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Niagara Health and Hotel Dieu Shaver are honoured to 
provide care on lands where Indigenous Peoples have 
lived for thousands of years with their own unique 
cultures, identities, traditions and languages. These 
lands are steeped in the rich history of the First Nations, 
such as the Hatiwendaronk, the Haudenosaunee, the 
Anishinaabe and the Mississaugas of the Credit First 
Nation. There are many First Nations, Métis, and Inuit 
peoples from across Turtle Island who live and work in 
Niagara today.

We are committed to listening and learning more about 
the history and current experiences of Indigenous 
Peoples and acknowledge our responsibility to take 
meaningful action towards reconciliation in the 
healthcare system.

As part of our continued commitment to 
diversity, equity and inclusion, we would 
like to share our updated organizational 
Indigenous Land Acknowledgment that 
was developed in partnership with local 
Indigenous partners:

Indigenous Land
Acknowledgment 
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Agenda Item #1

Domain deo

Agenda
1. Key Terminology and Verbiage Changes
2. Concepts
3. Case Manager Consult Order, Tasking & 

PowerForm
4. ALC Order, Tasking, & PowerForm
5. Complex Care & Rehab High Referral 

Application – Workflow
6. QRT Workflow
7. Additional PowerForms
8. How to Place Orders 
9. Domain Demo



Key Terminology & Verbiage Changes
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Key Terms in HIS & Definitions
Multi-Patient Task List (MPTL) – used in inpatient settings
• Is a feature in HIS that allows healthcare providers to view and manage tasks related to 

multiple patients in a consolidated list format; especially beneficial for prioritizing patient 

care and efficiently managing TASKS for multiple patients.

TASKS
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Tasks and Tasking
• Refers to a specific action or assignment that needs to be completed by a healthcare provider; 

tasks include assessments and treatment documentation, medication administration, vitals, 
following up on test results, etc. In Case Management, tasking includes documentation – 
PowerForm

• Tasks are assigned to patient, NOT an end-user

• Task-based System – Case Managers will be using the MPTL to retrieve tasks for a large portion of 
their documentation

Patient Name
MRN
Location/Room/Bed
Task Status (Pending, Overdue, InProcess, Pending Validation, Complete, Discontinued/Canceled)
Scheduled Date and Time
Task Description
Order Details

Multi-Patient Task List - Tasking
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What is a PowerForm?

• It is the electronic version of documentation - customized and tailored to Case 
Management’s needs & built to be a more standardized documentation practice across all 
sites and both Organizations (NH & HDS).

• This is where the Case Managers will capture and document patient data efficiently and 
accurately 

Case Manager’s New PowerForms

Case Management Consult

Case Management Progress Note

Case Management SMART/QRT Assessment

Complex Care & Rehab Referral Application

Hip and Knee Bundled Care Form

HDS Outpatient Referral Form

WTIS – ALC Tracking
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AdHoc – PowerForm specific

• Refers to the practice of selecting or using a specific PowerForm as needed or on the spot, 
especially when it has not been assigned as a pre-defined task – this allows end-users to access 
and utilize relevant PowerForms to document patient data efficiently without prior 
assignment/tasking 

• Case Managers will AdHoc those PowerForms NOT tasked

• Any PowerForm can be AdHoc’d from the AdHoc folders, at any time if needed

Ad Hoc Folder
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PowerChart

• New comprehensive electronic health record (EHR) – this is where the Patient’s chart lives

Functionalities include, but not limited to: patient charting, medications, order entry, Results Review, decision support, 
documentation tools, etc.
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Verbiage Changes 

• Within HIS, Case Management & Case Manager are terms 
used to describe discharge planners (will not see a 
position entitled Discharge Planner)

• Consult used in INPATIENT settings - no longer a Referral

• Referral is for OUTPATIENT clinic areas only



Key Concepts 
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Customizing a patient list – Patient List and MPTL
• Customizing a patient list from Patient List

• Create lists according to where and/or who is on your caseload

• Number of Available Lists - ++++

• Number of Active Lists 10 at one time; can flip between units

Remember to Exit out the 
door! 
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Populating Patients With List Created on the MPTL

• Right click the grey bar on the top left of the MPTL and choose                                    
Customize Patient View…

• Task List Properties window opens
• Choose the location you created

• Click OK

**This will populate all of those patients with tasks on 
the MPTL according to the patient view you created
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Consult Orders and Tasking
• The prescriber’s Consult Order will TASK the Case Managers with their 

PowerForms
• Consult to Case Management

• Consult to Case Management for ALC Designation

• Complex Care and Rehab Referral Application 

• The PowerForm tasked is linked to the Consult Order
• Important to document from the task

• Multi-Patient Task List – double-click the task to open the PowerForm

• Once the PowerForm is signed and submitted to the patient’s chart, the 
Consult Order status will change to “Completed” 

• If the patient/caregiver does not consent or if the patient isn’t 
appropriate, but you plan to return to the patient, it is important to 
RESCHEDULE THIS TASK



15

Rescheduling a Task
• Tasks remain on the task list for 7 days or 168 hours from the time the 

Consult Order was placed – after 7 days/168 hours the task will disappear

• If the Case Manager did not receive consent, or if the patient is 
inappropriate, but you plan to return to the patient at a later time, use 
the Reschedule This Task feature from the MPTL

• Choose the task to reschedule
• Right-click the task 
• Choose Reschedule This Task… 
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Reschedule the PowerForm for a later date and time
This will reset the task timer

Choose a Rescheduling reason and 
click OK

***This is how we ensure we keep the task 
on our task list a long as possible and 
complete the PowerForm from the task list
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Last Charted Value (LCV) and Smart Templates
• Last Charted Value (LCV)

• PowerForms are always automatically pulling the most recent data entered

• If LCV has been built into areas of the PowerForms, when a clinician opens a new 
PowerForm, those areas are populated with the last recorded values (latest data is 
always present)

• If a clinician updates any values or information, these new recent entries will be 
saved in the patient’s chart, keeping all information current and up-to-date

• Smart template 
• Information displays in a read-only format

• Data pulling through on our documentation from other sources

• Cannot write-over any of the smart template entries – changes can only be made 
by the source of that data entry
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Results Review – Easy Nursing & Rehab Flowsheet Access 

• Found on the patient’s chart along the blue Table of Contents Menu

• It’s a feature that allows Health Care Providers to view and analyze 
patient test results, diagnostic data, imaging studies, and other clinical 
findings in a comprehensive manner.

• Can track trends over time, compare results with previous data

• Allows filtering, sorting, and detailed examination results, facilitating 
efficient review and interpretation
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Result Review – Rehab Flowsheets 

Results Review accessible by clicking on 
the Result Review tab on the Table of 
Contents.

Filter using the Flowsheets option under 
Recent Results.

Treatment Flowsheets will show Rehab 
Flowsheets
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REFRESH Your Screen 

• Refresh, Refresh, Refresh!!

**Refreshing the patient’s chart and the MPTL will 
ensure the most up-to-date information is shown on 
the screen



Case Manager Consult Order, Tasking, 
and PowerForm
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Current State - Referral to Discharge Planner/Case 
Manager
• In Current State:

• Prescribers and Case Managers can order discharge planning within Meditech

• Case Managers review the patient’s paper chart and Meditech, to address the 
referral

• Document the assessment on paper, and/or in the Interdisciplinary Notes section 
of the patient’s paper chart
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Future State - Practice Change – Consult to Case Management
• New verbiage in HIS – internal referrals are now a CONSULT

• New Consult Order created is Consult to Case Management
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Tasking – Consult to Case Management
• To be aware of this new consult order, Case Managers will look at the 

Multi-Patient Task List (MPTL)

• This consult order will TASK the Case Managers with their new Case 
Management Consult PowerForm

Multi-Patient Task List Viewpoint

**Expectation: Retrieve the task by double-clicking on it. 
• This opens up the Case Management Consult PowerForm
• Complete and SIGN the PowerForm to publish it on the patient’s chart
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Case Management Consult PowerForm
• Sections along the

left column

• Multi-select choices

• Radio buttons

• Sign, Save, Cancel,

Clear, Calculator icons

• No required fields in

this PowerForm – only

complete necessary

info 
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Last Charted Value icon
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Published PowerForm in Patient’s Chart
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Tasking Attached to the Consult Order

• In the patient’s chart in the Orders section, it shows an “Ordered” status

• Once the Case Manager retrieves the PowerForm from the MPTL, 
completes it and SIGNs, the order status will change to “Completed”

***This informs the Prescriber and the care team that the patient’s 
assessment was addressed by the Case Manager and the assessment is 
complete



ALC Order, Tasking, & PowerForm
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Current State 

• Case Managers are ordering ALC designation, and completing 
the necessary documentation in Meditech

• Faxing the ALC referral to place patient into an ALC bed

• Case Managers may cancel an ALC order placed by a prescriber, 
in Meditech
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Future State – Practice Change – ALC Designation Order

• Precribers will be placing the Consult to Case Management for ALC 
Designation Order
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ALC Order Tasking and PowerForm

• Tasking in the Multi-Patient Task List

• Double-click on the task to open the PowerForm and document

• Once the PowerForm is signed, the information is transferred via the WTIS 
interface

• This PowerForm will also be published under the patient’s chart and easily 
accessible in Documentation and Form Browser areas

• The order status will change to Completed, indicating to the prescriber 
and the care team, that this task/assignment has been addressed and 
completed.
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ALC PowerForm
• WTIS – ALC Tracking (++Required)

• Additional Info
• 1st ALC Designation

• 1st Application Submitted To

• #1 Application Date

• Service Contract Confirmed Date

• Contract Service Start Date

• **Long Term Care** (dates)

• Chronic Copayment
• Chronic Copayment Date

• Chronic Copayment 
• (No, Yes, On hold, Unknown)

• Notes
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Published PowerForm

The published document will 
read WTIS – ALC Tracking

This document interfaced 
with WTIS to send the 
appropriate information



35

Completed Order

• Visibility to the Prescriber and the interdisciplinary 
team that this PowerForm is complete

• Because the PowerForm was retrieved from the 
MPTL, utilizing this sophisticated system as it relates 
to the linking of the Consult Order and the task
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What if the Patient’s ALC Designation Changes…

• Modify the published WTIS – ALC Tracking document

• Go to Form Browser on the patient’s chart, locate document, right-click,            

•                                                                        and choose Modify

                                                                         

                                                         
Right-click

• PowerForm will open
• Complete the Discontinue Date and 

Discontinue Reason 

• Once done, SIGN
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Modified ALC PowerForm

• Modifications on the PowerForm will interface live with WTIS

• The status of the PowerForm will read (Modified)

• The textual rendition will say Document Has Been Revised
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Results Review

Assessments View

Flowsheet: Clinical Info

ALC Information



Complex Care & Rehab High Application - 
Workflow
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Current State 

• Case Managers are discussing next stages of the patient’s hospital journey 
with the interdisciplinary team

• Once the patient is deemed medically stable, Case Managers are 
completing their Complex Care and Rehabilitation Referral on paper; 
getting a signature from the patient for consent to share their medical 
information for the purpose of the referral

• Emailing the referral, along with supporting documentation to the 
flow/intake coordinators, phone call to discuss referrals

• The flow/intake coordinators and sometimes the accepting unit CNs 
provide bed offers to the Case Managers

• Prescribers complete TOA and write a Discharge Order
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Future State – Practice Change – Preadmission to Rehab Workflow

• New Consult Orders
• Consult to Inpatient Rehab (Complex Continuing Care)

• Consult to Inpatient Rehab High (HDS)

• Consult to End-of-Life

• Consult to Medically Complex (Non-Rehab Related)

• Consult to Behavioural Bed

• The therapists/care team/Prescriber will advise of appropriate stream

• Prescriber will place the order
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• Case Manager’s will be TASKED with the Complex Care & Rehab Referral 
Application

• Retrieve the PowerForm from the task 

   list by double-clicking the task

• PowerForm will open

• Complete all relevant areas of the 

   PowerForm

• No signature

needed for consent

Multi-Patient Task List View

Rehab SMART Goals Information
OT Status on Discharge
PT Status on Discharge
SLP Status on Discharge
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Rehab SMART Goals
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Discharge SMART Goals – flow into Case Manager’s Rehab 
Application PowerForm as a read-only template



45

Status on Discharge Sections

• Utilizes the Last Charted Value (LCV) 
feature

• This data is being pulled in from the 
therapists documentation

• If more information is required, Case 
Managers will have to communicate 
with the therapists to request they 
enter in any missing data to help 
with the referral application

• Because it’s LCV, you can 
change/write over any entries, 
however this isn’t advised



46

After Completing the PowerForm
• Sign and submit to the patient’s chart

• Print off the published document in PDF format, 

• Complete the current state paper form and attach to the PDF 

• Send as in current state

• Communication remains for bed offers as is in current state

• Prescriber will write a Transfer Order for NH to NH, and a Discharge Order 
for NH to HDS



47

Published Complex Care and 
Rehabilitation Application 
PowerForm in the patient’s 
chart



Quick Response Team (QRT) Workflow
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Quick Response Team Program

• In Current State - QRT:
• Occupational Therapy, Physiotherapy, and Case Management 

receive separate orders for the Quick Response Team (QRT) 
Program

• The Case Manager and therapists complete the GREEN ED 
Assessment sheet upon receiving this program order – multi-
contributor document 

• The therapists and Case Manager can review the Emergency 
Department tracker to identify which patients have a QRT 
referral
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Future State – Practice Change – QRT Subphase Orders

• QRT

• The Prescriber in the Emergency Department, will order                            
ED REHAB QRT Subphase                                 Available in ED ONLY

• The order details include the purpose of the QRT program, and automatic, 
individual consult orders to OT, PT, and Case Management

QRT Program 
information included 
for ED Prescriber 
reference
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Consult to QRT - CM

Consult to QRT - OT

Consult to QRT - PT
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Occupational Therapy, Physiotherapy, and Case Manager are each 
tasked with the QRT Assessment PowerForm

Multi-Patient Task List (MPTL) Viewpoint

QRT Assessment PowerForm Tasking

***This is the new ED Tracker at this time
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QRT Assessment PowerForm
• Retrieve the PowerForms by double-clicking on the task from the MPTL 

• When the PowerForm opens, the first section of the PowerForm is a 
required field asking the end-user to identify the type of referral

Choose QRT (Quick Response 

Team) to satisfy the required 

field and to identify the type of 

assessment
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• Last Charted Value (LCV) Feature

• The History, Problems, Pre-Admission Status, 
Case Management, Current Status, PT Discharge 
SMART Goals, and the OT Discharge SMART 
Goals sections of this PowerForm utilize Last 
Charted Value (LCV) functionality.

• This means that the last information placed into 
these areas, as long as the PowerForm is 
published, that data will flow into the next 
opened PowerForm. 
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For example: if the Case 
Manager opens up their 
QRT Assessment 
PowerForm first, 
completes and SIGNs it, 
their data will flow into 
the OT and PT QRT 
Assessment PowerForms
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• Smart Template Feature
• Is located in the Current Status section of the PowerForm

• For example: when the PT documents in their PowerForm, 

   it will be a rich text box – when the OT opens their PowerForm, they

   will see a PT’s entry as a smart template (read-only) format.

Physiotherapist’s PowerForm Viewpoint Occupational Therapist’s PowerForm Viewpoint

Smart 

template
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Key takeaway
• Whomever opens and completes the QRT Assessment first and SIGNs, the 

Last Charted Value (LCV) information will flow into the other clinician’s 
QRT Assessment PowerForm, when they open their PowerForm

• The first clinician who opens their QRT Assessment PowerForm, no 
information will be present as LCV and no information will be available to 
pull into the smart template

• The last published QRT Assessment document will contain EVERY 
CLINICIANS’ data entry

• This was the ONLY way we could work around a dual or multi-contributor 
published document within the software
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Other Key Points

• CANNOT reschedule the QRT task

• Our tasking for QRT in the MPTL will take place of the ED Tracker at this 
time



Additional PowerForms
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Additional PowerForms

• PowerForms built:
• Case Management Consult

• Case Management Progress Note

• Case Management SMART/QRT Assessment

• Complex Care & Rehab Referral Application

• Hip and Knee Bundled Care Form

• HDS Outpatient Referral Form

• WTIS – ALC Tracking

• Telephone Visit

• Contact Information

• Interdisciplinary Team Conference (HDS Only)
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Case Management Progress Note - AdHoc 
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Hip and Knee Bundled Care Form - AdHoc

• AdHoc from AdHoc Folder

• Complete the form and SIGN

• Print off and fax as in current state

• TBD Provider Letter

 or Print template document feature
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HDS Outpatient Referral Form - AdHoc

• AdHoc from AdHoc Folder

• Complete the form and SIGN

• Print off and fax as in current state

• TBD Provider Letter

 or Print template document feature



How to Place Orders
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Current State 

• Placing orders in Meditech for several items, including Home Care for a 
family meeting and/or home care services
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Future State – Practice Change - Placing Orders 

• Navigate to patient’s chart

• Find the Orders section on the blue Table of Contents

• Click the +Add icon

• Search your Order and click DONE

• Complete the Order details and SIGN



67

*Reason for Consult is 
required

SIGN
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Orders – Visible on Patient’s Chart

Any orders to home care will generate as a fax as in current state
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Questions?
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