
 

 
EMR: Creating a Clinical Note 
QuickTopic 

This document describes the steps required to create a clinical note in the RevFlow electronic 
medical record (EMR). 

Starting a Clinical Note from the Provider Home Page 
The Provider Home page in RevFlow displays your schedule of patient appointments for the 
day. Each row in the schedule contains the patient’s name, appointment type, and the case 
(episode of care) for which the appointment is scheduled. All of this information is relevant to the 
visit note you are creating. 

To start a note about a specific patient on your schedule:  

1. Double click on Create Note in the row with the patient’s name in it. 

2. The Note tab displays. 

3. Follow the directions in the Completing the Note Tab section below. 

 

Starting a Clinical Note from Other Pages in RevFlow 

You can start a note from anywhere in RevFlow. First you must identify the patient about whom 
you want to document clinical information. Use one of the following options to the identify the 
patient: 

• Type the patient’s first name, last name or account number in the Search Box and 
select it from the list that displays, or 

• Click once on the patient’s appointment on the Schedule. 

The patient’s name displays in the patient header.  
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After the patient’s name displays in the patient header, click Documentation on the menu bar 
and select Add Note.  

 

The Note tab displays. 
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Completing the Note Tab 
The Note tab contains fields that must be completed in order to properly configure the clinical 
note and to support documentation and billing for the visit. 

The Case 

Clinical notes are entered into cases in RevFlow. A case defines the episode of care for which 
the patient is receiving clinical services. Clinical notes must match claims submitted for each 
visit in a case. 

When you create the clinical note from 
the Provider Home page, RevFlow 
automatically selects the case that is 
identified when the appointment is 
scheduled. This field is locked – you 
cannot make an alternative selection. 

 

 

When you create a note from any other page in RevFlow, you must ensure that the correct case 
is selected. 

• When the patient only has one 
case, RevFlow selects it 
automatically.  

• When the patient has more than 
one case, click on the Case drop 
down menu and select the case in 
which the note will be entered. 

 

 

 

 

 

 
NOTE:  If the case listed for a patient appointment is incorrect, a change must be 
made through the appointment dialog box on the RevFlow scheduler before the visit 
note is created. See the Scheduler: Creating an Appointment QuickTopic for details. 
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The Note Type 

RevFlow has two categories of note types. 

• Visit Notes are used to document clinical information gathered during a patient 
appointment. 

• Non Visit Notes are used to document clinical information gathered at a time other than 
a patient appointment (e.g., during a phone conversation). 

The following note types are offered when the first note in a case is created: 

• Evaluation Note – used as the first note in a case in most instances.  

• Re-evaluation Visit Note – used to transition a current patient from another 
documentation system into the RevFlow EMR during a planned re-evaluation visit. 

• Transfer Note – used to transcribe a minimum amount of information from another 
medical record into the RevFlow EMR outside of a patient visit. 

• Non-visit Note – used to document information that is gathered at a time other than the 
patient’s appointment. 

RevFlow is programmed to offer the 
Evaluation Note as the first note in a case.  

 

 

 

The following note types are offered after the first note in a case has been created: 

• Evaluation Note – used when a new problem (e.g., pain and dysfunction in the lower 
back) is added to an established plan of care for a problem in a different region (e.g., 
knee pain). 

• Follow up Visit Note – used to document information gathered during a routine follow up 
appointment. 

• Re-evaluation Visit Note – used to update to an established plan of care at clinically 
significant points in the case. 

• Follow up Visit Discharge Note – used to document information on the final visit in the 
case. 

NOTE:  See the EMR: Evaluation, Re-evaluation and Transfer Note QuickTopic for 
details about the decision-making process for choosing each of these note types. 
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• Non-visit Note – used to document information that is gathered at a time other than a 
patient’s appointment. 

• Non-Visit Discharge Note – used to document the conclusion of the case in the absence 
of a patient appointment. 

Click on the Visit Type drop down menu and 
select a note type from the list that displays. 

 

 

 

 

 

 

The Place of Service 

When you create the note from your Provider Home page, RevFlow automatically displays the 
Place of Service where the appointment is scheduled. 

When you create the note from any other 
page, RevFlow automatically displays the 
Place of Service that is identified on the 
patient case.  

 

 

 

 

If the patient is receiving therapy services at a different location than indicated, you must 
change the Place of Service information. Type the name of the alternate location in the text 
field or click on the search icon (magnifying glass) to activate the advanced search dialog box. 
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The Date of Service 

The date of service of a clinical note must match the date of service identified on the claim 
submitted to the payer for the visit.  

When you create the note from your Provider Home page the date of the appointment 
automatically displays in the Date of Service field.  

When you create the note from the Documentation menu, RevFlow assigns the date the 
note is created as the default date of service.  

If the patient’s appointment was on a 
different day, then the date of service must 
be corrected using one of the following 
methods: 

• Click in the Date of Service text box 
and type the correct date of service, 
or 

• Click on the calendar icon and select 
the correct date of service from the 
calendar that displays. 

 

The Start of Care Date 

The start of care date is usually the same as the first date of service and must be established in 
the first visit note in the case. You may correct the Start of Care date using the same methods 
described above under the Date of Service. 

The Start of Care date you enter in the first note in a case displays automatically in the 
subsequent notes you create. You do not need to change it. 

 

 

 

 

NOTE:  This functionality ensures you have the accurate service date even if you 
create the note on a later date. To retain this accuracy, change your Provider Home 
page view to a different date using the Prv (previous) or Nxt (Next) keys or the 
calendar icon, then double click “Create Note”. 
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Next Dr. Visit 

The Next Dr. Visit field allows you to make 
note of the patient’s next follow up visit with 
the referring physician.  

You can manually enter the date or select it 
by clicking on the calendar icon.  

A similar field exists in the patient’s case. 
These fields communicate with each other so 
that an entry in one location displays 
automatically in the other location. 
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The Exam Template 

RevFlow has several exam templates that contain tests and measures specific to the body part, 
system, condition or type of service you are providing. You also can configure your own exam 
templates for personal use or for use by all providers in your practice. 

You must select at least one exam template to create the first note in a case. The selected 
exam template displays automatically in all subsequent notes you create. Follow these steps to 
select an exam template: 

1. Scroll through the list(s) of available exam templates.  

2. Click on the name of the template that is consistent with the patient’s problem.  

3. Click Add.  

4. The name of the template displays in a box to the right. If more than one template is 
needed, repeat the process. 
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Creating the Note 
After all the required fields are completed on the Note tab, click Create Note. 
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For More Information 
If you need more information about clinical notes in RevFlow, go to the Library on the BMS 
Resource Center. Under BMS, expand the RevFlow Provider Resources folder and then 
access the QuickTopic and Tutorials folders.  

You can also use the Resource Center’s Search feature to look for information.  
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Creating an Addendum to a Finalized Clinical 
Note 
QuickTopic 

This document describes the steps required to create an addendum to a finalized clinical note in 
the RevFlow electronic medical record (EMR). 

Finalized Note Status 
Clinical notes are finalized when an authorized (“billing”) provider places his or her electronic 
signature on the note. The content of the note is locked and the charges are forwarded for 
claims processing. Errors or omissions discovered after a note has been signed may be 
corrected by creating an addendum to the finalized note.  

Creating an Addendum 
Use the following steps to create an addendum to a finalized clinical note. 

1. Go to the patient’s 
home page and select 
the clinical note in 
which you need to 
correct an error or 
omission.  

2. Click Add Addendum.  

3. The Note creation tab 
displays. Enter the 
reason for the 
addendum in the 
Addendum Changes 
comment box.  
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4. Click Create Note. A duplicate of the finalized clinical note displays and can be edited to 
correct the error or omission from the original note. 

5. Make the necessary changes to the clinical documentation or the charge information, or 
both. 

6. Sign the note. 

 

An updated Output Report is generated automatically with the word “Addendum” in the title. 

 

 

 

 

NOTE: Do not delete charge information that was entered correctly in the original note. Doing so indicates that 
you did not intend to charge for the visit. BMS will deal with any duplicate charges that result from an 
addendum during the charge scrubbing process. 
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The addendum is indexed in the patient’s medical record along with the original note. The letter 
“A” indicates the note is an addendum. The number next to the “A” indicates what number 
addendum the note represents. This example illustrates the first addendum to the Initial Visit 
Note. 
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For More Information 
If you need more information about documentation in the RevFlow EMR, go to the Library on 
the BMS Resource Center. Under BMS, expand the RevFlow Provider Resources folder and 
then click on the QuickTopic or Tutorials folders. 

You can also use the Resource Center’s Search feature to look for information.  
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EMR: Evaluation, Re-evaluation and Transfer 
Note Types 
QuickTopic 

This document outlines the decision-making process used to determine when to select an 
evaluation visit note, a re-evaluation visit note and a transfer note in the RevFlow electronic 
medical record (EMR). Scenarios are included to illustrate related regulatory and payment rule 
considerations. 

Which Note Type Do I Need? 
Which note type you choose depends on timing in the episode as well as a patient’s 
circumstances.  

Evaluation Note 

• Used on the initial visit with a patient to establish a plan of care for a condition (e.g., 
knee pain). 

• Used on a subsequent visit with a patient to add a new condition (e.g., mechanical low 
back pain) to a current plan of care originally established for a different condition (e.g., 
knee pain). This update results in a new plan of care. 

 

 

 

Re-evaluation Note 

• Used on a subsequent visit with a patient to modify the plan of care for the current 
condition (e.g., knee pain). This update results in a revised plan of care. 

Transfer Note 

• Used when transferring baseline clinical information from another documentation system 
into the RevFlow EMR in the absence of an actual patient visit.  

 

 
NOTE:  If you are billing a third-party payer for an evaluative service for this 
visit, then one of the evaluation codes should be selected. 

 
NOTE:  If you are billing a third-party payer for a re-evaluative service for 
this visit, then a re-evaluation code should be selected. 

 
NOTE:  No charges are associated with this record transfer as no visit 
occurred. 
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Note Type Selection Process 
The following flow diagrams describe the steps needed to select a visit note in the RevFlow 
EMR for clinical scenarios like these: 

New Case  

• A new patient in your practice starts a new episode of care for a condition (e.g., hip 
pain).  

• A previous patient in your practice starts a new episode of care for a condition (e.g., 
stroke). 

• NEW BMS CLIENTS ONLY: A current patient with an active medical record in another 
documentation system is being transferred into the RevFlow EMR.  

Current Case  

• A patient needs a revision to the current plan of care for the original condition evaluated 
on the first visit (e.g., rotator cuff repair). 

• A patient being treated for one condition (e.g., neck pain) presents with a second 
condition (e.g., elbow pain) that results in a new plan of care addressing both. 

• INTEGRATED BMS CLIENTS ONLY: A current patient with an active medical record in 
another documentation system is being transferred into the RevFlow EMR. 

 

 

 
NOTE:  For more information starting a visit note in RevFlow, please see the EMR: 
Creating a Clinical Note QuickTopic. 

 
NOTE:  Patients with medical records in another electronic documentation system 
also can be transferred into the RevFlow EMR during a visit when a clinical revision 
to a plan of care is indicated or a second problem requires that a new plan of care is 
created. In those situations, follow the evaluation and re-evaluation billing rules. 
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New Episode of Care, New Condition 
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New or Current Episode of Care, Transfer from Another Documentation System 
without a Patient Visit 
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Current Episode of Care, Revised Plan of Care 
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Current Episode of Care, New Plan of Care 
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Implications for Medicare Certification/Re-certification 
The Medicare Benefit Policy Manual specifies requirements for coverage and payment for 
therapy services that include evidence of oversight of the plan of care. Evidence of oversight is 
provided via signature of a physician or non-physician practitioner that certifies their agreement 
with the plan. A revised plan of care or a plan of care that requires additional time to complete 
also requires evidence of oversight via signature. 

Certification 

A therapist must obtain certification of a new plan of care. A new plan of care is established 
when: 

• The therapist signs the initial visit note for a patient; OR, 

• The therapist signs a subsequent visit note in which a new condition is evaluated. 

In both circumstances, an evaluation note type should be used to document the findings of the 
history and physical exam and to provide support for medically necessary therapy services to 
address the problems and goals identified. 

Re-certification 

A therapist must obtain a re-certification of a current plan of care when: 

• The therapist signs a subsequent visit note in which the plan of care for the current 
condition is revised; OR, 

• The expiration date for the current plan of care is reached or exceeded. 

A re-evaluation note type is recommended when a revision to the plan of care is needed. A 
follow up visit note OR a re-evaluation note type may be used when a plan of care time window 
is the only piece of information that needs to change. 

 

 

 
NOTE:  For more information about the PT and OT evaluation and re-evaluation 
billing codes implemented on January 1, 2017, see the EMR: PT and OT Evaluation 
and Re-evaluation Charge Code Decision Support QuickTopic. 
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For More Information 
If you need more information about documentation in the RevFlow EMR, go to the Library on 
the BMS Resource Center. Under BMS, expand the RevFlow Provider Resources folder and 
then click on the QuickTopic or Tutorials folders. 

You can also use the Resource Center’s Search feature to look for information.  
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EMR: Inactivating a Clinical Note 
QuickTopic 

This document outlines the decision-making process used to determine whether a clinical note 
in the RevFlow electronic medical record (EMR) requires inactivation. The inactivation sequence 
also is described. 

Inactivating Clinical Notes Decision-Making Process 
Once you create a clinical note in RevFlow it cannot be deleted. You must use it or it must be 
“inactivated.” Inactivating a clinical note means that it is archived in RevFlow in a background 
file that is not visible. 

Legitimate reasons to inactivate a note include: 

• You selected the wrong note type. 

• You put the note in the wrong case. 

• You selected the wrong patient. 

You do not need to inactivate a note that you created when a patient does not come to an 
apppointment. Save the note in the patient’s record then re-open it on the next appointment. 
Make sure to change the Date of Service to reflect the new appointment date. 

 
NOTE:  Inactivated notes cannot be recovered without assistance from BMS support. 
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Inactivating Clinical Notes Flow Diagram 

This flow diagram illustrates the decision-making process that you should follow to determine if 
clinical note inactivation is appropriate.  
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Clinical Note Inactivation Sequence 
Use the following steps to inactivate a clinical note when appropriate: 

1. Click on Admin > Documentation > Notes 
Activation Management on the menu bar at 
the top of the frame.  

 

 

 

 

 

 

 

 

 

 

2. The Notes Activation Management search page displays. Enter at least one search 
parameter in one of the text fields on the left side of the page, then click Search.   
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3. The note(s) matching your search criteria display on the right side of the page. Double click 
on the note you want to inactivate.  

 

4. The Notes Activation Management page for the note you selected displays. Click Edit at 
the bottom of the page to activate it. 
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5. Enter a reason for the inactivation in the Activation Change Reason box, then uncheck the 
Is Active check box. Click Save at the bottom of the page.  

 

 

The note is no longer visible in the patient’s record. 
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For More Information 
If you need more information about documentation in the RevFlow EMR, go to the Library on 
the BMS Resource Center. Under BMS, expand the RevFlow Provider Resources folder and 
then click on the QuickTopic or Tutorials folders. 

You can also use the Resource Center’s Search feature to look for information.  
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EMR: Required Fields in the First Visit Note in a 
Case 
Checklist 

You must complete these fields in the Initial Visit Note and when transitioning a current 
patient’s documentation into RevFlow via a Followup Re-evaluation Visit Note or a Transfer 
Note. 

S: Subjective 
Current Problems > Problem List  

• Problem 
• Onset date 
• Mechanism of onset 

Safety Considerations 

• Red flags 
• Allergies 
• Precautions  

Medications  

A: Evaluation 
Candidacy for therapy services  
Assessment 
Diagnosis code(s) [enter this information prior to selecting charge codes for the visit]  
Goals/Rehab Potential 

• Goals 
• Rehab Potential 

Medicare Functional Reporting (if tab is present) 

• Current functional limitation code 
• Current severity modifier 
• Goal severity modifier 
• Severity modifier justification  

P: Treatment Plan 
Treatment Schedule 

• Treatment frequency and duration 
Planned Interventions [use text field OR procedure code selection option] 

PQRS (if tab is present) 

• G-code for reporting and supporting clinical documentation 
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For More Information 
If you need more information about Medicare reporting in the RevFlow EMR, go to the Library 
on the BMS Resource Center.  

Under BMS, expand the RevFlow Provider Resources folder and then click on the 
QuickTopics or Tutorials folder.  
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EMR: Required Fields in the First Visit Note in a Case in RevFlow 
QuickTopic 

This QuickTopic discusses the required fields in the first visit note in a case in RevFlow. Procedure code selection and charge 
capture requirements also are described.  

Required Clinical Data Field Indicators 
The first visit note in a case in RevFlow is most often the Evaluation note. However, if you are transitioning a current patient from 
another documentation system into RevFlow, the first note in the case will be either the Follow-up Reevaluation visit note type or 
the Transfer note type. 

In both cases there are required fields related to patient safety and payer compliance that you must complete. RevFlow alerts you to 
the location of these fields with red dot indicators on tabs and/or sub-tabs of the visit note.  
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The red dot disappears when you complete all of the required fields on a tab (or sub-tab) and then navigate to another tab (or sub-
tab). In this example, the therapist completed documentation regarding  Red Flags, Allergies and Precautions. The red dot on the 
Safety Considerations sub-tab disappeared when the therapist navigated to the Medications sub-tab. 
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Required Clinical Data Field Descriptions 
 
This table lists each required data field, its location, the type of information required, and a brief explanation of the reason for the 
requirement. Special circumstances are highlighted in yellow. 
 

SOAP Note 
Element 

EMR Tabs  
(1st row tab > 2nd row tab > 3rd row tab) Data Field Requirements Notes 

Subjective (S) Subjective > Current Problems > Problem 
List 

• Complete the first row: Current 
Problem, Reported Onset Date, and 
Mechanism of Onset. 

• Necessary for compliance 
with payer documentation 
requirements 

Subjective >  
Red Flags 
 
 
 
Safety Considerations 

• Select Yes or No for Red Flags  
o If Yes is selected for Red Flags, 

select at least one red flag from list 
that displays 

 
• Select Yes or No for Allergies  
o If Yes is selected for Allergies, 

select at least one allergy from list 
that displays 

• Select Yes or No for Precautions 
o If Yes is selected for Precautions, 

select at least one precaution from 
list that displays 

• Patient Safety 
 
 
 
 
• Patient safety – 

generates this 
icon: 

 

Subjective > Medications • Select one of the radio buttons at the 
top of the page (None, Scanned, or 
Table).  

• If Table is selected, add rows and enter 
the medication list in the table on the 
tab 

• Patient Safety  
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SOAP Note 
Element 

EMR Tabs  
(1st row tab > 2nd row tab > 3rd row tab) Data Field Requirements Notes 

Assessment 
(A) 

Evaluation > Assessment • Select one of the radio buttons at the 
top of the page (Patient is a Candidate 
for Physical Therapy or Patient is 
NOT a Candidate for Physical 
Therapy). 

• Enter clinical assessment  

• Necessary for compliance 
with payer documentation 
requirements 

Evaluation > Diagnosis • Required if therapists are responsible for 
identifying diagnosis codes 

• Necessary for claims 
submission 

Evaluation > Medicare Functional Reporting • Select Current Status G code and 
severity modifier 

• Select Goal Status severity modifier 
• If a one time visit, select Discharge 

from the Update Goal Status drop 
down menu, then select Discharge 
Status G code and severity modifier 

• Enter rationale for current status 
severity modifier 

• Tab displays only when 
patient’s insurance class is 
flagged based on the 
payer’s reporting rule 

• Necessary for compliance 
with payer reporting 
requirements 

Evaluation > Goals/Rehab Potential • Enter at least one goal  
• Select an option from the Rehab 

Potential drop-down menu 

• Necessary for compliance 
with payer documentation 
requirements 
 

Plan (P) Treatment Plan > Treatment Schedule • Select options from all 4 drop down 
menus for Frequency and Duration of 
the treatment schedule 

• The Plan of Care Expiration (Expir) date 
auto-calculates 

• Necessary for compliance 
with payer documentation 
requirements 

Treatment Plan > Planned Interventions • Select the relevant procedure code(s) 
through the search box; OR 

• Type a plan of care in the Comments 
text box; OR 

• Perform a combination of both  

• Necessary for compliance 
with payer documentation 
requirements 
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SOAP Note 
Element 

EMR Tabs  
(1st row tab > 2nd row tab > 3rd row tab) Data Field Requirements Notes 

Treatment Plan > PQRS • Select relevant reporting code for each 
measure that applies to the patient 

• Ensure required documentation is 
included in the visit note to support the 
code selected 

• Tab displays only when 
patient’s insurance class is 
Medicare B 

• Necessary to avoid 
negative payment 
adjustment for services 
billed under Medicare Part 
B 
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Procedure Code Selection and Charge Capture Requirements 
This table lists requirements related to charging for the visit and a brief explanation of the reason for the requirement.  

 

EMR Tabs  
(1st row tab > 2nd row tab > 3rd row tab) Data Field Requirements Notes 

Charge Capture > Procedure Code Entry • Select the relevant procedure code(s)  
 

• Required for claims submission 

Charge Capture > Charge Validation • If a minute rule is present and timed 
procedure codes are selected, enter minutes 
in at least the first box under Direct Contact 
Minutes for Timed Codes. 

• If a minute rule is present and untimed 
procedure codes are selected, enter minutes 
in at least the first box under Direct Contact 
Minutes for Untimed Codes. 

• Adjust the number of units of timed 
procedure codes as appropriate based on the 
minutes of service entered 

• If no minute rule is present, boxes to enter 
service minutes do not display. Adjust the 
number of units of timed procedure codes as 
appropriate 

• Click COMPLETE  

• Data entry fields for minutes of service for 
timed and untimed codes will only display 
if the patient’s payer has a minute rule for 
timed codes 

• Number of units for timed codes is entered 
in the table in which the codes are 
displayed (the default display = 1 unit) 

• The default display for each untimed code 
and reporting code (Medicare functional 
reporting) = 1 unit 
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For More Information 
If you need more information, go 
to the Library on the BMS 
Resource Center.  

Under BMS, expand the RevFlow 
Provider Resources folder and 
then click on the QuickTopics, 
Training Guides or Tutorials 
folder.  
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