLorida statewide standards, Rule 64D-3, Florida Administrative Code (F.A.C.). Please refer to the list below for the eI AL e i LEeONCIChIEs AttEInatRu eleuIeS ENRSOEUPPOIUSC DIVL s eliDEC el ben2022

definitions of each column in the Requirements section.

* e|CR Data Element: The name for the specified element within the eICR. Please note that due to the hierarchical/nested structure of many The 21t Century Cures Update requires EHRs to support US Core US Core STU 3.1.1 (SVAP 4.0.0) as of

of the data elements (e.g. address contains elements such as street, city, postcode, country, etc.; dosage contains dose unit and dose December 2022 [AP| Criteria §170.315 (g)(10): Standardized API for Patient and Population Services].
quantity), not all elements have been listed on a separate row. There are some data elements in this data needs workbook that are rolled up US Core 4.0.0 Required

toone line representing several related data elements in the implementation guide. FHIR Value set binding is "Required": to be conformant, the concept in this element SHALL be from the

* Description: The description of the specified eICR data element. This may also contain examples and formats for how this data should be specified value set.

displayed.

* e|lCRTemplate: eICR Template that should be used to send the data in the CDA document.

* CDA Section/Location: The section or location in which the data should be located.

* ¢|CR Data Classification Legend: The national classification for requirements for each data elements, from the elCR Data Needs The 21st Century Cures Update requires EHRs to support US Core STU 3.1.1 (SVAP 4.0.0) as of December 2022
workbook.® Definitions for each category are in the table "eICR Data Classification Categories." There can be more than one category for [API Criteria §170.315 (g)(10): Standardized API for Patient and Population Services].

each data element.

 elCR XPath: This is the expression language designed to suppose the query or transformation of extensible markup language (XML) US Core 4.0.0 Extensible FHIR Value set binding is "Extensible": to be conformant, the concept in this element SHALL be from the
documents. The XPath should be specifically to where the data element may be found in the XML. specified value set if any of the codes within the value set can apply to the pt being i d.If
* CDA Terminology: The CDA terminology should be used to determine which data set should be used for a coded value for certain data the value set does not cover the concept (based on human review), alternate coding (or, data type allowing,
elements. text) may be included instead.

* Florida’s Requirement: This is the conformance requiement as defined by Florida. Conformance is "REQUIRED" or "REQUESTED", with

requested meaning that these are optional data. This can be different that conformance verbs as defined in the R2 CDA implementation eICR Implementation Guide Required Required bindingin the eICR IG.

guide.

* Florida’s Minimal Data Element Completeness Score: This is the percentage of data element completeness required by DOH. The Data Required for RCKMS/eCR Operations Required for operational functioning of eCR.

Element Completeness Score range is from 50% to 98% and varies by data element. Requested data elements with percent compelteness

scores will still be validated. Required to support PHA surveillance and case investigation practice - without these data elements, Public

Seces SRR Health Agencies may continue to require manual reporting processes.

The Requirements section is sorted first by CDA Section/Location, then by elCR Data Element, and finally by the Florida’s Minimal Data
Element Completeness Score.

Terminology not applicable No terminology ded for this data (e.g. time, identifier, reference, etc.).
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Onboarding

Register:

1. Toensure prompt and consistent eRSD updates from AIMS, please register for Electronic Case Reporting Update Notifications at
Electronic Reporting and Surveillance Distribution 2,

2. The Florida Department of Health requires registration from the HCO communicating intent to participate in eCR:
https://forms.office.com/Pages/ResponsePage.aspx?id=gl_NKEQ8JOuBoMOrA6MbjdApanDUbVFMnsrtXJCmAzhUNFNURTRHQjdHUzky
MjFVSzdXMzNETk40QS4u 3

Promoting Interoperability Measures by CMS for Critical Access Hospitals (CAHs) and eligible hospitals:

* Active Engagement Option 1: Pre-production and Validation: The eligible hospital or CAH registered to submit data with the PHA or, where
applicable, the CDR to which the information is being submitted; registration was completed within 60 days after the start of the EHR
reporting period; and the eligible hospital or CAH is awaiting an invitation from the PHA or CDR to begin testing and validation. Then, the
eligible hospital or CAH begins the process of testing and validation of the electronic submission of data. Eligible hospitals or CAHs must
respond to requests from the PHA or, where applicable, the CDR within 30 days; failure to respond twice within an EHR reporting period
would result in that eligible hospital or CAH not meeting the measure.

* Active Engagement Option 2: Validated Data Production: The eligible hospital or CAH has completed testing and validation of the
electronic submission and is electronically submitting production data to the PHA or CDR.

Health care organizations work closely with DOH to validate the elCR data sent to DOH so all applicable reportable diseases are received
and the data are timely and complete. Prior to validation, please ensure your HCO is using the most recent Electronic Reporting and
Surveillance Distribution (eRSD) package in its EHR.

DOH will contact the HCO when DOH is ready to begin post production validation. The HCO must continue manual reporting until DOH
approves paper shut off. At this time, there is no expected timeline for DOH’s evaluation period for an HCO to be approved to discontinue
manual reporting. The HCO is not inpr until DOH the data and provides confirmation through email that
the HCO has been moved into production. Receiving RRs is not an indication that the HCO is in production. DOH reserves the final say
regarding if an HCO is in production versus in testing.

Should you have any questions regarding your status, please contact the Florida eCR Team inbox at
ElectronicCaseReporting@FLHealth.gov .

After the HCO has been successfully moved to production, it is the responsibility of the HCO to ensure that the latest version of the
Electronic Reporting and Surveillance Distribution (eRSD) continues to be utilized, diseases are reported accurately and are in accordance
with the requirements of Rule 64D-3, F.A.C., and non-eCR processes are still in place until notified by the DOH eCR team to discontinue.
Health care and laboratory providers are required to report conditions of public health importance to DOH as defined in Rule 64D-3, F.A.C.

Pre-production/ Soft go live validation stages:

Stage 1:
Implementation
Planning

EHR Team" confirms HCO meets
vendor-specific eCR prerequisites.

When ready to proceed with eCR
onboarding, the HCO reviews eCR
introductory materials and
determines their eCR policy path
and connectivity preference.

PHAs are notified of the
implementation planning and
included in communications. PHA
notifies the HCO of any PHA-
specific testing or requirements.

*Includes EHR and Health IT
\product vendors

Stage 2:
Configuration

If needed, return {0 an earlier stage

Stage 3:
Connectivity
Testing

eCR: Healthcare Organization (HCO) Onboarding Process

Stage 4:
Content Review
and Soft Go-Live

If needed, retum to previous stage

Stage 5:
PHA Validation

Stage 6:
Production and
Ongoing

Maintenance

'The HCO and EHR Teams
\configure eCR functionality
including appropriate and timely use
lof the eRSD.

During this stage, connection
lcertificates are updated as needed.
The HCO submits their eCR
Provider Intake Form and begins
lworking on their 6CR Facility List.

The HCO confirms they can trigger
and send an elCR to the AIMS
platform, receive the RR back, and
render the RR visible to responsible
healthcare providers and system
administrators.

Additional testing needs across
Stages 3 and 4 will be defined by
the eCR Onboarding and EHR
Teams.

 The HCO completes recommended
test scenarios for message content
review and/or completes a SGL.

During the SGL, the eCR Testing
team reviews elCR documents with
real patient data to identify common
data quality and structural

issues. HCO and EHR Teams
resolve issues.

eCR Onboarding Team confirms

Team Coordinates Go-Live

PHAs will review, validate, and
analyze the eICR data to ensure it
meets public health reporting
requirements for each reportable
condition (these activities will likely
not occur for all conditions at the
same time). The PHA will provide
ongoing feedback on data quality.

HCO must maintain current manual
case reporting processes
alongside eCR until notified

of testing
and eCR Facilty List. PHA(s)
approve(s) final go-live date.

PHAs may require additional
testing and subsequent review(s)
in Stages 4 & 5 to ensure elCR
data meets public health
reporting requirements.

eCR Onboarding

Optional Cohort Process
Note for some EHR/HIT products, these stages are completed by the product vendor

Additional FL DOH Onboarding Process Stage Details

HCOs can expect the following onboarding process when
working with DOH and following CDC guidance for Stage 4,
Stage 5, and Stage 6.

Stage 4: DOH
receives
onboarding

by PHAs.

Stage 5: DOH
approves move
into PHA

As the ultimate authority, the PHA
determines and approves when the
HCO is in the CMS Promoting
Interoperability “Validated Data
Production” stage for eCR.

PHA notifies HCO when they can end
manual reporting (manual reporting
for all conditions will likely not be
ended at the same time).

HCO continues to respond to PHA
inquiries and improve data quality.
If data quality no longer meets PHA-
specific requirements, the HCO may
be required to return to PHA
Validation and restart manual
reporting processes until the quality is
improved.

The HCO establishes and
implements a process to maintain
appropriate and timely use of the
eRSD. At least annually, the HCO
submits an updated facility list and
their eRSD version to CDC and
PHA(s).

Stage 6: DOH
moves HCO into

production

PHAs ci

+ HCO is registered with DOH

« DOH allows testing and
connectivity to occur between
APHL and the HCO

« DOH reviews SGL report sent
by CDC and works with HCO
and APHL to provide additional
guidance

« HCO i considered in testing
and will remain in Active
Engagement Option 1: Pre-
production and Validation

nually engaged du

g the onboard

+ HCO enters DOH test queue, to
resolve any remaining SGL
issues. DOH validates additional
data that APHL does not

* HCO maintains manual
reporting to CHD during this time

+ HCO is considered in testing
and will remain in Active
Engagement Option 1: Pre-
production and Validation

« HCO data begins flow to end
users, including registries Merlin
and STARS

« DOH performs manual reporting
validation

* DOH will email findings and
allow HCO to discontinue manual
reporting

* HCO is considered in production
and achieves status Active
Engagement Option 2: Validated
Data Production

Stage 6: DOH
conducts
ongoing
maintenance

+ DOH does regular data quality
checks

« DOH reserves the right to restart
the manual process if HCO data
quality diminishes or the eCR
data flow stops for any reason

process

AIMS: Association of Public Health Laboratories (APHL) Informatics Messaging Services; eCR: electronic case reporting; EHR: electronic health record; eICR: electronic initial case report; eRSD: electronic reporting & surveillance
gistribution; HCO: healthcare organizations; PHA: public health agency; RR: reportability response; SGL: soft go-live
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Parallel validation process

DOH will begin the evaluation process to discontinue paper reporting for select diseases when the facility:

* |sin production for all conditions.

* Enough eCR data is received.

* Minimum of 90 days has passed since moving to production.

¢ For ambulatory HCOs with no inpatient hospital type in the organization, a request is made from the HCO to DOH for review.

« This review will be performed for conditions that are not listed as "immediately notifiable" on 64D-3, F.A.C. Immediately notifiable
conditions should continue to be reported by phone or upon suspicion. Please refer to reference (4). 4

Evaluation:

o All facilities listed under the parent HCO will be included in the evaluation, and will involve:

o |fthe eCR was received correctly,

o |fthe eCR was complete and formatted properly with all required Florida elCR data elements, and

e [fallICD-9, ICD-10, SNOMED-CT, and LOINC codes are properly mapped for their respective diagnoses and lab results.

After the HCO evaluation is complete, the HCO will receive an email which willinclude:
e Date range of the evaluated eCRs,

* Reportable Conditions that were reviewed,

e Criteria fulfilled or unfulfilled to discontinue non-eCR reporting via a Pass/Fail Result,

* Notes forimprovement, if applicable.

If the HCO fails one or more criteria:

¢ DOH will provide detailed information on areas of improvement.
¢ The HCO will not be allowed to discontinue non-eCR processes.
¢ The HCO will then be placed at the end of the queue.

¢ Reevaluation timeline will be determined by DOH and can vary.

When the HCO passes all six criteria:

¢ DOH will provide further instructions.

* The HCO is still responsible for ensuring all facilities under the parent organization are submitting accurate and complete data and there
are no server or connection issues.

¢ DOH will continue to monitor and reevaluate data received from an HCO at minimum twice yearly.

« |If errors are identified, the HCO will be notified promptly, and a response from the HCO must be received within 24 hours confirming
receipt of the notification and action will be taken within 72 hours. Failure to do so will result in the need to revert to non-eCR processes in
addition to eCRs.

Relevant Links

1) HL7 CDA® R2 Implementation Guide: Release 2 - US Realm - the Electronic Initial Case Report (elCR)
2) Electronic Reporting and Surveillance Distribution

3) Register for Electronic Case Reporting

4) https://www.floridahealth.gov/wp-content/uploads/2025/08/reportable-diseases-list-practitioners.pdf

5) elCR Data Needs workbook

AIMS: APHL Informatics Messaging Services

APHL: Association of Public Health Laboratories

CAHs: critical access hospitals

CD: Concept Descriptor

CDA: Clinical Document Architecture

CDC: Centers for Disease Control and Prevention

CMS: Centers for Medicare and Medicaid Services

CSTE: Council of State and Territorial Epidemiologists
DOH: Florida Department of Health

eCR: electronic case reporting

EHR: electronic health record

elCR: electronic initial case report

eRsSD: Electronic Reporting and Surveillance Distribution
FAC: Florida Administrative Code

FHIR: Fast Healthcare Interoperability Resources

HL7: Health Level Seven

HTML: HyperText Markup Language

LOINC: Logical Observation Identifiers Names and Codes
PHA: public health agency

PQ: Point Quantity

RCKMS: Reportable Conditions Knowledge Management System
RR: reportability response

SNOMED-CT: Systemized Nomenclature of Medicine Clinical Terms
ST: String

XML: Extensible Markup Language

XPath: XML Path

XSLT: Extensible Stylesheet Language Transformations
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eICR Data Element

Description

The date on which the reporting party (e.g., physician, nurse

eICR Template

US Realm Header

CDA Section/Location

Requirements

eICR Data Classification

elCR XPath

CDA Terminology

Florida's

Requirement

Florida’s Minimal
Data Element
Completeness
Score

the case was triggered are contained within this element, along with
the visit/encounter ID.

Date of the Report practitioner, physician assistant, etc.), completes collection of w3) ClinicalDocument not ClinicalD n/a REQUIRED 95%
minimum data for the elCR.
™ The ID is a globally unique identifier for the document. This is the US Realm Header ClinicalDocument not Clinicald id wa REQUIRED 5%
elCR Document ID value. (V3)
The set ID is a unique identification associated with the eICR
triggering event. The data elements ID, set ID, version number, and
! US Realm Header | . . .
SetID related document work together to guide the replacement of an w3) ClinicalDocument not ClinicalDs n/a REQUIRED 95%
eICR document. All the documents in one set, across all document
revisions, have the same setld.
Version Number Version number is an integer value used to version successive :tSS;Realm Header ClinicalDocument not Clinicald wa REQUIRED 5%
US Core 4.0.0 Required
Patient social security number. This is required by Florida 64D-3 US Realm Header elCR Implementation Guide
Patient ID (SSN) v d Y ClinicalDocument/recordTarget \mp Clinicald n/a REQUIRED 98%
F.AC. (V3) Required
Necessary for PHA Use
US Core 4.0.0 Required
Patient medical record number, or other identifying value, as US Realm Header eICR?r‘: lementeaE::JoI;eGuide
Patient ID (MRN) required or allowed under jurisdictional laws governing health data w3) ClinicalDocument/recordTarget Requires ClinicalDs n/a REQUIRED 98%
exchange. Necessary for PHA Use
) ALI names for the patlen‘t, including legat na‘mes and auabses. Must US Realm Header » » ‘ Clinicald
Patient Name include the name type (i.e., legal or alias), first name, middle name, a) ClinicalDocument/recordTarget Terminology not applicable tient/ame n/a REQUIRED 95%
and last name.
Allphone numbers and phone number types for the patient or US Realm Header " . ClinicalD
Patient Contact (Phone) P . s VP P ClinicalDocument/recordTarget Terminology not applicable n/a REQUIRED 80%
(V3) ecom[tel:]
N . — " . US Realm Header - N N ClinicalDs
Patient Contact (Email) |Atextvalue that indicates the email address for the patient. a) ClinicalDocument/recordTarget Terminology not applicable N n/a REQUIRED 50%
All names for the patient’s parent or guardian, including legal US Realm Header Clinical Document/record
Parent/ Guardian Name |names and aliases (if patient age is <18 years). Must include name w3) ClinicalDocument/recordTarget not get/pati i n/a REQUIRED 95%
type (i.e., legal or alias), first name, middle name, and last name. rson/name
Parent/ Guardian Phone N 8 S gency X ClinicalDocument/recordTarget not get/pati i n/a REQUIRED 95%
(primary phone), MC (mobile contact), etc. These values can be (V3) 1
found in value set: Telecom Use (US Realm Header). -
Clinical Document/record
" " . " : US Realm Header . N 8
Parent/ Guardian Email |The email for the parent and/or guardian of the patient. w3) ClinicalDocument/recordTarget not get/p n/a REQUIRED 90%
ailto:]
Parent/ Guardian US Realm Header " . Clinical Document/record
Address The home address for the parent and/or guardian of the patient. a) ClinicalDocument/recordTarget Terminology not applicable N 3 n/a REQUIRED 95%
get/p:
Value Set: Personal
And Legal
Relationship Rol¢
Acoded value and display name that indicates the relationship to Te Z lonship Role
the patient from the reportable event. Examples include ADOPTF ¢ICR Implementation Guide u)r/:'oid'z 16.840.0.11
doptive father), ADOPTP (adoptil t), AUNT t), etc. US Realm Head L . Clinical Dt it/ d U
Parent/ Guardian Code | 200PtIve father) (adoptive parent) (aunt), ete ealm Header | ¢ inicalDocument/recordTarget Required inical Document/recor 3883.11.20.12.1 REQUESTED 50%
These values can be found in value set: Personal And Legal (V3) Necessary for PHA Use get/p . cde.
Relationship Role Type. Use coded value and display name or v (s N
L gov/vads/ViewValueS
OriginalText. .
et.action?0id=2.16.84
0.1.113883.11.20.12.
1)
All addresses for the patient, including current and residential
Patient Address addresses. Must include street address, apartment or suite USRealm Header | ;. aibocument/recordTarget Terminology not applicable ClinicalDocument/recordTarget/patientRole/ad | REQUIRED 95%
number, city or town, county, state, ZIP Code, and country. Use (v3) dr
state iation, ex: FL.
US Realm Header " " ClinicalDocument/recordTarget/patientRole/pa
Patient Birth Date The patient's date of birth. ClinicalDocument/recordTarget Terminology not applicable 3 o evp P n/a REQUIRED 95%
(V3) tient/birthTime
Value Set: Country
urn:0id:2.16.840.1.11
Patient Birth Place The coded value and name of the country and ZIP Code for where | US Realm Header ClinicalDocument/recordTarget Necessary for PHA Use ClinicalDocument/recordTarget/patientRole/pa | 3883.3.88.12.80.63 | e eereny 50%
the patient was born. (V3) tient/birthPlace Value Set: PostalCode
urn:0id:2.16.840.1.11
3883.3.88.12.80.2
Administrative Gender
US Core 4.0.0 Required (HL7V3)
N AdministrativeGenderCode, which SHALL be selected from US Realm Header . elCR Implementation Guide ClinicalD i pa |https:/A nlm.nih.g
Patient Gender ClinicalDocument/recordTarget REQUIRED 95%
ValueSet Administrative Gender (HL7 V3) (V3) 8 Required tient/administrativeGenderCode ov/valueset/2.16.840. Q
Necessary for PHA Use 1.113883.1.11.1/expa
nsion
ONC Administrative
Sex
USCDI V1 Required
equire N (https://vsac.nlm.nih.
Birth Sex US Core 4.0.0 Required 16,840
Patient Sex (Birth Sex] The patient's sex Social History Section (V3) elCR Implementation Guide ° o REQUIRED 95%
( ) P Observation v v3) Requirez 883.10.20.22.4.200)/value([xsi:type="CD"] .1.113762.1.4.1/expa Q
nsion)
N for PHA U:
ecessary for e plus nullFlavor =
"UNK"
Race Cat
USCDI V1 Required ace ‘a egory
US Core 4.0.0 Required Excluding Nulls
R OMB R: US Realm Head: . https:// .nlm.nih.
ace (OMB Race The patient's race. ealm Header | inicalbocumentirecordTarget elCR jon Guide recordT: (htps:/ivsac.nlm.nih. | oo ooy 90%
Categories) (V3) Required gov/valueset/2.16.840
.1.113883.3.2074.1.1.
Necessary for PHA Use N
USCDI V1 Required Race Value Set
The coded value for the expanded patient race. For example, if US Realm Header US Core 4.0.0 Required (https://vsac.nlm.nih.
Race (Detailed) patient's race is Chinese Asian, then the detailed race code "2034- w3) ClinicalDocument/recordTarget elCR ion Guide I dT: g 16.840 | REQUIRED 50%
7" for Chinese would be used in this field. Required .1.113883.1.11.14914
Necessary for PHA Use atest)
Ethnicit
USCDIV1 Required (httr:?/yvsac nlm.nih
Ethnicity (OMB Ethnici US Realm Header US Core 4.0.0 Required recordT: N e apn
IY( ity The patient's ethnicity. ClinicalDocument/recordTarget q» . gov/valueset/2.16.840 REQUIRED 90%
Categories) (V3) elCR Implementation Guide ode
. .1.114222.4.11.837/e
Required N
Xpansion/Latest)
USCDI V1 Required Detailed Ethnici
The coded value for the expanded patient ethnicity. For example, if d N ty N
N PN N N N N o US Core 4.0.0 Required (https://vsac.nlm.nih.
- N patient's ethnicity is Hispanic or Latino, and their detailed ethnicity |US Realm Header - N N T dT:
Ethnicity (Detailed) N o ClinicalDocument/recordTarget elCR Implementation Guide g 16.840 | REQUIRED 50%
is Cuban, then the code "2182-4" for Cuban should be used in this | (V3) N oupCode
field Required +1.114222.4.11.877/e
B Necessary for PHA Use Xpansion/Latest)
Language Code (was USCDI V1 Required
Buag ( Acoded value that indicates the patient's preferred language at the d " Language
Preferred Language) . . . N US Core 4.0.0 Extensible .
time of the reportable event. This code is defined by the IETFRFC | US Realm Header - N . ClinicalD (http://www.loc.gov/st
see: N N N ClinicalDocument/recordTarget elCR Guide N N REQUESTED 75%
https:/jira.hl7. 5646. Examples include af (Afrikaans), ab (Abkhazian), etc. These  |(V3) Required ode
e/FpHI.R-J407-73 e values can be found in value set: Language. Ne?:essaryfor PHAUSE 2/php/code_list.php)
The indication that the patient has died or is dead, marked as "True" ™ .
if applicable. Must also include the date of death. (example: €lCR Initial Public ClinicalDs
Death Indicator Pp! - e : ple: Health Case ClinicalDocument/recordTarget not - n/a REQUIRED 98%
value="true" if died; sdtc:deceasedind Report Document
value="false" if patient has not died) P
elCR Initial Public Clinicald
Date of Death The patient's date of death. Health Case ClinicalDocument/recordTarget not ) Time n/a REQUIRED 98%
Report Document
The encompassing encounter represents the setting of the clinical
iter during which the d tact| ServiceEvent|
Ercouter eceute (CDA RO Frh i et s oo epraver |11 unkc
(EncompassingEncounte | . p o N port, N P Health Case ClinicalDs Terminology not applicable n/a REQUIRED 98%
" in charge of care and the facility in which care was provided when Report Document gEncounter
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eICR Data Element

Description

eICR Template

Requirements

CDA Section/Location

eICR Data Classification

elCR XPath

CDA Terminology

Florida's
Requirement

Florida’s Minimal
Data Element
Completeness
Score

elCR Initial Public

ClinicalDocument/componentOf/encompassin

Encounter ID The ID for the clinical encounter. Health Case ClinicalDocument/encompassingEncounter Terminology not applicable Encounterfid n/a REQUIRED 95%
Report Document 8
ValueSet
2.16.840.1.113883.3.
88.12.80.33 NUBC UB-|
04 FL17-Patient
The place or setting to which the patient discharged or transfered at Status (code system
the time of the encounter. For example, if the patient is admitted L . . encounter[templateld/@root="2.16.840.1.11388| 2.16.840.1.113883.6.
" ™ N N " N N Encounter Activity " N N Required for elCR Operations N N o B
Encounter Disposition then Code "09" for "Admitted as an inpatient to this hospital" w3) Encounters Section (entries required) (V3) Necessary for PHA Use 3.10.20.22.4.49') 0 |301.5) DYNAMIC or, if |REQUIRED 90%
should be used, or if the patient is discharged home then Code "01" i de access to NUBC is
for "Discharged to home care or self care (routine discharge).” unavailable, from
CodeSystem
2.16.840.1.113883.12
112 HL7 Discharge
Dispositi
Whether patient encounter is outpatient, inpatient, emergency, or elCR Initial Public US Core 4.0.0 Extensible ClinicalD http://terminology.hl7
Encounter Type urgent ca':e Use coded value andpdis La’ ane 0r’0ri iniLTexyl’ Health Case ClinicalD Required for elCR Operations Encounter/code 7 REQUIRED 95%
© | play ¢ | Report Document Necessary for PHA Use ¢ ActEncounterCode
eICR Initial Public ClinicalD
Provider ID The provider's national provider identification (NPI) number. Health Case ClinicalDs Terminology not applicable NPI REQUESTED 85%
Report Document
€eICR Initial Public ClinicalD
Provider Name The firstand last name of the health care provider. Health Case ClinicalDs not n/a REQUIRED 95%
Report Document signedPerson/name
€eICR Initial Public ClinicalD
Provider Phone The provider's phone number with area code. Health Case not n/a REQUIRED 95%
Report Document ecom/[tel:]
€eICR Initial Public ClinicalDs
Provider Fax The provider's FAX number with area code. Health Case ClinicalDs not n/a REQUESTED 50%
Report Document ecom/[fax:]
€eICR Initial Public ClinicalDs
Provider Email The provider's email. Health Case not n/a REQUESTED 50%
Report Document ecom/[mailto:]
€eICR Initial Public ClinicalD
Provider Facility/Office
Name i The provider or facility office name. Health Case not n/a REQUIRED 80%
Report Document Organization/name
) N ) Thc.egeograp.h.lcauocauon or m:.alung address of the provlrfers &ICR Initial Public ClinicalD
Provider Facility/Office | office or facility. Address must include street address, office or .
. " . ) Health Case ClinicalDs not n/a REQUIRED 80%
Address suite number (if applicable), city or town, state, and ZIP Code.Use o
Report Document presentedOrganization/addr
state ex: FL.
€eICR Initial Public ClinicalDs
Provider Facility/Office
Telecom i The provider's office phone number with area code. Health Case not n/a REQUIRED 80%
Report Document Organization/telecom
€eICR Initial Public ClinicalD
Facility ID Identification code for the facility (e.g., Facility NPI). Health Case ClinicalD Terminology not applicable . n/a REQUIRED 95%
Report Document R
ServiceDeliveryLocati
onRoleType
The type of facility where patient received or is receiving health care | eICR Initial Public US Core 4.0.0 ClinicalD (https://terminology.h
Facility Type for the reportable condition (e.g., hospital, ambulatory, urgent care, Health Case Necessary for PHA Use (7.0rg/5.1.0/Valu - |REQUIRED 95%
etc.). Use coded value and display name or OriginalText. Report Document v v3-
ServiceDeliveryLocati
onRoleType.html)
The faclu.lyvs name in which cavre occurred related to the reportable &ICR Initial Public ClinicalD
. event. This is preferred by Florida Department of Health to be the
Facility Name L . Health Case not n/a REQUIRED 98%
actual facility name and not a abbreviated or encoded value, such
" N PR o Report Document n/name
as "Memorial Hospital" or "Wellness Clinic".
Fecamgeathore for e epora cmtion. Wit euge TPl
Facility Address e . P . Health Case not n/a REQUIRED 95%
street address, city/town, county, state, and ZIP Code. Please use
Report Document n/addr
state ex.: FL.
€eICR Initial Public ClinicalDs
Healtht O ization |Th brella healths izati . This should be thi
ealthcare Organization |The umbrella healthcare organization name. This should be the Health Case Clinicald not wa REQUIRED 5%
ContactName actual name. i ot
Report Document ProviderOrganization/name
o The contact phone number for the healthcare organization. This elCR Initial Public ClinicalD
Healthcare Organization N N N
Contact Phone should be the phone number that the public health investigator can |Health Case not n/a REQUIRED 95%
reach out to with questions. Report Document ProviderOrganization/telecom(tel:]
___.. | The contact email address for the healthcare organization. This eICR Initial Public ClinicalD
Healthcare Organization " : : N .
Contact Email should be the email address that the public health investigator can |Health Case ClinicalDs not n/a REQUESTED 95%
reach out to with questions. Report Document ProviderOrganization/telecom[mailto:]
o The contact FAX number for the healthcare organization. This elCR Initial Public ClinicalD
Healthcare Organization N N N
Contact FAX should be the FAX number that the public health investigator can Health Case not n/a REQUESTED 95%
reach out to with questions. Report Document ProviderOrganization/telecom[fax:]
o The contact mailing address for the healthcare organization. This | elCR Initial Public ClinicalD
Healthcare Organization . N N N
Contact Address should be the mailing address that the public health investigator Health Case not n/a REQUIRED 95%
can reach out to with questions. Report Document ProviderOrganization/addr
€eICR Initial Public ClinicalD
t o] Th ID, such as the OID, for the health
5 e suehasthe OIB. forthe healincare Health Case not na REQUIRED 95%
© ) Report Document ProviderOrganization/id
The creator of the clinical document. The author may be a device or
aperson. Itis possible to have multiple authors, especially in the
case where the default author is the organization. For public health
reporting this could contain the contact details for the infection
control professional (ICP) specific to the condition being reported
Author/Provider [Ext L{on. If th in author of the dt tis not it US Realm Head: . o
uthor/Provider [External |on. If the main author of the ocumentis ot a person, itis ) ealm Header | hocument/author not Clinicald wa REQUIRED 8%
case] recommended to have an additional person author contact whois |(V3)
specific for a disease for follow-up requirements. This person could
be the ICP. Where a trigger occurs outside of an encounter [external
case] the i and
i will represent the
Provider and Facility for reporting purposes.
The ID for the author representing the creator of the clinical
document. The author may be a device or a person. If the author is a
Author ID/Provider ID erson, the ID should be taken from the National Provider US Realm Header L .
P L ! ClinicalDocument/author not ClinicalDs n/a REQUIRED 90%
[External encounter case]| Identificaiton (NPI) number. Note: [External encounter case] (V3)
Provider: Provider responsible for the patient's care when the case
was triggered.
The author element represents the creator of the clinical document.
Author Assigned The author may be a device or a person. The assigned authoring US Realm Header . " . ClinicalD
ClinicalDocument/author Terminology not applicable n/a REQUIRED 90%
Authoring Device device shallinclude the manufacturerModelName and the (V3) ey Pp! nedAuthoringDevice Q
(eg. "Epic - Version 10.9").
Author Address/Provider The address for the author represenfmgthe creator of the clinical
document. The author may be a device or a person. Note: [External |US Realm Header - .
Address [External N N N N ClinicalDocument/author not ClinicalDs n/a REQUIRED 90%
encounter case] Provider: Provider responsible for the patient's (V3)
encounter case] .
care when the case was triggered.
The phone number for the author representing the creator of the
Author Phone/Provider |clinical document. The author may be a device or a person. Note: -
N US Realm Header - N N ClinicalDs
Phone [External [External encounter case] Provider Telecom: A telecom address a) ClinicalDocument/author Terminology not applicable omitet] n/a REQUIRED 90%
encounter case] (phone, email, fax, etc.) for the provider responsible for the B
patient's care when the case was triggered.
The email address for the author representing the creator of the
Author Email//Provider |clinical document. The author may be a device or a person. Note: -
N US Realm Header - N N ClinicalDs
Phone [External [External encounter case] Provider Telecom: Atelecom address a) ClinicalDocument/author Terminology not applicable om{maitto:] n/a REQUIRED 90%
encounter case] (phone, email, fax, etc.) for the provider responsible for the -

patient's care when the case was triggered.
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eICR Data Element

Author Name/Provider

Description

The name for the author representing the creator of the clinical

eICR Template

CDA Section/Location

Requirements

eICR Data Classification

elCR XPath

CDA Terminology

Florida's
Requirement

Florida’s Minimal
Data Element
Completeness
Score

captured here.

liness Section

5.3.1.3.47)/text

i : ClinicalD
Name [External document. The author maybea device ora person. Note: [Exte‘mat US Realm Header ClinicalDocument/author Terminology not applicable inica n/a REQUIRED 90%
encounter case] encounter case] Provider Name: Name of the provider responsible |(V3) nedPerson/name
for the patient's care when the case was triggered.
Facility ID [Ext s Identificati de for the facility in which ided wh US Realm Head: . . ClinicalD
acility ID [External entification code for the facilty in which care was provided when ealm Header | . o cument/author Terminology not applicable inical va REQUIRED o08%
encounter case] the case was triggered. Should be NPl when (V3)
Facility Add| Exte 1| Add! for the facility in which ided whe US Realm Head: . . ClinicalD
acility Address [Externa daress for the facility in which care was provided when case was ealm Header | . o cument/author Terminology not applicable inical va REQUIRED 8%
encounter case] triggered. (V3)
» The organlzﬁtlon thatisin char;e ‘ofme mamtammg}and is . US Realm Header » » B
Custodian entrusted with the care of the clinical document. This shallinclude w3) ClinicalDocument/custodian not ClinicalDs n/a REQUIRED 98%
the ID, name, address, and telecom.
The identification value for the organization that is in charge of
intaini d is entrusted with th f the clinical d it.
Custodian Organization main alnlngan s entrusted wi ec‘ar‘eo ¢ clinicat document US Realm Header - . " . ClinicalDocument/custodian/assignedCustodia
D The custodian may be the document originator, a health a) ClinicalDocument/custodian Terminology not applicable Lstodiano c n/a REQUIRED 98%
information exchange, or other responsible party. Must include ID v
Extension.
The name of the organization that s in charge of maintaining and is
Custodian Organization |entrusted with the care qffhe clinical doc\»:ment. The custodian US Realm Header ClinicalDocument/custodian Terminology not applicable CunlcalDocument/cu§tod|an/asslgnedcustodla wa REQUIRED 28%
Name may be the document originator, a health information exchange, or |(V3) Pl ustodianOl
other party.
The physical address for the organization that is in charge of
Custodian Organization malntalnmg and is entrusted with the c‘ar‘e of the clinical document. | US Realm Header ClinicalDocument/custodian Terminology not applicable CunlcalDocument/cu§tod|an/asslgnedcustodla wa REQUIRED 28%
Address The custodian may be the document originator, a health (V3) Pl ustodianOi
il exchange, or other party.
The telephone for the organization that is in charge of maintaining
Custodian Organization |and is gntrusted with the care ofmg (?Llnlcal documer\t. The ) US Realm Header ClinicalDocument/custodian Terminology not applicable CunlcalDocument/cu§tod|an/asslgnedcustodla wa REQUIRED 28%
Telecom custodian may be the document originator, a health information (V3) Pl ustodianOl
exchange, or other party.
Social Histon observation[templateld/@root="2.16.840.1.113
Occupation Occupation which the subject currently holds. N v Social History Section (V3) Necessary for PHA Use ltemp! © N REQUIRED 90%
Observation (V3) 883.10.20.22.4.38"/value[xsi:type="CD"]
:I;F:ilzslemematmn Cuide R1.1Asserts that the
Pregnanc observation[templateld/@root="2.16.840.1.113 |patient is pregnant
Pregnant The patient's pregnancy status. 2 y Social History Section (V3) Required for RCKMS/eCR [temp @ p preg REQUIRED 50%
Observation Operations 883.10.20.15.3.8")/value (SNOMED 77386006 |
Pr It
Necessary for PHA Use regnant)
Pregnancy status date range. Use the effectiveTime to indicate the Pregnanc observationtemplateld/@root="2.16.840.1.113
Pregnancy Effective Time | date range over which the patient was pregnant/possibly 2 y Social History Section (V3) Terminology not applicable P oo n/a REQUESTED 90%
Observation 883.10.20.15.3.8")/effectiveTime
pregnant/not pregnant/unknown.
Estimated date of Adate/time value of the anticipated date when the individual will  |Estimated Date of observation[templateld/@root="2.16.840.1.113
! cate iclp ! ! ! Social History Section (V3) Terminology not applicable [templateld/@ nla REQUIRED 90%
delivery (EDD) give birth. Delivery 883.10.20.15.3.1')/value
Extended Pregnancy
Status
Pregnancy US Core 4.0.0 Extensible (https://vsac.nlm.nih.
Pregnancy status (yes, . Observation N elCR Guide .16.840.1.113 | g 16.840
The patient's pregnancy status. Pregnancy Section REQUIRED 50%
no, possible, unknown) P pregnancy (SUPPLEMENTAL | re8ancy Required 883.10.20.22.4.293/value 1113762.1.4.1099.2 | @
PREGNANCY) Necessary for PHA Use 4/expansion)
plus nullFlavor =
TUNK"
- — Pregnancy
Pregnancy status date range. Use the effectiveTime to indicate the N N
N N N N Observation N N " observation[templateld/@root="2.16.840.1.113
P Effective T dat hich the patient 1t/ bly P Secti T It t licabls /: REQUESTED 90%
regnancy Effective Time le;::ﬁzz:err: ,::m/u::::‘)::: was pregnant/possibly (SUPPLEMENTAL | "TeEnancy Section ‘erminology not applicable 883.10.20.22.4.203 effectiveTime na Q
preg preg : PREGNANCY)
Pregnancy status Pregnancy Status
delgrmin:lian method Pregnancy US Core 4.0.0 Extensible Determination Method
. - Observation . elCR Guide '2.16.840.1.113 |(https://vsac.nlm.nih.
ka Cert: f statt P tatus dete ti thod. P Secti REQUESTED 75%
?I: j{r:'srx:d sl:b”;sl regnancy status determination metho (SUPPLEMENTAL | regnancy Section Required 883.10.20.22.4.293/methodCode govivalueset/2.16.840| T2
= g PREGNANCY) Necessary for PHA Use .1.113883.11.20.9.80/
evidence) N
expansion)
Pregnancy
Pregnancy status Adate/time value for when the patient's pregancy status (yes, no, |Observation N N " observation[templateld/@root="2.16.840.1.113
Pregnancy Section Terminology not applicable n/a REQUIRED 95%
recorded date possible, unknown) at the time of the reportable event. (SUPPLEMENTAL a2 v 8y PP 883.10.20.22.4.293/author/time Q
PREGNANCY)
Estimated Date of
Estimated date of Adate/time value of the anticipated date when the individual will Delivery N N " observation[templateld/@root="2.16.840.1.113
Pregnancy Section Terminology not applicable n/a REQUIRED 90%
delivery (EDD) give birth. (SUPPLEMENTAL gnancy 8y notapp! 883.10.20.22.4.297'/value Q
PREGNANCY)
Estimated Date of
Deli Includi
Estimated Date of US Core 4.0.0 Extensible M::z;y neluding REQUESTED (if
Estimated date of The method used to determine the EDD. Use coded value and Delivery Pregnancy Section elCR Guide '2.16.840.1.113 ntm.nih. | pregnant status is 90%
delivery (EDD) method |display name or OriginalText. (SUPPLEMENTAL a2 v Required 883.10.20.22.4.297'/code ;L;l\:x/f;tuesel;z 16.840 cESgi
PREGNANCY) Necessary for PHA Use 1.113883.11.20.9.81/
expansion)
Estimated gestational Anumerical value of the estimated gestational age, in days, of the Estimated observation[templateld/@root="2.16.840.1.113
e . o N 8 I ge Vs, Gestational Age of | Pregnancy Section Terminology not applicable P . T n/a REQUIRED 90%
age (expressed in days) |pregnancy beginning from the time of fertilization. Pregnancy 883.10.20.22.4.280)/value
Estimated gestational This is a date/time value of when the provider determined the Estimated observation[templateld/@root="2.16.840.1.113
Gestational f |P Sectit Terminology not applicable N n/a REQUIRED 90%
age ination date | estimated gestational age of the pregnancy. estational Age of | Pregnancy Section 8y notapp! 883.10.20.22.4.280 VeffectiveTime Q
Pregnancy
Estimated Gestational
Code Includi
N 5 A coded value that indicates the method of determination by which N US Core 4.0.0 Extensible Age Code Including
Estimated gestational 5 N N N Estimated 5 . Method
. the gestational age was estimated (i.e. from last menstrual period, N N elCR Guide '2.16.840.1.113 N
age determination . . . Gestational Age of |Pregnancy Section ) . (https:s .nlm.nih. |REQUESTED 50%
delivery date, on etc.). Use Required 883.10.20.22.4.280)/code
method coded value and display name or OriginalText. Pregnancy Necessary for PHA Use govivalueset/2.16.840
play e g v 11.113883.11.20.9.82/
expansion)
Last menstrual period The value should be the date of last menstrual period. Example: Last Menstrual N N " observation[templateld/@root="2.16.840.1.113
Pregnancy Section Terminology not applicable n/a REQUESTED 90%
(LMP) <value xsi:type="TS" value="20121104"/> Period 8 v &/ PP 883.10.20.30.3.34/value Q
Pr Oute
. US Core 4.0.0 Extensible regnancy Outcome
A coded value that represents the result of a pregnancy such as live Pregnanc eICR Guide '216.840.1.113 (https://vsac.nlm.nih.
Pregnancy outcome birth, still birth, miscarriage, etc. This includes the description of gnancy Pregnancy Section . . T E .16.840 | REQUIRED 90%
Outcome Required 883.10.20.22.4.284')/value
the outcome of the pregnancy. .1.113883.11.20.9.86/
Necessary for PHA Use N
expansion)
Adate/time value that represents when the outcome such as live Pregnancy N N " observation[templateld/@root="2.16.840.1.113
P It dat P Secti Terminology not applicable /: REQUIRED 90%
CBNANGY OULCOME A€ | pirtn, still birth, miscarriage, etc of the pregnancy occurred. Outcome regnancy Section gynotapp 883.10.20.22.4,284 V/effectiveTime e Q
Postpartum Status
5 N (https://vsac.nlm.nih.
The postpartum status of a patient. If the template is present, the : US Core 4.0.0 '2.16.840.1.113
Postpartum status a“':m i:i" onodt anum" . platels p Postpartum Status | Pregnancy Section O aBa10.20.22 4,965 value g 16.840 | REQUESTED 90%
P postpartum period. v 10.20.22.4. 11.113883.11.20.9.87/
expansion)
This should be either the date and time of the provider's most
recent encounter with the patient regarding the reportable
Visit Start Date/Time condition or date and time the patient was admitted to the . N
(outpatient) treatment facility; e.g., hospital. This defines when the individual €ICR Initial Public ClinicalD
F ) . W 'g”v vp o N N 3 Health Case ClinicalD Terminology not applicable S n/a REQUIRED 95%
Admission Date/Time may have beenill; a pointin time to which can link other potential Report Document gEncounter/effectiveTime/low
(inpatient) cases of reportable event; necessary to ensure follow-up within key P
time frames/helps triage priority followup and ensure control
measures are i in a timely way.
Visit End Date/Til
(olnsilt ar:ientai enme The date and time in which the encounter ended or the patient was €lCR Initial Public ClinicalDocument/componentOf/encompassin
. P . . P Health Case ClinicalDocument/encompassingEncounter Terminology not applicable R P 3 P n/a REQUESTED 50%
Discharge Date/Time discharged. gEncounter/effectiveTime/high
N N Report Document
(inpatient)
Physician’s narrative of the history of the reportable event. History of Present section{templateld/@root="1.3.6.1.4.1.18376.1.
History of Present lliness | Information about possible contacts and/or exposures may be v History of Present lliness Section Terminology not applicable plateld/@root=1.36.1.4.1. “|nia REQUIRED 90%
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eICR Data Element

Description

eICR Template

Chief Complaint

CDA Section/Location

Requirements

eICR Data Classification

elCR XPath

section[templateld/@roof

.3.6.1.4.1.19376.1. N

CDA Terminology

Florida's
Requirement

Florida’s Minimal
Data Element
Completeness
Score

Author

telecom, and assigned person.

(v3)

883.10.20.22.4.2")/author

Chief Complaint Patient’s chief complaint (the patient’s own description). Chief Complaint Section Terminology not applicable /a REQUIRED 90%
P P (thep iption) Section P e Pp! 5.3.1.1.13.2.1 "J/text Q
Provider’s interpretation for the patient’s visit for the reportable Reason for Visit " . i .16.840.1.113883.
Reason for Visit N P patl st P ) Reason for Visit Section Terminology not applicable n/a REQUIRED 98%
event, given as text. Section 10.20.22.2.12")/text
Ordered tests for the patient during the encounter. This should be
Lab Order Code Planned US Core 4.0.0 .16.840.1.113
the LOINC code of the laboratory test ordered. Use coded value and N Plan of Treatment Section (V2) LOINC REQUIRED 75%
(ordered) . L Observation (V2) Necessary for PHA Use 883.10.20.22.4.44')/code
display name or OriginalText.
Lab Order ID/Placer Identifier for the laboratory order from the encounter for the Planned " . observation[templateld/@root="2.16.840.1.113
v . Plan of Treatment Section (V2) Terminology not applicable [temp ) @ n/a REQUESTED 75%
Order Number reportable event. Observation (V2) 883.10.20.22.4.44']/id
Lab Order Time (time This is a date/time value that represents when the lab test should | Planned " . observation[templateld/@root="2.16.840.1.113
( P . Plan of Treatment Section (V2) Terminology not applicable [temp @, N n/a REQUIRED 75%
should occur) occeur.. Observation (V2) 883.10.20.22.4.44' ime
The author in a planned observation represents the clinician who is planned observation(templateld/@root="2.16.840.1.113
Lab Order Orderer requesting or planning the observation. This segment shall contain N Plan of Treatment Section (V2) Terminology not applicable P e n/a REQUESTED 50%
N Observation (V2) 883.10.20.22.4.44")/author
ordering ID, name, telecom, and address.
The Orderer ID of the author in a planned observation represents | Planned " . observation[templateld/@root="2.16.840.1.113
Lab Order Orderer ID I N .I P N ! .p N Plan of Treatment Section (V2) Terminology not applicable [temp @ N N n/a REQUESTED 90%
the clinician who is requesting or planning the observation. Observation (V2) 883.10.20.22.4.44')
. " observation[templateld/@root="2.16.840.1.113
The name value of the author in a planned observation represents | Planned
Lab Order Orderer Name o N N P N N P N Plan of Treatment Section (V2) not 883.10.20.22.4.44", i n/a REQUESTED 50%
the clinician who is requesting or planning the observation. Observation (V2) N
ignedPerson/name
The telecom value of the author in a planned observation observation[templateld/@root="2.16.840.1.113
Lab Order Orderer . B N . Planned - "
represents the clinician who is requesting or planning the N Plan of Treatment Section (V2) not 883.10.20.22.4.44", n/a REQUESTED 50%
Telecom N Observation (V2) N
observation. ignedPerson/telecom
The clinician who is requesting or planning the intended laboratory |Planned " . observation[templateld/@root="2.16.840.1.113
Lab Order Performer ) d gorpl J v . Plan of Treatment Section (V2) Terminology not applicable ltemp! © n/a REQUESTED 75%
test during the reportable event. Observation (V2) 883.10.20.22.4.44'
The clinician who is expected to perform the observation could be .
N . L observation[templateld/@root="2.16.840.1.113
Lab Order Performer identified using p This is the Planned N N N
- - o o N Plan of Treatment Section (V2) not 883.10.20.22.4.44') n/a REQUESTED 50%
(Organization) ID Organization ID value within the performer segment of the clinician |Observation (V2) R
N N epresentedOrganization/id
who is expected to perform the observation.
Body Site Value Set
This is used to identify the part of the body of concern for the US Core 4.0.0 Example (htt ys'//vsac Atm.nih
Lab Order Body planned observation. AL SNOMED CT anatomic structures, Planned . elCR Guide .16.840.1.113 ps: L
N N N N N N Plan of Treatment Section (V2) N N g 16.840 | REQUIRED 75%
Site/Location locations, abnormal structures that can be considered to describe |Observation (V2) Required 883.10.20.22.4.44')/targetSiteCode 1.113883.3.86.12.32
an anatomical site. Necessary for PHA Use 21 e
This set of values contains laboratory test names that may be used Diagnosis_Problem
for placing a lab order for a test that represents that the patient may Initial Case Report Triggers for Public
Lab Order Code (trigger) |have a potentially reportable condition. These pertain to laboratory |_ N USCDI V1 Required observation[templateld/@root='2.16.840.1.113 |Health Reporting
Trigger Code Lab | Plan of Treatment Section (V2) REQUIRED 75%
(ordered) orders placed, coded in LOINC, where the lab order includes at Teftgorder v2) Necessary for PHA Use 883.10.20.15.2.3.4')/code (RCTC Subset) Q
least one test for a condition reportable upon suspicion of the (https://ersd.aimsplat
condition. Use coded value and display name or OriginalText. form.org/)
The coded value for the result organizer, which SHOULD be LOING
selected from code system LOINC. This value represents the Result Organizer USCDI V1 Required organizertemplateld/@root="2.16.840.1.11388
Result Organizer Code i pre © Results Section (entries required) (V3) d ganizer{templateld/@ SNOMED CT REQUIRED 85%
laboratory test order code. Use coded value and display name or  |(V3) Necessary for PHA Use 3.10.20.22.4.1')/code CPT-4
OriginalText.
Diagnosis_Problem
The Initial Case Report Trigger Code Result Organizer is a flag to T gers fo; public
N indicate that the organizer code (test battery/cluster name) is a Initial Case Report N N e N
Result Organizer Code . o o . . " N . USCDI V1 Required organizer[templateld/@root="2.16.840.1.11388 |Health Reporting
N trigger code contained in the Reportable Condition Trigger Codes | Trigger Code Result| Results Section (entries required) (V3) REQUIRED 98%
(trigger) N - N Necessary for PHA Use 3.10.20.15.2.3.35'/code (RCTC Subset)
and this template must be present. This indicates the template Organizer (nttps:/ersd.aimsplat
code. Use coded value and display name or OriginalText. ps: : P
form.org/)
Result Organizer " . organizertemplateld/@root="2.16.840.1.11388
Result Organizer Time The datetime that the laboratory result was ordered. a) 8 Results Section (entries required) (V3) Terminology not applicable 3 f“ 20 7[7 4 P @ ) n/a REQUIRED 85%
1]
Result Status
Result Organizer €ICR Implementation Guide organizer{templateld/@root="2.16.840.1.11388 (https://vsac.nlm.nih.
Result Organizer Status | The status of the result. Example: Active or Completed © Results Section (entries required) (V3) Required © P T gov/valueset/2.16.840 | REQUIRED 98%
(V3) 3.10.20.22.4.1')/statusCode
Necessary for PHA Use .1.113883.11.20.9.39/
atest)
The author of grouped result observations. The result organizer
code categorizes the contained results into one of several Result Organizer " . organizertemplateld/@root="2.16.840.1.11388
Result Organizer Author 8 ! ¢ © Results Section (entries required) (V3) Terminology not applicable ganizer[templateld/@) n/a REQUESTED 50%
values (e.g. chemistry, nuclear |(V3) 3.10.20.22.4.1')/author
medicine).
organizertemplateld/@root="2.16.840.1.11388
Result Organizer Author | A coded value used in the identification of the author of the grouped | Result Organizer . N . 8 {templ @ .
o N Results Section (entries required) (V3) not 3.10.20.22.4.1') n/a REQUESTED 50%
(Organization) ID result observations. (V3)
ntedO
USCDI V1 Required
The result observation code value, selected from the LOINC Result Observation . N " " observation[templateld/@root="2.16.840.1.113
Lab Code (resulted) ) o Results Section (entries required) (V3) US Core 4.0.0 Extensible [temp @ LOINC REQUIRED 98%
valueset. Use coded value and display name or OriginalText. (V3) 883.10.20.22.4.2')/code
Necessary for PHA Use
The result observation code value, selected from the LOINC Result Organizer : N " USCDI V1 Required organizertemplateld/@root="2.16.840.1.11388
Lab Code (resulted) N - 8 Results Section (entries required) (V3) d 8 temp @ LOINC REQUIRED 98%
valueset. Use coded value and display name or OriginalText. (V3) Necessary for PHA Use 3.10.20.22.4.1'/code
Lab Obs Test Triggers
This template indicates that the result observation code (test for Public Heatthgg
N name) and/or result observation value (test result) are/is a trigger | Initial Case Report N N N
Lab Order Code (trigger) USCDI V1 Required observation[templateld/@root="2.16.840.1.113 |Reporting (RCTC
(rigger) code contained in the Reportable Condition Trigger Codes and this |Trigger Code Result| Results Section (entries required) (V3) d [temp @ P 8( REQUIRED 98%
(resulted) N . Necessary for PHA Use 883.10.20.15.2.3.2')/code Subset)
template must be present. This indicates the template code. Use | Observation (https:/ersd.aimsplat
coded value and display name or OriginalText. ps: : P
form.org/)
SNOMED CT (for CD
The result value for the laboratory resuil. Should be sent as numeric Result Observation observation[templateld/@root='2.16.840.1.113 |results) :
Laboratory Result (PQ) units, or as a coded value (CD) using SNOMED. String (ST) text Results Section (entries required) (V3) Necessary for PHA Use P e 5 REQUIRED 98%
N (v3) 883.10.20.22.4.2')/value UCUM (for physical
can be sent, but is not preferred. . N
quantity (PQ) units)
Organism_Substance
Release Triggers for
Laboratory Result Initial Case Report observation[templateld/@root="2.16.840.1.113 Public Health
N 4 Trigger code template value for the laboratory result value. Trigger Code Result| Results Section (entries required) (V3) Necessary for PHA Use P e Reporting (RCTC REQUIRED 98%
(trigger) N 883.10.20.15.2.3.2')/value
Observation Subset)
(https://ersd.aimsplat
form.org/)
The laboratory result filler order number from the observation Result Observation observation[templateld/@root="2.16.840.1.113
Filler Order Number template. This is the laboratory accession number, which is a a) Results Section (entries required) (V3) Terminology not applicable 883.10.20.22.4 zp']/id e n/a REQUIRED 98%
unique identifier assigned to a specimen to track it. e
The laboratory result filler order number from the observation Result Organizer organizer(templateld/@root="2.16.840.1. 11388
Filler Order Number template. This is the laboratory accession number, which is a a) 8 Results Section (entries required) (V3) Terminology not applicable 3 i] 20224 1p']/id R n/a REQUIRED 98%
unique identifier assigned to a specimen to track it. e
Result Stat
US Core 4.0.0 Required esult Status "
Result Observation Result Observation elCR Guide 16.840.1.113 (nttps://vsac.nim.nih.
The status of the result observation such as active or completed. Results Section (entries required) (V3) N T g 16.840 REQUIRED 98%
Status (V3) Required 883.10.20.22.4.2")/statusCode
.1.113883.11.20.9.39/
Necessary for PHA Use
atest)
Result Stat
US Core 4.0.0 Required esult Status "
Result Organizer elCR Guide 16.840.1.11388 (hitps:/fvsac.nm.nih.
Result Organizer Status | The status of the result. Example: Active or Completed 8 Results Section (entries required) (V3) ) R gov/valueset/2.16.840 | REQUIRED 98%
(V3) Required 3.10.20.22.4.1')/statusCode
.1.113883.11.20.9.39/
Necessary for PHA Use
atest)
Result Observation " . observation[templateld/@root="2.16.840.1.113
Result Observation Time | The datetime that the result observation was resulted. 3) Results Section (entries required) (V3) Terminology not applicable 883.10.20 7[9 a P @ N n/a REQUIRED 98%
Observation
US Core 4.0.0 Extensible Interpretation
Result O Thei ion code for the result value. Example: Result Observation elCR Guide .16.840.1.113 ) .nlm.nih.
y X y i Results Section (entries required) (V3) ! X N e REQUIRED 98%
Interpretation High, Low, Abnormal, etc. (V3) Required 883.10.20.22.4.2) p ode g 16.840
Necessary for PHA Use .1.113883.1.11.78/ex
pansion/Latest)
Result Observation . . Result Observation . . " US Core 4.0.0 Example observation[templateld/@root='2.16.840.1.113
The method or test type in which the laboratory test was performed. Results Section (entries required) (V3] none REQUIRED 95%
Method vpel v P (V3) ( q ) (V3) Necessary for PHA Use 883.10.20.22.4.2')/methodCode Q
Result Observation Result Observation US Core 4.0.0 Example observation[templateld/@root="2.16.840.1.113
N The coded value for the result observation target site. Results Section (entries required) (V3) P [temp @, none REQUESTED 50%
Target Site (V3) Necessary for PHA Use 883.10.20.22.4.2)) ode
N The author of the results from a laboratory, radiology, and other N N
Result Observation Result Observation " . observation[templateld/@root="2.16.840.1.113
study performed on a patient. This should include the ID, address, Results Section (entries required) (V3) Terminology not applicable [temp @ n/a REQUIRED 50%
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Result Observation

This is a coded value for the author of the results from a laboratory,

Result Observation

observation[templateld/@root="2.16.840.1.113 N

(v2)

Quantity

" ns
16.840.1.113883.10.20.22.4.16')/rateQuantity

Results Section (entries required) (V3) Terminology not applicable /a REQUIRED 50%
Author ID radiology, and other study performed on a patient. (V3) ( 9 ) (v3) ey Pp! 883.10.20.22.4.2') Q
Result Observation The laboratory reference range of the test. Preferred low and high Result Observation N " observation[templateld/@root='2.16.840.1.113
) v N g‘ ig! Results Section (entries required) (V3) Terminology not applicable [temp @ n/a REQUIRED 98%
Reference Range value sent if possible. Otherwise, sent as text. (V3) 883.10.20.22.4.2])
Problem
List of pathology or disorders identified in a patient [i.e. radiating | Problem Concern USCDI V1 Required 16.840.0.113 (https://vsac.nlm.nih.
Diagnoses (Problem List) | chest pain (finding), bacterial sepsis (finding), etc.]. This combines |Act (V2)/Problem |Problem Section (entries required) (V3) US Core 4.0.0 Example 883.10.20.22.4.4 value T g 16.840 REQUIRED 95%
the observation/value/code. Observation (V3) Necessary for PHA Use e .1.113883.3.88.12.32
21.7. i
Apathology or disorder identified in a patient. The L Problem
. e Encounter Activity "
observation/value and all the qualifiers together make up one (https://vsac.nlm.nih.
N L (V3)/Encounter " N N US Core 4.0.0 Example .16.840.1.113
Diagnoses (Encounter) | concept. This will include a coded value, the code system, and N B Encounters Section (entries required) (V3) g 16.840 REQUIRED 95%
N - Diagnosis/Problem Necessary for PHA Use 883.10.20.22.4.4')/value
string text description of that coded value. For example, 10000006 Observation (V3) .1.113883.3.88.12.32
SNOMED-CT Radiating chest pain (finding). 21.7. i
Diagnosis_Problem
Triggers for Public
Health Reporting
(RCTC Subset)
The suspected diagnoses or problems that represent that the Initial Case Report (https://ersd.aimsplat
. . patient may have a potentially reportable condition. These could be | Trigger Code N . N USCDI V1 Required observation[templateld/@root="2.16.840.1.113 |form.org/)
Diagnosis (trigger) Problem Section (entries required) (V3] REQUIRED 95%
g (rigger) diagnoses recorded in an HER problem list and diagnosis codes Problem ( 9 )(v3) Necessary for PHA Use 883.10.20.15.2.3.3")/value Suspected_Disorder Q
used for billing for the encounter. Observation Triggers for Public
Health Reporting
(RCTC Subset)
(https://ersd.aimsplat
form.org/)
Problem Type
(SNOMED CT)
(https://vsac.nlm.nih.
This code the problem i ization of N gov/valueset/2.16.840
Problem C: b: tion[t lateld/ 1=2.16.840.1.113
the condition s represented in the SNOMED CT code system. AL‘: (\;’;‘/P;’l‘j:: 1S Core 4.0.0 Exensibe Zsze;azﬂ[zefﬁfci de@"m 11.113883.3.88.12.32
Problem Type Examples include "Clinical Finding," "Complaint," "Problem," ) Problem Section (entries required) (V3) o e . 21.7.2/expansion) REQUIRED 95%
. - . - Observation (V3) Necessary for PHA Use observation[templateld/@root="2.16.840.1.113
Disease," "Diagnosis Interpretation," etc. Use coded value and N . N Problem Type (LOINC)
N o (observation) 883.10.20.22.4.4) N
display name or OriginalText. (https:s .nlm.nih,
gov/valueset/2.16.840
.1.113883.3.88.12.32
21.7.2/expansion)
Date of Diagnosis Adate/time value when the concern (diagnosis/problem) became | Problem Concern " . '2.16.840.1.113883.10.2
.g . (oiag P ) Problem Section (entries required) (V3) Terminology not applicable n/a REQUIRED 95%
(Problem List) active. Act (V3) 0.22.4.3;
Date of Diagnosis Adate/time value that represents the relevant problems o Encounter Activi encounter[templateld/@root='2.16.840.1.11388
g ) . diagnoses at the close of a visit or that need to be followed after the ty Encounters Section (entries required) (V3) Terminology not applicable P e n/a REQUIRED 95%
(Encounter Diagnosis) visit (V3) 3.10.20.22.4.49'/effectiveTime
Date of Onset (Problem | A date/time value that asserts when the condition became clinically | Problem " . observation[templateld/@root="2.16.840.1.113
. { . inicaly " Problem Section (entries required) (V3) Terminology not applicable ltemp! @ ) n/a REQUIRED 95%
List) active. Observation (V3) 883.10.20.22.4.4)
The date and il Lue of th ter di is for thy
Date of Onset (Encounter ¢ dateand time value o eenc‘mm er‘ \»agnosws orthe Problem . . . " . observation[templateld/@root="2.16.840.1.113
N . reportable event. The encounter diagnosis is the health care . Encounters Section (entries required) (V3) Terminology not applicable N n/a REQUIRED 95%
Diagnosis) N N N - Observation (V3) 883.10.20.22.4.4')/effectiveTime
provider's of the patient's health condition.
. o observation[templateld/@root="2.16.840.1.113
Date of Onset The date/time value that asserts when the condition became Problem
o N N Problem Section (entries required) (V3) not 883.10.20.22.4.4'|[code="symptom')/effectiveTi [n/a REQUIRED 95%
(Symptom) clinically active. Observation (V3) me
Apathology or disorder identified in a patient. The
observation/value and all qualifiers together make up one concept. Problem
For example, SNOMED CT allows constructing concepts as a Problem USCDI V1 Required 16.840.0.113 (https://vsac.nlm.nih.
Symptoms (list) combination of multiple codes. SNOMED CT defines a concept N Problem Section (entries required) (V3) US Core 4.0.0 Example T g 16.840 REQUIRED 95%
- . o Observation (V3) 883.10.20.22.4.4'|[code="symptom')/value
"pneumonia (disorder)" (233604007) an attribute "finding site" Necessary for PHA Use .1.113883.3.88.12.32
(363698007) and another concept "left lower lobe of lung (body 21.7.4/expansion)
(412240086).
Medication Clinical
Drug (RXNORM)
(https://vsac.nlm.nih.
gov/valueset/2.16.840
Medication Activit US Core 4.0.0 Extensible . '1'1137.82'1'4'1010'4/
Medications The medications which have been given. Itis required to send - v N elCR Implementation Guide VSN D
Administered (list) RXNORM code and Display name. N Section (V2) Required 840.1.115883.10.20.22.4.23) Clinical REQUIRED 95%
play name. Information (V2) d terial/code (RXNORM, SNOMED
Necessary for PHA Use
cT)
(https://vsac.nlm.nih.
gov/valueset/2.16.840
.1.113762.1.4.1010.2/
Medications Triggers
Medication Activil
The trigger code template for the medications administered. (V2)/initial Case y 216 for Public Health
Medications Medications relevant to the reportable event (includes admission, ; - - : " " |Reporting (RCTC
N S P _— ( Report Trigger Medications Administered Section (V2) Necessary for PHA Use 840.1.113883.10.20.15.2.3.36")/manufactured P 8 REQUIRED 95%
(trigger) historical, planned medications). Use coded value - N Subset)
" o Code Medication Material/code "
and display name or OriginalText. N (https://ersd.aimsplat
Information
form.org/)
The medication administration ID is the ID value given to the
__— medication activity instance. A Medication Activity describes _— o . N
Medication Medication Activil 2.
Administration ID fubs!ance avdvminvislralivons that ha\.le actually occurred (e.g"., pills wv2) y Medications Administered Section (V2) Necessary for PHA Use 16.840.1.113883.10.20.22.4.16 /id n/a REQUIRED 90%
ingested or injections given) or are intended to occur (e.g., "take 2
tablets twice a day for the next 10 days").
Medication Stat
US Core 4.0.0 Required edication Status
Medication 'What the current status of the medication, such as active or Medication Activity elCR Guide 2. (ntps://vsac.nlm.nih.
. Medications Administered Section (V2) | .16.840 | REQUIRED 98%
Administration Status | completed. (v2) v2) Required 16.840.1.113883.10.20.22.4.16')/statusCode 51 113762.1.4.1009.1 Q
Necessary for PHA Use o B
1/expansion)
2.
Medication Medication Activil " "
. S The datetime stamp of the medication administration activity. v Medications Administered Section (V2) Terminology not applicable 16.840.1.113883.10.20.22.4.16'/effectiveTime[ | n/a REQUIRED 98%
Administration Time (v2) WLts]
SPL Drug Route of
Administration
Terminology
(https://vsac.nlm.nih.
US Core4.0.0E it /val 1/2.16.840
. The route of medication administration as selected from the SPL - . ore rample N . govivalues
Medication Drug Route of Administration Terminology. Examples: oral, soft | c0/caiOM ATV |y - tions Administered Section (v2) elCR Guide 2.|-1:119883.3.88.12.32 | o0 pery 80%
Administration Route rugRo 8- ples: oral, (v2) Required 16.840.1.113883.10.20.22.4.16/routeCode | 21.8.7/expansion)
tissue, intramuscular, etc. o
Necessary for PHA Use Medication Route
(https://vsac.nlm.nih.
gov/valueset/2.16.840
.1.113762.1.4.1099.1
The numerical amount used to measure the given medication dose.
Medication doseQuantity is a unitless number that indicates the number of Medication Activit
Administration Dose products given per administration. Itis limited to the active dose Y Medications Administered Section (V2) Terminology not applicable ' In/a REQUIRED 95%
" " N (v2) 16.840.1.113883.10.20.22.4.16')/doseQuantity
Quantity given (e.g., "2", meaning 2 x "metoprolol 25mg tablet" per
Medication ot .
- " : ot " Medication Activity - . . . .
Administration Rate The numerical amount for the medication rate quantity. Medications Administered Section (V2) Terminology not applicable /a REQUIRED 90%
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Medications relevant to the reportable event (includes planned

Planned

USCDI V1 Required

Medication Clinical
Drug (RXNORM)
(https://vsac.nlm.nih.
gov/valueset/2.16.840
.1.113762.1.4.1010.4/

medications). A medication should be recorded as a pre- Medication Activity US Core 4.0.0 .16.
Planned Medication coordinated ingredient + strength + dose form (e.g., “metoprolol (V2)/Medication Plan of Treatment Section (V2) elCR Implementation Guide 840.1.113883.10.20.22.4.23') Clinical REQUIRED 90%
25mg tablet”, “amoxicillin 400mg/5mL suspension”) where Information (V2) Required terial/code (RXNORM, SNOMED
possible. Use coded value and display name or OriginalText. Necessary for PHA Use CT)
(https://vsac.nlm.nih.
gov/valueset/2.16.840
.1.113762.1.4.1010.2/
This is a coded value. It should reference CVX, RKNORM, SNOMED ati :
T T o Medications Triggers
for the planned medication codes that may represent that the Medication Activity for Public Health
Planned Medication patient may have a potentially reportable condition. These pertain | (V2)/Initial Case USCDI V1 Required '2.16. Reporting (RCTC
(triggen) to icati ini and icati where |Report Trigger Plan of Treatment Section (V2) US Core 4.0.0 Extensible 840.1.113883.10.20.15.2.3.36')/manufactured Subset) REQUIRED 90%
the medication, coded in CVX, RKXNORM, SNOMED, may be Code Medication Necessary for PHA Use Material/code (https://ersd.aimsplat
indicative of a reportable condition. Use coded value and display  |Information form.org/)
name or OriginalText.
The medication administration ID is the ID value given to the
lanned medication activity instance. A Medication Activil
pramned eclkaton!D _|desety " that have actually o::ycurred Medication ACIY | 21, of reatment Section (V2) Terminology not applicable inistrats 2 v REQUIRED %%
o P . . (v2) 16.840.1.113883.10.20.22.4.16'/id
(e.g., pills ingested or injections given) or are intended to occur
(e.g., "take 2 tablets twice a day for the next 10 days").
This is the status code for the planned medication to be given, US Core 4.0.0 Required
Planned Medication which shall be selected from ValueSet Medication Status codeset. | Medication Activity - . . . elCR Guide 2. B
Status hitps://vsac.nlm.nih.gov/valueset/2.16.840.1.113762.1.4.1099.11/ | (v2) Medications Section (entries required) (V2) Required 16.840.1.113883.10.20.22.4.16 statusCode | US~ 2CUVe REQUIRED 98%
expansion Necessary for PHA Use
Ata minimum, a Medication Activity shall include an effectiveTime
indicating the duration of the administration (or single-
ini: ion il y ication lists generally
provide a summary of use for a given medication over time - a
medication activity in event mood with the duration reflecting when Medication Activity ‘2.
Planned Medication Time|the medication started and stopped. Ongoing medications will not wv2) Plan of Treatment Section (V2) Terminology not applicable 16.840.1.113883.10.20.22.4.16')/effectiveTime[ | n/a REQUIRED 98%
have a stop date (or will have a stop date with a suitable NULL ivi_ts]
value). Ambulatory medication lists will generally also have a
frequency (e.g., a medication is being taken twice a day). Inpatient
medications generally record each administration as a separate
act.
SPL Drug Route of
Administration
Terminology
Planned medication route (i.e. by mouth, intraosseous, (ntps://vsac.nim.nih.
. o . US Core 4.0.0 Example gov/valueset/2.16.840
Planned Medication |r\tr§venous, etc.) a‘cnvlty rels:-vantmfhe reportable event. Itis Medication Activity ) eICR Guide 1 113883.3.88.12.32
limited to prospective, unfulfilled, or incomplete orders and Plan of Treatment Section (V2) N N REQUIRED 75%
Route . o N (V2) Required 16.840.1.113883.10.20.22.4.16'/routeCode 21.8.7/expansion)
requests only. Medication activities in "INT" mood are reflections of o
what a clinician intends a patient to be taking. Necessary for PHA Use Medication Route .
(https://vsac.nlm.nih.
gov/valueset/2.16.840
.1.113762.1.4.1099.1
The numerical amount used to measure the planned medication
Planned Medication dose. This is a unitless numb.erlha! indigalfes .lhe number of ) Medication Activity ) ) ) - 9.
Dose Quantity produ;ts planrwd to be administered. Itis limited to prospelcuve, 2) Plan of Treatment Section (V2) Terminology not applicable 16.840.1.113883.10.20.22.4.16"/doseQuantity n/a REQUIRED 75%
unfulfilled, or incomplete orders and requests only. (e.g. "
meaning 2 x "metoprolol 25mg tablet" per administration).
Planned Medication Rate This ?S lh.e!ime f:omponenl used to adminislgrl.he planned Medication Activity N N " ini i 2.
Quantity medlcvauon duvnng the reportable event. It is limited to prospective, 2) Plan of Treatment Section (V2) Terminology not applicable 16.840.1.113883.10.20.22.4.16 ) rateQuantity n/a REQUIRED 75%
unfulfilled, orincomplete orders and requests only.
Medication Clinical
Drug (RXNORM)
(https://vsac.nlm.nih.
gov/valueset/2.16.840
USCDI V1 Required .1.113762.1.4.1010.4/
Medications relevant to the reportable event (includes admission, |Medication Activity US Core 4.0.0 '2.16. i
Medication administered, historical, planned medications). Itis required to (V2) /Medication | Medications Section (entries required) (V2) elCR Implementation Guide 840.1.113883.10.20.22.4.23")/manufacturedMa | Clinical Substance REQUIRED 90%
send RXNORM code and Display name. Information (V2) Required terial/code (RXNORM, SNOMED
Necessary for PHA Use CT)
(https://vsac.nim.nih.
gov/valueset/2.16.840
.1.113762.1.4.1010.2/
A code trigger for manufacturedMaterial. A medication should be - .
) . . - . Medications Triggers
recorded as a pre-coordinated ingredient + strength + dose form Medication Activity for Public Health
(e.g., 25mgtablet”, i (V2)/Initial Case .16. Reporting (RCTC
Medication (trigger) suspension”) where possible. This includes RxNorm codes whose | Report Trigger Medications Section (entries required) (V2) Necessary for PHA Use 840.1.113883.10.20.15.2.3.36, Subset) REQUIRED 90%
Term Type is SCD (semantic clinical drug), SBD (semantic brand Code Medication Material/code (https:/ersd.aimsplat
drug), GPCK (generic pack), BPCK (brand pack). Use coded value |Information form.org/)
and display name or OriginalText.
The medication administration ID is the ID value given to the
medication activity instance. A Medication Activity describes Medication Activity :
Medication ID substance administrations that have actually occurred (e.g., pills Medications Section (entries required) (V2) Terminology not applicable N n/a REQUIRED 90%
N - N N (v2) 16.840.1.113883.10.20.22.4.16')/id
ingested or injections given) or are intended to occur (e.g., "take 2
tablets twice a day for the next 10 days").
This status code, which shall be selected from ValueSet Medication Medication Status "
Status codeset. Medication Activity US Core 4.0.0 Required A (nttps://vsac.nim.nih.
Medication Status N Medications Section (entries required) (V2) g 16.840 REQUIRED 98%
https: .nlm.nih., 16.840.1.113762.1.4.1099.11/ | (V2) Necessary for PHA Use 16.840.1.113883.10.20.22.4.16')/statusCode
" .1.113762.1.4.1099.1
expansion 1 N
At a minimum, a Medication Activity shall include an effectiveTime
indicating the duration of the administration (or single-
ini ion til y ication lists generally
provide a summary of use for a given medication over time - a
medication activity in event mood with the duration reflecting when Medication Activity .
Medication Time the medication started and stopped. Ongoing medications will not w2) Medications Section (entries required) (V2) not 16.840.1.113883.10.20.22.4.16') n/a REQUIRED 98%
have a stop date (or will have a stop date with a suitable NULL ivl_ts]
value). Ambulatory medication lists will generally also have a
frequency (e.g., a medication is being taken twice a day). Inpatient
medications generally record each administration as a separate
act.
SPL Drug Route of
Administration
Terminology
(https://vsac.nlm.nih.
The route of medication administration as selected from the SPL -~ L US Core 4.0.0 Example N . govivalueset/2.16.840
Medication Route Drug Route of Administration Terminology. Examples: oral, soft |20 cauOMACHVIY |y i tions Section (entries required) (V2) elCR Guide 2.|-1:119883.3.88.12.32 | pc o pery 80%
N B (V2) Required 16.840.1.113883.10.20.22.4.16/routeCode 21.8.7/expansion)
tissue, intramuscular, etc. o
Necessary for PHA Use Medication Route
(https://vsac.nim.nih.
gov/valueset/2.16.840
.1.113762.1.4.1099.1
The numerical amount used to measure the active medication
Medication Dose dose. doseQuantity is a unitless number that indicates the number |Medication Activity Medications Section (entries required) (V2) Terminology not applicable wa REQUIRED 90%

Quantity

of products given per administration (e.g., "2", meaning 2 x
25mg tablet" per i

(v2)

16.840.1.113883.10.20.22.4.16')/doseQuantity
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rateQuantity contains one unit selected from the ValueSet

Medication Activity

Medication Rate Quantif Medications Section (entries required) (V2) Terminology not applicable " |na REQUIRED 90%
Q v UnitsOfMeasureCaseSensitive. (V2) ( q ) (v2) ey Pp! 16.840.1.113883.10.20.22.4.16')/rateQuantity Q
_— Medication Activity .16.
Medication Manufacturer: - ot ot " N "
Organization The name of the manufacterer of the medication. (V2) /Medication | Medications Section (entries required) (V2) not 840.1.113883.10.20.22.4.23') Org|n/a REQUESTED 50%
ion (V2) anization
16.840.1.113883.10.20.22.4.52')
='true’
Immunization Status (not| The patient’s currentimmunization status, if the patient did not Immunization - " N " " i
. { p . - ! pat ' o Immunizations Sections (entries required) (V3) Terminology not applicable AND n/a REQUIRED 98%
given) receive the immunization. Activity (V3) . N
16.840.1.113883.10.20.22.4.52')/@moodCode
='EVN'
Immunization Status The patient’s currentimmunization status, if the patient received | Immunization - . : " ;
N ‘p L ! ! patl ! L Immunizations Sections (entries required) (V3) not 16.840.1.113883.10.20.22.4.52')/@moodCode |n/a REQUIRED 98%
(given) the immunization. Activity (V3) SEWN
The immunizaiton ID is the ID value given to the immunization Immunization " . 3
Immunization ID > mm g zatl m Immunizations Sections (entries required) (V3) Terminology not applicable ‘ nla REQUIRED 90%
activity instance. Activity (V3) 16.840.1.113883.10.20.22.4.52')/id
ActStatus
" N N N US Core 4.0.0 Required B
- The patient's currentimmunization status, such as: aborted, active, - . (https://vsac.nlm.nih.
Immunization Status I Immunization - " : . elCR Guide A
cancelled, completed, held, new, normal, nullified, obsolete, or L Immunizations Sections (entries required) (V3) N g 16.840 REQUIRED 98%
(other) Activity (V3) Required 16.840.1.113883.10.20.22.4.52']/statusCode
suspended. .1.113883.1.11.15933
Necessary for PHA Use N
- : . : - " Immunization - " : " " " A
Immunization Date The date/time value which the immunization was given. L Immunizations Sections (entries required) (V3) Terminology not applicable n/a REQUIRED 98%
Activity (V3) 16.840.1.113883.10.20.22.4.52;
Immunization Dose The numerical amount and scale used to measure vaccine quantity. | Immunization " . { 3
y ) N ined V o Immunizations Sections (entries required) (V3) Terminology not applicable In/a REQUIRED 90%
Quantity For example, <doseQuantity value="50" unit="ug" />. Activity (V3) 16.840.1.113883.10.20.22.4.52')/doseQuantity
The number of doses in aimmunization series. In "INT" (intent)
mood, the repeatNumber defines the number of allowed
Immunization Repeat ini For example, aep of '3" means that Immunization
Number P the substance can be administered up to 3 times. In "EVN" (event) Activity (V3) Immunizations Sections (entries required) (V3) not 16.840.1.113883.10.20.22.4.52), n/a REQUESTED 95%
mood, the repeatNumber is the number of occurrences. For Y r
example, a of"3"ina ini; i
event means that the current is the 3rd in a series.
\mmunization Route The route of immunization administration as selected from the SPL \mmunization
Drug Route of Administration Terminology. Examples: oral, soft - Immunizations Sections (entries required) (V3) Terminology not applicable “|n/a REQUIRED 80%
Code N B Activity (V3) 16.840.1.113883.10.20.22.4.52')/routeCode
tissue, etc.
- : : - Immunization - . N " " "
Immunization Performer | The provider who performed the immunization procedure. o Immunizations Sections (entries required) (V3) Terminology not applicable n/a REQUESTED 50%
Activity (V3) 16.840.1.113883.10.20.22.4.52']/performer
CVX Vaccines
Administered Vaccine
Set
This is a coded value that corresponds with the CDC Vaccine Code N
N N L (https://vsac.nlm.nih.
(CVX) vaccine concepts. These concepts respresent actual vaccine |Immunization N
. . - . o USCDI V1 Required gov/valueset/2.16.840
o 5 types, including those that are historical record of a vaccine Activity N N .16.
Immunization Vaccine . . - - . N . elCR Implementation Guide .1.113762.1.4.1010.6/
Code where the exact is unknown. For (V3)/Immunization |Immunizations Sections (entries required) (V3) Required 840.1.113883.10.20.22.4.54'), expansion) REQUIRED 95%
example, 03 CVX measles, mumps, and rubella virus vaccine. Medication d terial/code P N -~
N N o N Necessary for PHA Use Vaccine Clinical Drug
These values can be found in value set: CVX Vaccines Administered | Information (V2) (https:/ivsac.nlm.nih
Vaccine Set. Use coded value and display name or OriginalText. ps: L
gov/valueset/2.16.840
.1.113762.1.4.1010.8/
Medications Triggers
\mmunization for Public Health
Activity (V3)/Initial Reporting (RCTC
The immunization medication information coded value. This should Case Report 216 Subset)
Immunization Vaccine | be taken from the RCTC Subset for the immunization trigger code USCDI V1 Required " | (nttps://ersd.aimsplat
N N N 8 Trigger Code Immunizations Sections (entries required) (V3) . 840.1.113883.10.20.15.2.3.38)/manufactured (nttp; P REQUIRED 95%
Code (trigger) value for the trigger template. Use coded value and display name or o Necessary for PHA Use N form.org/)
. Immunization Material/code ation s
OriginalText. _— (At publication time
Medication -
3 the Immunization
Information "
trigger code value set
had not been defined)
Immunization
Immunization Activity .16.
Manufacturer The name of the manufacturer of the immunization product. (V3)/Immunization |Immunizations Sections (entries required) (V3) not 840.1.113883.10.20.15.2. ) 0 |n/a REQUIRED 95%
Organization Medication rganization
(v2)
The patient's travel history, includes purpose of travel, dates of
. . '2.16.840.1.113883.10.2
Travel History Dates travel, locations of travel, details of transportation (ship, plane, Travel History Social History Section (V3) Terminology not applicable 0.15.2.3.1effectiveTime n/a REQUIRED 95%
etc.). The travel history date of travel, effective time low and high. e
The patient's travel history, includes purpose of travel, dates of "
Travel History Location - |- ) Y Incudes purpose of fravel ) - ! ’ ! 2.16.840.1.113883.10.2 REQUIRED (if travel
travel, locations of travel, details of transportation (ship, plane, Travel History Social History Section (V3) Terminology not applicable n/a 95%
Free Text N N N 0.15.2.3.1')/text occurred)
etc.). The travel history location, free text of loction of travel.
Geographical location
" N N history
The patient's travel history, includes purpose of travel, dates of (https://phinvads.cdc.
Travel History Location - |travel, locations of travel, details of transportation (ship, plane, N N N N US Core4.0.0 '2.16.840.1.113883.10.2 ps://p N "~ ”|REQUIRED (if travel
5 N Travel History Social History Section (V3) . . gov/vads/ViewValueS 95%
Coded etc.). The travel hstory location, coded value for location of travel. Necessary for PHA Use 0.15.2.3.1'/participant/participantRole/code et.action?0id=2.16.84 occurred)
Use coded value and display name or OriginalText. ) ) o
0.1.114222.4.11.3201
)
Travel History Location The address related to the patient's travel history. Where a more '2.16.840.1.113883.10.2
v granular address than state is known (e.g. city, street) itis Travel History Social History Section (V3) Terminology not applicable . T /a REQUESTED 75%
Address . : 0.15.2.3.1')/participant/participantRole/addr
appropriate to use address rather than the coded location.
Purpose of Travelis the patient's reason for traveling (i.e. Business, Travel Purpose (CDC)
Tourism, Military, etc.), and is included as part of patient's Travel (https://phinvads.cdc.
History. The @code should be "280147009" Type of activity, and the | Purpose of Travel I : .16.840.1.113 i
Purpose of Travel "V @ N N N ‘yp iy P N Social History Section (V3) Necessary for PHA Use © N N REQUESTED 50%
travel purpose will be given @value with @xsi:type="CD," where the | Observation 883.10.20.15.2.3.51')/code et.action?0id=2.16.84
code SHOULD be selected from ValueSet Travel Purpose (CDC). 0.1.114222.4.11.8064
Use coded value and display name or OriginalText. )
Transport vehicle type
Transportation Details The type of transport along with any associated information. The Transportation (https://vsac.nlm.nih.
P rgani: contains the type of (plane, train, »p N Social History Section (V3) Necessary for PHA Use .16.840.1.11388 |g 16.840 REQUESTED 50%
(Type of Transport) N . L Details Organizer
ship, etc.). Use coded value and display name or OriginalText. 3.10.20.15.2.3.50')/code .1.113762.1.4.1099.5
0/expansion)
Transportation Details
p‘ ) The type of transport along with any associated information. The . observation[templateld/@root='2.16.840.1.113
(Associated Information - . thei y with the specific Transportation 883.10.20.15.2.3.49/code
ship name, flight ) s y P Details Social History Section (V3) Necessary for PHA Use e n/a REQUESTED 90%
N type of transport (e.g. name of cruise ship, flight number, airport, . observation[templateld/@root='2.16.840.1.113
number, airport, seat N Observation
seat number, cabin number). 883.10.20.15.2.3.49')/value
number, etc.)
Occupation CDC
Census 2010
(https://phinvads.cdc.
gov/vads/ViewValueS
observation[templateld/@root="2.16.840.1.113 |et.action?0id=2.16.84
883.10.20.22.4.217'|[statusCode="active"][not( |0.1.114222.4.11.7186
The occupation which the subject currently holds or has held for the | Past or Present N N N . " It linott
Current Occupation | longest duration through his or her working history. For current | Occupation Occupational Data for Health Template Requirements Section | o -\ ror pra Use effectiveTime/high)}/value ) REQUIRED 95%
P 8 g g history. P v2) i Occupation ONETSOC.

occupation, statusCode="active' and effectiveTime/high is omitted.

Observation (V2)

(For current occupation, statusCode="active"
and effectiveTime/high is omitted.)

Detail (ODH)
(https://phinvads.cdc.
gov/vads/ViewValueS
et.action?0id=2.16.84
0.1.114222.4.11.7901
)
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eICR Data Element

Description

eICR Template

Requirements

CDA Section/Location

eICR Data Classification

elCR XPath

CDA Terminology

Florida's
Requirement

Florida’s Minimal
Data Element
Completeness
Score

The type of work (paid or unpaid) done by the patient for the longest
amount of time during his or her working history, not including
voluntary work. For example, the usual occupation could be

Usual Occupation

Occupational Data for Health Template Requirements Section

observation[templateld/@root="2.16.840.1.113

Occupation CDC
Census 2010
(https://phinvads.cdc.
gov/vads/ViewValueS
et.action?0id=2.16.84
0.1.114222.4.11.7186
)

Usual Occupation “welder." These data can be used by public health entities to Observation (V2) |(V2) Necessary for PHA Use 883.10.20.22.4.221')/value Occupation ONETSOC! REQUESTED 90%
il i the i ip between and at Detail (ODH)
work and illnesses, causes of death, or cancer. (https://phinvads.cdc.
gov/vads/ViewValueS
et.action?0id=2.16.84
0.1.114222.4.11.7901
)
Industry CDC Census
2010
(https://phinvads.cdc.
gov/vads/ViewValueS
et.action?0id=2.16.84
Type of b (industry) in which the subj ty hold PastorPresent | | Data for Health Template R s b [templateld/@root='2.16.840.1.113 )0'1.114222.4'11'7187
'ype of business (industry) in which the subject currently holds a ccupational Data for Health Template Requirements Section observation[templatel root='2.16.840.1.
Current Industry job. Industry ) v2) Necessary for PHA Use 883.10.20.22.4.216value Industry NAICS Detail REQUESTED 90%
Observation (V2)
(ODH)
(https://phinvads.cdc.
gov/vads/ViewValueS
et.action?0id=2.16.84
0.1.114222.4.11.7900
)
Industry CDC Census
2010
(https://phinvads.cdc.
gov/vads/ViewValueS
et.action?0id=2.16.84
The industry (type of business) which the subject has worked in for 0.1.114222.4.11.7187
Usual Industry the longestdgratlon while in the occupat\.on they have held for the |Usual Ind}ustry Occupational Data for Health Template Requirements Section Necessary for PHA Use observation[templateld/@root='2.16.840.1.113 |)  |RequEsTED 5%
longest duration. For example, the usual industry could be Observation (V2) |(V2) 883.10.20.22.4.219')/value Industry NAICS Detail
hospitality and the occupation could be clerk. (ODH)
(https://phinvads.cdc.
gov/vads/ViewValueS
et.action?0id=2.16.84
0.1.114222.4.11.7900
observation[templateld/@root="2.16.840.1.113
883.10.20.22.4.217"|[statusCode="active"][not(
Pastor Present Occupational Data for Health Template Requirements Section effectiveTime/high)]/text
Current Job Title Title of the currently held job. Occupation wv2) Terminology not applicable n/a REQUESTED 50%
Observation (V2) (For current job title, statusCode="active" and
ffectiveTime/high is omitted.)
observation[templateld/@root="2.16.840.1.113
883.10.20.22.4.217"|[statusCode="active"][not(
Past or Present . . . iveTi igh))/particip ici
Current Employer Name |Name of patient’s current employer. Version 3.1. only. Occupation g/czc)upa!lonat Data for Health Template Requirements Section not n/a REQUIRED 85%
Observation (V2)
(For current employer, statusCode="active" and
effectiveTime/high is omitted.)
observation[templateld/@root="2.16.840.1.113
883.10.20.22.4.217"|[statusCode="active"][not(
Past or Present . . . iveTi igh))/particip ici
Current Employer Phone |Phone number of patient’s current employer. Version 3.1. only. Occupation g/czc)upa!lonat Data for Health Template Requirements Section not /tel n/a REQUIRED 85%
Observation (V2)
(For current employer, statusCode="active" and
effectiveTime/high is omitted.)
observation[templateld/@root="2.16.840.1.113
883.10.20.22.4.217"|[statusCode="active"][not(
Past or Present . . 3 iveTi igh))/particip ot
::;'i;":mp“’yer Address of patient’s current employer. Version 3.1. only. Occupation g/c;)”pa'm"m Data for Health Template Requirements Section | ro\ 100y not applicable efaddr n/a REQUIRED 80%
Observation (V2)
(For current employer, statusCode="active" and
effectiveTime/high is omitted.)
Actual contact or interaction with a specific hazard at work that Occupational N 5 5 N .
Occupational Exposure | increases an individual's risk of a detrimental physical or mental | Hazard Occupational Data for Health Template Requirements Section |ro 1015y not applicable observation[templateld/@root="2.16.840.-1.113 REQUESTED 98%
. (v2) 883.10.20.22.4.215)/value
health outcome. Observation
Concepts representing whether a person does or does not currently Employment Status
have a job or is not currently in the labor pool seeking employment. | N 5 ODH
Aperson’s Employment Status is independent of Job History of Occupational Data for Health Template Requirements Section elCR .Implememauon Guide '2.16.840.1.113 |(https: i h
Employment Status L . Y . ” Employment Required . REQUESTED 80%
characteristics, e.g., not “full-time work” or “part-time work, - (v2) 883.10.20.22.4.212")/value (7.org/ValueSet-v3-
N N Status Observation Necessary for PHA Use
because many people have more than one job. (ie: Employed, employmentStatusOD
NotinLaborForce, or Unemployed) H.html)
A coded value of the patient's past complaints, problems, and Problem
diagnoses, taken from the Problem ValueSet. For a provider seein; . "
Past Medical History a p:!ienl in the clinic today, observing a history of hzarl allacklhzj Problem USCDIV1 Required '2.16.840.1.113 (ntps://vsac.nlm.nih.
. A . Past Medical History (V3) US Core 4.0.0 Example . g .16.840 | REQUIRED 95%
(code) occurred five years ago, the effectiveTime is five years ago. If the Observation (V3) 883.10.20.22.4.4'/value
problem is known to be resolved, then an effectiveTime/high would Necessary for PHA Use '1'113383'3'@'12'32
21.7.4/expansion)
be present.
Atextvalue that contains a record of the patient's past complaints,
Past Medical History problems, and diagnoses. It contains data from the patient's past | Past Medical " . N " section[templateld/@root="2.16.840.1.113883.
(text) up to the patient's current complaint or reason for seeking medical |History Section Past Medical History (V3) Terminology not applicable 10.20.22.2.20)/text na REQUESTED 0%
care.
Relevant collection of symptoms and functions systematically
gathered by a clinician. Itincludes symptoms the patient is N N .
Review of Systems currently experiencing, some of which were not elicited during the SZZ':::“" SYSIEMS | 0 view of Systems Section Terminology not applicable i;fxg?;f;;i::@mm' 216.840.1113883. | REQUESTED 90%
HPI, as well as potentially a large number of negatives, for example,
symptoms that the patient denied experiencing.
Body Site Value Set
h . . . Specimen US Core 4.0.0 Example . . (hn:s:/lvsac.mm.nih.
Specimen source © specimen source s the body site value of the laboratory Collection Results Section (entries required) (V3) elCRI Guide ‘ O=2.16.840.1.1138 | |/ alueset/2.16.840 | REQUIRED 98%
specimen. Required 83.10.20.22.4.415]/targetSiteCode
Procedure (ID) Necessary for PHA Use .1.113883.3.88.12.32
21.8.9/expansion)
5 HL7 Specimen Type
The type of laboratory specimen collected, such as Whole Blood, B . . i B
Specimen type Abscess, Stool, Tissue, etc. This should be a SNOMED coded value. | PeC me" Results Section (entries required) (V3) US Core 4.0.0 Example P 2.16.840.1.1138 | (htps://terminology. | oo oery 90%
Use coded value and display name or OriginalText. Participant (ID) Necessary for PHA Use 83.10.20.22.4.410', (7.0rg/5.1.0/Valu -
v2-0487.html)
B N N Specimen N N N " " participant[templateld/@root='2.16.840.1.1138
Specimen ID The laboratory specimen ID or accession number. Participant (ID) Results Section (entries required) (V3) Terminology not applicable 83.10.20.22.4.410 /participantRole/id n/a REQUIRED 98%
The date and time for which the laboratory specimen was collected. Specimen
Specimen collection | The following effectiveTime can either be a date range, represented | \ oy Results Section (entries required) (V3) Terminology not applicable procedure[templateld/@root=2.16.840.1.1138 |, REQUIRED 90%
date by including both low and high, or a pointin time, represented by Procedure (ID) 83.10.20.22.4.415"]/effectiveTime
including only @value.
Vital signs are represented with the name of the vital sign and unit X‘E;:ﬁc;f:tgﬁ:
Vital Signs of measure. Examples inclue: PulseOx %, weight kg, and BMI Vital Sign Vital Signs Section (entries required) (V3) USCDI V1 Required '2.16.840.1.113 & 16.840| REQUIRED 98%

kg/m2. This represents the patient's relevant vital signs at the time
of the reportable event.

Observation (V2)

Necessary for PHA Use

883.10.20.22.4.27')/value

.1.113883.3.88.12.80.
62/expansion)
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Requirements

Florida’s Minimal

Florida's Data Element
eICR Data Element Description eICR Template CDA Section/Location elCR Data Classification eICR XPath CDA Terminology
Requirement Completeness
Score
Therapeutic Response
Therapeutic to Medication
Therapeutic Response to Codes that document the therapeutic response to an administered Medicpation US Core 4.0.0 il i 16.840.1.113 nlm.nih
ape. P medication (e.g. code= 268910001, codesystemname="'SNOMED Medications Administered Section (V2) - Sl - REQUESTED 75%
Medication . " . - Response Necessary for PHA Use 883.10.20.15.2.3.37'/value gov/valueset/2.16.840
CT', displayname='Patient's condition improved (finding)') N
Observation +1.113883.10.20.15.2.
5.12/expansion)
Characteristics of observation[templateld/@root="2.16.840.1.113 |SNOMED CT codes
Homeless The patient's homeless status. ) Social History Section (V3) Necessary for PHA Use [temp @ REQUIRED 90%
Home Environment 883.10.20.22.4.109')/value="105526001" 32911000, 105526001
SNOMED CT codes
105530003,
11762561000119103,
1237572006,
1256010001,
Congregate living situations (Characteristics of Home Environment: 160712002,
such shared housing includes a broad range of settings, such as 160729004,
apartments, condominiums, student or faculty housing, national Characteristics of observation(templateld/@root="2.16.840.1.113 160734000,
Congregate Living and state park staff housing, transitional housing, and domestic N Social History Section (V3) Necessary for PHA Use P T 160737007, REQUESTED 50%
. . . ) Home Environment 883.10.20.22.4.109')/value="105526001"
violence and abuse shelters. Migrant health worker information can 160738002,
be i bya ination of the worker's ion and 224148001,
“multiple living" in Characteristics of Home Environment) 224149009,
224219001,
224225002,
966939009,
29461000119100,
307106009
, surgical di; ic, or i or
treatments pertinent to the patient historically at the time the LOING
d 1t ited. Al tthat tbe classified d
l:ec “orocect gen:rra senvator s:cfiz:m o ass:: isa fsolrm “ Procedure Activity USCDIV1 Required actitemplateld/@root=2.16.840.1.113883.10.2 | MO CT
Procedure (act) § T Procedures Section (entries required) (V2) US Core 4.0.0 Extensible Pl e 4 lepra REQUIRED 95%
that alter the of a patient (e.g., Act (V2) 0.22.4.12")/code
5 Necessary for PHA Use ICD10 PCS
splenectomy). Example of these acts are a dressing change, coT-2
teaching or feeding a patient, or providing comfort measures. Use
coded value and display name or OriginalText.
, surgical di ic, or i or
treatments pertinent to the patient historically at the time the LOINC
document is generated. The "observation" should be used for Procedure Activi USCDI V1 Required observation(templateld/@root="2.16.840.1.113 SNOMED CT
Procedure (observation) |proceudres that result in additional information about the patient. Observation (vz;y Procedures Section (entries required) (V2) US Core 4.0.0 Extensible 863.10.20.22.4. fS‘]/code e CPT-4 REQUIRED 95%
Examples of these procedures include diagnostic imaging Necessary for PHA Use e ICD10 PCS
procedures, EEGs, and EKGs. Use coded value and display name or CDT-2
OriginalText.
This is a coded value that should contain a SNOMED code, CPT-4,
ICD-10, or CDT-2 code. This template represents procedures LOINC
whose immediate and primary outcome (post-condition) is the Procedure Activi USCDI V1 Required rocedureltemplateld/@root="2.16.840.1.1138 SNOMED CT
Procedure (procedure) | alteration of the physical condition of the patient. Examples of ty Procedures Section (entries required) (V2) US Core 4.0.0 Extensible p P R CPT-4 REQUIRED 95%
N Procedure (V2) 83.10.20.22.4.14')/code
these arean hip and a Necessary for PHA Use ICD10 PCS
creation of a gastrostomy. Use coded value and display name or CDT-2
OriginalText.
The coded value in the trigger template for procedure. Procedure | Initial Case Report Reportable Condition
: should beii ional, surgical, di ic, or { Trigger Code . : " eCR Required - RCI '2.16.840.1.113883.10.2 | Trigger Codes (RCTC)
Procedure (Trigger)(act) Procedures Section (entries required) (V2] REQUIRED 95%
(Trigger)(act) procedures or treatments pertinent to the encounter. Use coded Procedure Activity ( d )(V2) Necessary for PHA Use 0.15.2.3.45'/code (https://ersd.aimsplat Q
value and display name or OriginalText. Act form.org/)
The Initial Case Report Trigger Code Procedure Activity Act template
indicates that the act d de is a trij d tained
indicates that the act (procedure) code s a trigger code contained |, L\ oo pooort Reportable Condition
inthe Reportable Condition Trigger Codes and this template must N N N 5
Procedure . Trigger Code . . . eCR Required - RC .16.840.1.113 |Trigger Codes (RCTC)
N N be present. This code SHOULD be selected from ValueSet - Procedures Section (entries required) (V2) N REQUIRED 90%
(Trigger)(observation) N N N N N Procedure Activity Necessary for PHA Use 883.10.20.15.2.3.46'/code (https://ersd.aimsplat
Diagnosis_Problem Triggers for Public Health Reporting (RCTC Observation form.org/)
Subset). This indicates the template code. Use coded value and B
display name or OriginalText.
The Initial Case Report Trigger Code Procedure Activity Procedure
te late indicates that the di de is a trij d
emplate indicates that the procedure code s a trigger code Initial Case Report Reportable Condition
contained in the Reportable Condition Trigger Codes and this ) . N
Procedure B Trigger Code . . . eCR Required - RC .16.840.1.1138 | Trigger Codes (RCTC)
N template must be present. This code SHOULD be selected from L Procedures Section (entries required) (V2) N REQUIRED 90%
(Trigger)(procedure) " N N N N Procedure Activity Necessary for PHA Use 83.10.20.15.2.3.44')/code (https://ersd.aimsplat
ValueSet Diagnosis_Problem Triggers for Public Health Reporting Procedure form.org/)
(RCTC Subset). This indicates the template code. Use coded value B
and display name or OriginalText.
The planned procedure code template act. The planned procedure
is a procedure that has not yet been completed or performed. This
te late its pls d acts that tclassified
emplate represents planned acts that are not classified as an ) US Core 4.0.0 . 2.16.840.1.113883.10.2 | LOING
Planned (act) ora according to the HL7 RIM. Examples of |Planned Act (V2)  |Plan of Treatment Section (V2) REQUESTED 75%
. . . Necessary for PHA Use 0.22.4.39/code SNOMED CT
these acts are a dressing change, the teaching or feeding of a
patient, or the providing of comfort measures. Use coded value and
display name or OriginalText.
The planned procedure code template observation value, should be
aLOINC code. The planned procedure is a procedure that has not
yet been or This template
planned observations that result in new information about the " N
Planned Procedure Planned US Core 4.0.0 .16.840.1.113
N patient which cannot be classified as a procedure according to the N Plan of Treatment Section (V2) LOINC REQUIRED 90%
(observation) N " Observation (V2) Necessary for PHA Use 883.10.20.22.4.44'/code
HL7 RIM, i.e., procedures alter the patient's body. Examples of
these ions are y tests, di; ic imaging tests,
EEGs, and EKGs. Use coded value and display name or
OriginalText.
The planned procedure procedure template coded value. The
planned procedure is a procedure that has not yet been completed LOINC
P d This te late [k d i f th Pl d US Core 4.0.0 i '2.16.840.1.1138 | SNOMED CT
anne orperformed. This template planne ofthe | Manne Plan of Treatment Section (V2) ore ? REQUIRED 90%
(procedure) patient's physical condition. Examples of such procedures are (V2) Necessary for PHA Use 83.10.20.22.4.41")/code CPT-4
knee and i Use coded ICD10PCS
value and display name or OriginalText.
The planned procedure trigger code template act. The planned
dure i dure that h; tyetb leted
performec. e el Gase Repor Tgger Code e Act Initial Case Report Required for RCKMS/eCR Reportable Condition
Planned Procedure P - P e B N N P N d N act[templateld/@root="2.16.840.1.113883.10.2 | Trigger Codes (RCTC)
. template indicates that the act (procedure) code is a trigger code | Trigger Code Plan of Treatment Section (V2) Operations . . REQUIRED 90%
(Trigger) (act) - N : 0.15.2.3.417/code (https://ersd.aimsplat
contained in the Reportable Condition Trigger Codes and this Planned Act Necessary for PHA Use form.org/)
template must be present. Use coded value and display name or B
OriginalText.
The planned procedure trigger code template observation value,
hould be a LOINC code selected from ValueSet Initial Case Report Reportable Conditi
shoutd be a code selected from ValueSet nitial Case Repo Required for RCKMS/eCR ) ) eportable Condition
Planned Procedure Diagnosis_Problem Triggers for Public Health Reporting (RCTC Trigger Code Plan of Treatment Section (V2) Operations '2.16.840.1.113 | Trigger Codes (RCTC) REQUIRED 90%
(Trigger) (observation) | Subset). The planned procedure is a procedure that has not yet Planned NZcessa for PHAUse 883.10.20.15.2.3.43"/code (https://ersd.aimsplat
been completed or performed. Use coded value and display name |Observation v form.org/)
or OriginalText.
The planned procedure procedure trigger template coded value,
which should be selected from ValueSet Diagnosis_Problem
Trij for Public Health Reporting (RCTC Subset). The Initial C:
Rzgiisﬁim elri Cgiie(:ocedi’:: AI:ligv(ity Proc:dusrz :em elar::e‘a o Initial Case Report Required for RCKMS/eCR Reportable Condition
Planned Procedure N p 88 B N " B N N P N q N procedureftemplateld/@root='2.16.840.1.1138 | Trigger Codes (RCTC)
. indicates that the procedure code is a trigger code contained in the |Trigger Code Plan of Treatment Section (V2) Operations y ) REQUIRED 90%
(Trigger) (procedure) L . . 83.10.20.15.2.3.42')/code (https://ersd.aimsplat
Reportable Condition Trigger Codes and this template must be Planned Procedure Necessary for PHA Use form.org/)
present. The planned procedure is a procedure that has not yet B
been completed or performed. Use coded value and display name
or OriginalText.
Disability Status
USCDI Draft V4 Required Assessment
The patient's disability status assessment answers. Use coded Disability Status elCR ion Guide i .16.840.1.113 ) .nlm.nih.
Disability Status P N 4 oy ty Social History Section (V3) ! e REQUESTED 80%
value and display name or OriginalText. Observation Required 883.10.20.15.2.3.47'/code gov/valueset/2.16.840
Necessary for PHA Use .1.113762.1.4.1099.4
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eICR Data Element

Description

eICR Template

Requirements

CDA Section/Location

eICR Data Classification

elCR XPath

CDA Terminology

Florida's
Requirement

Florida’s Minimal
Data Element
Completeness
Score

" . . N . Emergency
Information that s required during a public health N
Ei Outbreak Outbreak b: tion|t lateld/ t=2.16.840.1.113
mergenf:y utbrea emergency/outbreak. Risk indicator; ability to share critical ! rea» Emergency Outbreak Information Section Necessary for PHA Use observation[templateld/@roo REQUESTED 50%
Information . N . . y . Information 883.10.20.15.2.3.40'/code
information with public health associated with an outbreak. N
Observation
Exposure Setting
(https://phinvads.cdc.
gov/vads/ViewValueS
et.action?0id=2.16.84
0.1.114222.4.11.7942
)
B Locati
Information that s required during a public health Hposiire faca lon
N Exposure/Contact N N N (https://phinvads.cdc.
Exposure/Contact emergency/outbreak. This would be the type of exposure/contact ) Occupational Data for Health Template Requirements Section .16.840.1.113 .
3 ) L N N Information Necessary for PHA Use & REQUESTED 50%
Information (environmental, activity, event, location, person, animal, etc.). Use N (V2) 883.10.20.15.2.3.52'/code N N
coded value and display name or OriginalText. Observation etaction?oid=2.16.84
play ¢ - 0.1114222.4.11.3209
)
Social History Type
(https://vsac.nlm.nih.
gov/valueset/2.16.840
.1.113883.3.88.12.80.
Tribal Entity US
N N N . N _— US Core 4.0.0 Extensible N (https://terminology.h
The affliated trib f the patient. U ded val d display | Tribal Affiliati b: tion[t lateld/ 1=2.16.840.1.113
Tribal Affliation © affliated tribe name of the patient. Use coded value and display | Trbal ATIRAtION ;o1 istory Section (v3) €ICR Implementation Guide obsenvation[templateld/@roo 17.01/5.1.0/ValueSet- | REQUESTED 90%
name or OriginalText. Observation N 883.10.20.15.2.3.48')/code
Required v3-
Necessary for PHA Use TribalEntityUS.html)
US Core 4.0.0 Extensible Tribal Entity QS
The tribal enrollment status of the patient. This should indicate | Tribal Afiliation eICR jon Guide 12.16.840.1.113 | (MUPs://terminology.h
Tribal Enrollment . Social History Section (V3) e (7.0rg/5.1.0/ValueSet- |REQUESTED 90%
ribatEnroltmen whether or not the patient is an enrolled member. Observation ocial History Section (V3) Required 883.10.20.15.2.3.48"/value=true vaurg/ aluese Q
N for PHA U:
ecessary for e TribalEntityUS.html)
Yes No Unknown
This value respresents whether or not the patient has asserted that Required for RCKMS/eCR (Ynu)
Vaccine Credential p . . p. : Lo Vaccine Credential - . . . d . '2.16.840.1.113 | (https://phi cdc.
N N they have verifiable vaccine credentials. This is an indicator of self- B N Immunizations Sections (entries required) (V3) Operations N N REQUESTED 50%
Patient Assertion N B Patient Assertion 883.10.20.15.2.3.55'/value gov/vads/ViewValueS
reported vaccine history. Necessary for PHA Use N N
et.action?0id=2.16.84
0.1.114222.4.11.888)
Country
N 5 N B N Country of Required for RCKMS/eCR N 5
The patient try of nati lity, preferred sent if patient h: . : P : ) b: ition[t lateld/ 1=2.16.840.1.113 | (https://hl7.org/fhir/
Country of Nationality | | Patient country of nationality, preferred sent f patient has Nationality Social History Section (V3) Operations obsenvation[templateld/@roo (Rtps:/n7.rg/Mirva o o yeqrery 85%
recent travel. N 883.10.20.15.2.3.54'/value lueset-is03166-1-
Observation Necessary for PHA Use
2.html)
Country
N 5 B 5 Country of Required for RCKMS/eCR N 5
The patient try of resid , preferred sent if patient h . o : ) b: ition[t lateld/ 1=2.16.840.1.113 | (https://hl7.org/fhir/
Country of Residence © patient country of residence, preferred sentif patient has Residence Social History Section (V3) Operations obsenvation[templateld/@roo (Rtps://n7.rg/Mirva o o jeqrery 85%
recent travel. N 883.10.20.15.2.3.53"/value lueset-is03166-1-
Observation Necessary for PHA Use 2html)
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Frequently Asked Questions

Is DOH able to actively receive and process eCRs? Yes, the Florida Department of Health is actively able to receive and process eCRs for all conditions, except for
cancer. This includes all conditions listed in Rule 64D-3, F.A.C, such as infectious and communicable
conditions, STI/STDs, HIV, and birth defects.

When did DOH first declare readiness for eCR? Florida Department of Health declared readiness for eCR in 2021.
How does the HCO attest for the Promoting Interoperability “Active Engagement Option 1: Pre- To attest the HCO must first register intent to participate in eCR with the PHA, which would be Florida
production and Validation” status? Department of Health if the HCO is located in Florida. DOH will send an email confirmation to the HCO after

registration is confirmed. At that time, the HCO will be able to self-attest for Active Engagement Option 1. For
more information, please contact your CMS representative.

How does the HCO attest for the Promoting Interoperability “Active Engagement Option 2: In production” The HCO must be sending real patient data for all conditions into DOH's production environment. This is a self-
status? selected 180-day reporting period.

When are the self-selected 180-day reporting periods? The self-selected 180-day reporting period would be any continuous 180 day period within the calendar year. The
last day to begin a 180 day reporting period would by July 4.

Are there exclusions for eCR? or How does an HCO receive an exclusion from sending production data via The Florida Department of Health does not offer an exclusion letter for eCR related to the CMS PIP and the CMS

eCR? MIPS programs. If you are an eligible hospital, CAH, or MIPS-eligible clinician, you are excluded from the eCR
measure if you do not treat or diagnose any reportable disease for which data is collected per 64D-3, Florida
Administrative Code, during the EHR reporting and performance period.

How does an HCO get started with eCR? https://www.cdc.gov/ecr/php/getting-started/index.html

How does the HCO know if their EHR is compatible? https://chpl.healthit.gov/#/search

Where can the HCO register intent? http://www.floridahealth.gov/electronicreportingregistration

Does my HCO need to submit the eCR registration form more than once? The registration form only needs to be submitted once, unless additional health care locations need to be added

to the current registration or other information needs to be updated, such as HCO contacts.

How long does it take to onboard? Onboarding timeline is variable and dependant on your EHR vendor or product. Please contact your EHR vendor
to determine an appropriate timeline for implementation. Testing with PHA and CDC may take additional time as
well.

When willan HCO be considered in production? The HCO is considered in production when DOH validates the data and provides confirmation through email that

the HCO has been moved into production. Receiving RRs is not an indication that the HCO is in production. DOH
reserves the final say regarding if an HCO is in production versus in testing.

How long does it take to discontinue non-eCR reporting? The timeline will vary and is set by DOH depending on the quality and completeness of the data received by the
HCO.
How do | contact DOH if | have questions? Please reach out to ElectronicCaseReporting@FLHealth.gov
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