RT Standard
Login and Main Menu Navigation




RT Standard Login

« RT Web (Non-SSO) - Fox Rehabilitation
Services

« VERY important to add this link to your
favorites to access documentation
system throughout your experience

 Active students switching to RT
Standard during clinical must use
password: “Str3ngth26!” for first log in

« Students will not have access to
FOXTRAX but will observe their CI/FWE
utilize the app for scheduling and
communicating with patients



https://foxrehab.raintreeinc.com/webdocumentationssodisable
https://foxrehab.raintreeinc.com/webdocumentationssodisable
https://foxrehab.raintreeinc.com/webdocumentationssodisable
https://foxrehab.raintreeinc.com/webdocumentationssodisable
https://foxrehab.raintreeinc.com/webdocumentationssodisable
https://foxrehab.raintreeinc.com/webdocumentationssodisable
https://foxrehab.raintreeinc.com/webdocumentationssodisable

Key Performance Indicator (KPIl) Dashboard

« Atfirst login each day, you will see Key Performance Indicator (KPI) Dashboard
populate for your review

« Foritems with a red X, click "details" to show which need to be addressed
« During review, you can shortcut to the item that needs to be addressed
* Acknowledge your KPIs by entering your RT user ID and clicking "Acknowledge"

€ KPI for Erin Propst Date: 10-30-25

[ Acknowledge ]

x Provider History
Appointments

f 0 Patients with open case with no future appointments Details Scheduler -

g N/A % arrival rate for yesterday. Details Scheduler =

f 0 Patients with open case with 0-3 auths remaining Details Case Load -
Tasks

( 0 Average age (days) of tasks overdue (0 Tasks overdue) Details Open Tasks M
Visits

x 5 Notes pending signature Details Sign Off =

f 0 Patients with open case with 1-3 scheduled visits left Details Scheduler -
Case Load

f 0 Patients with closed case but no Discharge Summary Details Case Load —

v 4 0 Patients with low visits left on POC Details Case Load -




Main Menu

Main Menu - Dashboard

*  Will be used most frequently. Access your caseload,
@ Dashboard daily visits, tasks and other priorities from here

* Scheduler

* Where work schedules are set and viewing
appointments

e-e  Connect

\8/ Connect  Stores options for communicating with patients
P9 electronically via email, text, etc.

Provider Tools/Reports Provider Tools/Reports
(] . |
* Access Tracking log and tracking log related reports

L‘?l Scheduler

ﬁ Shadow from here

« Shadow
- . « May occasionally be used for IT support
'i’l bt CExit ' "

Li _ + Closes current RT sessions and can re-open without
) Logout And Exit entering credentials

Logout and Exit
* All active RT sessions are closed.

’ﬂ — e
’ " F :




Dashboard Overview

|
* From the Main Menu access Dashboard

o Telehealth Waiting Room @ oestioars

= Access to telehealth patients' queue (you will learn more about telehealth in another training)
o KPI

= Opens the Key Performance Indicator screen if you need to access it again after initial view
o Patients

= Access to all patient files
o Scheduler

= You will set your work schedules here and you can view scheduled appointments

10:48AM Mon Nov 3

) (< ©  foxrehab.raintreeinc.com «/ 5% ¢

€ Dashboard for Erin Propst

[ Telehealth Waiting Room | | KPI | (& Patients RE Scheduler

RTConnect Provider View Visit Summary Service Tickets (5) Sign Off Case Load Open Tasks Closed Tasks




Dashboard: RT Connect

 RTConnect tab: change dates by clicking arrows or selecting a date

* View any messages sent from a patient in the Unread Notes section
o Open the message and reply from the screen (like a chat or text message)

* Once you read the notes, the message will move to Recently Read Notes
o You will learn more about RT Connect in another training

10:48 AM Mon Nov 3

) (< =

= foxrehab.raintreeinc.com v/ 8b ¢

€ Dashboard for Erin Propst

| Telehealth Waiting Room | | KPI | (a2 Patients | [ Scheduler

RTConnect

Provider View Visit Summary Service Tickets (5) Sign Off Case Load Open Tasks Closed Tasks

User EPROFPEE Location

Date 110325 i= - 11-0325 =

D Exclude Responded Messages

Unread Notes Recently Read Notes
Patient Name Date Time Description Summary

Time Description

Patient Name Date

& - ¢
’ - FOX °



Dashboard: Provider View

* Provider View tab displays appointments for the selected dates in the filter under
"Appointments” panel

o Can filter appointments by a specific date range or location (click More Flters to
access this filter)

« Use arrows or calendar icon to adjust date range
* Appointments scheduled in FOX Trax will display here

» Appointments will move through other panels as they are checked in, notes started
and signed off etc.

« **PROVIDER VIEW IS THE BEST PLACE TO ACCESS YOUR NOTES***

| Telehealth Waiting Room | |4 KPI | (a2 Patients | [ Scheduler

RTConnect | Provider View| Visit Summary Service Tickets (10) Sign Off Case Load Open Tasks Closed Tasks

User / Provider EPROP i= | Date 10-30-25 = - 10-30-25 = Show non VISIT appts: X

Date Time Len Patient Name Type Notice Patient Name Dur Patient Name Room Dur

10-30-25 08:15a 55 Test 2 Medicare OTVST l l

>
FOX



Dashboard: Visit Summary

 Visit Summary tab displays visits based on date range filter
o You can adjust date range by using arrows or clicking the calendar icon to select date

* You can see which visits are pending, which notes have been signed, and
which charges have been posted

» Color coding provides easy reference to the given status of the visit

Telohealth Waiting Room e ®w o« Patients » Scheduler >

RTConnect Provider View | Visit Summary| Service Tickets (10) Sign Off Case Load Open Tasks Closed Tasks

User/Provider -0 1= |Date [ €] 103025 = . 103025 = > 5 Mo
Date Time Prov  Patient Name Description Caso#  Case Name ICD Dx Desc Signed Amend Posted PR
10-30-25 08:15a EPROP Test 2 Medicare Pending Visit OT001  ADL's R26.0 Alaxic gait
Pending Checked In Cancel/No Show In Process Posted Waiting for Cosign - Signed Off - Complete

o
- >
&; FOX °




Dashboard: Service Tickets

» Service Tickets tab displays a list of service tickets related to your patients
o You can adjust date range by using arrows or clicking the calendar icon to select date

* |t is possible to sign a note and the charges do not post. Best practice for
billable notes is "Sign and Post", but it is helpful to monitor this tab for
visibility into unposted visits

| Telehealth Waiting Room | s KPI | (a2 Patients | (e Scheduler

BTConnect Provider View Visit Summary| Service Tickets | (10) Sign Off Case Load Open Tasks Closed Tasks

User / Provider -10F #= | Date 10-30-25  i= - 10-30-25 = | >

Unposted (in past 365 days) Posted
Date Templ Patient Name Provider Location Bill Prov Post Rev Date Patient Name
08-26-25 TVIST ScribelQ Raintree EPROP PA281 EPROP
09-03-25 TVIST James Brown EPROP PA281 EPROP
09-04-25 TVIST Duke Morelli EPROP ALOO4 EPROP

09-15-25 TVIST Test 2 Medicare EPROP PA281 EPROP




Dashboard: Sign Off

* The Sign Off tab provides you with a list of notes that have not been signed.
This includes billable and unbillable notes.

* You can open notes from this list and complete/review them
o Any prompts should be reviewed — these notes need attention before sign off

=0 Telehealth Waiting Room | | KPI | (a3 Patients | [ Scheduler | (i

RTConnect Provider View Visit Summary Service Iicket[ (10) Sign Off [Case Load Open Tasks Closed Tasks

User/ Provider EFPROP &= Location Template i= From: 10-30-25, To: 10-30-25 [

Draft Clinical Documents Signed Off (10-30-25 -
C) Date Patient Name Description Case Provider Close Date Patient Name
O 08-26-25 ScribelQ Raintree Initial Evaluation OTO001 Erin Propst, MS, OTR/L
O 09-03-25 James Brown Daily Note 0T002 Erin Propst, MS, OTR/L
O 09-15-25 Wellness Private Pay Wellness Visit OTO001 Erin Propst, MS, OTR/L
O 09-15-25 Test 2 Medicare Daily Note OTO001 Erin Propst, MS, OTR/L

g
’ ‘v‘




Dashboard: Caseload

* The Caseload tab is a list of any patient on your

caseload
RTConnect Provider View Visit Summary Service Tickets (10) Sign Off | Case Load [Ppen Tasks CIosed_Tasks‘
User / Provider ‘EPROP EE| Location Eval. Prov ‘ = Patients starting before / on: 11-03-25
Alert Source [ =] Alert Level [ + | OnHold Cases [Hide *
Case Load e Ful  Plan
() Patient Name Case Name Case  Plan Rem End AuthEnd rem RxEnd  rem NextPR  #  NextVisit
Diag1:
Home phone: E n
o |If yoH hover ovgr the case name ypu gan se_e EE——— 12’2’.{",,5222"(000,00%0& =
additional details related to the patient including

contact information for the patient E:iﬁiéi%‘:“.i‘:;”iz‘i?’.'n';“ =5
. NextPR:10Last PR:

Current period: No period found. Visits not counted.
Next period: No period found. Visits not counted.

‘ (7) Patient Name i“ i‘“ ‘]‘ﬁs plan periods.
” FOX




Dashboard: Caseload

* New admissions will only display on
your caseload tab AFTER you have
scheduled the first evaluation/visit in

FOX Trax.

o Scheduling of the appointment in FOX Trax
initiates the record to be created in Raintree

RTConnect Provider View Visit Summary Service Tickets (10) Sign O Open Tasks Closed Tasks
User / Provider 000 I8 Location Eval. Prov {5 Patients starting before / on: 11-03-25

Alert Source ' s AlertLevel 2| OnHoldCases | Hide
Case Load e Rl Pan
D Patient Name Case Name Case Plan Rem End AuthEnd rem RxEnd rem Next PR # Next Visit
O Test Medicare9 ADL's Diag1: Home ph OTO001 -1 12-31-25 -1 10

O Medicare Test8 ADL's Diag1: Home ph OTO001 -1 12-31-25 -1 10




Dashboard: Caseload

» Cases in red need attention - click on the patient name and review the
hoverbox to determine what area needs attention

» Caseload tab is NOT the best place to access notes (See PROVIDER VIEW)

(— Dashboard for Erin Propst ,’ Edit ﬁ Print  Move Patient to Waiting List
— - Test Medicare9
| Telehealth Waiting Room | | KPI | |a ADL's
RTConnect Provider View Visit Summary Service Tickets (10) Sign Off | Case Load | Open Tasks Closed Tasks
GENERAL
e Next appointment is missing.
User / Provider  CPREOP &= Location = Eval. Prov i= Patients starting before / on: 11-04-: e Case is Active.
e Treatment by RX.
Alert Source s Alert Level s On
PLAN
e Sent POC is required by FC. POC task is missing.
Case Load
. AUTHORIZATION
O Patient Name Case Name Case Plan Rem End AuthEnd rem R L ) ;
e Auth is missing. Auth is not required.
O Test Medicare9 ADL's Diagi1: Home ph.  OTO001 -1
--------------------------------------------------------------------------------------------------------------------------- g RX
O Medicare Test8 ADL's Diag1: Home ph.  OTO0O1 -1 e Rxis active, expires on 12-31-25.
e See all prescriptions
() Medicare Test3 ADL's Diagi1: Home ph.  OTO001 -1
PROGRESS TRACKING
O Duke Morelli ADL's - Impairment Dia.. OTO001 =l o Next Progress Date is not defined.
e Next Eval Date is not defined.

~

-
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Main Menu — Dashboard: Tasks

* The Tasks tabs show all tasks assigned to you (open and closed)
o You will learn more about tasks in another training

4 Dashboard for Erin Propst

| Telehealth Waiting Room | |d KPI | (a2 Patients (@ Scheduler | (i

RTConnect Provider View Visit Summary Service Tickets (10) Sign Off Case Loag Open Tasks Closed Tasks

User / Provider | CFH0P 2= Loc Group = Next Appointment: 3 [

Case Location

Created By Description Patient Name Type Priority NAD

-




Main Menu — Exit

* Click the Back Arrow to exit back to Main Menu

l € Dashboard for Erin Propst

= Telehealth Waiting Room | |4 KPI | (& Pi

RTConnect Provider View Visit Summary Service Tickets (10) Sign Off Case Load Open Tasks Closed Tasks

User / Provider EFR0P 3= Loc Group = Next Appointment: 3

Created By Description Patient Name Type Priority




SIMULATION TIME:

Try it NOW!
Click Image Below to Start the Simulation

[I:h Telehealth Waiting Room ] [i KPI l [23 Patien

RTConnect |Er0vider Viewl pen Tasks Closed Tasks

RT Connect tab gives you access to
the unread and read messages sent

- to you by a patient or authorized 3 - —
User |RBROW := q 11-09-25 = ¥ Exclude Responded
representative. L |—‘ P

Click 'Provider View'

Simulation: Dashboard Navigation (Step 1 of 8)

Patient Name Date Time ‘Description  'Summary Patient Name Date

**If the simulation does not automatically display an orange pop up
<o box, refresh your browser.



https://whatfix.com/service/mirror/serve/0fa42c70-c010-11ec-b331-000d3a5780c8/949c0e87-e584-4d55-82d2-aa74d794444c/gtNmfD85l7gjE9MG2yrUDPzWkw8NIQ4usoaDrg93foi?_wfx_=17b0a3a4-9b7c-406f-9cad-769ced950161&wfx_locale=default

Support Roadmap: Start Smart, Escalate Right

Have a question? Follow the path to resolution!

LAST, if the Go-

START with Self Help - Live TEAMS chat
Swift Fix or Service can't assist, submit
Now a support ticket.

NEXT, if self help
did not resolve your
issue, utilize the

state specific Go-
Live TEAMS chat to
elevate your
question. This chat
will be monitored
on Day 1 only.




RT Standard: Basic Functionality




RT Standard: Efficiency Features

« Jump markers - ("@@")

o These serve as required fields for important documentation throughout clinical notes. On an iPad,
quickly navigate through jump markers by pressing "ctrl” and "cmd" and "." to navigate
through. (non-iPad users can navigate through jump markers by pressing "ctrl" and ".")

* Merge tags — ("<first>, <last>, <name>)
o These require NO manual data entry and will pull patient data directly into documentation

- Expand text fields —

o Thisicon| ;2 | can be clicked to enlarge text fields for better visibility when documenting in that
section

Histories - Objective Activities Education - Goals - Charges Tracking

|| Use Quick soar

||==Iir51'-b {Iasblis a =age=year old =gender=presenting with diagnosis m@

Upon evaluation, patient presents with impairments of @@ limiting patient's functional ability including @@.
Fatient also presents with diagnoses/complexities of @@ that may hinder recovery by @h@.

Assessment findings indicate patient will benefit from skilled therapy services in order to @@




RT Standard: Efficiency Features

* Abbreviations

o There are some templates that will
load in abbreviations to help guide
documentation

o IMPORTANT: To ensure
abbreviations are turned on, click this
icon in top right corner > check the
box next to "Abbreviations"

? Help Fi
E-,ﬂ' Run Program... F3
B GoTo Menu F&

# Print/View Options ~ F7
) System Information  F3
B Raintree Email Fo

Il Network Quality

[ Abbreviations

oy
>

You can set your own .
abbreviations if you expand
the text box of any free text box

Select ; to open abbreviation
manager

. EH 8B+ Q&

Create desired abbreviations
Save

User Abbreviation Manager X

Abbreviation:
PD
Replace With:

Parkinson's Disease

List of Abbreviations:
PD -
AD

Replace Remove Cancel Save




RT Standard: Picklist Efficiencies

Setting favorites helps to easily locate picklist items

* Favorites

o Select items that will be used most often in picklists (charges, precautions, etc) by locating
and selecting the box next to the item, clicking the "Star" in the bottom left corner to add these
items to "Favorites" tab. Those items will now default to your "Favorites" tab on any future
note. Watch this video on setting favorites to see the process.

4 Planned Services € Planned Services
All items P’Favorites All items * Favorites

Quick find:

Quick find:
(7) *Aquatic Therapy* (7) *Assessment of Aphasia*

*Caregiver Education - add! units*
0 *Caregiver Education - addl units* * 0 *Caregiver Education* *

*Caregiver Education*
O *Cogpnitive Skills Development - Initial 15 min* O *Community Work Reintregation*

* *
O *Dysphagia and Oral Feeding Treatment* O *E-Stim (attended)” Manual Therapy
(1) *Evaluation of Swallowing Function* () *Gait Training* *Neuromuscular Re-Education®
() *Home Health Discharge Oasis" (1) *Home Health Open Oasis* *OT Evaluation*
D *Hospice/Home Health/Skilled Private Pay Evaluation® D *Hospice/Home Health/Skilled Private Pay Visit* *OT Re-Evaluation*
"Manual Therapy” W () *Massage Therapy* *Physical Performance Testing*
0 Neuromuscular Re-Education * O Ortho Management *Self Care / Home Mgmt*
V) *OT Evaluation® * V) *OT Re-Evaluation* *
9 o *Therapeutic Activity*
*Physical Performance Testing* * O *Prosthetic Training*

’ *Therapeutic Exercise*

%

— B Patient/Caregiver Training
-y


https://youtu.be/BMKO8xoKdNc

RT Standard: Other Efficiencies

To find other effeciences that help navigate Raintree, open Self Help and type
the below items:

1. Quick Keys/Hot Keys Self Help @

o Allow navigation to different tabs through keyboard clicks

2. Line Default

o Allows specific items to populate by default when you add a row to a picklist (exercises,
activities, ADL, etc.)

3. Setting Abbreviations

o You must turn abbreviations on, but you can choose to add as many abbreviations as you
would like for improved clinical documentation efficiency

-




RT Standard: Case Review

To review previous notes for your patient
Patient coverage for PTO
Supervisor and assistant sharing patients
Evaluating a patient previously on caseload (previous plan of care)

Watch this video for an overview, then find steps for case review on the next
slides

-



https://youtu.be/Wq0o0k2JwQI

RT Standard: Case Review

Follow these steps to locate and review previous cases or notes when appropriate:

1. If the patient is on Case Load:

o Locate patient on Case Load tab and
double click Patient Name to open chart

o Locate the note you want to review in
Visit History and double click to open

o Select View Document to see a narrative
preview of the note. Select View Detail to
open read only view of the note and
navigate through tabs.

2. If the patient is not on Case Load:

Date Range |

= - | = Provider = Location | i=|

Date Time

‘Template  Description Case Name

[Vlow Detail ]

View Document

|+ Telehealth Waiting Room

09-22-25 09:00a  TVIST Daily Note ADL Amend / Correct
View Amendment History
09-16-25 10:00a TVIST Daily Note ADL's Erin Propst, MS, OTR/L
Patients (P Scheduler | [ Refresh |

o Click "Patients" from Dashboard and use
"Find" feature to search patient's Last
Name, First Name

o Double click on pt's name, then Chart

o Follow steps above to locate the note you
want to review in Visit History

o Double click to open note, then View
_Document

. 4
>

Patient Files
;
e

Tano, Boba M
Patient Demographics |

Tano, Darth X
Chart

| Tano, Han K
| Appointment History




RT Standard: Case Review

Follow these steps to locate and review previous cases or notes when appropriate:

3. From within a note:
o Scroll to bottom of screen
o Click View Last Note or View All Previous Notes to preview previous notes for this patient
o Click "Preview" to view narrative draft of your current note

97535 Self Care / Home Mgmt I Clear Transferred

2 97530 Therapeutic Activity | Transfer Subrecord

97033 lontophoresis D Habilitative Services I Show Charge F
97035 Ultrasound Services / Supplies Unit
97750 Physical Perf Testing &
Medicare D Skip Copay
‘ Post and Sign Cr
Amount Applied to Cap YTD 1052.48 D Add KX Modifier No Show Charge D No Visit

8 Minute Rule [1-7=0, 8-22=1, 23-37=2, 38-52=3, 53-67=4] No Show D No ServiceTicket | oo [
review

Include attendance da

View Initial Evaluation I I View Last Progress Note I [ View Last Note I I View All Previous Notes View Medical Notes ] [ Save ] [




Raintree Release Notes & Alerts

Raintree Standard will alert of
any updates or enhancements
made to the system.

 This will be the primary
mechanism to communicate
these changes.

Objective exams updated
- Controlled and created by
Raintree (not FOX) T I B T e
r;navpilng Ih: t[l:;mgr:'l:ducesm forlzumpli:r.lacse audits."ﬁ:gmmvaﬁll om‘gaiim remain ¢
] ] ] unchanged, only the date at the header was removed.
 Click continue if you cannot
read now

« The alert will continue to display
until marked as read.

* Mark as Read after read. It will
not prompt again

Mark as Read Continue




Support Roadmap: Start Smart, Escalate Right

Have a question? Follow the path to resolution!

LAST, if the Go-

START with Self Help - Live TEAMS chat
Swift Fix or Service can't assist, submit
Now a support ticket.

NEXT, if self help
did not resolve your
issue, utilize the

state specific Go-
Live TEAMS chat to
elevate your
question. This chat
will be monitored
on Day 1 only.







TASKS | RT Standard

. |
* Tasks in RT

Standard are
used to
communicate
and make
requests, with
other RT users.

 Tasks are also
designed to be
final routed
back to you to
ensure that
you receive a
response and
acknowledge a
response.
Keeping your
tasks up to
date is an
important part
of your
workflow.

» Tasks can be
sent to
individual RT
users or user
groups which
represent
different

Task
Send To
Final Route

departments
within the
practice.

The basic function of tasks work as it did in RT Custom however, in RT Standard we
cannot launch tasks from specific buttons embedded in the notes (DME, Referrals,
Hospice etc.). Tasks in RT Standard must be created for the communication/requests

needed.

Ny =8, e
‘ Fox Rehabilitation




Task Types & Defaults

Task Types

» Clinicians & Fitness Specialists should only use tasks which
begin with “Clinical_"

Task Type Defaults

» These task types have defaults set so they route to the correct
team for work.

Creating Tasks

* |tis best to create tasks from within the patient account so that
patient details automatically pull into that specific task.

Fox Rehabilitation



Accessing & Adding Patient Tasks

From your Dashboard, Select “Case Load” tab

= Telehealth Waiting Room \ _ |ll Patients | @ Scheduler | \e Refresh

Closed Tasks End of Day Review Pt Portal Eligibility Verification Auth Patient Forms |

User / Pravider Location Eval. Prov Patients starting before / on: 11-05-25 \? More Filters

Alert Source \ $ Alertlevel | $  OnHold Cases |Hide 2

FOX

Fox Rehabilitation



Accessing & Adding Patient Tasks

Double click on the patient you want to create a task for

€ Dashboard for Susan Esposito

|Du Telehealth Waiting Room | _ |Il Patients | Lﬂ Scheduler | |e Refresh |

RTConnect Clinic View Case Load - Closed Tasks End of Day Review Pt Portal Eligibility Verification Auth Patient Forms

User / Provider Location Eval. Prov Patients starting before / on: 11-05-25 |? Maore Filters |

Alert Source | 2| Alertievel | $  OnHoldcases |Hide 2]

FOX

Fox Rehabilitation



Adding Patient Task: Option 1

Can add a task within the patient chart or within the clinical note
» Click the hamburger menu

« Click G
Ile (0] tO Menu ©@ e O cancel Add B idit [ Delete  OpenSaibel)  Open Goals
. Q o
° Click Add a Task e Payor: MA 01702 UHC Dual Complete Plan of NJ
o Cancel
Record Information
Date/Time  03-09-26 = 02:20p Rendering Provider SESPO I=  Susan Esposito, PT, DPT, Prescribing MD  XEPOC 12 Jaime Bellace 4dd
Case # PTO01 [=| Balance - Impairment Signer/Cosigner = Assigned To | SESPQ IE  Susan Esposito A Edit
location  NpW1 i= NIW1 Home Billing pm.'w Category |PAISE i@ PA Southeast B Delers
CaseType | Balance s Rewe\H e- t
. - Open ScribelQ
Resson | Impairment & Side of boe | ‘ IE Eatient Menu ) Location of Treatment 3
| - Open Goals
g PetientChart
Clim nformaton et sCCmisngRionte Ad ol
In @ Patient Ledger . §
= POCFom 110825 = POCTo 013026 [E| Sy S (8 AddPatientsSignatwe || ? ep F1
Next MD Visit is missing.
i miz=ng W Run Program... F3
Assessment Goals [Plan Charges Tracking Next visit is missing.
a I B GoloMenu t
1 View all Notes

B

Print/\iew Options ~ F7

l D Add a Document

Document Routing

| , - —l -
_ Z _ @ Cancel ' o E .
lil To do List

4 Patient Chart - 0000152 Jaime Raintree DOB: 01-01-1980 Age: 45 yrs

4 Select

D Patiant Menu
Case  omoot = [WIMERUNN (Picture [-] [ W @ reenow

Visit Info Therapy Tracking _ Communication Admin RTConnect History ) e ﬁ Edit
—_—
E Print
D Add a Document Relink

# Type Case Name Start End DOl Primary Diagnosis Primary Payor [a Decument Routing

@ Tgdo List

R ~ossstom o

OT001 REHAB Occupational Therapy 08-28-25 A Private Pay Wellness - P



Adding Patient Task: Option 2

Or Select “Document/Tasks” tab

€ Patient Chart - 00000-: -0 Test (he/him) DOB: 05-05-1955 Age: 70 yrs

Case |proo1 :=| [Menu ) (Picture |- | [ waiting List
Visit Info  Therapy Tracking ommunication Admin RTConnect History
Date Category  Description Case Signed Description Message Attachment

Created Created By  Assigned To Description Category  NAD Comments Priority Completed

. > FOX
‘ Fox Rehabilitation




Adding Patient Tasks: Option 2

Located at the bottom, under “Tasks”, tap into the blank area and then hit
“A” on your keyboard to add new task

Created Created By  Assigned To Description

You can also right Click (two finger
tap on iPad touchpad or long press
on touchscreen) here to "Add"

Many tasks could already be here. You want to be sure to "right click" in the
empty space.

Send task to multiple users -Overdue Completed

FOX

Fox Rehabilitation



Types of Tasks ( clinicians may create)

Task Type

Clinical_Billing Correction In the event that you require an edit to your billing and you need your note unposted

Request
Clinical_Demographic
Corrections

Clinical_Durable Medical
Equipment

Clinical Medical Records

Request

Clinical_Home Health
Episode
Clinical_Hospice Alert

Clinical_Insurance Term
or Change

Clinical_Patient Expired

Clinical_Refer to Group
Exercise

Clinical_Wellness
Continuum

«
Clinical_For Your
Information

This task can be used for any address corrections or DOB. If there is any demographic
corrections that is not patient or contact phone numbers and emails, those should be managed
directly in patient demographics and contacts

Typical DME orders will be placed into Parachute. This task will be used to let us know you
would like to put an order in. We will then enter in all demographics and insurance information to
Parachute and notify you once complete to put your DME in

This task can be used if you need to notify if the PCP listed is incorrect or if you need to
communicate any information with the medical records team.

If you are concerned or know there is be a new home health episode open and you would like
us to verify certification. Include home health name, contact number (if available) and discharge
date (if available)

Advise if applicable “Patient active with hospice” include company name and DX” (if available)

Additional secondary insurance verification, change/terminated insurance. Include insurance
name and ID #

Advise if patient has passed away

If you have a patient and you want to refer them to an exercise class, create this task to the
specific user who runs the exercise class. The Task Type will be “Clinical_Refer to Group
Exercise” and the SEND TO will be the specific user

Request patient be referred to Wellness Continuum Care. Include contact name and phone
number, which disciplines referring for (PT/OT/ST/FS), include if you discussed pricing

This can be used to send tasks within your clinical team. The SEND TO will be the specific user
you are sending the task to I



Navigating Tasks

€ Task - 00000403 Auto Test DOB - 05-05-55 Age - 70 yrs

° A neW taSk Wi” Open up Frm— |Paliem :\ 00000403 =
— Task Type: Select the drop-down arrow to » k . .
show all task types ) P
- SeleCt the approprlate TaSk Type’ preVIous Provider = | ViewScheduler | ViewPatientinfo |
slide of all Task Types s e ||
yp # send To 0JHO1 = lessica Hudson location | DEN7 :=|  Requires Sign-off |:|
Send Routing Details | |
1 Original Notable |:|
* Once you select the task type, the SEND TO will Foa e —
auto populate with the correct user group to o T
receive the request. B # o ey e
* The “Final Route” will automatically be .
populated to be sent back to you once #
completed. o 8
History Other Recordls |8 Duplicate Task |- |

* Due date will also automatically populate to the
current date

* Add in a detailed comment for your request.

Include all information you can give to assist the e commns (7] wsyrar - [Commens 3|
team completing your request. Include any | - |
names, phone numbers, etc. depending on your I
ask.
<o

—
NI, — FOX
’




Sending Tasks

Save your task by selecting the “SAVE” button up at the top right-hand corner

Disclaimer:

Do NOT hit the Mark Complete button when creating a task, this will not send
your request and just complete it. You must hit SAVE to send your task to be
worked.

4 Task - 00000403 Auto Test DOB - 05-05-55 Age - 70 yrs

Task Information Task Type Defaults

| Patient +| 00000403 =
Task Type Clinical_Demographic Corrections s Clinical_Demographic Corrections
Provider = | viewScheduler | |  View Patientinfo |

’ db
Fox Rehabilitation




Clinical Medical Records Request ccccc

- Utilize this task when the referring physician is not the Primary Care Physician

* The medical records team will determine which physician should be on the clinical
documentation
* For example

— If the patient was referred by a Hospitalist/SNF provider or a provider that DOES
NOT sign the plans of care, Medical Records will update the Primary Care
Physician into the case billing provider which will then reflect on your treatment,
progress and re-evaluation notes.

— If the patient was referred by a provider that does not indicate they do not sign
plans of care, that provider will remain within the case for plan of care and
treatment note documentation, however Medical Records will add the Primary Care
Physician to the patient account for documentation purposes and potential future
needs.

- Do not send duplicate tasks if the PCP is not changed on your POC

— If you send in a task to update the physician but medical records deems this is not
the physician that should be on the clinical documentation, they will communicate
this back to you via the task. Please then close the task.

— If you do not hear back from medical records, then they have updated the case and
they have closed the task.

TE
FOX =




Reviewing Tasks

ReVieW any Sent TaSkS to 4 Dashboard for Susan Esposito
check status. From your T — ———  ——

dashboard, select Open = ‘ GRERS] cored ks €04 D it o Sty veicaion At Pt o
Tasks Tab

User / Provider |SESPO = Loc i= Group f=| Next Appointment: 3 ¥ More Filters |

Located at the bottom you will = e & oucipien comment
see all your Open Sent R mhee
Tasks. By double clicking the Source (Open Actve Pt ) [EvR e B
patient name, it will open the rep— @ D T5)
task.

Here you can add any
additional comments for the L —— |
team to review Who iS Working Created By Description Keep Comments |_\ History Filter Comments :‘

08-21-25 SESPO FOX Rehabilitation Are You Ready For Y ‘
yo ur ta S k - 08-21-25  SESPO FOX Rehabilitation Are You Ready For v | Ereview |
Mark Complete | ‘
08-21-25 SESPO FOX Rehabilitation Are You Ready For Y J—
Limit Access ‘ |

08-21-25 SESPO FOX Rehabilitation Are You Ready For Y ena user Cnpeiy Kaintree AMAIL Uiz ‘ ‘

Underneath, you will see the
history of any comments
regarding the request.

—
KIpa., . — FOX
’




Reviewing Tasks

* Any tasks sent to you
to review, respond or
mark complete will be
located in your “Open
Tasks” tab under
“Open Tasks”

* In this section you can
double click to open
the task and review
any comments written
back to answer or if
completed, you can
Mark Complete.

€ Task - 00000403 Auto Test DOB - 05-05-55 Age - 70 yrs

€ Dashboard for Susan Esposito

| = Telehealth Waiting Room

RTConnect Cln‘i (1) Open Tasks Closed Tasks End of Day Review

User / Provider |SESPO = Loc = Group
Created By Description Patient N
10-28-25 JBELL Followup with patient Edward C1
Created By Description Sent To (Own
08-21-25 SESPO FOX Rehabhilitation Are You Ready For Y Send User

Task Information Task Type Defaults

¢ | | oooooao3 = -

| Patient

Task Type > | | 4 | :I
Freeform Description |_|
Provider = View Scheduler | | View Patient Info |
Requires Review | |
Send To 0JHO1 := Jessica Hudson Location |DEN7 :=|  RequiresSign-off | |
Send Routing Details |7| -
. Notable |7|
‘Original -
Final Route = Due Date = Add Ledger Note | | !
L4
Category TAsK i= Task Recard Priority ‘ N ‘
Created By Jessica Hudson
Due Date /
Case 00000 := Default Payor Set Next Activity = Created on 11-05-25
Primary Ins FC A Progressive Ins Auto - Al
Comment it
EMR % |[Emptyl - ‘
History Other Records |8 Duplicate Task |- |
Keep Comments History Filter | Commen! its ¢
[ Preview | I

Limit Access \:\

Mark Complete | ‘

S e
F ox Rehabilitation




SIMULATION TIME: Tasks

Try it NOW!
Click the Image Below to Start the Simulation

€ Dashboard for Rachel Read

|=  Telehealth Waiting Room | | KPI | (a2 Patients | |o® Scheduler | | Refresh |

RTConnect Provider View Visit Summary Service Tickets (5) Sign Off (1) Open Tasks Closed Tasks

Click "Case Load"

User RBROW i=  Location i= i= \Z| ' Exclude Responded Messages ¥ More Filters
Simulation: Task Training (Step 1 of 9)
Unread Notes Recently Read Notes
Patient Name Date Time Description Summary Patient Name Date Time Description Summary

**If the simulation does not automatically display an orange pop up
box, refresh your browser.


https://whatfix.com/service/mirror/serve/0fa42c70-c010-11ec-b331-000d3a5780c8/949c0e87-e584-4d55-82d2-aa74d794444c/L9ZbZB9mGu8qqeOZXbw3Eh5NHt7gJ1m5jPhKtyhqcu5?_wfx_=2edb9dd1-40ba-4d2d-acf7-733bf8a14baa&wfx_locale=default

DME Ordering | Parachute Health

Who We Help For Providers For Suppliers For Payors About Log In

cmmmy e—— 0 e

Seamless for All

Parachute Health simplifies, accelerates, and improves Durable

DME Ordering Made --_‘ @ _g

Medical Equipment (DME) ordering for Home Medical Equipment e
(HME) suppliers, clinicians, and payors. Our proven digital © e— . A ......... ' "_
°

infrastructure eliminates 80% of manual work — and helps you

complete orders 14x faster.

Rx == &
l\ . e,

FOX will be using Parachute Health for
DME ordering, making the process easy,
efficient and fast!




DME Ordering | Parachute Health

* You will be receiving a Welcome Email from Parachute Health the week after your Go-Live date.

— Please notify your Practice Liaison if you have not received it by the 2nd Friday after your go-
live.

* Important Notes about Parachute Health:
— In Parachute, clinician = physician. So don’t go signing off on your own requests :-)

— Your only option is to CREATE a chart note and answer the questions that pop up. Only
physicians can upload chart notes.

— Orthotics or splint order cannot be entered into Parachute. Please reach out to your Practice
Liaison via “Clinical_Durable Medical Equipment” task if you need assistance with equipment
not in Parachute

— This same Task can be used to request your Practice Liaison team enter demographics and
insurance information in Parachute before you place an order.

* Parachute Makes Ordering and Tracking Progress Easy

— Prior to submitting your first order, review the DME Ordering Guide which can be accessed by
clicking the ”?” located on the top right-hand side of the screen after you log in.

— If you need assistance reach out to your Practice Liaison!

M =S TESTY | TessTESTY I — T —— (]
Homs  Order Order Search patients FRN Fox Rehabilitation #1 ... » @ .

Pending signatures for Fox Rehabilitation #1 - NorthAtlantic

Order Id

.

‘ ~
’ "

Patient Name Doctor Request Method Request Time Delivery Date




Support Roadmap: Start Smart, Escalate Right

Have a question? Follow the path to resolution!

LAST, if the Go-

START with Self Help - Live TEAMS chat
Swift Fix or Service can't assist, submit
Now a support ticket.

NEXT, if self help
did not resolve your
issue, utilize the

state specific Go-
Live TEAMS chat to
elevate your
question. This chat
will be monitored
on Day 1 only.




RT Standard Scheduler




FOX Trax & Raintree Standard E

* Fox Trax will continue to be the primary location for scheduling.

o Despite Raintree's scheduler, FOX Trax provides a more seamless user
experience for scheduling and visit verification

o FOX Trax appointments will pass to RT Standard and display in various
locations (Scheduler, Provider View tab, etc.)

o A “new” version of FOX Trax will be connected to RT Standard. No action is
required for you to manage. We will adjust this based on your phase roll out.

o Visits scheduled in RT Custom version of FOX Trax will NOT be able to sync over
and will require you to enter them again into the “new” version connected to RT
Standard. Instructions for this will be in your Go Live Readiness Checklist

- Visit Verification will be completed exclusively in FOX Trax
o There is no visit verification option in Raintree
- Appointment Reminders and e-Consent to Care will be completed in
Raintree

o These options in FOX Trax have been disabled since they will only go out via
RT Standard

" R
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Scheduling Workflow

IMPORTANT

Before scheduling in FOX Trax, “Work Schedules” need to be created in the
Raintree Scheduler.

“Work Schedules” control the calendar AND are location based. Without a work
schedule for a SLC or region-based home location, you will not be able to
schedule in FOX Trax or the RT Scheduler!

REMINDER: “Work Schedules” are not your actual weekly patient schedule.

Once you set a work schedule for a location, there is nothing else you need to
do to manage.

If you begin to work in a new SLC or region, you will have to add another work
schedule. Training for this is at the end of this presentation or can be easily
found in Swift Fix when ready to create a new work schedule.

Your RDs will be creating your work schedules for your Go-Live or Start with
FOX.




Scheduling Workflow

«  Schedule in FOX Trax

«  Visit will display in RT Standard scheduler and Provider View tab under Appointments

«  Visits MUST be scheduled to start a note. RT Standard does not allow for notes to be
created without an appointment.

* In FOX Trax, complete visit verification, ideally at the start of the session
* In RT Standard, right click the appointment and select Check In
o The appointment will display in the "Check In " window
= Double click or right click> edit to open the clinical note when ready to document.

o Inthe event action is needed (due to patient forms being unsigned or previous notes not

completed), prompts will display and then the appointment will display in the Check In
window

= See Consent Training for details on patient forms.
o Read any additional prompts related to the patient so you are aware of any notices/alerts

227 &= - RTConnect Provider View VisitSummary Senvi Edit
< Scheduler H Delete
User / Provider RBROW 3= Date | € | 4 ¥ More Filters ]
o Print
< 10/07/2025 > =
Tue, 07 Oct 2025 — Check In I e G e e I Gesoa
Test6, Medicare - oron! Date Time Len  PatientName cel Patient Name Dur Patient Name Room Dur Patient Name
© O©0558AM-0653AM @ 7Nov225PM 10-07-25 05:58a 55  Medicare Test Medicare Test6 iday.. Medicare Tests 1 day 6 hrs...
© Forwood Manor No Show
- 10-07-25 07:52a 55  Medicare Test
Test8, Medicare o001 Check Out
© ©O7:52AM-08:47AM @ 6lov 755 AM ; 100725 10002 6  MedicareTest ) I
© Forwood Manor Clear Status
Test7, Medicare oroo PR E——
© ©1000AM-10:55AM @ 7Nov226PM : Appointment Car
©® Forwood Manor RTConnect
’ Patient Chart

v Relink Appointments
Pre-visit Planning ‘R
> FOX *




RT Standard: Scheduler

* The primary access point to scheduled visits will be the Provider View tab however
the Scheduler does offer benefits based on your preference.

« Appointments are color coded based on visit type (evaluations, PRs/Re-
evals/DCs, telehealth, etc.)

* lcons also display based on appointment’s status.
* Right click on an appointment to see options

il Add  #? Edit [l Delel

Rachel Read @ All Locations -- Tuesday 10-07-25

1AM

15!
2laa s @ 4w
< Nov 2025 >

IRICIEIRAYEN

Su Mo Tu We Th Fr 3Sa
26 27 28 29 30 31 1
2 3 4 5 & 7 8
9 10 11 12 13 14 1

16 17 18 19 20 21 22
23 24 25 26 27 28 29
3001 2 3 4 5 6

Patient

Contacts

Medicare Test7

PN 00000388
DOoB 01-05-1950

Address 1912 Marsh Rd
City Wilmington DE 19810

mmmmmmm

(000) 000-0000

Move To Waiting List

Copy

Work phone

Secondarycell | Delete o history

Cancel - wf history

Ctrl+X Google Map

Ctrl+1 Print Receipt

Ctrl+O RTConnect
Clear Status Cirl+L Send Blast Alerts

A Visit / Encounter Confirm Appointment Manually
Resend Appointment Reminder
Welcome Letter/Patient Forms
Telehealth Waiting Room
D Post Payment Show Initial Copay Details

Pre-visit Planning (TVIST)

Ctrl+Q Relink Appgintments

. 4
>




RT Standard: Deleting a Visit

* If you need to delete (error in scheduling) or reschedule (schedule change) a visit,
you should do that in FOXTrax

* When you delete a visit in FOXTrax, you may need to delete the visit from your RT
Scheduler
o From "Scheduler" right click on the appointment and select "Delete — no history"
o Select Verify Delete (top right corner) > Yes — Delete VERIFIED > select Reason for delete > Save
o This will remove the appointment from your scheduler

4 Scheduler

Appointments: WEEKL
Rachel Read @ Al Locations - Tuesday 10-07-25

Sunday 10-05-25 Meonday 10-06-25 Tuesday 10-07-25 10-08-25 Thursday 10-09-25 Friday 10-10-25

Patient Files Ctrl+1 Print Receipt

a5 Appointment History: Check Out Ciri+0 RTConnect

= Edit £ Clear Status Cirl+L Send Blast Alerts
':| Q ‘ ﬂ‘ ] ‘ Ve ‘ -| @‘ €« ‘ = | > ‘ n ‘ @ ‘ H ‘ Add A Visit / Encounter Confirm Appointment Manually

< Nov 2025 > Patient Insurance Contacts Move To Waiting List Appeintment Card Resend Appointment Reminder
Su Mo Tu We Tho B | Medicare Test? Address 1912 Marsh Rd

% 27 28 29 30 31 1 PN 00000388 City Wilmington DE 13810
2 3 4 5 & 7 3 DOB 01-05-1950 Pref phone Ctri+X Google Map Telehealth Waiting Room
9 10 11 12 13 14 15 Sex M Home phone Work phone
16 17 18 19 20 21 22 CaseFC  MC PatFC  MC Primary cell (000) 000-0000 Secondary cell
23 24 25 26 27 28 29 Status ACT Email

30 1 2 3 4 5 6 Balance 0.00 Visit# 3 Comment it

Copay/Deductible  0.00/0.00 No Show Ctrl+Q Relink Appgintments

Copy Ciri+C Fax Welcome Letter/Patient Forms

Delete - no history D Post Payment Show Initial Copay Details

Cancel - w/ history C Patient Chart Pre-visit Planning (TVIST)

. 4
>




RT Standard: Cancelling a Scheduled Visit

* |f you need to cancel a scheduled visit...

Scheduler

w |kl Add 4P Edit

Appointments: WEEKL
Rachel Read @ All Locations -- Tuesday 10-07-25

Sunday 10-05-25 Monday 10-06-25 Tuesday 10-07-25 ‘Wednesday 10-08-25 Thursday 10-09-25 Friday 10-10-25

5 AM

30
45/
6 AM
15
30
45/
7AM
15
30
45
8 AM

30

45/

9 AM
15

30

45/

10 AM

Patient Files Chec Ctrl+! Print Receipt

45 Appointment History, Check Out Ctrl+O RTCopnect

Edit

Clear Status Ctrl+L Send Blast Alerts

15

2 sadsm@Eens>na:
< Nov 2025 > Patient Insurance Contacts Move To Waiting List Appaintment Card Resend Appointment Reminder
Su Mo Tu We Tho FroSa | Medicare Test7 Address 1912 Marsh Rd
27 28 29 30 31 1 PN 00000388 City Wilmington DE 19810
2 3 4 5 6 7 8 DOB  01-05-1950 Pref phone Ccut Ctrl+X Google Map Telehealth Waiting Room
9 10 11 12 13 14 15 Sex M Home phone Work phone A
16 17 18 19 20 21 22 CaseFC MC PatFC  MC Primary cell  (000) 000-0000 Secondary cell
23 24 25 26 27 28 29 Status  ACT Email
301 2 3 4 5 6 Balance  0.00 Visitt 3 Comment
Copay/Deductible  0.00/0.00 No Show Ctrl+Q Relink Appgintments

Add

>

Visit / Encounter Confirm Appointment Manually

Copy Ctrl+C Fax Welcome Letter/Patient Forms

Delete - no history D Post Payment Show Initial Copay Details

Cancel - w/ histol

Is}

Patient Chart Pre-visit Planning (TVIST)




Appointment Icons

* Appointment Status lIcons
Checked In

Checked Out

Cancelled

No Show

Reschedule

Q0o BEC

* Appointment Flag Icons

Appointment reminder sent to the patient
Sending the appointment reminder failed
Patient confirmed the appointment

Appointment reminder was intentionally not sent

E E EE




SIMULATION TIME: Work Schedules

Try it NOW!
Click the Image Below to Start the Simulation

[Eh Telehealth Waiting Room ] B KPI ] [33 Patients l [;G? Scheduler ] le’ Refresh l

- 1 1
RTConnect Provider View Visit Summary Service Tickets (6) Sign Off Case Load (1) Open Tasks Closed Tasks Click' Scheduler

User RBROW =  Location = Date E 11-07-25 i - 11-07-25 = E] ‘ ‘ Exclude Responded Messag ~"'2tion: Work Schedule (Step 1 of 11) More Eilters
Unread Notes Recently Read Notes
Patient Name Date Time Description Summary Patient Name Date Time Description Summary

**If the simulation does not automatically display an orange pop up
box, refresh your browser.



https://whatfix.com/service/mirror/serve/0fa42c70-c010-11ec-b331-000d3a5780c8/949c0e87-e584-4d55-82d2-aa74d794444c/olUSTFkE5m9ZfBomw9YTalNYv2umf35Hg3BYlfsxhzj?_wfx_=76478847-1bae-49e8-97f3-a110c11270a2&wfx_locale=default

Creating Work Schedules: Step by Step Guide

*  Click Scheduler
*  Click Calendar Icon
¢ Click Maintain Schedules

«  Click Add
«  Check Automatic Apply. This will set the work availability indefinitely for that work schedule
location.

«  Click to open the location table. Once in the table click Find to search for your location and
select the location.

« If you know the location code, you can enter it directly into the location field. Click Next once
you have selected or entered your location.

«  Click 'Copy Availability Data'
*  Click "Show only work schedule templates"

«  Double click to select "-Default". Do not single select and hit save. This will not apply the
default work schedule if you hit save.

«  Confirm you see light yellow across the default line in the below schedule view. Click 'Save'

Watch a Video of the Steps - Work Schedules

" R
’ 2N


https://youtu.be/jr6uU-Hc5-Y

Support Roadmap: Start Smart, Escalate Right

Have a question? Follow the path to resolution!

LAST, if the Go-

START with Self Help - Live TEAMS chat
Swift Fix or Service can't assist, submit
Now a support ticket.

NEXT, if self help
did not resolve your
issue, utilize the

state specific Go-
Live TEAMS chat to
elevate your
question. This chat
will be monitored
on Day 1 only.




RT Standard:
RT Connect




RT Connect

The new communication platform built in Raintree, aimed at

boosting patient engagement and communication through
its electronic patient portal.

4 FOX Rehabilitation Patient Portal The Save Template button has moved to the Setup

>
FOX

MAIN PHONE 1.877.407.3422 | BILLING 1.877.215.3768 Wrike New Patient (Logged in as Wrike New Patient) .

Change Account | Wriks New Patient 4| Time: 18:59:41 A

‘ Cambiar a Espafiol H Logout |
@ Dashboard | Appointments Billing Messages
& Profile
=
. Record!

-

n Appointments
No Future Appointment Found Please cantact the clinic for your balance details. You have no new messages
@ o0 Click en the buttan below to request an Appointment
Messag
| >‘ Noti & Polici
Notices & Policies
i '73 Add Te
o
uest Aj
tﬁ Settings
Notifications:

You have some unsigned patient forms. Press 'Go' to see them.

‘We den't have your medical history on file . Press 'Go’ to navigate to add one.




RT Connect

Why is this a Clinical Win?

« Say hello to convenience and goodbye to piecing together medical history!
When a patient completes the medical history themselves, YOU save your
precious time.

« Digital tools mean less paperwork and more time for what matters: caring
for patients.

* If you are submitting referrals, make sure to collect an email address from
the patient and/or caregivers to help facilitate digital communication.

« Remind your patients and caregivers to complete any forms and medical
history ahead of your appointments so you can spend more time evaluating
your patients and less time entering documentation.




RT Connect

What Can Patients Expect?

- Raintree Connect will begin @
sending welcome emails,
appointment reminders,
wellness campaigns, post O St Ly B, oo

FOX Rehabilitation received a referral for Occupational Therapy for

th e ra py fol I OW_ u ps a n d m O re . you or someone you care about. Our dedicated team has processed

your referral and verified your insurance coverage. You can expect to
receive a call from the therapist assigned to your case within 3

* Online, patients can update bt

Please click the button below to access your Patient Dashboard,
1 where you can review and update your medical history and complete
p e rSO n a | a n d I n S u ra n Ce forms required for your first visit. This will only take a few minutes.
information, complete intake
Patient Dashboard
forms, consent, and enter | |
To access your Patient Dashboard, click the button above.

m e d i C a I h i St O ' If you've never used the Patient Dashboard before or if you forgot your
ry . password, please click on "Forgot Password". You'll be asked to
confirm who you are, and then we'll send a link to reset your

- If patients ask about emails and P

Click here to tell us how you prefer to communicate with our team.

teXtS, aSSU re them they are Iegit Click here for best practice tips for a successful first visit.

If you have questions or have received this notice in error, please

a n d CO m i n g fro m O u r n eW contact our Client Services Team at 1.877.407.3422, Option 4.

0000000000000
patient portal!

"
FOX"

Connect with us:

00606000

‘ - >
" FOX ©




Watch it NOW!

& 7 Patient Dashboard <

rtdev.foxrehab.org

4 Adult Medical History

Patient Information

v Medical Conditions

Medical Conditions

Do you have any medical condition you cu ‘;vv

suffer from or have experienced in the past

N

List of Medical Conditions



https://www.youtube.com/watch?v=CgenMTazQ7s

RT Connect Messages

im) DOB: 12-31-1939 Age: 85 yrs

« To initiate a message

@)

Caseload Tab, double
click to enter patient
chart

Click Menu

Click RT Connect
Select the contact to
message

A text screen will
appear. Type message
and hit send SMS

n Admin RTConnect

Patient Demographics

I

. _— Appointment History Prin
Payors f knee, left .. A N
Diagnosis
Ledger View

Medical Records

Clinical Chart

Clinical Research Setup

Download patient

I Voo e

Provider | F s :
Na

Appt Provider ‘ 5. Esposito- ‘

Case Key Provider ‘ S. Esposito- ‘

Referral Provider ‘ _ ‘




SIMULATION TIME: RT Connect Messages

Try it NOW!
Click the Image Below to Start the Simulation

aecle

€ RTConnect 0000182 James Brown

(o)

**If the simulation does not automatically display an orange pop up
box, refresh your browser.



https://whatfix.com/service/mirror/serve/0fa42c70-c010-11ec-b331-000d3a5780c8/949c0e87-e584-4d55-82d2-aa74d794444c/j0Puij5dYFqCVpqIGYwjyfJXI04q7ZfvU6zZp5BqrYP?_wfx_=29e1c760-66bd-469f-9ac8-85158764ccf1&wfx_locale=default

RT Connect Messages

« RT Connect Tab alerts you of messages sent
from patients and/or authorized representatives to you.
o The tab will be red if there are unread messages
o Double click to open and respond
o Messages move from unread to read

€ Dashboard for Rachel Read

|0 Telehealth Waiting Room | |ad KPI | a2 Patients | | Scheduler | [ Refresh \

der View Visit Summary Service Tickets | (22) Sign Off | Case Load Open Tasks Closed Tasks

User RBROW i=  Location = Date [ € 080125 = - 11-01-25 = [»| | | Exclude Responded Messages [¥ More Filters
Unread Notes Recently Read Notes
Patient Name Date Time Description Summary Patient Name Date Time Description Summary
James Brown 09-05-25 07:23a Secure Message




Support Roadmap: Start Smart, Escalate Right

Have a question? Follow the path to resolution!

LAST, if the Go-

START with Self Help - Live TEAMS chat
Swift Fix or Service can't assist, submit
Now a support ticket.

NEXT, if self help
did not resolve your
issue, utilize the

state specific Go-
Live TEAMS chat to
elevate your
question. This chat
will be monitored
on Day 1 only.




RT Standard: Admission Workflow & Consent to
Care




RT Standard Admission, Consent, and Patient Portal

» |deal Workflow:

o All patients admitted with an
email address

o Immediate access to the Patient T e
F Ox Change Account Wrike New Patient ¢ Time: 18:59:41 A
Portal | ot o
i . Qn—aw Appointments Billing Messages
o Completion of patient forms g o
online (Consent to Care, Medical =+~ ey’ ad
History) S | e || ee—— ]
o Minimizes administrative tasks for = ;w.-
L G ) e
clinicians o
* Training Focus: e e
o Steps to take when the ideal mmm——— -

workflow is not possible

o How to obtain patient email
addresses

o Ensuring consent forms are
completed




RT Standard: Admission Workflow for Ideal Scene

1. Upon receipt of a new referral, the admissions team is provided an email or mobile number
for the patient or their authorized representative

a. An authorized representative can be:
I Power of Attorney
ii.  Medical Power of Attorney
ii. ~ Financially Responsible Party
iv.  Financial Power of Attorney

2. If not provided with email or mobile, admissions will be requesting this information:

a. Community Patients ONLY:
I. Admissions will contact the physician’s office prior to admitting if not received.

ii. Ifa Welcome Call is made or the patient is placed on our “Waitlist” the team will attempt to receive from the
patient or Authorized Representative at that time.

3. If email or mobile is present at the time a patient account is created a Welcome Email is sent.

4. When a Case is assigned to you, a second email is sent letting the patient know they should
hear from you within 3 business days.
a. Adistinct email is sent for each discipline.
5. The patient or Authorized Representative is requested to login to the “Patient Dashboard”
a. E-sign & Acknowledging the Patient Bill of Rights
b. E-sign & Acknowledge any Financial Obligation
c. E-sign & Acknowledging FOX's HIPPA and Patient Privacy Practices
d. E-sign & Acknowledge Consent to Care (Including FOXs Cancellation Policy)




New Referrals

* Transition Period

— As new states are moved over to the new system:

 All Referral Sources within a state will be identified so that any referral
which comes from a fax we have on file within that state will auto-
move to the new system.

* The Admit Portal linked to Custom RT will be blocked from adding a
POS with the migrating state in the address.

« Admissions Team will manually move any other patient to be worked
within the correct system.

« Temporary Fax to the New Admit Portal | 1(818) 237-3346
+ Direct Email | dtfoxemails@carecloud.com

— FOX Trax is still the preferred method of submitting referrals



mailto:dtfoxemails@carecloud.com

Assignment Details & Alerts

Active Cases

* Your new assigned patient will be in All Re

FOX Trax P ?Tojyl a
. . . . City: ocation :
— You will also receive an email with CaseP| L0l dStL?\t/fngtreet
the assignment details which will CaseR .
come from Sct; 21 North State Street :
Foxrehab@Carecloud.com POS: | City
/ . City: Dover ‘
Case Py State
Case R DE
Zip
o Test, I 19901-3859
In FOX Trax ol
. ' Comments
— Review “Alerts” City: | o OF
H = CasSiy i mportance - Please call pt's
— Review Case Details: Check casll f“hpﬁ’%ﬁy;awoz.i"m.ma':;’;mp
. . Ael’ﬂ .
here_to Se_e If there IS a .Ce" or Test, Iteration [PT] MRN: 00000347
email on file for the patient or POS:
Authorized Representative? City: N/A ®

Case Provider: Esposito, Susan
Case Region: Delaware North 1

Map View



mailto:Foxrehab@Carecloud.com

Call Patient

The “Alert” will indicate if Admissions was able to reach the patient and review financial
responsibility and confirm the cell and email for the Patient Dashboard

« Call your patient and introduce yourself & ask if they received the email or text
notification from FOX.

« Email would come from raintreenotice.foxrehab.org
* YES
o Schedule evaluation

o Ensure they were able to sign the forms and ask them to complete
medical history and medications in the Patient Dashboard, if not
already done, prior to your evaluation.

* NO
o Review their Insurance Benefits if not previously done.
o Schedule Evaluation
o Ask if they have an email, you can send their forms to.
o If the Patient can provide an Email add it in FOX Trax

©® Add a “Note” and submit a “Task” to update demographics and
send invite to the Patient Dashboard.




Workflow Option 1:Enter Email in Notes & General
Notes in FOX Trax

If completed, admissions will send invite to patient dashboard & forms can be signed

Task Type* v

< Note Details

Dean, James

Please update patient Email *«  Demographic Corrections
Sambogna, Carey - Senior Regional Director Send To 9rap a
Sambogna, Carey - Senior [

Regional Director Priority Normal v
11/5/2025 4:11:22 PM

Due Date  11/05/2025 i

Please send invite to Patient

Comments  Portal _
JamesDean@mall.con’{

< Create >
Status  Active
Discipline Physical Therapy & ) . i
Please Update Patient Email ﬂ
Location Forwood Manor / i i

Address 1912 Marsh Road giwlelrfjtyyjulijolp giwlefrjtlyjulijolp
City Wilmington alsldl 9 h ] Kkl alsldlf g h J Kol
State DE — D D G T T G T D S

2P 1eg10-395 % z xcvbnami@ @ z x cvbnm
® 00060 S e eun Lm e
Appt. C Patient

ase 7 atier R
History Details MNotes Call Patient ¢ PLo0 | Directions

Name Dean, James

» Enter Brief Note > select “Add” » Select Task Type “Demographic
¢ Once the “Note” is added click Corrections”
the “Task” Icon « Enter in the comments > select “Create”

>
e -

Select “Notes”




Workflow Option 2: At Eval | Sighing Forms in Person

 If patient/authorized rep
did not complete the
patient forms/consent prior
to your arrival, at check in,
you will receive a prompt.

* You can have them sign = —
the forms when you are :
with them.

o After reviewing all the
forms and the patient or
authorized
representative has
signed, select finish &
save and complete

o Review the training
video (next slide)

o Amee Rartree Aas unsgned paniens famrs for date (9-12-25
User [ Proweler  —atm

— ;'E —

0e-12-35 10:00a

0o-12-35 11:00 &D Rub: Ranbize PTEWL




Workflow Option 2: At Eval | Sighing Forms in Person

Review Video

€ Patient Forms

Provider WFPAT B8 Owner WFPAT i@ Case PT001 R Location DEN1

intree Windows Client Mode

Form Set | New Case

@ Description
@ Patient Consent to Care

@ Aign Senior Care Benefits

Subtype Owner Patient Nam



https://www.youtube.com/watch?v=8YhV2P64Vh0

Workflow Option 3: At Eval| Unsigned Forms, Patient
Not Signing in Person, Update Patient Demographics

« If the patient does not want to
sign their own forms in person

OR wants to review the forms in

detail and receive in emaiil.

» Obtain email and update
communication preference in

Raintree
« Go to:
» Case Load
» Menu

» Patient Demographics

Patient Chart - 0000152 Jaime Raintree DOB: 01-01-1980 Age: 45 yrs

€ Edit

Patient Demographics
Appointment History

‘Type |Case Name ‘Start ‘ Er gnosis ‘ Primary
Payors

:rapy Tracking Communication Admin

REHAB Virtual Care 06-10-25 of posterior horn ... P FOX PF

Diagnosis
Ledger View
Medical Records

Clinical Chart

Clinical Research Setup
losed / Discharged Cases
Download patient

Message Center

Ammn D

~ Physician Summary




Workflow Option 3: At Eval| Unsigned Forms, Patient
Not Signing in Person, Update Patient Demographics

123
City State Zip
1. Update/add Contact wo e o=
" County
Numbers (if needed)
Legacy # Social Security #
TR .
2. Update/add email in Email —
. |
S ettl n g S Number E o SIESE Best Time To Call Effective |
. . . Primary Cell (856) 952-4039 \:\ | s] o0
3. Click Communication O O 9 |
P f Home Phone  (555) 555-5555 \:\ | 4|
re e re n Ces Work Phone ‘:‘ | s ‘
Email Settings Assignment
Email address. & | | Send Welcome Letter Location
Last sent on 11-10-25 nw2
Email Address NJW2 Hom
jaime.bellace@foxrehab.org1
= Status Status As Of
Appointment Reminder ACT F— 11-08-25
‘z‘ Email ‘z‘ Text Message |:| Phone

Communication Preference

{ Communication Preferences - Patient ‘ v}




’ What We Will Send You: You are expressly consenting fo receive text, email, and/or phone messages regarding appointment

Workflow Option 3: At Eval| Unsigned Forms, Patient
Not Signing in Person, Update Patient Demographics

4 Communication Preferences - Jaime - Patient

Send Preferences

Communication Preferences History

In Communication Preference:

1.  Check off “Communication
Preferences”

2. Confirm “Patient” as et e e
Primary Contact. Sunveys

3. Select “l have read & e
acce pted .. 7 Can we send you additional communication via text? ( 0 | Yes ' No
“ 9 | want to receive voice messages on (e) Cell Phone . Home Phone | | Work Phone
: | have a pre-paid, subsidized or non-smartphone
4 Send Preferences” CLICK s ,
TH IS LAST Disable check in notification |7|

Appointment Reminder

o This sends the preferences to Above notifications will be sent to: Email Cell Phone
their email Jaime jrromeemere@foxrehab.orgl (***) ***-4039
o This enables the patient to
update the information at any Primary Contact  Jaime. Patient N

time and therefore it is “ok” to not
spend a lot of time and simply
check all, and they can make
changes if they choose.

© YOU WI" be retu rned tO the Authorization: You certify that you are authorized: (a) to enroll the designated mobile phone number in the Reminders and
Patient Demo screen. Alerts Service (b) to incur any mobile message or data charges that may be incurred by participating in the SMS/MMS Alerts

Service (c) to enroll the designated email address in the Reminders and Alert Service and (d) to enroll the designated phone
number(s) in the Reminders and Alert Service.

Cell (F*) ***-4039 Email

Jrrsssssksse@foxrehab.org1

( ._0 |1 have read & Accepted the Agreement below ( _. /I do not want to receive any communication

Data and Messaging Rates May Apply: We do not charge a fee for this Service; however, depending on your plan, your
mabile carrier may charge you for each message we send you or that you send us. Some messages may contain links to
secure documents, accessing these documents may incur data charges. It is your responsibility to know whether your carrier
will charge you data and/or messaging fees. We assume no responsibility for charges incurred by you while using the Service.




Workflow Option 3: At Eval| Unsigned Forms, Patient Not
Signing in Person, Update Patient Demographics

* Back in the Patient Demo Email Settings
Screen, locate Send

. . Email add = Send Wel Lett
Welcome Letter in the email maf acdress | Send Welcome Letter |
SettlngS SeCtIOI”I | act cent nn 11-1N-25

* This is an abbreviated version
of the original Welcome Letter  Send Welcome Letter
which auto sends if we had an Siale et
email on file. @vuew oo =| nromaticom -
) ] () patiemscomas (@ st [ |4k ) Resetpassword [
 Patients will need to do a
password reset.
- Select “Send” -
Do not re-assign forms, they e
Please use the following instructions to access our Patient Portal to view and/or update your Patient Information.
are auto created when a case ooy gy TEUPORY PASSIORD.
. . ) mmmmpmmﬂmn few days. If you did not request to change your password, please ignore this email and no changes will be
is made active. (You will see 052 e Pt assvod o o et a e ey psvor s e

where those can be viewed in a
couple slides, if you don’t see
them reach out to your PL)

.




SIMULATION TIME: Communication Preferences

Try it NOW!
Click the Image Below to Start the Simulation

€ Patient Chart - 0000152 Jaime Raintree DOB: 01-01-1980 Age: 45 yrs

‘ ﬁ | Picture v| Waiti

Case  QT003 i=

Visit Info Therapy Tracking _ Communication Admin RTConnect History

Simulation: Communication Preference (Step 1 of 9)

# Type Case Name Start End DOl Primary Blagnoms mmary mr
QT003 REHAB Occupational Therapy 10-14-25 A Private Pay Wellness - PP
‘ ‘ Hide Closed / Discharged Cases Active

Date Range = - = Provider = Location = Template = Note Type
Date Time Template Description Case Name Provider Name Loc Case Signed Pot
10-14-25 11:15a TVIST Initial Evaluation Occupational Ther... Rachel Read, OTD, OTR/L CA002 OTO003

**If the simulation does not automatically display an orange pop up

<o box, refresh your browser.
&
>



https://whatfix.com/service/mirror/serve/0fa42c70-c010-11ec-b331-000d3a5780c8/949c0e87-e584-4d55-82d2-aa74d794444c/MuK1rfiKoftFrCRB2XKHlGU2X5hNdfJEIsXmVb3lU8Z?_wfx_=0c2a2dc3-6e54-4185-ad2f-e4dce8c0a588&wfx_locale=default

Workflow Option 4: “Verbal Consent” |
Authorized Representative

“Verbal Consent” does NOT replace the need for an Authorized
representative to sign forms.
 Call Authorized Representative, confirm if they received an email from FOX
« Email would come from raintreenotice.foxrehab.org
- YES

o Ensure they were able to sign the forms and ask them to complete medical
history and medications in the Patient Dashboard if not already done prior to
your evaluation.

- NO
o Confirm Contact Information
o Cell, Email, Mailing Address
o Review insurance benefits if not previously indicated in the “Alert”

o Obtain “Verbal Consent,” let the Authorized Representative know that they will
receive an email and let them know we still need them to sign the forms
electronically when received.

o Enter your Verbal Consent in “Notes” in FOX Trax
o Schedule Evaluation in FOX Trax

**If the Authorized Representative is unwilling or does not have an email, when you are at the next
visit and prompted regarding the unsigned forms. Document your Verbal Consent on the Signature
Pad. Date, Time, Name of Authorized Representative, Relation.

& - e
’ gy FOX ©




Workflow Option 4: “Verbal Consent” |
Authorized Representatlve

« If the Authorized Representative
is unwilling to provide an email
and cannot be in person to sign
forms the clinician can sign on
behalf of them.

* Review Video to learn how to e [N g ——
complete the verbal consent | - = : —_—

= | Description
@ Pationt Consent to Care

- Consent should include:
Reviewing insurance benefit
coverage, HIPPA and Patient
Privacy Practices, Cancellation
Policy

(¢ ReadytoSend | IntormatonNested  Accepted [ vecinea

’ ‘v‘


https://www.youtube.com/watch?v=DEJbnlC1omU

Workflow Option 4: “Verbal Consent” |
Authorized Representative

FOX Trax (Used only if you are "on the go" and just need to get a note in to reference later)

< Note Details

Dean, James

Please update patient Email

Sambogna, Carey - Senior Regional Director
Sambogna, Carey - Senior

Regional Director

11/5/2025 4:11:22 PM

Name Dean, James

Status  Active

B Prvsical Therspy Please Update Patient Email
. Task
Location Forwood Manor

Address 1912 Marsh Road giwlelrjtyjulijolp
State DE e e
@ z xcvbnm
0
Select “Notes” * Enter Brief Note > select

“Add”




Best Practices for Consent, Updating Contacts & More

How to Verify Forms are Signed
* You can view the Forms which

were added to the Patient Portal
for the Patient or Authorized "
Representative. i e e [ [ e T e

» Dashboard
Caseload e
Double Click Patient

“Admin” tab

YV V V V

Verify if they were signed
with (dot will appear in the
signed column)

-



SIMULATION TIME: Check Patient Forms/Consent

Status Try it NOW!

Click the Image Below to Start the Simulation

€ Dashboard for Rachel Read

‘5 Telehealth Waiting Room | [i KPI ] aa

RTConnect Provider View Visit Summary Service Tickets (7) Sign Off Case Load (1) Open Tasks Closed Tasks

User / Provider ~ RBROW = Location = Eval. Prov = Patients starting before / on: 11-10-25

Alert Source ‘ * Alert Level +| OnHold

-

Double click the patient 'Jaime Case Load
RET

Plan Rem End Auth End rem RxEnd

-1

...... Simulation: Check Patient Forms/Consent Status (Step 1 of
6)

2 3xd weeks 11 09-19-25

[:] Jaime Raintree Occupational Therapy D... OT001 -4

[] Jconnect2 Occupational Therapy D... OT001 =il

**If the simulation does not automatically display an orange pop up
box, refresh your browser.



https://whatfix.com/service/mirror/serve/0fa42c70-c010-11ec-b331-000d3a5780c8/949c0e87-e584-4d55-82d2-aa74d794444c/1ZSUe8VSQWMUYeb73AWbvLcHVv4njS4uGRAPdM6OOVC?_wfx_=ae4b2091-a084-4189-8498-59059fa4d046&wfx_locale=default

Consent Previously Completed in Custom | Migrated Patients

* You may be prompted to sign
forms other than the Consent to

. Care in RT Standard.
o Even though we are pulling over
signed "Consent to Care" in RT
Sgrertlame i et | Standard, the Notice of
Privacy Practices, Patient Bill of
SemnmCen Stk Somen Rights and Insurance Details
| [ronte are individual forms where in RT
Custom they were a single form.

o For the additional forms, if
prompted to complete:
= Click Signature

= In Signature box enter "Consent
' documented in RT Custom"

o Otherwise, you will be continually
prompted to complete at each "check-
in"

>
FOX =



Consent NOT Required | Strategic Accounts

* You may be prompted to sign Patient
Forms for patients where it is not
required for Strategic Account patients.

o For the additional forms, if
prompted to complete:

= Click Signature

| = In Signature box enter "Strategic
Account, RT Consent not
required”

o Otherwise, you will be continually

Signer Name |Admin Test

Signer's relation to patient

Signature Capture Electronic Signature

~ pencis prompted to complete at each "check-
inll




Best Practices for Consent, Updating Contacts & More

EMAIL RULES

* ONLY the patient’s own email should
ever be in the Patient Demographics!

A patient’s email can only ever be
added to the system one time.

* Any email for a relative of the patient
must be entered in as a complete
Contact.

* For example; If a husband and wife
share an email, only one of them can
use as their own email in patient
demos. If the wife has it as her emalil
the husband should have his wife as
a contact and the same email could
be entered in contacts.




Best Practices for Consent, Updating Contacts &
More

Updating Contacts or
Adding Authorized
Representative:

-~ =
‘v‘

Click in the white
space, type “A” to add
a new contact record
or right click

Tip: You can review
any previously entered
notes from FOX Trax
that may have entered
while you “were on the
go” with an email or at
the time of your visit.
This section
corresponds to FOX
Trax “Notes”

4 Patient Chart - 0000336 Test Mickx ~8-07-1999 Age: 26 yrs

11:22a Notes/Calls Daughter gave verbal consent Sambogna, Carey - Senior...

11-04-25 10:59a Notes/Calls Patient unavailable Sambogna, Carey - Senior Regional D...

1




Best Practices for Consent, Updating Contacts & More

Add New Contact

. . Family Contact Notes Employer Disclosures Preset setup
* To send an invite to the I -
. Contact Type Daughter v icati
Patient Dashboard A
First Name James Ml: Last Name Daughter
O Enter Name, Add ress Preferred Name Preferred Language <
and Emall Address 7 carnegie Plaza Copy from Patient
. o Address 2
o Confirm mailing address Room
for billing statements — oy | el o
‘e H Number Preferred 0K To Call Best Time To Call
MUSt Che_Ck FmanCIa”y Primary Cell (999) 999-9999 . ] ~
Responsible Party” Secandary Cel 0 v
(FRP) Work Phone O v

Fax
@) 95% Of SLC pat|ents E-mail Address  JamesDgtr@mail.com
Password

should have a FRP this

is imperative to ensuring Proered Davery etod | ]

bl I I | ng Statements are Start Date < End Date < | Marketing Referral Source

sent to the correct =

add ress. " preferred Contact [ Emergency Contact

“ ” . L. ~  Power of Attorney Financial [ Power of Attorney Medical
@) Save record’ then re- || Lives in Household || Service Location W Authorized Representative

open to click “Send Letter / Access

Print letter < ) Print [ Preview letter

Welcome Letter”

Access Groups | < | Limit Access




Best Practices for Consent, Updating Contacts & More

{ (©) Notes - 00000448 Jaime Portal (Only) DOB - 02-12-80 Age - 45 yrs

Detail History

General Notes & Tasks
[ l00000448 <

Enter Brief Comment > | o o ol 9
Se|eCt TaSk ; Date |11—05-25 <| Time p3:35p Case # | <

Provider | < Location |pg037 ¢ Forwood
Owner |CSAMB < Carey Sambogna Duration | mins

| call Details |1 SMS Details | Include in sign off list?
[ Notable [ Add Ledger Note
Notes

S e e e i e—ei— i — i = ey, — ——  —— | . _llndate Patient Fmail and Send Link for Patient Dashboard
Task Information Task Type Defaults

Task Type | Clinical_Demographic Corrections \I:] inical_pemographic Corrections

. Select Task Type = “Clinical
Provider | < View Scheduler | View Patient Info Demog raphlc Correctlon S”

Requires Review

[
Send To |_PC <| Patient Coordinator Group Location ||;)5037 < Requires Sign-off [ |
Send Routing Details |
_ Notable |
Final Rout ] Original )
ina e | < Oue Dato < Add Ledger Note |
Category |TASK ¢| Task Record Priority
Created By Carey Sambogna
Case [00000 «| Default Payor Set NE;GA[:;LER; [11-05-25 < Createdon 11-05-25
Primary Ins FC A Novitas Medicare DE -

~Comment

Source Linked EMR not saved




Types of Patient Forms

Patient Specific Forms: Required Case Specific Forms: Required

1x a year for each case

- Patient Bill of Rights - Financial

- Notice of Privacy Practices Obligation/Verification of
Benefits

« Consent to Care (Including
FOXs Cancellation Policy)

Depending on if the patient signed the forms
already, you may not be prompted to complete
the forms that are required only 1x a year.




Prompting for Patient Forms

- When prompted for patient forms at check in, you may be prompted
for all unsigned patient forms for that patient not just your case

specific forms. (example- PT/OT/SLP)

«  Uncheck the patient forms and hit save if you want to bypass sending or completing the
forms if they are not your case specific forms.
=  You can get consent for other disciplines (will continue to receive the alert until signed)

*  Note, this may be required multiple times if multiple cases have unsigned forms

* Readyo Send Information Needed nccepted [l vectinea v ReadytoSend Information Needed accepted [ pectines
Assign to Cases PQ Not Assigned To Case Assign to Cases PQ Not Assigned To Case
Add Signature ) Signature - Add Signature | 8 Signature

Send to Patient via | Portal/Pt DashboardKiosk & @ Send Now Send to Patientvia | Portal/Pt Dashboard/Kiosk | [Q Send Now




3:05 = Chapter @

< B m

Communication Preferences
from Fox Rehabilitation
Services » 23

Rachel Re... 3:04PM ®

y
tome v

>C

Hello from FOX Rehabilitation! We look
forward to communicating with you about
you or your loved one's care.

Click HERE to tell us your preferences for
communicating with our team.

Do not reply to this message.

Warmly,
Your FOX Team

Example; Communication Preference

3:05 = Chapter @&

& ®

Welcome to FOX
Rehabilitation Patient
Dashboard » EIES

Rachel Re... 3:02pPM ® <

tome v

a -
FOX Create New Password

Please use the link below to create your
new password.

link
Welcome to Fox Rehabilitation Services
Patient Portal

Please use the following instructions to
access our Patient Portal to view and/or
update your Patient Information.

Your temporary password: Fz7Eiur8j(T
Copy and paste this temporary password

inm thAa manauar A Finld Af NDatiant NAarial

99+

Example: Welcome Email Password Reset



y 4
4

RT Standard Comms Preference & Welcome Emails

Please note! All patients
with email or text on file will
get another set of emails to
sign up to the patient portal

on RT Standard!

Please discuss with
patients that this is accurate
and not in error!

R - 66)
& m &
Communication Preferences

from Fox Rehabilitation
Services » I3

Rachel Re... 3:04PM ® «

tome v

Hello from FOX Rehabilitation! We look
forward to communicating with you about
you or your loved one's care.

Click HERE to tell us your preferences for
communicating with our team.

Do not reply to this message.

Warmly,
Your FOX Team

e

Welcome to FOX
Rehabilitation Patient
Dashboard » I3

Rachel Re... 3:02pPM O «

tome v

F OX Create New Password

Please use the link below to create your
new password.

link
Welcome to Fox Rehabilitation Services
Patient Portal

Please use the following instructions to
access our Patient Portal to view and/or
update your Patient Information.

Your temporary password: Fz7Eiur8j(T
"@ ]

11 @] S




Support Roadmap: Start Smart, Escalate Right

Have a question? Follow the path to resolution!

LAST, if the Go-

START with Self Help - Live TEAMS chat
Swift Fix or Service can't assist, submit
Now a support ticket.

NEXT, if self help
did not resolve your
issue, utilize the

state specific Go-
Live TEAMS chat to
elevate your
question. This chat
will be monitored
on Day 1 only.




RT Standard
PT/OT Initial Eval and Tx on Day of Eval
(TVIST)




Starting New Cases

* New admissions will only display on
your caseload tab AFTER you have
scheduled the first evaluation/visit in

FOX Trax.

o Scheduling of the appointment in FOX Trax
initiates the record to be created in Raintree

RTConnect Provider View Visit Summary Service Tickets (10) Sign O Open Tasks Closed Tasks
User / Provider 000 I8 Location Eval. Prov {5 Patients starting before / on: 11-03-25

Alert Source ' s AlertLevel 2| OnHoldCases | Hide
Case Load e Rl Pan
D Patient Name Case Name Case Plan Rem End AuthEnd rem RxEnd rem Next PR # Next Visit
O Test Medicare9 ADL's Diag1: Home ph OTO001 -1 12-31-25 -1 10

O Medicare Test8 ADL's Diag1: Home ph OTO001 -1 12-31-25 -1 10




Launching a Note

+  Schedule in FOX Trax- select the appropriate Reason for Visit (Evaluation)
«  Visit will display in RT Standard scheduler and Provider View tab under Appointments

«  Visits MUST be scheduled to start a note. RT Standard does not allow for notes to be
created without an appointment.

* In FOX Trax, complete visit verification, ideally at the start of the session
* In RT Standard, right click the appointment and select Check In
o The appointment will display in the "Check In " window
= Right click > edit to open the clinical note when ready to document.

o Inthe event action is needed (due to patient forms being unsigned or previous notes not

completed), prompts will display and then the appointment will display in the Check In
window

= See Consent Training for details on patient forms.
o Read any additional prompts related to the patient so you are aware of any notices/alerts

RTConnect Provider View Visit Summary Servi Edit

.
Scheduler . Delete
User / Provider RBROW 3= Date | € | 4 ¥ More Filters ]
o Print
< 10/07/2025 > =
S———— — Check In 0 Gheden [ nCimc/BamBoom | CheckOut
Test6, Medicare - oron! Date Time Len  PatientName cel Patient Name Dur Patient Name Room Dur Patient Name
© O©0558AM-0653AM @ 7Nov225PM 10-07-25 05:58a 55  Medicare Test Medicare Test6 iday.. Medicare Tests 1 day 6 hrs...
© Forwood Manor No Show
5 10-07-25 07:52a 55  Medicare Test
Test8, Medicare oron Check Out
© ©O7:52AM-08:47AM @ 6lov 755 AM ; 100725 10002 6  MedicareTest ) I
© Forwood Manor Clear Status
Test7, Medicare oron PR E——
© ©1000AM-10:55AM @ 7Nov226PM : Appointment Car
©® Forwood Manor

RTConnect

Patient Chart

v Relink Appointments
Pre-visit Planning ‘R
> FOX *




Loading Template
v IMPORTANT!! Before beginning your eval

documentation, you MUST load FOX Template

* Click on the menu icon in the "Load Template" box to see the list of Global
Templates, select FOX template for your discipline

* This will load the FOX EVAL template and will ONLY be done during Evals
(not subsequent tx notes)

4= Initial Evaluation for Medicare Staging - Visit: 1 Payor: MC 00102 Novitas Medicare DE

Patient Information Record Information
Patient  Medicare Staging Date/Time | 10-29-25 10:00a Rendering Provider EPROP Erin Propst, MS, OTR/L  Prescribing MD | 36535 :=| EPOC Validation Testine
DOB 06-26-33 Age 92 Case & OToo1 i=| ADL's Signer/Cosigner = Assigned To |EPROP i=| Erin Propst
MR # 00900007 Gender F Location PAZE] The Birches at Newtown Billing Provider [pprop #= Erin Propst Category sccHz = Charleston 2
Case Type | ADL's + | Reviewer = Description ADL's
Reason | 3] Sideofbody  Left( | Bilateral | Right( ) Location of Treatment | ¢]
Note Type EREs € TVIST Global Templates Loaa Tempiate | POCsent(ncudesR)
[ Initial Evaluation s | Dol ‘= POCFrom 102935 = Code  Description = 8 Add Patient's Signature | - |
1 oT FOX Occupational Therapy Mext MD Visit is missing.
PT FOX Physical Therapy
[ ] Use Quick soAP [ Repull Conversion Data |
5T Fox Speech Therapy

/



Histories

* You will Add or Edit your patient's Medical History from "Histories" tab

* Click into Past Medical History in the bottom right panel

o If a Medical History has been started, double click/right click and Edit to open and update
Medical History

o If a Medical History does not exist, right click in the panel and select Add
* Review/Complete all necessary parts of the Medical History for the patient
« Save the record

§ubje|:tive Objactive Activities Education  Assessment Goasls Plan  Chargez  Tracking Mext visit: 09-19, 12:00p.
| Use Quick SOAP Repull Conversion Data
(Portal Records Mew Transfered (Confim PonalData
Date Description Date Description Summary
@ Transfer Portal Data [» Select All 1 v, Verify |

Edit

Delete

b Copy cell

Copy row

a COop¥ selected rows H




Subjective — Mechanism of Onset (History of
Present lliness)

* Mechanism of onset should detail WHAT, WHEN and WHY a functional change has occurred

« Complete all areas with @@ (jump markers) and add any additional information such as
surgery date, details, etc

o iPad users — use keyboard shortcut "ctrl" and "emd" and "." or navigate with mouse to complete all
(@@) place holders. Non-iPad users can navigate jump markers by pressing "ctrl" and "."

I:I e Ouick SOAD | Repull Conversion Data
~ MechanismofOnsets®) Chief Complaints Pain Rating
f’@agnt is referred to occupational therapy secondary to functional change in Chief Complaints Severity Pain Location (Body Part) Best Worst
Patient reporis decline occurred as a result of @@ ol E \:l
Onset date reported to be @@ E \:'
Please incude side of body if applicable E E'
Current Surgery Date Current Surgery Details E \:l
i= Comments:

828 7 &+ ¥

Contraindications Precautions

Questionnaires | Assign to case |
Assigned Completed  Description Sur Work Status
10-29-25 Patient-Spec Functional Scale Contraindications and Precautions Alert Wark Status | &
10-20-25 Falls Efficacy Scale
. Current Ablity to Work

- - ¢
B o



Subjective — Questionnaires

» The Patient Specific Functional Scale (PSFS) will be completed in the Questionnaires box
o Right click to open & complete, "Update Score", and choose "Complete Questionnaire" to include in narrative

* You can add new with right click > Add (or click into box > click Add in top function bar)
o PSFS is required and will be preloaded in the Questionnaires box
o Explore the list of available questionnaires (ex: ABC Scale, EAT-10, Falls Efficacy Scale, Quick DASH)

 You could also add the Questionnaires within the Objective tab alongside the FOMs ( this

is clinician preference)

ﬂﬁﬂri@ Objective  Activities | Assessment | Goals | Plan  Charges | Tracking

|| Use Quick sOAP

Mechanism of Onset (5)

Patient is referred to occupational therapy secondary to functional change in

ee

Patient reporis decline occurred as a result of @@ e
Onset date reported to be @@
Please include side of body if applicable
Current Surgery Date Current Surgery Details
[+
Questionnaires | Assign to case | Con
Assigned Completed  Description Sur
10-29-25 Patient-Spec Functional Scale
10-29-25

Falls Efficacy Scale

“vv

’ Y

4= Patient-Specific Functional Scale

Patient Information Record In
Patient Medicare Staging

MR# 00500007 DOB 06-26-33 Date | 10-29-25 = Case oToo1 =

Instructions: Please list 3 activities that you are unable to do or have moderate to extreme difficulty doing as a result of your injury or
level of difficulty you have performing the activity on the 0-10 scale below.

Evaluation Type Initial ]

] 0=Unable to perform activity 10=Able to perfo

Activity Initial Last 0 1 2 3 4 5 6 7
Example 1 B - i )

Example 2 5

Example 3 2

* Update Score |
Total Initial 333
Include i rati
\ nclude innarative B[ |

@ Complete Questionnaire

( R | Scare Only




Subjective — Functional Status (Prior Level of

Function)

» Add Functional Status by finding items using + to open picklist

o This picklist will show Functional Status for all disciplines — you can
filter this picklist by typing your discipline in the Quick Find space = =l

o MUST add details related to each topic (AD use, distance)

» Update the "Prior" level by double clicking into Prior column and
selecting Prior assist level

« DO NOT document "Current" status here (this should be added
to objective tab)

Functional 5tatus
[ ] Functional Status Prior
[] ©OT- Bathing Shower Seat Stand By Assist

D CT- LE/UB Dressing No AD Independent
|:| CT-Funct Mobility S00ft RW Independent

OT-Other - Med Man Independent

4= Functional Status

All items W Favorites

Quick find:
ot

[ ] OT- Bathing

[ ] OT- Bed Mobility

[ | OT- LB/UB Dressing

[ ] OT- UB Dressing

[ ] OT- Wheelchair mobility
[ ] OT-Funct Mability

[ ] OT-Grooming

[ ] oT-1aDLs




Subjective — Chief Complaints

 Click in the Chief Complaints panel and click + to add items from the picklist, then save
o This picklist would be a good place to set and use Favorites

s [ e s ] o ] o

|| Use Quick sOAP

Chief Complaints
Patient is referred to occupational therapy secondary to functional change in [:| Chief Complaints Severity
ea
Patient reports decline occurred as a result of @@ (] Difficulty standing moderate
Onset date reported to be @@ [] Difficulty w/ ADLs moderate
Please include side of body ifapplicable @} Foomomeommmmmommmomoommmom oo oo oo oo
|:| Difficulty washing body moderate
Current Surgery Date Current Surgery Details
- Fear of falling severs
B 208 7 x L
Questionnaires Assign to case | Contraindications Precautions
Assigned Completed  Description Sur

10-29-25 11-05-25 Patient-Spec Functional Scale Sco Contraindications and Precautions Alert




Subjective — Contraindications/Precautions

» Any Contraindications or Precautions
should be added in the Contraindications
table (Do NOT use the "Precautions”
table)

* Add items in the picklist using the +

* Create an "Alert" for your entry if any
covering clinician would need to be aware
of an allergy, emergency procedure, etc.

o Right click into the "Alert" column for that item
until you see an "X" indicate alert is on

o The "Alert" will pop up every time a note is
opened for this patient.

Contraindications| Pizsetans

I:l Contraindications and Precautions

[] safety- Falls risk

228 7 % 1~ L




VIDEO TIME: IE Template, Histories & Subjective

Watch it NOW!
Click Image Below to Watch A Video

S [ OpenSmibel} Open Goals Cose Lo

4 Initial Evaluation for Elvis Presley - Visit: 1 Payor: MC 00102 Movitas Medicare DE

MR # [ aender b Lecatian nEnna Erapkdale Dower Billing Prowider FpROP B Erin Frapst Caegory  srrH? B Charlestan 2
Case Type AL # Meiewer i®  Desoiption  ADLS - Impaimment
Res=an Lppat i | ] Side af body Left Vilzteral Highe Lizatioe of Trestment H |
Mots ype Gl otarmation Lot Tepians [ PO R
irutial Evahigion z|| | oo B FOCFoe jim-zs i [ W scnmes || or i [ P A ks Spanie

Mot MO Vs is missing.

o S e s s o o o i —

ﬂ Use Caick SORF Rapl Conversian Data |
[ T - Tianater e [Ceefempeeal Do
Diste Description Dt Description Susmmary



https://youtu.be/9WCXYPA7HLY

Objective — Vital Signs

Baseline Vital Signs can be documented on the Objective Tab, in Vital Signs panel
Right click in the panel, then select Add or click Add on the top function bar
Populate the vital signs and save the record

Post-activity vital signs can be recorded on Activities tab, in "Activity Comments"

) seusson s St Q] A [fscmmen oo B crrses Todkng
Objective Exams  Special Tests  Objective Tests E] Use Quick SOAP
Time-Based Service Based, HEP, Motes to Treating Therapist _
Date Description

10-29-25 OT Neurological Exam Time B 1 Activities Comment

8+ 28 7 % ™ 4

Time In OLLI Total Minutes

Activity Comments (S)

Document post-activity vitals here

Date Temp Pulse Resp BP Weight Height BMI




Objective - Exams

A discipline-specific Objective Exam should populate in your Objective Exams: This is

where you will document all of your objective findings
o If there is no Exam, add one by right clicking > Add (Neuro Exam is best for PT and OT)
o The OT/PT neuro exams should be appropriate for the majority of patients; if you have a pt
that is referred for vestibular, wheelchair positioning, pelvic floor or lymphedema, there are
exams that may be helpful to load and document within

» Double click to open and document within the exam (see next slide for details)

Note Type Claim Information Load Template
[ Initial Evaluation +| | Dol i=| POCFrom 10-2025 =] POCTe = SOC|109-25 = | ot = [Eae
|| Use Quick SOAP

Objective Exams | Special Tests  Objective Tests

Date Description
10-29-25 OT Neurological Exam




Objective - Exams

* Navigate through the Exam to document relevant objective findings
o You DO NOT need to complete everything — only what is relevant (Look and Listen)

* You will document relevant objective findings (ROM, MMT) by typing in the "Initial" box and
adding comments where appropriate

» Functional activities should be documented in the tab that is blue — "Function 3" tab for OT
Neuro Exam; Function/ADL Higher tab for PT (ignore other function and gait/posture tabs)

» Do NOT add goals here (add on goals tab)

| 4 OT Neurological Exam € PT Neurological Evaluation

Patient Information Date Provider [ Assigned To Patient Information Date

Pron

Patient Medicare Staging 10-29-25 = Provider | EP f=|  AssignedTo EPROP

Patient Kylo Tano 09-09-25 i Provider | KSTORM

ROM  MMT - UE MMT - LE Gap ct F ion1 F wn 4 Function 3 JClient Fact Special Test
ROM M L _% ure  Fuption 1 u&ns unction 3 |Client Factors Special Tests ROM MMT @aitfposturEM r Function/ADLs Higher  lient F

UEAROM UEPROM LEAROM LE PROM

Rating

Light Cleaning

Moderate/Heavy Cleaning

Initial fs} Last Current Comments

Functional Mability
10-29-25 10-29-25

o

Shoulder Flexion (180)

. . - KA
|pam when reaching in closet . .

Shoulder Abduction (180) |

|
Shoulder Extension (50-60) | |
|
|

Shoulder Adduction (50-73) |

’a R—
’ "




Objective — Exams

IMPORTANT!! A note about documenting

functional objective findings

DO NOT use the Gait tab and ONLY use the functional tab that is highlighted
blue to document objective findings (gait, transfers, bed mobility, ADL, IADL, etc)

This is because it makes updating functional status at progress reports much easier

Instead, follow the workflow on the next slide to document functional objective findings

(gait, transfers, bed mobility, ADL, IADL, etc) PT
OoT
4 OT Neurological Exam Patient Information Date Proy
Patient Information Date Provider / Assigne Patient  Kylo Tano 09-09-25 = Provider  KSTOR
Patient Medicare Staging 10-29-25 = Providerll EPROP =  Assign
ROM  MMT QaitfPostureM r Functionf/ADLs Higher  lient
ROM  MMT - UE  MMT - LE @Mg Function 3 | Client Factors 5
- Rating

Light Cleaning | = I

Moderate/Heavy Cleaning | #l




Objective - Exams

Functional Objective baselines ROM MMT-UE MMT-LE Gait/Posture Function 1 FundimggientFactms Special Tests
will be documented on the

blue Function Tab ("Function 3"
for OT; "Functional/ADL Higher" for
PT)

* Click on the tab, scroll down to
the Function Table

* Add items relevant to your pt's
POC using +

o Transfers, bed mobility,
functional mobility, ADL,
IADL, etc

- Update Initial Objective Status """ | AN
for each item

* Add skilled comments in
Comment box

o AD used, cues required

- DO NOT add goals here (add
on goals tab)

N

Ak Ak || A Ak L1 Ak Ak || A L1

Ak

/

N
| el |

Function Initial Last Current Comment

OT- Other - Med Man Mod Assist skilled comments

COT- UB/LE Dressing Max Assist skilled comments

OT-Bathing Max Assist skilled comments

0O 0 gg

.

. 4
>




Objective — Special Tests
Histories Subjective | Objective | Activities - Goals - Charges -

| Use Quick soaP

Objective Exams | Special Tests | Objective Tests

1. Navigate to Special Tests Tab

2. To add special test,

click in Category g O | 2=k Frorhs
. D Use Quick SOAP Quick: find:
column, click + and

Objective Exams Spedia
select category from g:”_e | Histories Subjective Objective Activities -
picklist, save

) Elbow || Use Quick SOAP

[ Hie Objective Exams  Specdial Tests  Objective Tests
[ Knee

[ Lumbar

[] Category Special Tests Side

(] Thoracic [] Shoulder
D2 B

3. Double click the
category name to open
and select from relevant

i special tests




Objective — Special Tests (continued)

| . 4. Select menu icon of Special Tests box to open and

| category e / select appropriate test, click save
| Specal Tests |

‘ Side =

5. Fill out relevant details from the test (side, initial
Initial
result, comment); click OK
4= Special Tests
. :
| I All items ¢ Favorites
Last | .
Quick find:
|
: O AC Shear Test O AC Compression Test
| O Allen test O Anterior Draw
Current [
Apley's Scratch Test Apprehension and Relocation Test
O O
| O Biceps Load Test O Brachial plexus Stretch Test
O Crank Test O Cross Body Adduction Test
Goal () Grind Test () Hawkins Test
O Load and Shift Test O Meer's Impingement Sign
O Piano Key Test O Posterior Apprehension Test
O Postenior Impingement O Relocation Test
Comment . .
O Scapula Assistance Test O Scapula Retraction Test
() Scapula Slide Test Position 2 () Scapula Slide Test Position 3
() Seratch Test () Shaoulder Instability
O Speeds Test O Sternoclavicular- SC Joint Stress Test

@ Yearguson's Test

D — s




Objective — Objective Tests

- - Note Type Claim Information Load Template | pocsigned
¢ SeIeCt ObjeCtlve TeSts tab Progress Note ¢/ | ool i=| POCFrom 120525 i [[/BOCTo = soc/io1es = = [Ewe (D Addfatients Signature
o Standard Test= FOMs/Standardized = e D Ve mising
Histories  Subjective  Objective - Assessment  Goals Charges Tracking Next visit: 12-08, 12:30p.
Tests || usequicksoap
o Patient Reported Outcomes= Objective brams Special Tests Objective Tsts
Questionnaires ( the same ones that are
R . . Standard Tests Patient Reported Outcomes [ Asiontocase |
available on the subjective tab) ——e p— it Gt Torn ——
12-04-25 Timed Get Up and Go Average: 12 12-04-25 12-20-25 Patient-Spec Functional Scale Score - Initial: 1
12-04-25 10 Meter Walk Test Average Self-Selected Velocity: 0.24 m/s

* Right click in either section and
click Add to open list of available
Objective Tests/Questionnaires;
select test you would like to
complete Fiter st |

€ Select Evaluation

Description

Tinetti's

* Fill out the appropriate information et et Up i
related to the test, and then click o s
Save Dynamic Gait Index

Functional Gait Assessment
Minnesota Dexterity Test
10 Meter Walk Test

Motion Sensitivity Testing




Objective — Objective Tests

* In the Objective Tests tab, ensure the test you completed is Green and has a check mark
next to it so it will populate in the narrative

Note Type Claim Information Load Template —

Pragress Note s/ | pol = POCFrom 120525 i | POCTO = soci110125 i = @ (B Addpatientssignature |-
Mext MD Visit is missing.
Histories  Subjective  Objective - Assessment  Goals - Charges Tracking Next visit: 12-08, 12:30p.
|| Use Quick soaP

Objective Exams Special Tests  Objective Tests

Standard Tests Patient Reported Outcomes Assign to Case
Date Description Summary Assigned Completed  Description Summary
12-04-25 Timed Get Up and Go Average: 12 12-04-25 12-29-25 Patient-Spec Functional Scale Score - Initial: 1

10 Meter Walk Test Average Self-Selected Velocity: 0.24 m/s




Objective — Objective Tests
Histories §ubjectwe|E‘ Activities - Goals - Charges -

|| use Quick soaP

* You can find more Tests in the Objective Exams Special Tests |Objective Tests
"Test/Observations" item
 Right click into panel and select Add Date Description S
* Click into "Tests/Observations" from
the list to find more Tests fd:

4= Select Evaluation

Filter List |

Description

Tinetti's

Tirned Get Up and Go

Berg Balance Scale
Dynamic Gait Index
Functional Gait Assessrment
Minnesota Dexterity Test
10 Meter Walk Test

Motion Sensitivity Testing

’ Tests and Observations




/

Objective — Objective Tests

* When the Test/Observation box opens, use the drop down arrows to view and
select the test you would like to complete

- Complete the test, and then save at the top right of your screen

4= Global Deterioration Scale

Patient Information Record Information
Patient Medicare Staging MR # 00900007 Date |10-29-25 = Category |OTEST := Objective Tests
‘ Create/Edit Ternpla
DOB  06-26-33  Age 92 Case QTO01 = | Time | 10:00a Test / Observation | Global Deterioration Scale $

**If you need instructions or a form to complete an Objective Test, type the name
of the test in "Self Help"™ and you will find a link or PDF to most test instructions™*

‘v
DV‘




VIDEO TIME: IE Objective

Watch it NOW!
Click Image Below to Watch A Video

# OT Neurological Exam

R=mave Goals

Shaubder Flesian {100] = painwih overnesd reach L.
Srambkder Exberraion [50-60)

Shaulkder Aboduction (150
ncuibder Bdckaction (50.75)
Sraubder IR (70
Ehoulder ER (500

Elborw Flesion (143-153)
Elbow Extension (0-3)

Wil Flessaon (R0-50

‘Wrisl Estermsion [75-85) | |

Wit Pranari on (5050}

Remember
For OT Neuro Exam: Function 3

For PT Neuro Exam: Function/ADL Higher
S & .
’ >



https://youtu.be/mFUR3o6yvgw

Activities

All billable treatment interventions are documented on the Activities Tab

REMINDER: any CPT code (items marked with *asterisks*) that you plan to
bill in the plan of care MUST be included in the Planned Services (Plan Tab)

Histories Subjective Objective Assessment Goals Plan Charges Tracking

|| Use Quick soap

Time-Based

Service Based, HEP, Notes to Treating Therapist

Time Based Activities

You will enter time-based interventions on the "Time-Based" tab and service-
based interventions on the "Service Based/HEP/Notes" tab

g




Activities — Time Based

«  Green items with *asterisks* are tied to CPT codes and will pull to charges tab

o
o

You must enter time for each CPT code item and indicate "Done Today"

DO NOT DOCUMENT ANY COMMENTS OR SKILLED CARE IN THE GREEN ITEMS

*  Document skilled intervention supporting each CPT code underneath the relevant Green
CPT line item (NOT IN THE GREEN LINE ITEM)

o

(@]

Click the CPT code you are going to add intervention for, then use + to add appropriate items from the
picklist (ex: *Therapeutic Exercise* > Cervical Retraction and Scapular Retraction)

All skilled intervention must have measurable assist level, quantification (sets/reps) when appropriate.
"Comments" is where you should add skilled components (modifications, response). Do not enter time
here (enter time on green line)

« IMPORTANT! Do NOT click the top/title of each column to sort

©)
Time-Based Service Based, HEP, Notes to Treating Therapist

This will cause the items to sort and interventions will not be under the appropriate CPT code

[iciFiowShestll] Other Group Actvity partiipants | ¢ [ | Show Uit Summary [ ramsfer fo Charges

[] ADL- UB/LE dressing

|:| Patient Education

[] Functional Mobility

Pt doffs nightgown with modified technique taught by ... Max A Yas

Educated pt on rmedified technique for doffing shirt ov... Max A Yes

Blocked prachice of functional navigation of bathroom ... Mod A 3 Yes

demonstration, TC at occiput for technique to improve ... Max A 2 10 Yas

D Cervical Retraction
|:| Scapular retraction

10 second held; TC at rhomboids for technique; to impr... Max A




Activities — Time Based (other tips)

To add items to the Time-Based Activity grid:
« Use the + to open and search picklist

o Use Quick Find to search for specific activities (this list is long; favorites will be helpful)
* You can check off multiple items, then Save

« Update status (assist), sets, reps, weight as applicable. You can also customize name of activity or
create your own. IMPORTANT: ALL ITEMS MUST HAVE MEASURABLE ASSIST LEVEL!!

* Reminder: Time should only be added to Green CPT code items (these are tied to billing)
» Select Done Today = Yes (if not the charges will not transfer)
o You can have activities in the log that are not done every visit to save time documenting in future visits

Time-Based Service Based, HEP, Notes to Treating Therapist ‘ [ VisWFiowShest | Other Group Activity participants | ¢ | | ShowUnitSummary [ Transier To Charges

D Time Based Activities Comment Status Sets Reps Weight Time  Done Today Special CPT

D ADL- UB/LE dressing Pt doffs nightgown with modified technique taught by ... Max A Yes
[] Patient Education Educated pt on meodified technique for doffing shirt ov... Max A Yes
[] Functional Mobility Blocked practice of functional navigation of bathroom ... Mod A 3 Yes
||

|_| Cervical Retraction demonstration, TC at occiput for technique to improve ... Max & 2 10 Yes

+il.’t1~_¢ |

S EEEEETGRET




Activities — Time Based (Special Codes)

» Special Codes

o A few codes listed in the Time Based Activities picklists are considered
"special codes"

= These are CPT codes that have time threshold that must be met prior to opening
access to the second / add on CPT code

« 97129 / 97130 Cognitive Skills Development (SLP)
« 97550/ 97551 Caregiver Education
* 92607 / 92608 Speech Generating Device Eval (SLP)
= You only need to add one CPT code line item within the Time Based Activity grid

* Raintree will calculate the correct distribution of time within each code set
listed above.
« Example — 30 minutes entered for "Cognitive Skills Development"

o 15 minutes will be applied to 97129 and 15 minutes will be applied to 97130 for 2
Total units

[ ] Time Based Activities



Activities — Education

Education should be documented early and often throughout the plan of care

» Add Education as an item under the relevant CPT code in the Time-Based Activity
log; there are @@ within this item to prompt you on what details to document.

* Add in HEP in this section to add more details and tie into the correct CPT code

o You can use MedBridge HEP link (on Service Based, HEP, Notes to Treating Therapist tab) to
create HEP document that is sharable with patient. Details of HEP can be copied/pasted into the
HEP line item in Time-Based Activities grid

[ ] Time Based Activities

@@ provided with home exercise/activity program incl...

E] Balance- Sitting balance unsupported Yes

E] Balance- Tandem Stance Eyes Closed Yes

D Education Education provided to @@ on topics of @@. Educatio...




Activities - Telehealth Documentation

* If performing a telehealth visit, you MUST Select "Telehealth Visit" item from
picklist and mark as "Done Today" within "Time Based Activities" picklist
o This ensures documentation of platform used

|ﬂi=h:|riﬁ Subjective Qb_yecﬁv{ Activities tdu:aliun Asseszment Goals Plan  Charges ]ra:l:cing| Mext visit: 0789-22, 03200p.
[ use quick saue LT ]
L — IR Ot oo sy paricirs | 8] [ Sow sy G

D Transfers- Sit< =stand

D Hip Extension WC to keep knee ext and engage glutesine to 4# Actie 3 12 s
D Mini Sguat WO fior inc knes flexion and keeping weight badk to . Active 4 10 e
D Scapular Retraction 5% in each hand. WC/TC for inc contraction of rhomboids. Actree z 12 e
D Hap ABD WOADYTE to keep foat in saggittal plane and awoid hip_. Active 2 10 Ve
[l ¥nes Revian Actine z 12

[] g Flexion 4 Time Based Activities 12
CEEEE ... .. A

[[] Batance- Single leg stance 4 e
Cuick find:

i e peeheadl
[] Teleheskth Visit: RTCannect Platfarm _

[] Telehealth Visit: RTCannect Platfarm
() — e Mark "Yes" as done today

Tmein 1205 | Ost [hzzgp | T4 | Select one of the above based on
platform used for Telehealth




Activities — Service Based

Any service-based billing (CPT) interventions are added on Service Based tab

« The picklist here functions the same as on the Time-Based tab (exception: CPT items on
Service-Based grid are not green unless the check box is selected)

« Click + and search/find the service-based activity in the picklist > Save
« Update comment, status, time, indicate done today

Your Initial Evaluation is a Service Based code and should populate here
automatically after selecting Complexity (Assessment tab)

NOTE-When unchecked, CPT code line items will not show in green like Time Based.

Histlries  Subjective Objective  Activities Assessment Goals Plan Charges Tracking

Use Quick SOAP - Popout
TimB-Based Service Based, HEF, Notes to Treating Therapist Other Group Activity participants
Service Based Activities Comment Status Time | Done Today CPT Provider

Bvaluation -‘l"es Inttial OT ... EPROP (M5, OTR/L) Erin Propst




Activities — HEP, Notes to Treating Therapist

- Home Exercise Programs can be added/uploaded in the Home Exercise Program box by
right clicking > Add
o Medbrige HEP function similar to RT Custom. See training for details
= Cl has access to training and will walk students through process
o ltis still important to document HEP education on Time-Based activity grid to add details
about who was educated, level of assist and returned level of understanding.
* Notes to Treating Therapist can be used to communicate to other therapists — KEEP IN
MIND THESE DO NOT END UP IN THE NARRATIVE

Time-Based  Service Based, HEP, Notes to Treating Therapist Other Graup Activity participants $ | | ShowUnitSummary |  Transfer To Charges
Service Based Activities Comment Status Time  Done Today CPT Provider Notes to Treating Therapist
Evaluation - Yes Initial OT ... EPROP (MS, OTR/L) Erin Propst

Q208 7 % 1+ L

Home Exercise Program

Date Description




Activities — Time In and Out
Time In and Time Out is required to sign off on notes in RT Standard

« Time In and Time Out will be entered on the Activities tab, under Activities log
o Time should be entered in (hh:mm a/p)
= aindicates AM and p indicates PM

o Raintree will allow underbilling (billing for less than total minutes), but not overbilling
(billing for more time than total minutes)

o If you split a session (multiple time in/out), enter the first IN time and last OUT time,
then specify additional time IN/OUT in the Activity Comments box

= Supervisors should also be specifying time of a shared visit in the Activity Comments box

Time In 08223 Out | 02405 Total Minutes 88
Activity Comments (5) Total Time (minutes)
Can document POST-ACTIVITY VITALS here I TE 40 Special 5B 22 Total 62

EA

e ‘ Print Activities

| # | Print activities with note

You can also use the Activity Comments box to document Post Activity Vitals




Activities — Skilled Strategy Statement

* In the activity comments box, you can document the skilled strategy that was provided this

session
* You can type "ss" + space in the Activity Comments box to load the prompts for the skilled

strategy statement that includes jump markers
« Skilled components may also be documented in the "Comment" section of each

activity(white line items)

D Balance- Heel Walk Mod a for balance and postural control 2 12
E] Ankle Eversion max assisst needed for sequencing and technigue 3 15
[71  Ankle Inversion max assisst needed for sequencing and technigue 3 15

Activity Comments (S)

55
55 Skilled strategies of @@ implemented due to assess

Total Minutes

Time In

Total Time (minutes)

Skilled strategies of @@ implemented due to assessment of @@ B O Special 0 SB O Total 0

Print Activities ‘ J—




Assessment — Clinical Impression

* Navigate to the Clinical Impression of the Assessment tab

- DO NOT change entries for merge tags (<first> <last> etc) - this data
will pull directly into your narrative from patient's chart

« Complete the Clinical Impression by filling out appropriate information

o iPad users — use keyboard shortcut "ctrl" and "ecmd™" and "." or navigate
with mouse to complete all (@@) place holders. Non-iPad users can
navigate jump markers by pressing "ctrl” and "."

Histories  Subjective Objective  Activities -Qc:als - Charges -

|| use Quick soap

<first= <last= is a <age=year old =gender=presenting with diagnosis of {@@.

Upon evaluation, patient presents with impairments of @@ limiting patient's functional ability including @@.
Fatient also presents with diagnoses/complexities of @@ that may hinder recovery by (@i@.

Assessment findings indicate patient will benefit from skilled therapy services in order to @@.




Assessment — Other

 Scroll down to find the following items under Clinical Impression
» Confirm/change Rehab Potential to the appropriate selection for patient
« Confirm/change Discharge Prognosis to the appropriate selection for patient

* Enter ICD 10 Diagnosis Codes by typing directly into the box or using menu
icon to open and search for your code
o #1 needs to be a Rehab diagnosis
o Additional rehab diagnosis listed after #1 (optional)
o Primary Medical diagnosis listed LAST (no additional medical codes are needed)

» Check off any other appropriate selections related to the plan of care

Diagnosis 1-4 53-§ 9-C
Rehab Potential Discharge Prognosis
( - | excellent [:;':] good nj:'_':jn excellent nj:';:jn good 1 = 2
| - | fair |_| poor |_| fair |_| poor 3 = 4
|7| Patient and/ar family is aware of diagnosis? |?| Patient consents to treatment plan and goals and gives verbal informed

. consent
| v | Plans/goals developed/discussed with patient/family?

| | Patient requires vocational counseling/services?

‘ - e
g FOX




Assessment — Complexity

» Navigate to "Complexity" tab
» Select appropriate radio buttons or use drop down arrows to make appropriate selections

for Eval Complexity (PT and OT Eval Complexity differ a bit)

* You will see the eval complexity populate at the bottom of the screen (read only) and onto

.

M. -
’ Y 2

the Charges tab

e

e i [ _—

|_ | Mo evaluation charge will be selected for this wisit

() M relating to presenting problem
Occupational Profile/Medical — tory relating to p g
and Therapy History (@ Expanded review of therapy/medical records, additional review of physical, cognitive, psychosacial performance

njf-.\] Extensive review of physical, cognitive, psychosocial performance

Patient Assessment 5 or more ¢ﬁr&laﬁn§ to physical, cognitive, psychosocial limitations/restrictions
Clinical Decision Making Moderate complexity -
Based on the documented information above, the patient complexity is determined to be moderate =




Goals

All functional deficits documented must have a goal addressing them, or
documentation about why no goal is being set

Goals should be added from the Goals tab

2 goals will pre-load automatically:
o HEP goal — All patients must have a Home Exercise or Home Activity Program goal

o PSFS goal — All patients must have a PSFS assessment and goal; this goal has @@ to make sure you
document the WHY behind this goal

Double click on the goal to open and edit the goal so that it is patient specific
Add time frame for goal

All goals need a functional component added to the goal
o Ex. "Improve B shoulder ROM to 100 degrees for independence with item retrieval from closet”

Histories Subjective Objective Activities Assessment | Goals | Flan Charges Tracking

" | use Quick SOAP
|:| Goals Short-Long Time Frame Result Comment
|:| HEP - Patient will be independent in progressive monitored HE... 8 weeks In Progress

|:| PSF5-Pt will improve PSFS score to @@ & weeks In Progress




Goals

» Other relevant goals can be
added using + to add items from
picklist

» Check the goals you want to

include, then Save

o "Other" can be used to create your
own goal ( delete "other" and free
text your goal

- Once goals are selected, double
click to edit and make each goal
patient specific

o IMPORTANT: update the desired
assist level (most default to

INDEPENDENT, but this is not
appropriate for all patients)

o IMPORTANT: all goals need a
functional component added and a
time frame

= Ex. "Improve B shoulder ROM to 100

degrees for independence with item
retrieval from closet”

" —
’ B

All items W Favorites

Cruick find:

("] 1ADL's- Patient will complete laundry tasks INDEPENDENTLY
[ ] LYMPH - other

[ | Orthotics - Patient will be iable to don/doff orthasis INDEPENDENTLY

Other-

[ ] Pain - Decrease pain level to 0/10

[ ] PSFS-Ptwill improve PSFS score to

ROM- Imprave ROM

|:| Strength - Improve strength

|:| Transfers - Patient to perform sit to stand INDEPEMDENTLY

[ ] Transfers- Pt will be able to transfer into and out of bed INDEPENDENTLY

| |:| Transfers- Pt will be able to transfer into and out of car INDEPENDENTLY
[ Transfers- Pt will be able to transfer into and out of shower INDEPEMDENTLY
| |:| Transfers- Pt will be able to transfer onto/off toilet.INDEPENDEMTLY

[ Vestibular-

[ ] vision-
[ ] Wheelchair Mobility- Pt will propel wheelchair INDEPENDENTLY

[:| Wound - Patient will demonstrate proper wound care for infection prevention and healing.

*




SIMULATION TIME: Goals

Try it NOW!
Click Image Below to Start the Simulation

Histonies Subjective Objective - Assessrment - Charges Tracking

| use Quick soAP
[ ] Goals Short-Long Time Frame Result Comm
[ ] HEP - Patient will be independent in progressive monitored HE... Long-Term In Pragress
[:| PSFS-Pt will improve PSFS score to @@ In Pragress

When using a template, the HEP and PSFS
goals will default.

Double click to edit the goal in order to
change the PSFS score jump markers.

Simulation-Goals: OT/PT {Step 1 of 11)

**If the simulation does not automatically display an orange pop up
<o box, refresh your browser.



https://whatfix.com/service/mirror/serve/0fa42c70-c010-11ec-b331-000d3a5780c8/949c0e87-e584-4d55-82d2-aa74d794444c/50EdcmRRCt5LQ0sxWWYmIXTwvv4Y4VG2W22powPHuBU?_wfx_=fa92511e-d98f-4a23-aace-de878462b153&wfx_locale=default

Plan — Planned Services

IMPORTANT!!! All interventions that might be included in the plan of care MUST
be added in the "Planned Services" picklist on the Plan tab

 Click + to open picklist and select all appropriate interventions

o This picklist has items for all disciplines — would be a great use of Favorites to save items you
use frequently

o Items marked with asterisks (*) are tied to CPT codes. YOU WILL NOT BE ABLE TO BILL
THESE UNLESS YOU MARK THEM IN THE PLANNED SERVICES PICKLIST.

Histories Subjective Objective Activities Assessment Qoals_

|| Use Quick soaP
Planned Services
[ ] Planned Services CPT
[ ] ealogivel Cuucauwan Cal TGVl COUCationt (31 Juf = (1]
O NewomscarRefducato” NewoReEd@112-[PO0]
O cormawetor OTEahaton 58
D *(OT Re-Bvaluation® OT Re-Bvaluation (97168) - [TEDO4]
D *5elf Care / Home Mgmt® Self Management (97535) - [TP012]
D *Therapeutic Activity™ Therapeutic Activity (97530) - [TP009]
D *Therapeutic Exercise™ Ther-Ex (97110) - [TP0OT]
[] Patient/Caregiver Training
s 0 7 b

g
>




Plan — Frequency/Duration

» Enter the frequency and duration (in Frequency / Duration
weeks) for the plan of care Initial Frequency/Duration Tracking by visits
* Recommend NOT to taper on evaluation. 3 visits per for | 12/Wees [
Best practice would be to complete a T i —— = %
progress report when you decide to - _ —
taper. Treah:nient Duration &0
Total Visits 15 Used 1 Rem 25

» Treatment duration will default to 60
minutes. Adjust duration if appropriate. If
you select 60 minutes this does not mean
you have to comply with 60 minutes
every visit. |

Manually Adjust POC Dates

i ; . Send POC to Referring MD
- Adding frequency and duration will " erring

Update Plan from Rx

populate the POC "from" and "to" dates |
and begin progress tracking [[Ra Jl0-01-25 - 123125 0 1 2




Charges

Once Eval is complete and all activities are documented, click Charges tab

 Click Transfer from Activities button to pull charges over

Histories Subjective Objective Activities Assessment Goals Plan
[:] Use Quick SOAP

Occupational Therapy Contracted Services

Qccupational Therapy Evaluations
() 97165 - Eval Low Complexity
('® | 97166 - Eval Moderate Complexity

() 97167 - Eval High Complexity

D No evaluation charge will be selected for this visit
Qccupational Therapy Charges
97110 Therapeutic Exercise
97112 MNeuromuscular Re-Ed
97113 Aguatic Therapy
97116 Gait Training
97140 Manual Therapy
97542 WC Management
97760 Orthotics - Initial
97761 Prosthetics - Initial
97763 Orth/Pros Subsequent

97335 Self Care / Home Mgmt

4

Charges

Tracking

Additional Charges

97150 Group Therapy
97012 Mech Traction
97018 Paraffin Bath
97032 E-Stim (attended)

|| G0283 E-Stim (unattended)
97034 Contrast Bath
07124 Massage Therapy
07533 Sensory Integration
97537 Comm / Work Reintegration

C] 97550 Caregiver Education
97551 Caregiver Education - addl
97597 Wound Care

97598 Wound Care »>20cm

Next visit is missing.

| Repull Conversion Data |

Active Payor Infnrmatinn
A 00102  Movitas Medicare DE MC
P 00003 /Pt Pays after Insu PR
Overrides
Bill To = Payor Set
Loc = Clinic Ledger i=

POSs

[B  Override Location via Contact | +|

Total Time (minutes)

TE 40 Special SB 22 Total 62




Charges

« Confirm units are appropriate based on documentation and 8 min rule
« If any changes are needed, "Clear Transferred Charges" and edit on Activities tab

A 00102  Mowitas Medicare DE MC
Occupational Therapy Evaluations Additional Charges P 00003 /Pt Pays after Insu PR
97165 - Eval Low Complexity 97150 Group Therapy
o 97166 - Eval Moderate Complexity 97012 Mech Traction
97167 - Eval High Complexity 97018 Paraffin Bath
97032 E-5tim (attended)
[:] Mo evaluation charge will be selected for this visit D 50283 E-Stim {unattended)
Occupational Therapy Charges 97034 Contrast Bath
1 97110 Therapeutic Exercise 07124 Massage Therapy Overrides
97112 Neuromuscular Re-Ed 97533 Sensory Integration Eill To i=  Payor Set
97113 Aquatic Therapy 97537 Comm / Work Reintegration Loc = Clinic Ledger =
97116 Gait Training D 97550 Caregiver Education POS
97140 Manual Therapy 97551 Caregiver Education - addl [E Cwverride Location via Contact | _]
97542 WC Management 97587 Wound Care
97760 Orthotics - Initial 07508 Wound Care =20cm Total Time (minutes)
97761 Prosthetics - Initial T8 40 Special SE 27  Total 62
97763 Orth/Pros Subseguent
1 | 97535 Self Care / Home Mgmt IW
1 97330 Therapeutic Activity | Transfer Subrecord Charges |
97033 lantophoresis | Habilitative Services | Show Charge Recap |

4
>

>
FOX




Charges

* Medicare threshold is visible at the bottom of the charge ticket
* Modifiers are visible on the charge recap ("Show Charge Recap")

1 97535 Self Care / Home Mgmt | Clear Transferred Charges |
1 a7530 T"'IEI'EPEU“C A.Cti\l'lty | Transfer Subrecord Chargﬁ |
97033 lontophoresis || Habilitative Services [T showchagereap |
97035 Ultrasound Services [ Supplies Unit D
97750 Physical Perf Testing
Medicare C] Skip Copay
. ‘ Post and Sign ‘ ‘ Create Task -
Amount Applied to Cap YTD 50000 | | Add KX Modifier No Show Charge || Novisit
8 Minute Rule [1-7=0, 8-22=1, 23-37=2, 38-52=3, 53-67=4] No Show || NoSenviceTicket )
Preview POC

Histories Subjective OCbjective  Activities Assessment Goals Plan Charges] Charge Recap| Tracking

| EUsc PagekS0AP

Code CPT Modifiers Units Dx Auth / X
012 =/ 07535 @ 1] 13 = [
TP009 =/ 97530 GO 1 13 =| [
TPOO1 =| 97110 GO 112 = E]
TE106 i=| 97166 GO 1 12 = (]




SIMULATION TIME: Transferring Charges

Try it NOW!
Click Image Below to Start the Simulation

Double Click Done Today to enter Yes

in the green line

Entering Activities and Transferring Charges (Step 1
of 15)

**If the simulation does not automatically display an orange pop up

<o : box, refresh your browser.
>


https://whatfix.com/service/mirror/serve/0fa42c70-c010-11ec-b331-000d3a5780c8/949c0e87-e584-4d55-82d2-aa74d794444c/PBWJohH9vCrDeobKiNlX3Fsq8iGjxSBqcyQQaDGiYdZ?_wfx_=8d8e82f1-7139-4fbf-ba74-8bb0ffe1dcb4&wfx_locale=default

Narrative Preview and Sign Off

* Preview to review the narrative to ensure all

information looks correct before signing off | I
Post and Sign ‘ Create Task -

* Post and Sign when you are ready to sign the
note and post charges

Additional Charges P 00003 /Pt Pays after Insu PR
97150 Group Therapy

97012 Mech Traction
97018 Paraffin Bath
97032 E-Stim (attended)

| 50283 E-Stim (unattended)

97034 Contrast Bath

97124 Massage Therapy Overrides

97533 Sensory Integration Bill To :=| Payor Set

97537 Comm / Work Reintegration Loc ==|  Clinic Ledger
|_| 47550 Caregiver Education pOS

087551 Caregiver Education - addl IE] Qverride Location via Co

97597 Wound Care
97598 Wound Care >20cm Total Time (min

TB 40 Special 0 Total 96

|:| Habilitative Services

Services / Supplies Unit .
- No Show Charge |

| Mo Show |

h-

‘ Post and Sign ‘ Create Task ‘ - ‘

| No visit

| Mo ServiceTicket
) Preview

POC




_
S ave dn d S | g n 'Off Occupatlonal Therapy Initial Evaluation

Date of 10-29-25 Therapist: Erin Propst, MS, OTR/L
Visit:

Patient Staging, Medicare Referring EPOC validation Testing, MD
Name: MD:

Patient #: 00900007

Complete final narrative review

. . gflrﬁof 06-26-1933

* Click Save and Slgn Off if you are Age: 92 Certification - 10-79-25 - 01-20-26

complete Diagnosis:

M52.81 M.uscle wu_aaknes§ (generalized) )

- Save and Return to Note to return and | 252, 2l inialing, not deehere dasfed - iors

make edlts Visit Start: 08:323

. . . Visit End: 09:40a

» Save and Exit to exit the note if you SUBJECTIVE:

Medicare Staging, 92 years old, presents to therapy today for evaluation of ADL's. The patient was
referred by EPOC Validation Testing , MD. Patient is referred to occupational therapy secondary to

pla n tO retu rn |ater fOr ﬁ n al Sig n'Off functional change in ability to bathe and dress self following a recent fall in the bathroom.

Patient reports dedine occurred as a result of PD exacerbation leading to more frequent falls, especially
in the bathroom during morning ADL routine.

Onset date reported to be around 10/1/25

L Additional patient complexities and safety precautions identified warranting the need for skilled care
include increased activity avoidance due to fear of falling, 2 ER visits due to falls with concem for head
injury, and recent UTT.

Presenting Problems:

The patient reports:

« Difficulty standing, moderate

» Difficulty w/ ADLs, moderate

= Difficulty washing body, moderate
» Fear of falling, severe

+ Pain with overhead motions

MEDICAL HISTORY

Medical Conditions

Do you have any medical condition you currently suffer from or have experienced in the past?
Yes

The patient reports the following Medical Conditions:

* Anxiety

+ Hypotension

Additional medical conditions reported by the patient are: Parkinsons Disease

A
e

Surgeries

Tha naticnt har nat had wnis sernariae
‘ Save and Sign Off ‘ ‘ Save and Mark Reviewed ‘ ‘ Save and Return to Note | ‘ Save and Bt ‘

>
’ FOX '




Confirmation

« After successful Sign and Post, visit will turn Purple
« If it is gray, it did not bill and you will need to go back into the note to post again.

4 Dashboard for Kate Bruno

|- Telehealth Waiting Room | |

| & Patients =2 Scheduler | Refresh

RTConnect Provider View Visit Summary Service Tickets (9) Sign Off Case Load Open Tasks Closed Tasks

User / Provider KCROS i  Date € | 11-02-25 i= - 11-02-25 i= | ¥ | Show non VISIT appts: X

4 More Filters

Date Time Len  Patient Name Type

Notice tient Name Dur Patient Name Room Dur Patient Name
110225  09:15a 60 Fitness Staging FSWEL

Fitness Staging




Support Roadmap: Start Smart, Escalate Right

Have a question? Follow the path to resolution!

LAST, if the Go-

START with Self Help - Live TEAMS chat
Swift Fix or Service can't assist, submit
Now a support ticket.

NEXT, if self help
did not resolve your
issue, utilize the

state specific Go-
Live TEAMS chat to
elevate your
question. This chat
will be monitored
on Day 1 only.




RT Standard
PT/PTA and OT/OTA Subsequent Treatment
(TVIST)




Subsequent Treatment Notes

* For OT/PTs Who Reviewed the IE/TX Visit presentation:
Most treatment visits will follow the same steps described in
the treatment part of the initial evaluation presentation.

* A 15-minute video covers the entire treatment visit process
from beginning to end.

oVideo chapters are added so you can easily reference specific
ones covering the various tabs of the daily note.

o The slides after the video outlines the process with steps,
directions and screenshots

-




VIDEO TIME: Subsequent Treatment Visits

Watch it NOW!
Click the Image Below to Launch the Video

Daily Note for Medicare Staging - Visi Medicare DE
Hote Trpe [p— [revr— T

Lty Noto s ool 2 PXomipms B PMXhanmx = OCioxss = = - B Add Patient's Signa

mmw“m:mmp‘whmv\g Nest vt & masing

Use Quick S508°

Interested in a Specific Chapter of the Video? Click Below

00:00:00 Confirming Notetype, Edits to Med History
00:01:12 Subjective

00:03:15 Objective

00:04:50 Activities

00:11:02 Assessment, Goals, Plan

<o 00:12:30 Charges, Post & Sign



https://www.youtube.com/watch?v=kDDBnOhnkOk
https://foxrehabpc.sharepoint.com/sites/ClinicalCorner/_layouts/15/viewer.aspx?sourcedoc=ca9d0952-8d62-4d27-83d2-e05485c82cf0&nav=%7b%22playbackOptions%22:%7b%22startTimeInSeconds%22:0%7d%7d
https://foxrehabpc.sharepoint.com/sites/ClinicalCorner/_layouts/15/viewer.aspx?sourcedoc=ca9d0952-8d62-4d27-83d2-e05485c82cf0&nav=%7b%22playbackOptions%22:%7b%22startTimeInSeconds%22:72%7d%7d
https://foxrehabpc.sharepoint.com/sites/ClinicalCorner/_layouts/15/viewer.aspx?sourcedoc=ca9d0952-8d62-4d27-83d2-e05485c82cf0&nav=%7b%22playbackOptions%22:%7b%22startTimeInSeconds%22:195%7d%7d
https://foxrehabpc.sharepoint.com/sites/ClinicalCorner/_layouts/15/viewer.aspx?sourcedoc=ca9d0952-8d62-4d27-83d2-e05485c82cf0&nav=%7b%22playbackOptions%22:%7b%22startTimeInSeconds%22:290%7d%7d
https://foxrehabpc.sharepoint.com/sites/ClinicalCorner/_layouts/15/viewer.aspx?sourcedoc=ca9d0952-8d62-4d27-83d2-e05485c82cf0&nav=%7b%22playbackOptions%22:%7b%22startTimeInSeconds%22:662%7d%7d
https://foxrehabpc.sharepoint.com/sites/ClinicalCorner/_layouts/15/viewer.aspx?sourcedoc=ca9d0952-8d62-4d27-83d2-e05485c82cf0&nav=%7b%22playbackOptions%22:%7b%22startTimeInSeconds%22:750%7d%7d

Launching a Note

* Schedule in FOX Trax- select the appropriate Reason for Visit (Visit)
«  Visit will display in RT Standard scheduler and Provider View tab under Appointments

«  Visits MUST be scheduled to start a note. RT Standard does not allow for notes to be
created without an appointment.

* In FOX Trax, complete visit verification, ideally at the start of the session
* In RT Standard, right click the appointment and select Check In
o The appointment will display in the "Check In " window
= Double click or right click> edit to open the clinical note when ready to document.

o Inthe event action is needed (due to patient forms being unsigned or previous notes not

completed), prompts will display and then the appointment will display in the Check In
window

= See Consent Training for details on patient forms.
o Read any additional prompts related to the patient so you are aware of any notices/alerts

RTConnect Provider View Visit Summary Servi Edit

.
Scheduler . Delete
User / Provider RBROW 3= Date | € | 4 ¥ More Filters ]
o Print
< 10/07/2025 > =
S———— — Check In 0 Gheden [ nCimc/BamBoom | CheckOut
Test6, Medicare - oron! Date Time Len  PatientName cel Patient Name Dur Patient Name Room Dur Patient Name
© O©0558AM-0653AM @ 7Nov225PM 10-07-25 05:58a 55  Medicare Test Medicare Test6 iday.. Medicare Tests 1 day 6 hrs...
© Forwood Manor No Show
5 10-07-25 07:52a 55  Medicare Test
Test8, Medicare oron Check Out
© ©O7:52AM-08:47AM @ 6lov 755 AM ; 100725 10002 6  MedicareTest ) I
© Forwood Manor Clear Status
Test7, Medicare oron PR E——
© ©1000AM-10:55AM @ 7Nov226PM : Appointment Car
©® Forwood Manor

RTConnect

Patient Chart

v Relink Appointments
Pre-visit Planning ‘R
\ Sy FOX '




Subjective

* Ensure the note type is a Daily Note
o You can use the arrows ¢ to change note-type if needed

= Appointments scheduled as a telehealth visit will automatically select "Daily Note" type;
Please be sure to change this as needed to reflect Telehealth Visit

o DO NOT load a template for Daily Notes
* On Subjective tab you can document:
o Pain rating — if applicable

o Subjective Comments — Free text subjective comments to support tx encounter
o View Contraindications/Precautions (and add/remove/update as needed)

Mote Type Claim Information Load Template _
I]Dﬂ”&' Note ¢| Dol i= POCFrom|1g-20.25 i= POCTo p1-20-26 &= SOC 10-20.25 i= >< 8 Add Patient's Signature [-]

MNext MD Visit is missing.

Histories  Subjective Objective - Assessment Goals Plan Charges Tracking Mext visit is missing.
|| Use Quick SOAP
Pain Rating Contraindications
Pain Location (Body Part) Best Worst Comments; [:l Contraindications and Precautions Alert
low back 0 & | & - increased back pain during [:| DMR X

LB dressing this date

E E [ safety- Falls risk
I Y

EA
A

N N B 20 .7 % 1~ 4

Subjective Comments (S)




Subjective

Questionnaires | Assign to case | Medications Reviewed
Assigned Completed  Description Summary Medications reviewed with patient:
10-29-25 11-05-25 Patient-Spec Functional Scale Score - Initial: 3.33 K: Mo changes reported
10-20-75 Falls Efficacy Scale : Changes documented in medication list

* On Subjective tab you can document:
o Questionnaires — add or update any appropriate questionnaires from the visit
= To update or add, right click on the item description > select Add > locate and select desired item
= Click Update Score to make this form editable and update the current response
= You could also add the Questionnaires within the Objective tab alongside the FOMSs ( this is clinician preference)
o Medications Reviewed — make selection in Medications Reviewed panel, if appropriate

Questionnaires |IA55- nto Activity Initial Last 0 1 2 3
B catning e 3 3 O O O O
Assigned Completed  Description Summary . — . ; . -
TESEING 58 I'\__,f' A I'\._.t'l I'\._. / I
10-29-25 11-05-25 Patient-5pec Functional Scale I| - —] . EE S ———— B : Ny Y
naviga rnoom I_ _I I_ _I I_ _I I_ _I |
Add — — R
10-29-25 Falls Efficacy Scale L I O L O B W
Edit - -
Delete r .
Find \% Minimum detectable change = 2 points for total change a
b
1 Total Initial 3.33
— Prnnt
‘l_ | lse extended selection Total Current

-

/




Objective — Vital Signs

- Baseline Vital Signs can be documented on the Objective Tab, in Vital Signs panel
o Right click in the panel, the select Add or click Add on the top function bar
o Populate the vital signs and save the record
o You can view a history of previous Vital Signs or Print from this table, too

« Post-activity vital signs can be recorded on Activities tab, in "Activity Comments"

Histories  Subjective | Objective Aszessment Goals Plan Charges Tracking
e ) Histories - Objective .’u:tmtles Goals - Charges -
|| Use Quick SOAP

Objective Exams Special Tests  Objective Tests | Use Quick SOAP
Time-Based Service Based, HEP, Motes to Treating Therapist _
Date Description
10-29-25 OT Neurological Bxam Time Based Activities Comment
B+ 208 7 ™ ¥
Time In Out Total Minutes
Activity Comments (S)
Document post-activity vitals here
Vital Signs
Date Temp Pulse Resp  BP Weight  Height  BMI ca
10-31-25 82 130/80




Objective — Objective Exams, Tests

* You may review or update any Objective Exams or Tests on a treatment encounter, if needed
(NOT required for treatment note workflow, but may need to review or update for PRs)

Histories Subjective Objective -Assessmgnt Geals Plan Charges Tracking

|| Use Quick s0AP

Objective Exams Special Tests Objective Tests

Date Description

10-29-25 OT Meurological BExam

ﬂu

o The OT/PT Neurological Exam should be appropriate for the majority of patients; if a pt is
referred for vestibular, wheelchair positioning, pelvic floor or lymphedema, you may notice
other exams that have been used to document objective findings

o Right click the exam to open, review or document within the exam (see next slide for details)




Objective - Exams

» Navigate through the Exam to review or update relevant objective findings
o You DO NOT need to complete everything — only what is relevant (Look and Listen)
o "Initial" will show a read-only version of the Initial measurement from evaluation
o You will update relevant objective findings by typing in the "Current" box and adding comments where
appropriate

* Functional activities should be documented in the tab that is blue — "Function 3" tab for OT
Neuro Exam; Function/ADL Higher tab for PT (ignore other function and gait/posture tabs)

| 4 OT Neurological Exam € PT Neurological Evaluation

Patient Information Date Provider [ Assigned To

Patient Information Date Prot
Patient Medicare Staging 10-29-25 = Provider | EP f=|  AssignedTo EPROP

Patient Kylo Tano 09-09-25 i Provider | KSTORM

ROM  MMT - UE MMT - LE Gap ct F ion1 F wn 4 Function 3 JClient Fact Special Test
ROM M L _% ure  Fuption 1 u&ns unction 3 |Client Factors Special Tests ROM MMT @aitfposturEM r Function/ADLs Higher  lient F

UEAROM UEPROM LEAROM LE PROM

Rating
Light Cleaning | ¢
= RSt
Moderate/Heavy Cleaning | = |
Initial ls] Last Current Comments
Functional Mobility | ¢|
10-25-25 10-29-25
I 1
Shaulder Flexion (180) an pain when reaching in closet o
Shoulder Extension (50-60)

|
!
Shoulder Abduction (180) | |
|

Shoulder Adduction (50-73) |

’a R—
’ "




Objective - Exams

Functional Objective updates ROM MMT -UE MMT-LE Gait/Posture Function 1 FundimggientFactms Spedial Tests
will be documented on the

blue Function Tab ("Function 3"
for OT; "Functional/ADL Higher" for
PT)

* Click on the tab, scroll down to
the Function Table

* Add items relevant to your pt's
POC using +

o Transfers, bed mobility,
functional mobility, ADL,
IADL, etc

- Update Current Objective see funenoB o | AN
Status for each item

* Add skilled comments in
Comment box

o AD used, cues required

N

Ak Ak || A Ak L1 Ak Ak || A L1

Ak

/
Ak

4

Function Initial

1
E

Comment

OT- Other - Med Man Mod Assist Seeyoa skilled comments

COT- UB/LE Dressing Max Assist See skilled comments

0O 0 gg

OT-Bathing Max Assist Sife goals skilled comments




Objective — Special Tests
Histories Subjective | Objective |Activities - Goals - Charges -

| Use Quick soaP

1. If you need to add or update a
Special Test after collaboration with
supervisor, navigate to Special
Tests Tab

Objective Exams | Special Tests | Objective Tests

Initial Evaluation =
€ Category
Histories Subjective Ob  Allitems e Favorites

[ | useQuicksop ~ Quickfind:

2. To add special test, |opecesans speaa
e Histories Subjective  Objective  Activities -

click in Category
[] Cervical o
column, click + and 0 ow || Use Quick SOAP

select category from O wie Objective Exams  Special Tests  Objective Tests

[ Knee

picklist, save ot
[] Category Special Tests Side

(] Thoracic [] Shoulder
D2 B

3. Double click the
category name to open
and select from relevant

i special tests




Objective — Special Tests (continued)

| - 4. Select menu icon of Special Tests box to open and

| category e / select appropriate test, click save
| Specal Tests |

‘ Side =

5. Fill out relevant details from the test (side, initial
Initial
result, comment); click OK
4= Special Tests
. :
| I All items ¢ Favorites
Last | B
Quick find:
|
: O AC Shear Test O AC Compression Test
| O Allen test O Anterior Draw
Current [
Apley's Scratch Test Apprehension and Relocation Test
O O
| O Biceps Load Test O Brachial plexus Stretch Test
O Crank Test O Cross Body Adduction Test
Goal () Grind Test () Hawkins Test
O Load and Shift Test O Meer's Impingement Sign
Piano Test Posterior rehension Test
O Key O App
O Postenior Impingement O Relocation Test
Comment . .
O Scapula Assistance Test O Scapula Retraction Test
() Scapula Slide Test Position 2 () Scapula Slide Test Position 3
() Seratch Test () Shoulder Instability

O Speeds Test

@ Yearguson's Test

O Sternoclavicular- 5C Joint Stress Test




Objective — Objective Tests

- = Mext MD Visit is missing.
« Select Objective Tests tab T D T mp— Nt vt o e
. Use Quick SOAP Repull Conversion Data
o Standard Test= FOMs/Standardized Objective Exams Special Tests | Objective Tests
Tests | standard Tests | | rpatient Reported Outcomes || Assign to Case
. Date Description Summary hssigned  Completed  Description Summary
o Patient Reported Outcomes= » 110535 10 Meter Walk Test Average Self-Selected Velodity: 0362 110525 Falls Efficacy Scale
>[11-05-25  Timed Get Up and Go Average: 44 [11-05-25 11-07-25 Patient-Spec Functional Scale Score - Init

Questionnaires ( the same ones that are
available on the subjective tab)

* Right click in either section and
click Add to open list of available
Objective Tests/Questionnaires;
select test you would like to

Evaluation for Lyla Raintree - Visit: 1 Payor: Cl 00098 Dummy Payor - Cl

nation
CO m p I ete Raintree @ Select Eva I uation Aimee Therapist Prescribing |
11-80 % Assigned
555 i i | Categ
< Description Baclk
Description Bilateral < Right Location
H H H H Tinetti's
* Fill out the appropriate information i et s and o ! Load Tempiate
. don Berg Balance Scale -2« Save
lated to the test, and then click e o
re a e 0 e eS ) a n e n C IC jective O Functional Gait Assessment
<SOAP Minnesota Dexterity Test
Save ns  Specia 10 Meter Walk Test
NOMS Standardized Test
sts Motion Sensitivity Testing atcomes
Tests and Observations sted Description
Brief Balance Evaluation Systems Test Falls Efficacy Scale
STEADI 30 second chair test 25 Patient-Spec Functional Scale
Mini-BESTest (1)
Four Step Square Test
Barthel Index
Amputee Mobility Predictor Questionnaj 2




Objective — Objective Tests

* In the Objective Tests tab, ensure the test you completed is Green and has a check mark
next to it so it will populate in the narrative

Next MD Visit is missing

Histories Subjective Objective Activities Education Assessment Goals Plan Charges Iracking Next visit is missing.

"1 Use Quick SOAP Repull Conversion [
Objective Exams Special Tests Objective Tests

Standard Tests Patient Reported Outcomes Assign to Case
> Date Description Summary Assigned Completed Description Summary
> 11-05-25 10 Meter Walk Test Average Self-Selected Velocity: 0.36° [11-05-25 11-07-25 Patient-Spec Functional Scale Score - Initi

>| 11-05-25 Timed Get Up and Go Average: 44




Objective — Objective Tests
Histories §ubjectwe|E‘ Activities - Goals - Charges -

|| use Quick soaP

* You can find more Tests in the Objective Exams Special Tests |Objective Tests
"Test/Observations" item
 Right click into panel and select Add Date Description S
* Click into "Tests/Observations" from
the list to find more Tests fd:

4= Select Evaluation

Filter List |

Description

Tinetti's

Tirned Get Up and Go

Berg Balance Scale
Dynamic Gait Index
Functional Gait Assessrment
Minnesota Dexterity Test
10 Meter Walk Test

Motion Sensitivity Testing

’ Tests and Observations




Objective — Objective Tests

* When the Test/Observation box opens, use the drop down arrows to view and
select the test you would like to complete

- Complete the test, and then save at the top right of your screen

€= Global Deterioration Scale

Patient Information Record Information

Patient Medicare Staging MR # 00900007 Date 10-28-25 = Category |OTEST := Objective Tests

Create/Edit Ternpla

OB 06-26-33 Age 92 Case QTOO01 (= Time  10:00a Test f Observation | Global Deterioration Scale ¢|




Activities

All billable treatment interventions are documented on the Activities Tab

REMINDER: you will only be able to bill CPT code items (marked with
*asterisks™) that were included in the Planned Services (Plan Tab) of Eval

If you need to add planned services, speak with your supervisor for them to complete a

Progress Report

Histories Subjective Objective

|| Use Quick soap

Activities

Assessment Goals Plan Charges Tracking

Time-Based | | Service Based, HEP, Motes to Treating Therapist _

‘ Time Based Activities

You will enter time-based interventions on the "Time-Based" tab and service-
based interventions on the "Service Based/HEP/Notes" tab

-
>




Activities — Time Based

« Green items with *asterisks™ are tied to CPT codes and will pull to charges tab

o You must enter time for each CPT code item and indicate "Done Today"
o DO NOT DOCUMENT ANY COMMENTS OR SKILLED CARE IN THE GREEN ITEMS

* Document skilled intervention supporting each CPT code under the relevant
Green CPT line item (NOT IN THE GREEN LINE ITEM)

o Click the CPT code you are going to add intervention for, then use + to add appropriate items
from the picklist (ex: "*Therapeutic Exercise* > Cervical Retraction and Scapular Retraction)

« IMPORTANT! Do NOT click the top/title of each column to sort

o This will cause the items to sort and interventions will not be under the appropriate CPT code
[ ViewFlowSheet | Other Group Activity participants | ¢ || ShowUnitSummary [ Transter To Charges

Time-Based Service Based, HEP, Motes to Treating Therapist

D Time Based Activities Comment Status Sets Reps  Weight | Time  Done Today Special CPT

D ADL- UB/LB dressing Pt doffs nightgown with modified technique taught by ... Max A Yes

[] Patient Education Educated pt on medified technique for doffing shirt ov... Max A Yes

[] Functional Mobility Blocked practice of funchional navigation of bathroom ... Mod A 3 Yes

D Cervical Retraction demonstration, TC at ccaput for technique to improve .. Max A 2 0 Yes
[ Scapular retraction 10 second hold; TC at rhombuoids for technique; to impr... Max A 2 5



Activities — Time Based

To add items to the Time-Based Activity grid:

* Use the + to open and search picklist
o Use Quick Find to search for specific activities (this list is long; favorites will be helpful)

You can check off multiple items, then Save

Update status (assist), sets, reps, weight as applicable. You can also customize name of
activity or create your own.

Time should only be added to Green CPT code items (these are tied to billing)

Select Done Today - if not the charges will not transfer
o You can have activities that in the log that are not done every visit to save time documenting in future visits

Time-Based | Service Based, HEP, Notes to Treating Therapist ‘ [ VisWFiowShest | Other Group Activity participants | ¢ | | ShowUnitSummary [ Transier To Charges

D Time Based Activities Comment Status Sets Reps Weight Time  Done Today Special

D ADL- UB/LE dressing Pt doffs nightgown with modified technique taught by ... Max A Yes

[] Patient Education Educated pt on meodified technique for doffing shirt ov... Max A

[] Functional Mobility Blocked practice of functional navigation of bathroom ..

D Cervical Retraction demonstration, TC at occiput for technique to improve ... Max A
B+20 7 % 1+ L |

mﬂ




Activities — Time Based (Special Codes)

» Special Codes

o A few codes listed in the Time Based Activities picklists are considered
"special codes"

= These are CPT codes that have time threshold that must be met prior to opening
access to the second / add on CPT code

« 97129 / 97130 Cognitive Skills Development (SLP)
« 97550/ 97551 Caregiver Education
* 92607 / 92608 Speech Generating Device Eval (SLP)
= You only need to add one CPT code line item within the Time Based Activity grid

* Raintree will calculate the correct distribution of time within each code set
listed above.
« Example — 30 minutes entered for "Cognitive Skills Development"

o 15 minutes will be applied to 97129 and 15 minutes will be applied to 97130 for 2
Total units

[ ] Time Based Activities



Activities — Education

Education should be documented early and often throughout the plan of care

» Add Education as an item under the relevant CPT code in the Time-Based Activity
log; there are @@ within this item to prompt you on what details to document.

* Add in HEP in this section to add more details and tie into the correct CPT code

o You can use MedBridge HEP link (on Service Based, HEP, Notes to Treating Therapist tab) to
create HEP document that is sharable with patient. Details of HEP can be copied/pasted into the
HEP line item in Time-Based Activities grid

Time Based Activities

@@ provided with home exercise/activity program incl...

E] Balance- Sitting balance unsupported

[:] Balance- Tandem Stance Eyes Closed

D Education

Education provided to @@ on topics of @@. Educatio...




Activities - Telehealth Documentation

* If performing a telehealth visit, you MUST Select "Telehealth Visit" item from
picklist and mark as "Done Today" within "Time Based Activities" picklist
o This ensures documentation of platform used

|ﬂi:h:riu Subjactive Qh)ecﬁv{ Activities tdu:abcm Aseaszment Gaoals Plan Charges Ira:king| Mext visit: 09-22, 03:00p.
[ ] use quick sane © repon [N
IR ot v Aciviy priciparss | 8] [ Show it Somrory [ GRREI]

Service Based, HEP, Nates to Treating Therapist

D Transfiers- Sit< >stand

D Hip Extension WC to keep knee ext and engage glutesinc fo 4# Active 3 12 Ves
D Mlini Sguat WCD far inc konee fiexion and keeping weight back to . Active 4 0 e
D Scapular Retraction 5% in each hand. W5/ TC for inc contraction of rhombaoids. Active z 12 e
D Hip ABD WCADYTE to keep foat in saggittal plane and awoid hip.. Actie 2 L] Ve
[[] ¥nes Reon Actie z 12

[] g Flexian 4 Time Based Activities 12
— I

[] Batance- Single leg stance 4 Vs
Cuick find:

e e S heehean|
[[] Telehealth Visit: ETCannect Platform _
ﬁ I:I Telehealth Visit: RTConnect Platform
Bl+ w w
[] Telehealsh Visi: Micrasoft Teams Plas Mark "Yes" as done today

Tmein 20, | 0wt [fzaop | T | Select one of the above based on
platform used for Telehealth

.
>




Activities — Service Based

Any service-based billing (CPT) interventions are added on Service Based tab

« The picklist here functions the same as on the Time-Based tab (exception: CPT items
on Service-Based grid are not green unless the check box is selected)

« Click + and search/find the service-based activity in the picklist > Save
« Update comment, status, time, indicate done today

Histories  Subjective Qb'_]echve- Assessment Goals Plan Charges Tracking

| Use Quick S0P " Popout

Service Based Activities Comment Status Time  Done Today CPT Provider




Activities — HEP, Notes to Treating Therapist

- Home Exercise Programs can be added/uploaded in the Home Exercise Program box
by right clicking > Add
o Medbrige HEP function similar to RT Custom. See training for details
= Cl has access to HEP training and will show student if appropriate
o ltis still important to document HEP education on Time-Based activity grid to add details
about who was educated, level of assist and returned level of understanding.
o Notes to Treating Therapist can be used to communicate to other therapists — KEEP
IN MIND THESE DO NOT END UP IN THE NARRATIVE

Time-Based Service Based, HEP, Notes to Treating Therapist Other Group Activity participants : | | Show Unit Summary [ Transfer To Charges

Service Based Activities Comment Status Time  Done Today CPT Provider Notes to Treating Therapist

Evaluation -‘l"es Initial OT ... EPROP (M5, OTR/L) Erin Propst

8208 7 % L

Home Exercise Program

Date Description




Activities — Time In and Out

Time In and Time Out is required to sign off on notes in RT Standard

« Time In and Time Out will be entered on the Activities tab, under Activities log
o Time should be entered in (hh:mm a/p)
= aindicates AM and p indicates PM

o Raintree will allow underbilling (billing for less than total minutes), but not overbilling
(billing for more time than total minutes)

o If you split a session (multiple time in/out), enter the first IN time and last OUT time,
then specify additional time IN/OUT in the Activity Comments box

= Supervisors should also be specifying time of a shared visit in the Activity Comments box

Time In 08:385 Cut 00363 Total Minutes 58
Activity Comments (5) Total Time (minutes)
Can document POST-ACTIVITY VITALS here TE 55 Special 0 SBO Total 35

KA
“y Print Activities |
| » | Print activities with note

You can also use the Activity Comments box to document Post Activity Vitals




Activities — Skilled Strategy Statement

* In the activity comments box, you can document the skilled strategy that was provided this
session

* You can type "ss" + space in the Activity Comments box to load the prompts for the skilled
strategy statement that includes jump markers

« Skilled components may also be documented in the "Comment" section of each activity
(white line items)

D Balance- Heel Walk Mod a for balance and postural control 2 12
E] Ankle Eversion max assisst needed for sequencing and technigue 3 15
[71 Ankle Inversion max assisst needed for sequencing and technigue 3 15

Activity Comments (5)

55

55 Skilled strategies of @@ implemented due to assess

Total Minutes

Total Time (minutes)

Skilled strategies of @@ implemented due to assessment of @@ B 0 Special 0 SB O Total O

Print Activities ‘ PR




Assessment

The daily clinical impression should be documented in the Activities comments

within the Time based activity... see previous slide
o If you documented skilled strategies within the activity comments, it is not necessary to document
anything within this tab
* If you want to document details beyond a skilled strategy statement, this can be
documented below under clinical impression

Side of body  Left(

- | Bilateral| | Right| | Location of Treatment

Reason | Gait and Mobility

Load Template

Claim Information

MNote Type

|18 Add Patient's Signature

il POC From | 10-23-25 i= POCTo 01-14-26 i=| SOC 10-23-25

Progress Note * | DOl

Mext MD Visit is missir

MNext visit: 10-27, 08:0

Histories Subjective Objective - Assessment Goals Charges Tracking

|| Use Quick SOAP

Treatment

| - | Patient consents to treatment plan and «

E] Patient appears motivated
and gives verbal informed consent

Patient's progress towards goals is Patient able to pel

ectly

-_'_'_- excellent -_' '_- good

( o 1 with difficulty due to pain { o | with good form and no pain

[ o | fair { o | poor

() with no pain but poor form

' | with no complaints of pain

Tolerance to trea ) with good form but increas ed pain ) with physical assist

| with verbal cues only

() with difficulty but no pain

| fair ( o | poor ( o 1 with no change in pain

Clinical Impression (5) Rehab Potential Discharge Prognc«
() excellent ( - | excellent
( - | good ( - | good

C ) fair Y fair



Goals

« Goals will be read only on a Daily Note, but you can review them on Goals
tab (helpful for visit coverage, assistant workflow)

- If you believe a goal should be added, speak to your supervisor to complete
a progress report to add the goal

|| Use Quick SOAP

Goals Short-Long Time Frame Result

HEP - Patient will be independent in progressive monitored HE... Long-Term 8 weeks In Progress

8 weeks In Progress

ADL’s - Patient will complere self feeding INDEPENDENTLY Long-Term 8 weeks In Progress
Bed Mobility - Patient to perform rolling in bed INDEPENDENTLY Long-Term 8 weeks In Progress

Gait- Pt will ascend/descend stairs INDEPENDENTLY Long-Term 8 weeks In Progress




Plan

* Plan will be read only on a Daily Note, but you can review the planned services and
Frequency/Duration on the Plan tab (helpful for visit coverage, assistant workflow)

« If you believe planned services should be added or treatment frequency should be
adjusted, speak to your supervisor to complete a progress report.

Histories Subjective Objective Activities Assessment Goals] Plan [Charges Tracking Next visit is missing.
|| Use Quick s0AP
Planned Services Frequency f Duration
[ ] Planned Services CPT Current Frequency/Duration Tracking by visits
[ ] =Caregiver Education - addl units* Caregiver Education - add| units (97551) - [TP057] - 3 wisits per | Week s for 12 Weeks .
* Active fr iod
[] *Caregiver Education® Caregiver Education (97550) - [TPOS6] Ve Trequency pen
"""""""""""""""""""" Treatrnent Duration 60| |minutes ¢
D Meuromuscular Re-Education® Meuro Re-Ed (97112) - [TPO02]
———————————————————————————————————————————————————————————————————————————————————— Total Visits | 36 Used 2 Rem| 34
|:| *OT Evaluation™ OT BEvaluation - [SE]
[] =0T Re-Evaluation* OT Re-EBvaluation (97168) - [TEQO4]
*Self Care / Home Mgmt*® Self Management (97535) - [TP012]
g 29
[} *Therapeutic Activity* Therapeutic Activity (97530) - [TP009]
D *Therapeutic Exercise* Ther-Ex (97110) - [TPO0O1]
[] Patient/Caregiver Training
2 0 7 ™ ¥ | | Plan was reviewed by the supervising provider
EA
ey
Planned Services Comments (S) From To Total Used Rem

19-01-25 - 12-31-25 0 2 -2




Charges

Once Eval is complete and all activities are documented, click Charges tab

 Click Transfer from Activities button to pull charges over

Histories Subjective Objective Activiies Assessment Goals Plan) Charges | Tracking

D Use Quick S04P

Occupational Therapy Contracted Services

Occupational Therapy Evaluations Additional Charges
97150 Group Therapy
97012 Mech Traction
97018 Paraffin Bath
97032 E-Stim (attended)

[:] (0283 E-Stim (unattended)

Occupational Therapy Charges 97034 Contrast Bath
97110 Therapeutic Exercise 97124 Massage Therapy
97112 Neuromuscular Re-Ed 97533 Sensory Integration
97113 Aguatic Therapy 97537 Cornm / Work Reintegration
97118 Gait Training D 97550 Caregiver Education
97140 Manual Therapy 97551 Caregiver Education - addl
97542 WC Management 97597 Wound Care
97760 Orthotics - Initial 47598 Wound Care »20cm

97767 Prosthetics - Initial
97763 Orth/Pros Subsequent

97535 Self Care / Home Mgmt

Mext visit is missing.

Active Payor Infnrmaﬁon
A 00102 Novitas Medicare DE MC
P 00003 /Pt Pays after Insu PR
Overrides
Bill To = Payor Set
Loc = (linic Ledger =

POS

[ﬁ Owerride Location via Contact | v]

Total Time (minutes)

TB 55 Special 0 SBO Total 55




Charges

« Confirm units are appropriate based on documentation and 8 min rule
« If any changes are needed, "Clear Transferred Charges" and edit on Activities tab

Occupational Therapy Contracted Services Active Pwlﬂfﬂﬂﬂaﬁﬂﬂ
A 00102  Movitas Medicare DE MC
Occupational Therapy Evaluations Additional Charges P 00003 /Pt Pays after Insu PR
97150 Group Therapy
97012 Mech Traction
97018 Paraffin Bath

97032 E-Stim (attended)

[:] (30283 E-Stim (unattended)

QOccupational Therapy Charges 97034 Contrast Bath

1 97110 Therapeutic Exercise 97124 Massage Therapy Overrides
97112 Neuromuscular Re-Ed 87533 Sensory Integration Eill To = Payor Set
97113 Aguatic Therapy 97537 Cormnm / Work Reintegration Loc = Clinic Ledger =
97116 Gait Training [:] 97550 Caregiver Education pOS
97140 Manual Therapy 97551 Caregiver Education - add| [ﬂ Override Location via Contact | _]
97542 WC Management 97587 Wound Care
97760 Orthotics - Initial 97598 Wound Care »20cm Total Time (minutes)
97761 Prosthetics - Initial T8 55 Special 0 SBE 0 Total 55
97763 Orth/Pros Subsequent

2 97535 Self Care / Home Mgmt I Clear Transferred Charges I

197530 Therapeutic Activity | Transfer Subrecord Charges |

4
>

>
0)



Charges

* Medicare threshold is visible at the bottom of the charge ticket
* Modifiers are visible on the charge recap ("Show Charge Recap")

1 97535 Self Care / Home Mgmt | Clear Transferred Charges |
1 a7530 T"'IEI'EPEU“C A.Cti\l'lty | Transfer Subrecord Chargﬁ |
97033 lontophoresis || Habilitative Services [T showchagereap |
97035 Ultrasound Services [ Supplies Unit D
97750 Physical Perf Testing
Medicare C] Skip Copay
. ‘ Post and Sign ‘ ‘ Create Task -
Amount Applied to Cap YTD 50000 | | Add KX Modifier No Show Charge || Novisit
8 Minute Rule [1-7=0, 8-22=1, 23-37=2, 38-52=3, 53-67=4] No Show || NoSenviceTicket )
Preview POC

Histories Subjective OCbjective  Activities Assessment Goals Plan Charges] Charge Recap| Tracking

| EUsc PagekS0AP

Code CPT Modifiers Units Dx Auth / X
012 =/ 07535 @ 1] 13 = [
TP009 =/ 97530 GO 1 13 =| [
TPOO1 =| 97110 GO 112 = E]
TE106 i=| 97166 GO 1 12 = (]




Narrative Preview and Sign Off

* Preview to review the narrative to ensure all
information looks correct before signing off

* Post and Sign when you are ready to sign the
note and post charges

Pest and Sign

‘ | Create Task

Preview

I




.
Save dan d S I g n 'Off Occupational Therapy Daily Note

Dai_:e.of 10-31-23 Therapist: Erin Propst, MS, OTR/L
E;lstlltent Staging, Medicare Refa';llll;)g EPQC Validation Testing, MD
Complete final narrative review Patient #: 00500007 '
. - . Date of 06-26-1933
» Click Save and Sign Off if you are st - cuiaior 03975537
CO m p | ete Diagnosis:

M62.81 Muscle weakness (generalized)

- Save and Return to Note to return and e iy walking, Gt eEcuties dassied
. X nson's disease with dyskinesia, with fluctuations
make edits

Visit Start: 08:38a

« Save and Exit to exit the note if you e
plan to return later for final sign-off e eaSaT VarE ol it L5 iyt i 5 21 B ko 10 ot
Subjective Comments:

"Free text subjective comments related to tx here”
Contraindications:

= DNR
= Safety- Falls risk

Patient-Specific Functional Scale completed on 11-07-25
Evaluation type: Follow-up

0= Unable to perform activity 10= Able to perform activity at the same level as before
Activity Initial | Current | Change from Initial

Bathing self 3 5 2

Dressing self 5 5 [i]

Safely navigate 2 5 3

bathroom

Total 3.33 5.00 1.67

Medications reviewed with patient, no chanages reported.

OBJECTIVE:
| Category | ial Tests Side | Initial | Last | Current | Goal | Comment A
Wrist 3 Jaw Chuck Right add
M b
Save and Sign Off | Save and Mark Reviewed | ‘ Save and Retumn to Note ‘ ‘ Save and Exit |

¢
FOX



Confirmation

« After successful Sign and Post, visit will turn Purple
« If it is gray, it did not bill and you will need to go back into the note to post again.

4 Dashboard for Kate Bruno

|- Telehealth Waiting Room | |

| & Patients =2 Scheduler | Refresh

RTConnect Provider View Visit Summary Service Tickets (9) Sign Off Case Load Open Tasks Closed Tasks

User / Provider KCROS i  Date € | 11-02-25 i= - 11-02-25 i= | ¥ | Show non VISIT appts: X

4 More Filters

Date Time Len  Patient Name Type

Notice tient Name Dur Patient Name Room Dur Patient Name
110225  09:15a 60 Fitness Staging FSWEL

Fitness Staging




Pre Visit Planning

« Raintree Standard allows for pre-visit planning through a special feature

o Allows for pre documentation within the following

= Time Based Activities / Service Based Activities
 Activities can be accessed and edited prior to the start of a visit
- Edits will display once the visit is checked in

= Notes to Treating Therapist
» This section can be accessed and edited prior to the start of a

visit

+ Edits will display once the visit is checked in

o Can be used for visit planning that can lead to efficiency pick-ups for
individual workflows. (setting up the planned activities with known details

o Can be used to set up visits for a covering therapist, or used to enhance
the clinician / assistant collaboration




Pre Visit Planning

* Once a visit is scheduled you can access pre-visit planning by R-click on the
visit from the provider tab and choosing Pre-Visit Planning from the list

RTConnect Provider View Visit y Service Tickets (8) Sign Off Case Load (

User/Provider | NEPT i=| Date | €| [12-07-25 :=|- 12:07-25 i= [ | Shownon VISIT appts: X [% More Filters |

Date Time len  Patient Name Type  Notice Patient Name Dur  Patient Name ‘Room  Dur Patient Name
12-07-25  05:15a 60  Medicare Test STPN  POCneedstob... | |

Edit
Copy cell

Delete
Copy row

Print

Check In
Cancel

No Show
Check Out
Clear Status

Appointment Card

RTConnect I cumentvistordes | AdminReview
3 | | 3

Patient Chart n  Patient Name ‘Subtype ‘Owner Patient Name

Relink Appgintments

Pre-visit Planning




Pre Visit Planning

* You will be brought into the Pre-Visit Planning and now have access to make
any updates to “Time Based”, “Service Based”, and “Notes to Treating
Therapist”

* Once edits are complete, click save

0 Save ° Cancel Add l Edit

€ Pre-visit plan for Medicare Test on 12-07-25 05:15a, ST001 with Jonross Neptune, MS, CCC-SLP

Care Summary Visit Metrics
Plan of care dates 11-23-25 - 12-20-25 Next progress note/eval due not available Last progress note/eval 12-07-25 Scheduled 21 Attended 18 Cancelled 1 Noshow 1
Time-Based Notes to Treating Therapist
E] Time Based Activities Comment Status Sets Reps ‘w=ight Time Don Test Note to clinician...coverage set up...assistant
[:| Attention - Alternating alternating attention task designed to improve cognitiv... Mod A Yes
D Attention - Focused focused attention task aimed at improving concentratio... Max A Yes
|:| Executive Functioning: Abstract reasoning Various situations requiring abstract thought with a pro... Max A Yes
+ £ B |/ k| L
Service-Based
D Service Based Activities Comment Status Time  Done Today CPT Provider
|:| *Dysphagia & Oral Feed... Yes Dysphagi... JNEPT (MS, CCC-SLP) Jonross Neptune
D Swallow Compensatory ... Double swallow... Max A Yes JNEPT (MS, CCC-SLP) Jonross Neptune
|:| Swallowing- solids trial  Lunch mealk to... Max A Yes JNEPT (MS, CCC-SLP) Jonross Neptune

4




Pre Visit Planning

At the visit check in, you will see an alert that notified of updates

Activities and notes to treating therapist have been updated from the Pre-visit Planning record.

* You will see the updates within the Time Based, Service Based, and
Notes to Treating Therapist sections

Histories Subjective Objective Activities Assessment Goals Plan Charges Charge Recap Iracking Next visit is missing.
\ | Use Quick SOAP
| Time-Based Service Based, HEP, Notes to Treating Therapist Other Group Activity participants = |7\ Show Unit Summary
[ | Service Based Activities Comment Status  Time DoneToday  CPT Provider Notes to Treating Therapist
D *Dysphagia & Oral Feed... Yes Dysphagi... JNEPT (MS, CCC-SLP) Jonross Neptune Test Note to clinician...coverage set up...assistant
communication
I:] Swallow Compensatory ... Double swallow... Max A Yes JNEPT (MS, CCC-SLP) Jonross Neptune
|:| Swallowing- solids trial ~ Lunch mealk to... Max A Yes JNEPT (MS, CCC-SLP) Jonross Neptune

B8 7 % 4V




Support Roadmap: Start Smart, Escalate Right

Have a question? Follow the path to resolution!

LAST, if the Go-

START with Self Help - Live TEAMS chat
Swift Fix or Service can't assist, submit
Now a support ticket.

NEXT, if self help
did not resolve your
issue, utilize the

state specific Go-
Live TEAMS chat to
elevate your
question. This chat
will be monitored
on Day 1 only.




RT Standard
SLP Initial Eval and Tx on day of Eval
(TVIST)




Starting New Cases

* New admissions will only display on
your caseload tab AFTER you have
scheduled the first evaluation/visit in

FOX Trax.

o Scheduling of the appointment in FOX Trax
initiates the record to be created in Raintree

RTConnect Provider View Visit Summary Service Tickets (10) Sign O Open Tasks Closed Tasks
User / Provider 000 I8 Location Eval. Prov {5 Patients starting before / on: 11-03-25

Alert Source ' s AlertLevel 2| OnHoldCases | Hide
Case Load e Rl Pan
D Patient Name Case Name Case Plan Rem End AuthEnd rem RxEnd rem Next PR # Next Visit
O Test Medicare9 ADL's Diag1: Home ph OTO001 -1 12-31-25 -1 10

O Medicare Test8 ADL's Diag1: Home ph OTO001 -1 12-31-25 -1 10




Launching a Note

+  Schedule in FOX Trax- select the appropriate Reason for Visit (Evaluation)
«  Visit will display in RT Standard scheduler and Provider View tab under Appointments

«  Visits MUST be scheduled to start a note. RT Standard does not allow for notes to be
created without an appointment.

* In FOX Trax, complete visit verification, ideally at the start of the session
* In RT Standard, right click the appointment and select Check In
o The appointment will display in the "Check In " window
= Right click > edit to open the clinical note when ready to document.

o Inthe event action is needed (due to patient forms being unsigned or previous notes not

completed), prompts will display and then the appointment will display in the Check In
window

= See Consent Training for details on patient forms.
o Read any additional prompts related to the patient so you are aware of any notices/alerts

RTConnect Provider View Visit Summary Servi Edit

.
Scheduler . Delete
User / Provider RBROW 3= Date | € | 4 ¥ More Filters ]
o Print
< 10/07/2025 > =
S———— — Check In 0 Gheden [ nCimc/BamBoom | CheckOut
Test6, Medicare - oron! Date Time Len  PatientName cel Patient Name Dur Patient Name Room Dur Patient Name
© O©0558AM-0653AM @ 7Nov225PM 10-07-25 05:58a 55  Medicare Test Medicare Test6 iday.. Medicare Tests 1 day 6 hrs...
© Forwood Manor No Show
5 10-07-25 07:52a 55  Medicare Test
Test8, Medicare oron Check Out
© ©O7:52AM-08:47AM @ 6lov 755 AM ; 100725 10002 6  MedicareTest ) I
© Forwood Manor Clear Status
Test7, Medicare oron PR E——
© ©1000AM-10:55AM @ 7Nov226PM : Appointment Car
©® Forwood Manor

RTConnect

Patient Chart

v Relink Appointments
Pre-visit Planning ‘R
\ Sy FOX ™




Loading Template

* IMPORTANT!! Before beginning your eval

documentation, you MUST load FOX Template

* Click on the menu icon in the "Load Template" box to see the list of Global
Templates, select FOX template for your discipline

* This will load the FOX EVAL template and will ONLY be done during Evals (not
subsequent tx notes)

4= Initial Evaluation for Medicare Staging - Visit: 1 Payor: MC 00102 Novitas Medicare DE

Patient Information Record Information
Patient  Medicare Staging Date/Time | 10-29-25 10:00a Rendering Provider EPROP Erin Propst, MS, OTR/L  Prescribing MD | 36535 :=| EPOC Validation Testine
DOB 06-26-33 Age 92 Case & OToo1 i=| ADL's Signer/Cosigner = Assigned To |EPROP i=| Erin Propst
MR # 00900007 Gender F Location PAZE] The Birches at Newtown Billing Provider [pprop #= Erin Propst Category sccHz = Charleston 2
Case Type | ADL's + | Reviewer = Description ADL's
Reason | 3] Sideofbody  Left( | Bilateral | Right( ) Location of Treatment | ¢]
Note Type EREs € TVIST Global Templates Loaa Tempiate | POCsent(ncudesR)
[ Initial Evaluation s | Dol ‘= POCFrom 102935 = Code  Description = 8 Add Patient's Signature | - |
1 oT FOX Occupational Therapy Mext MD Visit is missing.
PT FOX Physical Therapy
[ ] Use Quick soAP [ Repull Conversion Data |
5T Fox Speech Therapy

.
(O
FOX




Histories

* You will Add or Edit your patient's Medical History from "Histories" tab

* Click into Past Medical History in the bottom right panel

o If a Medical History has been started, double click/right click and Edit to open and update
Medical History

o If a Medical History does not exist, right click in the panel and select Add
* Review/Complete all necessary parts of the Medical History for the patient
« Save the record

§ubje|:tive Objactive Activities Education  Assessment Goasls Plan  Chargez  Tracking Mext visit: 09-19, 12:00p.
| Use Quick SOAP Repull Conversion Data
(Portal Records Mew Transfered (Confim PonalData
Date Description Date Description Summary
@ Transfer Portal Data [» Select All 1 v, Verify |

Edit

Delete

b Copy cell

Copy row




Subjective — Mechanism of Onset (History of
Present lliness)

* Mechanism of onset should detail WHAT, WHEN and WHY a functional change has occurred

« Complete all areas with @@ (jump markers) and add any additional information such as
surgery date, details, etc

o iPad users — use keyboard shortcut "ctrl" and "emd" and "." or navigate with mouse to complete all
(@@) place holders. Non-iPad users can navigate jump markers by pressing "ctrl" and "."

Historied = Subjective |Objective  Activities Assessment Goals Plan Charges Tracking Next visit is missing.
| | Use Quick SOAP | Repull Conversion Data
— B——
Mechanism of Onset Chief Complaints Pain Rating
Patient is referred to speech therapy secondary to functional change in @@ Chief Complaints Severity Pain Location (Body Part) Best Worst
Patient reports decline occurred as a result of @@ - | - | | - |
Onset date reported to be @@ o | < | | < |
Please include side of body if applicable | ¢| | ¢|
Current Surgery Date Current Surgery Details | ] | | E] |
— Comments:
s 01 7 x Y
Questionnaires Assign 1o case | Contraindications Precautions
Assigned Completed  Description Sun Work Status
10-09-25 EAT 10 Tool Contraindications and Precautions Alert Work Status | -
10-09-25 Patient-Spec Functional Scale
‘ Current Ablity to Work

Y 2




Subjective — Questionnaires

« The Patient Specific Functional Scale (PSFS) will be completed in the Questionnaires box
o Right click to open & complete, "Update Score", and choose "Complete Questionnaire" to include in narrative

* You can add new with right click > Add (or click into box > click Add in top function bar)
o PSFS is required and will be preloaded in the Questionnaires box
o Explore the list of available questionnaires (ex: ABC Scale, EAT-10, Falls Efficacy Scale, Quick DASH)

- You could also add the Questionnaires within the Objective tab alongside the FOMs (This
is clinician preference)

. ' | 4= Patient-Specific Functional Scale
Historied | Subjective | Objective | Activities Assusnglt‘ Goals ‘ Plan Charges Trackil
) ) ) Patient Information Record In
Use Quick SOAP
Patient Medicare Staging MR# 00900007 DOB 06-26-33 Date 10-29-25 = Case QToo1 =
Mechanism of Onset (S)

Patient is referred to speech therapy secondary to functional change in @@

) ) Instructions: Please list 3 activities that you are unable to do or have moderate to extreme difficulty doing as a result of your injury or
Patient reports decline occurred as a result of @@ - level of difficulty you have performing the activity on the 0-10 scale below.
e
Onset date reported to be @@
- - o Evaluation Type Initial ] 0=Unable to perform activity 10=Able to perfo
Please include side of body if applicable
) Activity Initial Last 0 1 2 3 4 5 6 7
Current Surgery Date Current Surgery Details - - - —~
Example 1 B L)
- Example 2 3
Example 3 2
Questionnaires [ Assign to case
; o Update Score |
Assigned Completed  Description Sun -

Total Initial 233
10-09-25 EAT 10 Tool
10-09-25 Patient-Spec Functional Scale Include in narrative ‘ ‘ ‘ \\_.; Print ‘

@ Complete Questionnaire

o I | ~ () Score Only
’ 2N




Subjective — Functional Status (Prior Level of

Function)
» Add Functional Status by finding items using + to open picklist

All items o Favorites

o This picklist will show Functional Status for all disciplines — you can filter
this picklist by typing your discipline in the Quick Find SPACE el lq:ickﬁr.d;
o MUST add details related to each topic (communication level, diet level)

[ ] PT- Stairs
- Update the "Prior" level by double clicking into Prior column and | |03 57 cognition- Executive Fucioning-
selecting Prior assist level ' 03 sr- cogniton- wemory-
* DO NOT document "Current" status here (this should be added to [ st-cognition
ObJeCtlve tab) D ST-Cognition- Attention-

D ST-Expressive Language

D 5T-Oral Motor abilities

D sT-other
Functional Status :

D ST-Prior Diet-Liquids:
| | Functional Status Prior [ sT-Prior Diet-Solids:
\:| ST- Cognition- Executive Functioning- Set Up Assist [ ] sT-Reading

. . | D ST-Receptive Language
\:| 5T- Cognition- Memaory- Set Up Assist i
" |[] sT-speech
\:| 5T-Cognition- Attention- Independent (] sT-voice
D ST-Prior Diet-Liquids: Thin Independent ee obj exam
‘[ FIPE AR

‘ v
.‘



Subjective: Functional Status (Prior Level of

Function)

* Due to the change to Raintree Standard, our SLP cueing
will be documented differently. We will be aligned with
industry terminology and will no longer utilize the ASHA
Cueing Hierarchy

* FOX components of skilled care

— Effort of the clinician
* Tactile, verbal, visual, auditory, physical

« Strategies to demonstrate skill

— Break down types and levels of assistance provided
* “Max verbal cues and min tactile cues” vs “min assistance”




/

Subjective: Functional Status (Prior Level of Function)

Unable
Dependent or Total Assistance (Total A)
— 75-100% effort from one or more helpers
Maximum Assistance (Max A)
— 50-74% of effort from one helper

Moderate Assistance (Mod A)
— 25-49% of effort from one helper

Minimal Assistance (Min A)

— 1-24% of effort from one helper\,
Standby Assistance (SBA)

— Supervision without physical contact or cueing

Setup Assistance l

— Necessary items arranged in advance of activity
Independent Status (Ind)

— No assistance or supervision required Setup is any placement needed
. . for patient to complete a task
— Ifthe patlent performs the task mdependently, Exarmiple: setting out utensils,
but requires equipment, they are still opening memory journal, laying
considered independent out clothing

Y 2




Subjective — Chief Complaints

 Click in the Chief Complaints panel and click + to add items from the picklist, then save
o This picklist would be a good place to set and use Favorites

|| use Quick SOAP

~ MechanismofOnset® Chief Complaints

Patient reports decline occurred as a result of @@ D Chief Complaints Severity
Onset date reported to be @@ oo |:| Difficulty chewing food moderate
Additional patient complexities and safety precautions identified warranting the et
need for skilled care include @@ |:| Difficulty communicating with o...
Please include side of body if applicable
|:| Difficulty focusing
Current Surgery Date Current Surgery Details
. Difficulty following directions
s 0 7 Kx 1T b
Questionnaires Assign to case Contraindications Precautions
Assigned Completed  Description Sun
10-09-25 EAT 10 Tool Contraindications and Precautions Alert
. 4

>



Subjective — Contraindications/Precautions

« Any Contraindications or Precautions
should be added in the Contraindications
table (Do NOT use the "Precautions”
table)

* Add items in the picklist using the +

» Create an "Alert" for your entry if any
covering clinician would need to be aware
of an allergy, emergency procedure, etc.

o Double click into the "Alert" column for that item
until you see an "X" indicate alert is on

o The "Alert" will pop up every time a note is
opened for this patient.

Contraindications M

|:| Contraindications and Precautions

[] safety- Falls risk

228 7 % L




VIDEO TIME: IE Template, Histories & Subjective

Watch it NOW!
Click Image Below to Watch A Video

S [ OpenSmibel} Open Goals Cose Lo

4 Initial Evaluation for Elvis Presley - Visit: 1 Payor: MC 00102 Movitas Medicare DE

MR # [ aender b Lecatian nEnna Erapkdale Dower Billing Prowider FpROP B Erin Frapst Caegory  srrH? B Charlestan 2
Case Type AL # Meiewer i®  Desoiption  ADLS - Impaimment
Res=an Lppat i | ] Side af body Left Vilzteral Highe Lizatioe of Trestment H |
Mots ype Gl otarmation Lot Tepians [ PO R
irutial Evahigion z|| | oo B FOCFoe jim-zs i [ W scnmes || or i [ P A ks Spanie

Mot MO Vs is missing.

o S e s s o o o i —

ﬂ Use Caick SORF Rapl Conversian Data |
[ T - Tianater e [Ceefempeeal Do
Diste Description Dt Description Susmmary



https://youtu.be/Ogn10jyZgBg

Objective — Vital Signs

- Baseline Vital Signs can be documented on the Objective Tab, in Vital Signs panel
 Right click in the panel, the select Add or click Add on the top function bar

* Populate the vital signs and save the record

« Post-activity vital signs can be recorded on Activities tab, in "Activity Comments"

Histories Objective Goals - Charges -

Objective Exams Special Tests Objective Tests E] Use Quick SOAP

Time-Based Service Based, HEP, Motes to Treating Therapist _
Date Description
10-09-25 Communication/Cognition Exam

Time Based Activities Comment
10-09-25 Swallow Exam
B+ 208 7 ™ ¥
Time In Out Total Minutes
Activity Comments (S)

Vital Signs

Document post-activity vitals here

Date Temp Pulse Resp BP Weight Height BMI

10-08-25




Objective - Exams

* Discipline-specific Objective Exams should populate in your Objective Exams: This is
where you will document all of your objective findings

o If there is no Exam loaded, add one by right clicking > Add (Communication/Cognition and
Swallow Exams will be used most often by SLP)

» Double click to open and document within the exam (see next slide for details)

Note Type Claim Information Load Template

Initial Evaluation ¢| Dol = POCFrom 1p-09-25 =  POCTo i= S0C 10-09-25 = ST

Histories | Subjective | Objective | Activities Assessment Goals |Plan Charges  Tracking

|| Use Quick SOAP

Objective Exams | Special Tests  Objective Tests

Date Description
10-09-25 Communication/Cognition Exam
10-09-25 Swallow Exam

‘ ~
’ "




Objective - Exams

Navigate through the Exam to document relevant objective findings
o You DO NOT need to complete everything — only what is relevant (Look and Listen)

You will document relevant objective findings by typing in the "Initial" box and adding
comments where appropriate (except for the Cognitive Skills Section)

Do NOT add goals here (add on goals tab)
Use the large comment box below each grouping to document the functional impacts

-

I € Communication Exam

Hatie = lation

Date Provider / Assigned To Load Template

Patient Test Medicared 10-09-25 = Provider INEPT i=  Assigned To JNEPT = ST = | Save || | User Templates

Clinical Observation Oral Motor Assessment  Vision/Hearing Cognitive Skills Expression Comprehension Articulation Perceptual Processing

. A
- -

Spatial orientation

Written Expression
Hand used for writing Right Left Alternating ( | Use of alternate device: ::—|
Initial Goal Last Current
10-09-25 10-09-25 Comments

Ability to write personal information | Severely impaired + | = Comments specific to activty con
Ability to write single letters | Severely impaired $ | s+
Ability to copy single letters | Moderately impair | >
Ability to write complete sentences | Severely impaired $ | s
Ability to write complete paragraphs | s | 3 | s

-

s

=

Self-monitoring for errors | s | | 3 |

- -
- -

Self-correction of errors

Comments Link to functional deficit here

B 2=
FOX =




Objective - Exams

« Cognitive Skills- You will document relevant objective findings by completing the ‘Status” and
documenting specific details related to deficit area

+ Again, make sure to describe functional limitations within the comment boxes

€ Communication Exam

Patient Information Date Provider / Assigned To Load Template

ST — - |:| User Templates

3

Patient Test Medicared 10-00-25 = | Provider |[INEPT =  Assigned To JNEPT

Clinical Observation Oral Motor Assessment  Vision/Hearing Cognitiweﬁltilli Expression Comprehension Articulation Perceptual Processing

Executive Function
Overall executive function is assessed to be: B
Status Details Status Details Comments
Insight/Awareness | severe impairment & | |Adi\|’it¥ details Ey | Time awareness | E | | | Functional impacts
documented here.
Pragmatics | moderate impairmeni & | | | equencing | - | | |
Planning | moderate impairmeni % | | | ‘ategorization | s | | |
Crganization | moderate impairmerﬂ¢| | |
b1 i .
Hypothetical Situations | s | | | Mumerical Reasoning | s | | | A
Ky
Abstract Reasoning | ¢| | | High Level Reasoning | ¢| | |

4

‘v‘




Objective - Exams

« Swallow Exam — Food and Drink Trials
» Raintree Standard only has IDDSI diet levels included in the swallow exam

* In situations where it is not possible to document IDDSI (ie SLC that does not offer IDDSI)
choose the closest diet level to what you are assessing and note the difference in a comment
box. (Shown below)

€ Swallow Exam

Patient Information Date Provider / Assigned To Load Template Hand Dominance ‘T‘
s = Comgnt (e NSSENN T

Patient Test Medicared 10-09-25 = Provider | JNEPT =  Assigned To JNEPT

Clinical Observation Oral Motor Assessment Drink Trials Food Trials  Findings/Recommendations

Factors affecting performance || Nodifficulties | | Impairments noted in fhental status |_| Difficulty following directions |_| Difficulty noted in endurance

Thin Slightly Thick Mildly Thick Maoderately Thick Extremely Thick Drink Trial Results

|_| Consistency Not Trialed

Slightly Thick-Trial 1
Initial Last Current Behavioral Responses Initial Last Current Modifications
Present
10-09-25 10-09-25 10-09-25 10-09-25 odifications
Method | Cup | S +  volitional Cough |Absent 2| S cyclic ingestion
Administered by | Self s | s s Volitional Throat Clear | Absent s | s extended supraglottic swallow
Amount Spontaneous Cough | Absent s | - head turn to right
Swallowing Dufation Secs Secs Secs Spont. Throat Clear | Absent s | s
Comments (5) Nectar Thick liquids trialed but placed under slightly thick due to a system limitation. kA ‘
L+ ]
201 7 kL

><
’ > ¢ FOX =



Objective - Exams

+ Swallow Exam — Food and Drink Trial Results

€ Swallow Exam

Document behavioral observations, and result/clinical impression

Ell] Date Provider / Assigned To

Patient Test Medicared =

10-09-25 =

Provider | JNEPT Assigned To JNEPT

Clinical Observation Oral Motor Assessment [Drink Trials| Food Trials  Findings/Recommendations

Factors affecting performance

E] No difficulties |_‘ Impairments noted in mental status |_
Thin Slightly Thick Mildly Thick Moderately Thick Extremely Thick § Drink Trial Results

Load Template

Hand Dominance

5T

| Right () Left

" Difficulty following directions |_| Difficulty noted in endurance

Behavioral Observations
Behavioral Observations

cannot hold a bolus
cough after
cough during

delayed onset of swallow

028 7 % 1~

Result/Clinical Impression
Results

reduced labial tension/tone
reduced mandibular movement

reduced oral sensation

4

'v‘




Objective - Exams

- Swallow Exam — Findings / Recommendations

4 Swallow Exam

Document findings, and diet recommendations

Patient  Test Medicared

Provider / Assigned To

10-00-25 = Provider | JNEPT (= Assigned To |INEPT (= T = EEE | | () Right () Lefe
Clinical Observation Oral Motor Assessment  Drink Trials  Food Trialf|  Findings/Recommendations
Findings | | No Swallowing Impairments (@) Swallowing Impairment Classification | oropharyngeal phase dysphagia 2 Severty moderate to severs s
Characterized by:
Recap of findings throughout clinical bedside swallow exam
c factors to g
|T| Reduced alterness or attention |_| Mastication inefficiency |_| Reduced laryngeal excursion
|_| Difficulty fellowing directions |7| Impaired oral-pharyngeal transport |_| QOther:
[w] Reduced oral strength || impaired velopharyngeal closure
|_| Reduced oral coordination |_| Impaired velophryngeal c:
|_| Reduced oral senzation |_| Delayed swallow initiation
Impact on Safety and Function
|_| Mo limitations
[w] sk of aspirstion: |
E] Risk of inadequats nutrition/hydration: e |
Diet Recommendations
Foods:
v| 7.Regular | | T.EssytoChew | | 6.Soft&Bite-Sized | | S5.Minced&Moist | | APureed | | 3liquidized | | Other |

4
>




Objective - Special Tests

* This tab will NOT be used by FOX SLPs as these are all
PT/OT special tests

* You may skip over this tab

Histories - Objective _ Goals - Charges - Next visit is missing.

|- | Use Quick SOAP Repull Conversion Data

Objective Exams Objective Tests

‘ Category Special Tests Side Initial Last Current Goal Comment ‘

-




Objective — Objective Tests

« Select Objective Tests tab

o Standard Test= FOMs/Standardized
Tests (RIPA, ALFA) Only complete if
you have personal access to the exam)

o Patient Reported Outcomes=
Questionnaires ( the same ones that are
available on the subjective tab)

 Right click in either section and
click Add to open list of available
Objective Tests/Questionnaires;
select test you would like to
complete

* Fill out the appropriate information
related to the test, and then click
save

Mext MD Visit is missing.

Histories Subjective Objective Activities Education Assessment Goals Plan Charges Tracking Mext visit is missing.

Use Quick SOAP Repull Conversion Data
Objective Exams Special Tests| Objective Tests
I Patlent Reported Outcomes I Assign to Case

> Date Diescription Summary Assigned  Completed  Description Summary

3 11-0525 10 Meter Walk Test Average Self-Selected Veladity: 0.36: 1105-25 Falls Efficacy Scalle

>[11-05-25  Timed Get Up and Go Average: 44 [11-05-25 11-07-25 Patient-Spec Functional Scale Score - Init!

4 Select Evaluation

Filter List | |

Description
ALFA
BDAE
BNT
RIPA-2
RBANS
EOWPVT
ROWPNT

PEVT-4

Tests and Observations



Objective — Objective Tests (continued)

* In the Objective Tests tab, you can
document FOMs under the Historiec Subjective Objective Activities - Goals - Charges -
standardized test section AND | use Quick soap
Questionnaires under the patient
reported outcomes section

* In the Objective Tests tab, ensure
the test you completed is Green
and has a check mark next to it so | LeA 10225 FfowSwpquarelet S
it will populate in the narrative

Objective Exams Special Tests  Objective Tests

Date Description Summary

* Yellow items were completed in
previous visits

-




Objective — Objective Tests (Continued)
Histories §ubjectwe|E‘ Activities - Goals - Charges -

|| use Quick soaP

* You can find more Tests in the Objective Exams  Special Tests |Objective Tests
"Test/Observations" item (SLUMS,
VHI-10) Date Description P
 Right click into panel and select Add
» Click into "Tests/Observations" from fd :

the list to find more Tests

€ Select Evaluation

Filter List |

Description
ALFA

BDAE

BNT

RIPA-2
RBANS
ECQWPWT
ROWPVT

PPVT-4

; Tests and Observations




Objective — Objective Tests (Continued)

* When the Test/Observation box opens, use the drop down arrows to view and
select the test you would like to complete

- Complete the test, and then save at the top right of your screen

€& SLUMS - SLU Mental Status Exam

Patient Information Record Information
Patient Medicare Test MR # 00000011 Date 11-27-25 = Category OTEST ‘= Objective Tests
DOB 01-01-45 Age 81 Case 0OT001 = Time 10:00a Test / Observatior] | SLUMS - SLU Mental Status Exam :]

Content
Q_ slums saint louis university X
Saint Louis University Mental Status Examination (SLUMS): @@/30 1
. Seems like there is no Al summary available. Here
Comments:

are some other results that might be relevant

6 results

i

é) SLUMS- Saint Louis University Mental
Status Instructions/Form

**If you need instructions or a form to complete an Objective Test, type the name
of the test in "Self Help" and you will find a link or PDF to most test instructions™*




VIDEO TIME: IE Objective

Watch it NOW!
Click Image Below to Watch A Video

4 Initial Evaluation for Elvis Presley - Visit 1 Payor: MC 00102 Novitas Medicare DE

Patient Inforrration Macord Inforrration
Ponern  Bhes Sresey CateTene 110125 1000y Sancienng Frowder MEPT foreces Neptume, M5 00 Srcrhing MO 05233 1@ Mo Caee
nOR MR35 oz %1 e 01 Feeing G Cnssner = soxgred o NEPT (5 \oneom Nephime
Mis sy Coenzer M Lecaten oo Fooakoide Do lih\g Frowder WIeT [ oo Nectuse Categoey  ANY |8 Pelasoos Mottt 1
CawTyre : [Los— B Oswighon  Speeck Tweasy

Paaion s sidwolbedy b sl voght wocation of Testmest | H

Note rpe Camirtsensgen tosd Tempnta

edd Evwisiion s | DOv = BOCEm 11-D1-2% ;“ = C oLy = 5T = e B A Paterr s Ugnatioe B
Hest ND 'Adt s missing.

Ailoew Suliectie  Objective _ [l - Lrerges Neat vidl 5 Mg

s Quick 5042 _ Zrpd Comwerion Dty

Oogomet Sams  Specil Test  Objective Tess

B2 111t e sndi e 10



https://youtu.be/bI_qSoYt2v0

Activities
All billable treatment interventions are documented on the Activities Tab

REMINDER: any CPT code (items marked with *asterisks*) that you plan to
bill in the plan of care MUST be included in the Planned Services (Plan Tab)

Histories Subjective Objective Assessment Goals Plan Charges Tracking
|| Use Quick soap

Time-Based | | Service Based, HEP, Motes to Treating Therapist _

Time Based Activities Comment

You will enter time-based interventions on the "Time-Based" tab and service-
based interventions on the "Service Based/HEP/Notes" tab

Example- Cognitive Skills Dev is listed on Time-Based, and Speech/Language and Dysphagia are listed on Service Based

oy
>




Activities — Time Based

« Green items with *asterisks™ are tied to CPT codes and will pull to charges tab
o You must enter time for each CPT code item and indicate "Done Today"
o DO NOT DOCUMENT ANY COMMENTS OR SKILLED CARE IN THE GREEN ITEMS

« Document skilled intervention supporting each CPT code under the relevant
Green CPT line item (NOT IN THE GREEN LINE ITEM)

o Click the CPT code you are going to add intervention for, then use + to add appropriate items from the
picklist (ex: "*Cognitive Skills Dev* > Memory-Long term and Short Term)

o All skilled intervention must have measurable assist level, quantification (sets/reps) when appropriate,
and must include skilled care comments. Do not enter time here (enter time on green line)

 IMPORTANT! Do NOT click the topl/title of each column to sort

o This will cause the items to sort and interventions will not be under the appropriate CPT code
Time-Based Service Based, HEP, Notes to Treating Therapist f

Other Group Activity participants = Show Unit Summary

[:] Time Based Activities Comment Status Sets Reps Weight | Time Done Today Special CPT

[ ] *cognitive Skill Development* 30 Yes coG Cogniti{
[:] Memory- Long Term Patient completed a recall activity utilizing memory jour... Max A Yes

[:] Memory- Short Term Recall of information from “phone call” utilizing interna... Max A Yes




Activities — Time Based (other tips)

To add items to the Time-Based Activity grid:

* Use the + to open and search picklist

o Use Quick Find to search for specific activities (this list is long; favorites will be helpful)
You can check off multiple items, then Save
Update status (assist), sets, reps, weight as applicable. You can also customize name of
activity or create your own. For SLP, much of your treatment information will be
documented under the comment sections.

Reminder: Time should only be added to Green CPT code items (these are tied to billing)

Select Done Today - if not the charges will not transfer
o You can have activities in the log that are not done every visit to save time documenting in future visits

Time-Based Service Based, HEP, Notes to Treating Therapist _ Other Group Activity participants - | | Show Unit Summary _

E] Time Based Activities Comment Status Sets Reps  Weight Time  Done Today Special CPT

D Memory- Long Term Patient completed a recall activity utilizing memery jour... Max A Yes

E] Memory- Short Term Recall of information from “phone call" utilizing interna... Max A Yes

B0 %1 |




Activities — Time Based (Special Codes)

» Special Codes

o A few codes listed in the Time Based Activities picklists are considered
"special codes"

= These are CPT codes that have time threshold that must be met prior to opening
access to the second / add on CPT code

« 97129 / 97130 Cognitive Skills Development (SLP)
« 97550/ 97551 Caregiver Education
* 92607 / 92608 Speech Generating Device Eval (SLP)
= You only need to add one CPT code line item within the Time Based Activity grid

* Raintree will calculate the correct distribution of time within each code set
listed above.
« Example — 30 minutes entered for "Cognitive Skills Development"

o 15 minutes will be applied to 97129 and 15 minutes will be applied to 97130 for 2
Total units

[ ] Time Based Activities



Activities — Service Based

Any service based billing (CPT coded) and interventions are added on the
Service Based tab

« The picklist here functions the same as on the Time Based tab (exception: CPT items
on Service-Based grid are not green unless the check box is selected)

« Click + and search/find the service based activities in the picklist > Save

« Update comment, status, time, indicate done today

Evaluation Codes, Speech/Language, Dysphagia, and SGD are Service Based
codes and will need to be populated here for proper documentation and billing.
NOTE-When unchecked, CPT code line items will not show in green like Time Based.

Timz-Based Service Based, HEP. Notes to Treating Therapist Other Group Activity participants
Service Based Activities Comment Status Time  Done Today CPT Provider
*Speech Sound Product... 20 e Eval Soun... JNEPT (MS, CCC-5LP) Jonross Neptune
*Speech, Lang, Auditory... 25 Yes Speech T... JMEPT (MS, CCC-5LP) Jonross Neptune
[ eoressivelanguage- . pteompletedle.. MaxA  Yes  INEPT(MS CCC-SLP) Jonross Neptune
|:| Expressive Language- Pi... pt completed la... Max A Yes JMEPT (MS, CCC-5LP) Jonross MNeptune
VN B S




Activities — HEP, Notes to Treating Therapist

- Home Exercise Programs can be added/uploaded in the Home Exercise Program box by
right clicking > Add
o Medbrige HEP function similair to RT Custom. See training for details

= Medbridge Standard Transition

o ltis still important to document HEP education on Time-Based or Service-Based activity grid to
add details about who was educated, level of assist and returned level of understanding.

* Notes to Treating Therapist can be used to communicate to other therapists — KEEP IN
MIND THESE DO NOT END UP IN THE NARRATIVE

Time-Based Service Based, HEP, Notes to Treating Therapist Other Group Activity participants 5 |:| Show Unit Summary _
[ ] Service Based Activities Comment Status Time Done Today CPT Provider Notes to Treating Therapist
*speech Sound Product... 20 Yes Eval Soun... JNEPT (MS, CCC-SLP) Jonross Neptune
*Speech, Lang, Auditory... 25 Yes Speech T... JMEPT (MS, CCC-SLP) Jonross Neptune
[ opressve tanguage-F.. pteompletedla.. MaxA Vs INEPT(MS CCC-SLP) omvoss Neptune
D Expressive Language- Pi... pt completed la... Max A Yes JMEPT (MS, CCC-SLP) Jonross Neptune
VA B S 2

Home Exercise Program

Date Description



https://foxrehabpc.sharepoint.com/:w:/r/sites/ClinicalCorner/Shared%20Documents/Raintree%20Standard%20Documentation/Raintree%20Standard%20Supplemental%20Documents/Medbridge%20Standard%20Transition%20-%20Current%20Phases%20-%20Copy.docx?d=w150976667a2c404da0c75cb3a065ee1c&csf=1&web=1&e=Ozncj5
https://foxrehabpc.sharepoint.com/:w:/r/sites/ClinicalCorner/Shared%20Documents/Raintree%20Standard%20Documentation/Raintree%20Standard%20Supplemental%20Documents/Medbridge%20Standard%20Transition%20-%20Current%20Phases%20-%20Copy.docx?d=w150976667a2c404da0c75cb3a065ee1c&csf=1&web=1&e=Ozncj5
https://foxrehabpc.sharepoint.com/:w:/r/sites/ClinicalCorner/Shared%20Documents/Raintree%20Standard%20Documentation/Raintree%20Standard%20Supplemental%20Documents/Medbridge%20Standard%20Transition%20-%20Current%20Phases%20-%20Copy.docx?d=w150976667a2c404da0c75cb3a065ee1c&csf=1&web=1&e=Ozncj5

Activities — Education

Education should be documented early and often throughout the plan of care

» Add Education as an item under the relevant CPT code in the Time-Based Activity
log; there are @@ within this item to prompt you on what details to document.

* Add in HEP in this section to add more details and tie into the correct CPT code

o You can use MedBridge HEP link (on Service Based, HEP, Notes to Treating Therapist tab) to
create HEP document that is sharable with patient. Details of HEP can be copied/pasted into the
HEP line item in Time-Based Activities grid

E] Time Based Activities Comment Status Sets  Reps Weight Time Done Today Special CP1

@@ provided with home exercise/activity program incl...

E] Balance- Sitting balance unsupported Yes

[:] Balance- Tandem Stance Eyes Closed Yes

D Education Education provided to @@ on topics of @@. Educatio...




Activities — Time In and Out
Time In and Time Out is required to sign off on notes in RT Standard

« Time In and Time Out will be entered on the Activities tab, under Activities log

o Time should be entered in (hh:mm a/p)
= aindicates AM and p indicates PM
o Raintree will allow underbilling (billing for less than total minutes), but not overbilling
(billing for more time than total minutes)
If you split a session (multiple time in/out), enter the first IN time and last OUT time,

O
then specify additional time IN/OUT in the Activity Comments box
Time In 08223 Out | 02405 Total Minutes 68
Activity Comments (5) Total Time (minutes)
ICan document POST-ACTIVITY VITALS here TE 40 Special 5B 22 Total 62
L3 Print Activities —
| v | Print activities with note

You can also use the Activity Comments box to document Post Activity Vitals




Activities — Skilled Strategy Statement

* In the activity comments box, you can document the skilled strategy that was provided this

session

* You can type "ss" + space in the Activity Comments box to load the prompts for the skilled
strategy statement that includes jump markers

» Skilled components may also be documented in the "Comment" section of each
activity(white line items)

D Balance- Heel Walk Mod a for balance and postural control 2 12
E] Ankle Eversion max assisst needed for sequencing and technigue 3 15
[71 Ankle Inversion max assisst needed for sequencing and technigue 3 15

Activity Comments (5)

S5
ss  Skilled strategies of @@ implemented due to assess

Time In Total Minutes

Total Time (minutes)

Skilled strategies of @@ implemented due to assessment of @@ B O Special 0 SB O Total 0

Print Activities ‘ J—




Activities - Telehealth Documentation

* If performing a telehealth visit, you MUST Select "Telehealth Visit" item from
picklist and mark as "Done Today" within "Time Based Activities" picklist
o This ensures documentation of platform used

|ﬂi=h:|riﬁ Subjective Qb_yecﬁv{ Activities tdu:aliun Asseszment Goals Plan  Charges ]ra:l:cing| Mext visit: 0789-22, 03200p.
[ use quick saue LT ]
L — IR Ot oo sy paricirs | 8] [ Sow sy G

D Transfers- Sit< =stand

D Hip Extension WC to keep knee ext and engage glutesine to 4# Actie 3 12 s
D Mini Sguat WO fior inc knes flexion and keeping weight badk to . Active 4 10 e
D Scapular Retraction 5% in each hand. WC/TC for inc contraction of rhomboids. Actree z 12 e
D Hap ABD WOADYTE to keep foat in saggittal plane and awoid hip_. Active 2 10 Ve
[l ¥nes Revian Actine z 12

[] g Flexion 4 Time Based Activities 12
CEEEE ... .. A

[[] Batance- Single leg stance 4 e
Cuick find:

i e peeheadl
[] Teleheskth Visit: RTCannect Platfarm _

[] Telehealth Visit: RTCannect Platfarm
() — e Mark "Yes" as done today

Tmein 1205 | Ost [hzzgp | T4 | Select one of the above based on
platform used for Telehealth




Assessment — Clinical Impression

+ Navigate to the Clinical Impression of the Assessment tab

* DO NOT change entries for merge tags (<first> <last> etc) - this data will pull directly into your
narrative from patient's chart

« Complete the Clinical Impression by filling out appropriate information

o iPad users — use keyboard shortcut "ctrl" and "emd" and "." or navigate with mouse to complete all (@@)
place holders. Non-iPad users can navigate jump markers by pressing "ctrl" and "."

s [ v ] B s B 05

. | Use Quick SOAP

<first=<last> is a <age>year old <gender> presenting with diagnosis of @@

Upon evaluation, patient presents with impairments of @@ limiting patient’s functional ability including @@
Patient also presents with diagnosesicomplexities of @@ that may hinder recovery by @@

Assessment findings indicate patient will benefit from skilled therapy services in order to @@




Assessment — Other

 Scroll down to find the following items under Clinical Impression
» Confirm/change Rehab Potential to the appropriate selection for patient
« Confirm/change Discharge Prognosis to the appropriate selection for patient

» Enter ICD 10 Diagnosis Codes by typing directly into the box or using menu
icon to open and search for your code
o #1 needs to be a Rehab diagnosis
o Additional rehab diagnosis listed after #1 (optional)
o Primary Medical diagnosis listed LAST (no additional medical codes are needed)

» Check off any other appropriate selections related to the plan of care

Rehab Potential Discharge Prognosis
() excellent njz;'\] good nj/'_'\jn evcellent njf';\] good 1 = 2
{ - h fair |:/-_.\:| poor |:/._.\:| fair |:z._. | poor 3 = 4
|7| Patient and/ar family is aware of diagnosis? |?| Patient consents to treatment plan and goals and gives verbal informed
— ~ consent

|7| Plans/goals developed/discussed with patient/family?

| | Patient requires vocational counseling/services?

(g
’ 'v‘




Goals

All functional deficits documented must have a goal addressing them, or
documentation about why no goal is being set

Goals should be added from the Goals tab

2 goals will pre-load automatically:
o HEP goal — All patients must have a Home Exercise or Home Activity Program goal

o PSFS goal — All patients must have a PSFS assessment and goal; this goal has @@ to make sure you
document the WHY behind this goal

Double click on the goal to open and edit the goal so that it is patient specific
Add time frame for goal

All goals need a functional component added to the goal
o Ex. “Improve speech intelligibility to 80% in all speaking situations in order to communicate wants and needs”

Histories Subjective Objective Activities Assessment -Plan Charges Tracking

" | use Quick SOAP
|:| Goals Short-Long Time Frame Result Comment
|:| HEP - Patient will be independent in progressive monitored HE... 8 weeks In Progress

|:| PSF5-Pt will improve PSFS score to @@ & weeks In Progress




Goals

* Other relevant goals can be
added using + to add items from
picklist

» Check the goals you want to

include, then Save

o "Other" can be used to create your
own goal ( delete "other" and free
text your goal

« Once goals are selected, double
click to edit and make each goal
patient specific

o IMPORTANT: Add relevant goal

specifics and update the desired
assist level

o IMPORTANT: all goals need a
functional component added and a
time frame

= Ex. “Receptive Language —
Following Directions- 3 step written
directions with IND in order to
complete daily activities"

‘ ~
’ DV‘

All items ¢ Favorites

| Quick find:

_ |:| Motor Speech- sentences-

|:| Orientation-

|:| Orientation- self-

Other-

; D Phonation- easy onset-

|:| Phonation- intonation-

|:| Phonation- voiceless transitions-

|:| PSFS- Pt will improve PSFS score to

Reading Comprehensicn- biographical information-
Reading Comprehension- phrases-

|:| Reading-

|:| Receptive Language-

Receptive Language- following directions-

|:| Resonance-

|:| Respiration- airflow coordination-

! |:| Respiration- diaphragmatic breathing-

| -




SIMULATION TIME: Goals

Try it NOW!
Click Image Below to Start the Simulation

Note Type Claim Information Load Template

s = (8 A%

Initial Evaluation =| Dol i=| POCFrom 11-12-25 i=| POCTo|p2-03-26

50C 11-12-25

rd

Histones Subjective Objective Activities Assessment Goals Flan Charges Charge Recap Tracking

|| se Quick SOAP

D Goals Short-Long Time Frame

[] HEP - Patient will be independent in progressive monitored HE...

Time frame should be added for all goals.

(] PsFs- Pt will improve PSFS scare to9/10 12 weeks e

Simulation: Goals-SLP (Step 1 of 8)

**If the simulation does not automatically display an orange pop up
<o box, refresh your browser.



https://whatfix.com/service/mirror/serve/0fa42c70-c010-11ec-b331-000d3a5780c8/949c0e87-e584-4d55-82d2-aa74d794444c/KrKu4YYrHSlO99eicN3Uqbr2UObua3uKEVRWk3OFtDm?_wfx_=08032e84-ebf5-4635-b01c-eb72fdaea3ae&wfx_locale=default

Plan — Planned Services

IMPORTANT!!! All interventions that might be included in the plan of care MUST
be added in the "Planned Services" picklist on the Plan tab

 Click + to open picklist and select all appropriate interventions

o This picklist has items for all disciplines — would be a great use of Favorites to save items you
use frequently

o Items marked with asterisks (*) are tied to CPT codes. YOU WILL NOT BE ABLE TO BILL
THESE UNLESS YOU MARK THEM IN THE PLANNED SERVICES PICKLIST.

s R e RN s [+ 550

|| use Quick soap
Planned Services
[ ] Planned Services CPT
| "Laregiver EQuCation - adal unis” LareqIver EQUCation - aaal Units (9/551) - [1PUST]
\:l *Caregiver Education® Caregiver Education (97550) - [TP036]
D *Caognitive Skills Development - ea addl unit* Cognitive Skills Development - addl (97130) - [TP...
|:| *Cognitive Skills Development - Initial 15 min* Cognitive Skills Development - init (97129) - [TPO...
D *Dysphagia and Oral Feeding Treatment* Dysphagia Therapy (92526) - [TP043]
\:| *Evaluation of Swallowing Function® Swallowing Eval (92610) - [TEQDS]
D *Speech Sound Production / Language Comprehension and Expression... Eval Sound Prod w.Lang (92523) - [TED17]
\:| *Speech, Lang, Auditory Treatment® Speech Therapy (92507) - [TPD35]
* 1~V

L e




Plan — Frequency/Duration

» Enter the frequency and duration (in ) _ rrequeney [ Durston
weeks) for the plan of care Initial Frequency/Duration Tracking by visits
- Recommend NOT to taper on evaluation. 3| e for | nzjWees [
Best practice would be to complete a __visits per ===t for . 2
progress report when you decide to Treatment Duration 60
taper. Total Visits | 36 | Used |1 Rem| 35
» Treatment duration will default to 60
minutes. Adjust duration if appropriate. If
you select 60 minutes this does not mean
you have to comply with 60 minutes [ Manually Adiast POC Dates
every visit.
Send POC to Referring MD
- Adding frequency and duration will | Undate Plan from Rx
populate the POC "from" and "to" dates (R Joor2s . 3 . 1 .

and begin progress tracking




Charges

Once Eval is complete and all activities are documented, click Charges tab
* Click Transfer from Activities button to pull charges over

Histories Subjective Objective Activities Assessment Goals Packl’ng Next visit is missing.

|_| Use Quick SOAP | Repull Conversion Data |
Speech Therapy Contracted Services Active Payor Informalinn
A 00102  Movitas Medicare DE MC
Speech Therapy Evaluations Speech Services P 00003 /Pt Pays after Insu PR
92521 ST Fluency Evaluation |_| 92507 ST, Lang, Auditory Tk
92522 5T Sound Production Eval 92609 Speech-Gen Device Tx
|_| 92523 Sound Prod / Lang Comp Eval | | 92526 Dysphagia & Oral Feed Tx
92524 Woice [ Resanance Eval |_| 97129 Cog Skill Dev - Init 15
|| 92610 Evaluation of Swallow Funct 97130 Cog skill Dev - addl 15
|_| 92607 Speech-Gen Device Eval Thr 97150 Group Therapy Procedure
92608 Speech-Gen Device Eval addl 97530 Therapeutic Activities Overrides
96105 Assessment of Aphasia 1hr 97533 Sensory Integration == Ppayor Set
96125 Standard Cog Eval 1hr 97535 Self Care / Home Mgmt = Clinic Ledger -
97110 Therapeutic Exercise

| | 97550 Caregiver Education Override Location via Contact

97551 Caregiver Education - add|
Total Time (minutes)

Special 0 SB 45  Total 45




Charges (continued)

« Confirm units are appropriate based on documentation and 8 min rule
« If any changes are needed, "Clear Transferred Charges" and edit on Activities tab

Speech Therapy Contracted Services

Speech Therapy Evaluations

92521 ST Fluency Evaluation
92522 ST Sound Production Eval

|7| 92523 Sound Prod / Lang Comp Eval
92524 \oice / Resonance Eval

| | 92610 Evaluation of Swallow Funct

| | 92607 Speech-Gen Device Eval 1hr
92608 Speech-Gen Device Eval add|
96105 Assessment of Aphasia 1hr

86125 Standard Cog Eval 1hr

Speech Services

v

| 92507 ST, Lang, Auditory Tx

92609 Speech-Gen Device Tx

92526 Dysphagia & Oral Feed Tx

97129 Cog Skill Dev - Init 15
97130 Cog Skill Dev - addl 15
97150 Group Therapy Procedure
97530 Therapeutic Activities
97533 Sensory Integration
97535 Self Care / Home Mgmt
97110 Therapeutic Exercise

| 97550 Caregiver Education

97551 Caregiver Education - addl

| Habilitative Services

Active Payor Information | Menu |
A 00102 Movitas Medicare DE MC
P 00003 /Pt Pays after Insu FR
Overrides

Bill To ‘= Payor Set
Loc = (Clinic Ledger —
POS

| B  Override Location via Contact | - |

Total Time (minutes)
T8 0 Special 0 SB 45  Total 45
I I Clear Transferred Charges | I

| Transfer Subrecord Charges |

Show Charge Recap |

>
0)



Charges (continued)

* Medicare threshold is visible at the bottom of the charge ticket
* Modifiers are visible on the charge recap ("Show Charge Recap")

| Clear Transferred Charges I
|
|

Transfer Subrecord Charges |
|| Habilitative Services I Show Charge Recap |I
Services / Supplies Unit -
tb
Medicare |_| Skip Copay (
. j— N ‘ Post and Sign ‘ ‘ Create Task -
Amount Applied to Cap ¥YTD 50000 | | Add KX Modifier No Show Charge |_| Mo Visit \
8 Minute Rule [1-7=0, 8-22=1, 23-37=2, 38-52=3, 53-67=4] No Show || No ServiceTicket _
Preview POC

Histories Subjective Objective Activities Assessment Goals Plan Charges | Charge Recapl Tracking

| lUse Bagek3SOAP

Code CPT Modifiers Units Dx Auth J
TEO17 :=| 92523 11 =
TPO35 = 92507 GN 11 =




SIMULATION TIME: Transferring Charges

Try it NOW!
Click Image Below to Start the Simulation

In this simulation, some work has been
done to add Activities and Green CPT line
codes. This will walk you through
completing this section.

Double Click to add Yes to Done Today

Simulation: SLP Activities and Transferring
Charges (Step 1 of 20)

**If the simulation does not automatically display an orange pop up
box, refresh your browser.



https://whatfix.com/service/mirror/serve/0fa42c70-c010-11ec-b331-000d3a5780c8/949c0e87-e584-4d55-82d2-aa74d794444c/pdAtlkgojDkayB5myr9xGXVxIDH5nzCVyqc0wZbRD8a?_wfx_=e35e9465-f1de-4469-9a16-16784e5db900&wfx_locale=default

Narrative Preview and Sign Off

* Preview to review the narrative to ensure all
information looks correct before signing off

* Post and Sign when you are ready to sign the
note and post charges

Post and Sign ‘ ‘ Create Task - ‘

Additional Charges F DODOZ /%1 Pays after insu PR
#7150 Group Theragy
57072 hbech Traction
GT0 R Paraffn Rach
57032 E-Shem (stbended)
GOZEY E-Samm |unanended)
97034 Conirast Eath
ST1248 Wuiidboe Thtigy
BT533 Sensory InteQraton
57437 Comm  Work Renbegratson
GTES0 Carbgrr Faulanicn
57331 Caregiver Education - addl
GTEAT Wound Caie

ST558 Wound Care = 20cm




_
S ave dn d S | g n 'Off Occupatlonal Therapy Initial Evaluation

Date of 10-29-25 Therapist: Erin Propst, MS, OTR/L
Visit:

Patient Staging, Medicare Referring EPOC validation Testing, MD
Name: MD:

Patient #: 00900007

Complete final narrative review

. . gf'lr‘:ﬁof 06-26-1933
* Click Save and Slgn Off if you are Age: 92 Certification - 10-79-25 - 01-20-26
complete Diagnosis:
M52.81 M.uscle wu_aaknes§ (generalized) )
- Save and Return to Note to return and | 252, 2l inialing, not deehere dasfed - iors
make edits Visit Start: 08:323
Visit End: 09:40a
» Save and Exit to exit the note if you SUBJECTIVE:

Medicare Staging, 92 years old, presents to therapy today for evaluation of ADL's. The patient was
referred by EPOC Validation Testing , MD. Patient is referred to occupational therapy secondary to

pla n tO retu rn |ater fOr ﬁ n al Sig n'Off functional change in ability to bathe and dress self following a recent fall in the bathroom.

Patient reports dedine occurred as a result of PD exacerbation leading to more frequent falls, especially
in the bathroom during morning ADL routine.

Onset date reported to be around 10/1/25

Additional patient complexities and safety precautions identified warranting the need for skilled care
include increased activity avoidance due to fear of falling, 2 ER visits due to falls with concem for head

injury, and recent UTT.

Presenting Problems:

The patient reports:

« Difficulty standing, moderate

» Difficulty w/ ADLs, moderate

= Difficulty washing body, moderate
» Fear of falling, severe

+ Pain with overhead motions

MEDICAL HISTORY

Medical Conditions
Do you have any medical condition you currently suffer from or have experienced in the past?

Yes
The patient reports the following Medical Conditions:
* Anxiety
+ Hypotension
Additional medical conditions reported by the patient are: Parkinsons Disease
EA
Surgeries o
Tha naticnt har nat had wnis sernariae
‘ Save and Sign Off ‘ ‘ Save and Mark Reviewed ‘ ‘ Save and Return to Note | ‘ Save and Bt ‘

>
’ FOX =




Confirmation

« After successful Sign and Post, visit will turn Purple
« If it is gray, it did not bill and you will need to go back into the note to post again.

4 Dashboard for Kate Bruno

|- Telehealth Waiting Room | |

| & Patients =2 Scheduler | Refresh

RTConnect Provider View Visit Summary Service Tickets (9) Sign Off Case Load Open Tasks Closed Tasks

User / Provider KCROS i  Date € | 11-02-25 i= - 11-02-25 i= | ¥ | Show non VISIT appts: X

4 More Filters

Date Time Len  Patient Name Type

Notice tient Name Dur Patient Name Room Dur Patient Name
110225  09:15a 60 Fitness Staging FSWEL

Fitness Staging




Support Roadmap: Start Smart, Escalate Right

Have a question? Follow the path to resolution!

LAST, if the Go-

START with Self Help - Live TEAMS chat
Swift Fix or Service can't assist, submit
Now a support ticket.

NEXT, if self help
did not resolve your
issue, utilize the

state specific Go-
Live TEAMS chat to
elevate your
question. This chat
will be monitored
on Day 1 only.




RT Standard
SLP Subsequent Treatment
(TVIST)




Subsequent Treatment Notes

* For SLPs Who Reviewed the IE/TX Visit presentation: Most
treatment visits will follow the same steps described in the
treatment part of the initial evaluation presentation.

* An 8-minute video covers the entire treatment visit process
from beginning to end.

o The slides after the video outlines the process with steps,
directions and screenshots




VIDEO TIME: Subsequent Treatment Visits

Watch it NOW!
Click the Image Below to Launch the Video



https://www.youtube.com/watch?v=keUVphhPHOI

Launching a Note

* Schedule in FOX Trax- select the appropriate Reason for Visit (Visit)
«  Visit will display in RT Standard scheduler and Provider View tab under Appointments

«  Visits MUST be scheduled to start a note. RT Standard does not allow for notes to be
created without an appointment.

* In FOX Trax, complete visit verification, ideally at the start of the session
* In RT Standard, right click the appointment and select Check In
o The appointment will display in the "Check In " window
= Double click or right click> edit to open the clinical note when ready to document.

o Inthe event action is needed (due to patient forms being unsigned or previous notes not

completed), prompts will display and then the appointment will display in the Check In
window

= See Consent Training for details on patient forms.
o Read any additional prompts related to the patient so you are aware of any notices/alerts

RTConnect Provider View Visit Summary Servi Edit

.
Scheduler . Delete
User / Provider RBROW 3= Date | € | 4 ¥ More Filters ]
o Print
< 10/07/2025 > =
S———— — Check In 0 Gheden [ nCimc/BamBoom | CheckOut
Test6, Medicare - oron! Date Time Len  PatientName cel Patient Name Dur Patient Name Room Dur Patient Name
© O©0558AM-0653AM @ 7Nov225PM 10-07-25 05:58a 55  Medicare Test Medicare Test6 iday.. Medicare Tests 1 day 6 hrs...
© Forwood Manor No Show
5 10-07-25 07:52a 55  Medicare Test
Test8, Medicare oron Check Out
© ©O7:52AM-08:47AM @ 6lov 755 AM ; 100725 10002 6  MedicareTest ) I
© Forwood Manor Clear Status
Test7, Medicare oron PR E——
© ©1000AM-10:55AM @ 7Nov226PM : Appointment Car
©® Forwood Manor

RTConnect

Patient Chart

v Relink Appointments
Pre-visit Planning ‘R
\ Sy FOX *




Subjective

* Ensure the note type is a Daily Note
o You can use the arrows ¢ to change note-type if needed

= Appointments scheduled as a telehealth visit will automatically select "Daily Note" type;
Please be sure to change this as needed to reflect Telehealth Visit

o DO NOT load a template for Daily Notes
* On Subjective tab you can document:
o Pain rating — if applicable

o Subjective Comments — Free text subjective comments to support tx encounter
o View Contraindications/Precautions (and add/remove/update as needed)

Mote Type Claim Information Load Template _
I]Dﬂ”&' Note ¢| Dol i= POCFrom|1g-20.25 i= POCTo p1-20-26 &= SOC 10-20.25 i= >< 8 Add Patient's Signature [-]

MNext MD Visit is missing.

Histories  Subjective Objective - Assessment Goals Plan Charges Tracking Mext visit is missing.
|| Use Quick SOAP
Pain Rating Contraindications
Pain Location (Body Part) Best Worst Comments; [:l Contraindications and Precautions Alert
low back 0 & | & - increased back pain during [:| DMR X

LB dressing this date

E E [ safety- Falls risk
I Y

EA
A

N N B 20 .7 % 1~ 4

Subjective Comments (S)




Subjective

Questionnaires | Assign to case | Medications Reviewed
Assigned Completed  Description Summary Medications reviewed with patient:
10-29-25 11-05-25 Patient-Spec Functional Scale Score - Initial: 3.33 : Mo changes reported
10-29-25 Falls Efficacy Scale () Changes documented in medication lst

- On Subjective tab you can document:

o Questionnaires — add or updated any appropriate questionnaires from the visit ( can also document this in
objective tab)
= To update or add, right click on the item description > select Add > locate and select desired item
= Click Update Score to make this form editable and update the current response
= You could also add the Questionnaires within the Objective tab alongside the FOMs ( this is clinician preference)
o Medications Reviewed — make selection in Medications Reviewed panel, if appropriate

Questionnaires |IA55- nto Activity Initial Last 0 1 2 3
B cathing sert 3 3 O O O O
Assigned Completed  Description Summary . S . . P .
ressing se L N A N A N
10-29-25 11-05-25 Patient-5pec Functional Scale | ° — . P S—— 5 5 NNy oy
naviga room [ [ [ | | |
Add _ yron9 P
10-29-25 Falls Efficacy Scale O O O O !
Edit P = =
Delete q .
Find ! Update Score I Minimum detectable change = 2 points for total change al
b
1 Total Initial 333
— Prnnt
‘l_ | lse extended selection Total Current

-

’ Y 2




Objective — Vital Signs

- Baseline Vital Signs can be documented on the Objective Tab, in Vital Signs panel
o Right click in the panel, the select Add or click Add on the top function bar
o Populate the vital signs and save the record
o You can view a history of previous Vital Signs or Print from this table, too

« Post-activity vital signs can be recorded on Activities tab, in "Activity Comments"

Histories  Subjective Assessment Goals Plan Charges Tracking
] . Histories - Objective .’u:tmtles Goals - Charges -
|_ | Use Quick SOAP

Objective Exams Special Tests  Objective Tests L | Use Quick SOAP
Time-Based Service Based, HEP, Motes to Treating Therapist _
Date Description
10-09-25 Communication/Cognition Exam Time Based Activities Comment

10-09-25 Swallow Exam

8+ 28 7 % ™ 4

Time In OLLI Total Minutes

Activity Comments (S)

Document post-activity vitals here
Vital Signs

Date Temp Pulse Resp BP Weight Height BMI
]
Ea

10-09-25 68 14 126/82




Objective — Objective Exams, Tests

* You may review or update any Objective Exams or Tests on a treatment encounter, if needed
(NOT required for treatment note workflow)

Histories Subjective Objective - Assessment Goals Plan Charges Tracking
|| Use Quick SOAP

Objective Exams Special Tests Objective Tests

Date Description

10-09-25 Communication/Cognition Exam

10-09-25 Swallow Exam

-




Activities
All billable treatment interventions are documented on the Activities Tab

REMINDER: you will only be able to bill CPT code items (marked with
*asterisks™) that were included in the Planned Services (Plan Tab) of Eval

If you need to add planned services, you must complete a Progress Report

Histories Subjective Objective Assessment Goals Plan Charges Tracking
|| Use Quick soap

Time-Based | | Service Based, HEP, Motes to Treating Therapist _

Time Based Activities Comment

You will enter time-based interventions on the "Time-Based" tab and service-
based interventions on the "Service Based/HEP/Notes" tab

-
>




Activities — Time Based

« Green items with *asterisks™ are tied to CPT codes and will pull to charges tab
o You must enter time for each CPT code item and indicate "Done Today"
o DO NOT DOCUMENT ANY COMMENTS OR SKILLED CARE IN THE GREEN ITEMS

«  Document skilled intervention supporting each CPT code under the relevant

Green CPT line item (NOT IN THE GREEN LINE ITEM)

o Click the CPT code you are going to add intervention for, then use + to add appropriate items
from the picklist (ex: "*Cognitive Skills Dev* > Memory-Long term and Short Term)

 IMPORTANT! Do NOT click the topltitle of each column to sort

o This will cause the items to sort and interventions will not be under the appropriate CPT code

Time-Based Service Based, HEP, Notes to Treating Therapist [ ViewFlowSheet | Other Group Activity participants S |_| Show Unit Summary | Transfer To Charges
D Time Based Activities Comment Status Sets Reps Weight] Time Done Today ial CPT
D Memory- Long Term Patient completed a recall activity utilizing memory jour... Max A Yes
D Memory- Short Term Recall of information from “phone call” utilizing interna... Max A Yes




Activities — Time Based

To add items to the Time-Based Activity grid:
* Use the + to open and search picklist
o Use Quick Find to search for specific activities (this list is long; favorites will be helpful)
You can check off multiple items, then Save
Update status (assist), sets, reps, weight as applicable. You can also customize name of

activity or create your own. For SLP, much of your treatment information will be
documented under the comment sections.

Time should only be added to Green CPT code items (these are tied to billing)

Select Done Today - if not the charges will not transfer
o You can have activities in the log that are not done every visit to save time documenting in future visits

Time-Based Service Based, HEP, Notes to Treating Therapist _ Other Group Activity participants - | | Show Unit Summary _

D Time Based Activities Sets Reps  Weight Time  Done Today Special CPT

E] Memory- Long Term Patient completed a recall activity utilizing memory jour... Max A Yes

E] Memory- Short Term Recall of information from “phone call" utilizing interna... Max A Yes

AR I |

I

>

. 4
>




Activities — Time Based (Special Codes)

» Special Codes

o A few codes listed in the Time Based Activities picklists are considered
"special codes"

= These are CPT codes that have time threshold that must be met prior to opening
access to the second / add on CPT code

« 97129 / 97130 Cognitive Skills Development (SLP)
« 97550/ 97551 Caregiver Education
* 92607 / 92608 Speech Generating Device Eval (SLP)
= You only need to add one CPT code line item within the Time Based Activity grid

* Raintree will calculate the correct distribution of time within each code set
listed above.
« Example — 30 minutes entered for "Cognitive Skills Development"

o 15 minutes will be applied to 97129 and 15 minutes will be applied to 97130 for 2
Total units

[ ] Time Based Activities



Activities — Education

Education should be documented early and often throughout the plan of care

» Add Education as an item under the relevant CPT code in the Time-Based Activity
log; there are @@ within this item to prompt you on what details to document.

* Add in HEP in this section to add more details and tie into the correct CPT code

o You can use MedBridge HEP link (on Service Based, HEP, Notes to Treating Therapist tab) to
create HEP document that is sharable with patient. Details of HEP can be copied/pasted into the
HEP line item in Time-Based Activities grid

|| Time Based Activities

@@ provided with home exercise/activity program incl...

E] Balance- Sitting balance unsupported Yes

[] Balance- Tandem Stance Eyes Clased Yes

D Education Education provided to @@ on topics of @@. Educatio...




Activities - Telehealth Documentation

* If performing a telehealth visit, you MUST Select "Telehealth Visit" item from
picklist and mark as "Done Today" within "Time Based Activities" picklist
o This ensures documentation of platform used

|ﬂi=h:|riﬁ Subjective Qb_yecﬁv{ Activities tdu:aliun Asseszment Goals Plan  Charges ]ra:l:cing| Mext visit: 0789-22, 03200p.
[ use quick saue LT ]
L — IR Ot oo sy paricirs | 8] [ Sow sy G

D Transfers- Sit< =stand

D Hip Extension WC to keep knee ext and engage glutesine to 4# Actie 3 12 s
D Mini Sguat WO fior inc knes flexion and keeping weight badk to . Active 4 10 e
D Scapular Retraction 5% in each hand. WC/TC for inc contraction of rhomboids. Actree z 12 e
D Hap ABD WOADYTE to keep foat in saggittal plane and awoid hip_. Active 2 10 Ve
[l ¥nes Revian Actine z 12

[] g Flexion 4 Time Based Activities 12
CEEEE ... .. A

[[] Batance- Single leg stance 4 e
Cuick find:

i e peeheadl
[] Teleheskth Visit: RTCannect Platfarm _

[] Telehealth Visit: RTCannect Platfarm
() — e Mark "Yes" as done today

Tmein 1205 | Ost [hzzgp | T4 | Select one of the above based on
platform used for Telehealth




Activities — Service Based

Any service based billing (CPT) and interventions are added on Service Based tab

« The picklist here functions the same as on the Time Based tab (exception: CPT items on
Service-Based grid are not green unless the check box is selected)

« Click + and search/find the service based activities in the picklist > Save
« Update comment, status, time, indicate done today

Speech/Language, Dysphagia, and SGD are Service Based codes and will need to
be populated here for proper documentation and billing.

NOTE-When unchecked, CPT code line items will not show in green like Time Based.

Timz-Based Service Based, HEP. Notes to Treating Therapist Other Group Activity participants
Service Based Activities Comment Status Time  Done Today CPT Provider
*Speech Sound Product... 20 Yesg Eval Soun... JMEPT (M5, CCC-5LP) Jonross Neptune
*Speech, Lang, Auditory... 25 Yesg Speech T... JMEPT (M5, CCC-5LP) Jonross Neptune
[ coressivelanguage .. pteompletedle.. MaxA  Yes  INEPT(MS CCCSLP) Jonross Neptune
|:| Expressive Language- Fi... pt completed la... Max A Yes JMEPT (MS, CCC-5LP) Jonross Meptune
s 0 7 x T




Activities — HEP, Notes to Treating Therapist

- Home Exercise Programs can be added/uploaded in the Home Exercise Program box by
right clicking > Add
o Medbrige HEP function similar to RT Custom. See training for details
= Cl has training and will share with student if appropriate
o ltis stillimportant to document HEP education on Time-Based or Service-Based activity grid to
add details about who was educated, level of assist and returned level of understanding.
* Notes to Treating Therapist can be used to communicate to other therapists — KEEP IN
MIND THESE DO NOT END UP IN THE NARRATIVE

Time-Based Service Based, HEP, Notes to Treating Therapist Other Group Activity participants s |:| Show Unit Summary | Transfer To Charges |
[] Service Based Activities Comment Status Time Done Today CPT Provider Notes to Treating Therapist
*Speech Sound Product... 20 Yes Eval Soun... JMEPT {MS, CCC-SLP) Jonross Neptune
*Speech, Lang, Auditory... 25 Yes Speech T... JMEPT (MS, CCC-SLP) Jonross Neptune
[ opressive anguage- .. pteompleteda. MaxA Vs INEPT(MS CCC-SLP) Jomross Neplune
D Expressive Language- Pi... pt completed la... Max A Yes JMNEPT (MS, CCC-SLP) Jonross Meptune
A 0 S K Y

Home Exercise Program

| E——

Date Description




Activities — Time In and Out
Time In and Time Out is required to sign off on notes in RT Standard

« Time In and Time Out will be entered on the Activities tab, under Activities log

o Time should be entered in (hh:mm a/p)
= aindicates AM and p indicates PM
o Raintree will allow underbilling (billing for less than total minutes), but not overbilling
(billing for more time than total minutes)
If you split a session (multiple time in/out), enter the first IN time and last OUT time,

O
then specify additional time IN/OUT in the Activity Comments box
Time In 08:385 Cut 00363 Total Minutes 58
Activity Comments (5) Total Time (minutes)
an document POST-ACTIVITY VITALS here TB 55 Special 0 SBO Total 55
e Print Activities —
| v | Print activities with note

You can also use the Activity Comments box to document Post Activity Vitals




Activities — Skilled Strategy Statement

* In the activity comments box, you can document the skilled strategy that was provided this
session

* You can type "ss" and space in the Activity Comments box to load the prompts for the
skilled strategy statement that includes jump markers

» Skilled components may also be documented in the "Comment" section of each
activity(white line items)

D Balance- Heel Walk Mod a for balance and postural control 2 12
E] Ankle Eversion max assisst needed for sequencing and technigue 3 15
[71 Ankle Inversion max assisst needed for sequencing and technigue 3 15

Activity Comments (5)

S5
ss  Skilled strategies of @@ implemented due to assess

Time In Total Minutes

Total Time (minutes)

Skilled strategies of @@ implemented due to assessment of @@ B O Special 0 SB O Total 0

Print Activities ‘ J—




Assessment

The daily clinical impression should be documented in the Activities comments

within the Time based activity... see previous slide
o If you documented skilled strategies within the activity comments, it is not necessary to document
anything within this tab
* If you want to document details beyond a skilled strategy statement, this can be
documented below under clinical impression

Side of body  Left(

- | Bilateral| | Right| | Location of Treatment

Reason | Gait and Mobility

Load Template

Claim Information

MNote Type

|18 Add Patient's Signature

il POC From | 10-23-25 i= POCTo 01-14-26 i=| SOC 10-23-25

Progress Note * | DOl

Mext MD Visit is missir

MNext visit: 10-27, 08:0

Histories Subjective Objective - Assessment Goals Charges Tracking

|| Use Quick SOAP

Treatment

| - | Patient consents to treatment plan and «

E] Patient appears motivated
and gives verbal informed consent

Patient's progress towards goals is Patient able to pel

ectly

-_'_'_- excellent -_' '_- good

( o 1 with difficulty due to pain { o | with good form and no pain

[ o | fair { o | poor

() with no pain but poor form

' | with no complaints of pain

Tolerance to trea ) with good form but increas ed pain ) with physical assist

| with verbal cues only

() with difficulty but no pain

| fair ( o | poor ( o 1 with no change in pain

Clinical Impression (5) Rehab Potential Discharge Prognc«
() excellent ( - | excellent
( - | good ( - | good

C ) fair Y fair



Goals

« Goals will be read only on a Daily Note, but you can review them on Goals
tab (helpful for visit coverage, assistant workflow)

» If you need to add a goal, you will need to change note type to Progress
Report and complete Progress Report workflow

|| Use Quick SOAP

Goals Short-Long Time Frame Result

HEP - Patient will be independent in progressive monitored HE... Long-Term 8 weeks In Progress

8 weeks In Progress

ADL’s - Patient will complere self feeding INDEPENDENTLY Long-Term 8 weeks In Progress
Bed Mobility - Patient to perform rolling in bed INDEPENDENTLY Long-Term 8 weeks In Progress

Gait- Pt will ascend/descend stairs INDEPENDENTLY Long-Term 8 weeks In Progress




Plan

* Plan will be read only on a Daily Note, but you can review the planned services and
Frequency/Duration on the Plan tab (helpful for visit coverage, assistant workflow)

« If you need to add planned services or change treatment frequency, you will need to
change note type to Progress Report and complete Progress Report workflow

Histories  Subjective Qt:jedive-Assessmgnt Goals)| Plan {£harges Tracking Mext visit is missing.

|:| Use Quick SOAP

Planned Services Frequency / Duration
[ ] Planned Services CPT Current Frequency/Duration Tracking by visits
[ ] *speech-Gen. Device Evaluation, 1st hr* Eval Speech Device 1hr (92607) - [TE013] = 3 visits per | Week s for 12 Weeks -
) . . . . * Active frequency period
I:I *Speech-Gen. Device Evaluation, each addl 30 mins* Eval Sp Device ea 30min (92608) - [TE014]
. . . R ) B Treatment Duration 60 minutes =
I:I *Caregiver Education - addl units* Caregiver Education - addl units (97551) - [TP057]
Total visits 35 Used 2 Rem | 34
I:I *Caregiver Education™ Caregiver Education (97550) - [TPO56]
I:I *Cognitive Skills Development - ea addl unit* Cognitive Skills Development - addl (97130) - [TP052]
I:I *Cognitive Skills Development - Initial 15 min* Cognitive Skills Development - init (97129) - [TP051]
I:I *Dysphagia and Oral Feeding Treatment* Dysphagia Therapy (92526) - [TP043]
I:I *Evaluation of Swallowing Function* Swallowing Eval (92610) - [TEQ08]
I:I *Speech Sound Production / Language Comprehension and Expression... Eval Sound Prod w.Lang (92523) - [TED17]
I:I *Speech, Lang, Auditory Treatment™ Speech Therapy (92507) - [TP035]
VAl B i | | Plan was reviewed by the supervising provider
Planned Services Comments (S) From To Total Used Rem

‘ | 00525 - 123125 0 2 2




Charges

Once Eval is complete and all activities are documented, click Charges tab
* Click Transfer from Activities button to pull charges over

Histories Subjective Objective Activities Assessment Goals Plan racking Next visit is missing.

|_| Use Quick SOAP
Speech Therapy Contracted Services Active Payor Informa'l:ion
A 00102  Movitas Medicare DE MC
Speech Therapy Evaluations Speech Services P 00003 /Pt Pays after Insu PR
92521 ST Fluency Evaluation |_| 92507 ST, Lang, Auditory Tx
92522 ST Sound Production Eval 82609 Speech-Gen Device Tx
[_] 92523 Seund Prod / Lang Comp Eval || 92526 Dysphagia & Oral Feed T
92524 Voice / Resonance Eval |_| 97129 Cog Skill Dev - Init 15
|_| 92610 Evaluation of Swallow Funct 97130 Cog Skill Dev - addl 15
|_| 92607 Speech-Gen Device Eval 1hr 97150 Group Therapy Procedure
92608 Speech-Gen Device Eval add| 97530 Therapeutic Activities Overrides
96105 Assessment of Aphasia 1hr 7533 Sensory Integration Bill To == Payor Set
96125 Standard Cog Eval 1hr 97335 Self Care / Home Mgmt Loc = Clinic Ledger -
97110 Therapeutic Exercise POS

| | 97550 Caregiver Education 8  Override Location via Contact

97551 Caregiver Education - addl

Total Time (minutes)

T8 0 Special 0 SB 45 Total 45




Charges

« Confirm units are appropriate based on documentation and 8 min rule
« If any changes are needed, "Clear Transferred Charges" and edit on Activities tab

Speech Therapy Contracted Services

Speech Therapy Evaluations

92521 ST Fluency Evaluation
92522 ST Sound Production Eval

| | 92523 Sound Prod / Lang Comp Eval
92524 Voice / Resonance Eval

| | 92610 Evaluation of Swallow Funct

| | 92607 Speech-Gen Device Eval Thr
92608 Speech-Gen Device Eval add|
96105 Assessment of Aphasia 1hr

96125 Standard Cog Eval 1hr

Speech Services

|| 92507 ST, Lang, Auditory Tx
92609 Speech-Gen Device Tx

| | 92526 Dysphagia & Oral Feed T«

| v | 97129 Cog skill Dev - Init 15

3 97130 Cog Skill Dev - addl 15

97150 Group Therapy Procedure
97530 Therapeutic Activities
97533 Sensory Integration
97535 Self Care / Home Mgmt
97110 Therapeutic Exercise

| | 97550 Caregiver Education

97551 Caregiver Education - add|

A 00102

P 00003

Bill To

Loc

POS

Active Payor Information| Menu |

MNovitas Medicare DE MC
/Pt Pays after Insu PR
Overrides
i=| Payar Set

:=  Clinic Ledger

Override Location via Contact | - :|

TB

Total Time (minutes)

Special 54 SBE O Total 54

Clear Transferred Charges | I

Transfer Subrecord Charges |

>
0)



Charges

* Medicare threshold is visible at the bottom of the charge ticket
* Modifiers are visible on the charge recap ("Show Charge Recap")

1 97535 Self Care / Home Mgmt | Clear Transferred Charges |
1 97530 Therapeutic Activity | Transfer Subrecord Charges |
97033 lontophoresis || Habilitative Services [T showchagereap |
97035 Ultrasound Services [ Supplies Unit D
97750 Physical Perf Testing
Medicare C] Skip Copay
N ‘ Post and Sign ‘ ‘ Create Task -
Amount Applied to Cap YTD 500,00 D Add KX Modifier No Show Charge [:] Mo Visit
8 Minute Rule [1-7=0, 8-22=1, 23-37=2, 38-52=3, 53-67=4] No Show || NoSenviceTicket )
Preview POC

Histories Subjective Objective Activities Assessment Goals Plan Charges | Charge Recap | Tracking

| eUse PROekSOAP
Code CPT Modifiers Units Dx Auth /
TPOS1 = |o7129 101 =

TPO52

97130 GN 31




Narrative Preview and Sign Off

* Preview to review the narrative to ensure all
information looks correct before signing off

* Post and Sign when you are ready to sign the
note and post charges

Pest and Sign

‘ | Create Task

Preview

I




.
Save dan d S I g n 'Off Occupational Therapy Daily Note

Dai_:e.of 10-31-23 Therapist: Erin Propst, MS, OTR/L
E;lstlltent Staging, Medicare Refa';llll;)g EPQC Validation Testing, MD
Complete final narrative review Patient #: 00500007 '
. - . Date of 06-26-1933
» Click Save and Sign Off if you are st - cuiaior 03975537
CO m p | ete Diagnosis:

M62.81 Muscle weakness (generalized)

- Save and Return to Note to return and e iy walking, Gt eEcuties dassied
. X nson's disease with dyskinesia, with fluctuations
make edits

Visit Start: 08:38a

« Save and Exit to exit the note if you e
plan to return later for final sign-off e eaSaT VarE ol it L5 iyt i 5 21 B ko 10 ot
Subjective Comments:

"Free text subjective comments related to tx here”
Contraindications:

= DNR
= Safety- Falls risk

Patient-Specific Functional Scale completed on 11-07-25
Evaluation type: Follow-up

0= Unable to perform activity 10= Able to perform activity at the same level as before
Activity Initial | Current | Change from Initial

Bathing self 3 5 2

Dressing self 5 5 [i]

Safely navigate 2 5 3

bathroom

Total 3.33 5.00 1.67

Medications reviewed with patient, no chanages reported.

OBJECTIVE:
| Category | ial Tests Side | Initial | Last | Current | Goal | Comment A
Wrist 3 Jaw Chuck Right add
M b
Save and Sign Off | Save and Mark Reviewed | ‘ Save and Retumn to Note ‘ ‘ Save and Exit |

¢
FOX



Confirmation

« After successful Sign and Post, visit will turn Purple
« If it is gray, it did not bill and you will need to go back into the note to post again.

4 Dashboard for Kate Bruno

|- Telehealth Waiting Room | |

| & Patients =2 Scheduler | Refresh

RTConnect Provider View Visit Summary Service Tickets (9) Sign Off Case Load Open Tasks Closed Tasks

User / Provider KCROS i  Date € | 11-02-25 i= - 11-02-25 i= | ¥ | Show non VISIT appts: X

4 More Filters

Date Time Len  Patient Name Type

Notice tient Name Dur Patient Name Room Dur Patient Name
110225  09:15a 60 Fitness Staging FSWEL

Fitness Staging




Pre Visit Planning

« Raintree Standard allows for pre-visit planning through a special feature

o Allows for pre documentation within the following

= Time Based Activities / Service Based Activities
 Activities can be accessed and edited prior to the start of a visit
- Edits will display once the visit is checked in

= Notes to Treating Therapist
» This section can be accessed and edited prior to the start of a

visit

+ Edits will display once the visit is checked in

o Can be used for visit planning that can lead to efficiency pick-ups for
individual workflows. (setting up the planned activities with known details

o Can be used to set up visits for a covering therapist, or used to enhance
the clinician / assistant collaboration




Pre Visit Planning

* Once a visit is scheduled you can access pre-visit planning by R-click on the
visit from the provider tab and choosing Pre-Visit Planning from the list

RTConnect Provider View Visit y Service Tickets (8) Sign Off Case Load (

User/Provider | NEPT i=| Date | €| [12-07-25 :=|- 12:07-25 i= [ | Shownon VISIT appts: X [% More Filters |

Date Time len  Patient Name Type  Notice Patient Name Dur  Patient Name ‘Room  Dur Patient Name
12-07-25  05:15a 60  Medicare Test STPN  POCneedstob... | |

Edit
Copy cell

Delete
Copy row

Print

Check In
Cancel

No Show
Check Out
Clear Status

Appointment Card

RTConnect I cumentvistordes | AdminReview
3 | | 3

Patient Chart n  Patient Name ‘Subtype ‘Owner Patient Name

Relink Appgintments

Pre-visit Planning




Pre Visit Planning

* You will be brought into the Pre-Visit Planning and now have access to make
any updates to “Time Based”, “Service Based”, and “Notes to Treating
Therapist”

* Once edits are complete, click save

0 Save ° Cancel Add l Edit

€ Pre-visit plan for Medicare Test on 12-07-25 05:15a, ST001 with Jonross Neptune, MS, CCC-SLP

Care Summary Visit Metrics
Plan of care dates 11-23-25 - 12-20-25 Next progress note/eval due not available Last progress note/eval 12-07-25 Scheduled 21 Attended 18 Cancelled 1 Noshow 1
Time-Based Notes to Treating Therapist
E] Time Based Activities Comment Status Sets Reps ‘w=ight Time Don Test Note to clinician...coverage set up...assistant
[:| Attention - Alternating alternating attention task designed to improve cognitiv... Mod A Yes
D Attention - Focused focused attention task aimed at improving concentratio... Max A Yes
|:| Executive Functioning: Abstract reasoning Various situations requiring abstract thought with a pro... Max A Yes
+ £ B |/ k| L
Service-Based
D Service Based Activities Comment Status Time  Done Today CPT Provider
|:| *Dysphagia & Oral Feed... Yes Dysphagi... JNEPT (MS, CCC-SLP) Jonross Neptune
D Swallow Compensatory ... Double swallow... Max A Yes JNEPT (MS, CCC-SLP) Jonross Neptune
|:| Swallowing- solids trial  Lunch mealk to... Max A Yes JNEPT (MS, CCC-SLP) Jonross Neptune

4




Pre Visit Planning

At the visit check in, you will see an alert that notified of updates

Activities and notes to treating therapist have been updated from the Pre-visit Planning record.

* You will see the updates within the Time Based, Service Based, and
Notes to Treating Therapist sections

Histories Subjective Objective Activities Assessment Goals Plan Charges Charge Recap Iracking Next visit is missing.
\ | Use Quick SOAP
| Time-Based Service Based, HEP, Notes to Treating Therapist Other Group Activity participants = |7\ Show Unit Summary
[ | Service Based Activities Comment Status  Time DoneToday  CPT Provider Notes to Treating Therapist
D *Dysphagia & Oral Feed... Yes Dysphagi... JNEPT (MS, CCC-SLP) Jonross Neptune Test Note to clinician...coverage set up...assistant
communication
I:] Swallow Compensatory ... Double swallow... Max A Yes JNEPT (MS, CCC-SLP) Jonross Neptune
|:| Swallowing- solids trial ~ Lunch mealk to... Max A Yes JNEPT (MS, CCC-SLP) Jonross Neptune

B8 7 % 4V




Support Roadmap: Start Smart, Escalate Right

Have a question? Follow the path to resolution!

LAST, if the Go-

START with Self Help - Live TEAMS chat
Swift Fix or Service can't assist, submit
Now a support ticket.

NEXT, if self help
did not resolve your
issue, utilize the

state specific Go-
Live TEAMS chat to
elevate your
question. This chat
will be monitored
on Day 1 only.




RT Standard
Progress Note / Re-eval / DC




Overview: Progress Note / Re-Eval / DC

» Schedule all visits through FOX Trax for the corresponding note type

* These note types are built into the treatment note setup allowing for improved
efficiencies

o You will complete one note that includes documentation of billable treatment interventions, and
the progress report updates

* Progress Note (recert) can be a nonbillable note, however, you still need to
schedule the visit to complete the note

» Raintree Standard does not have a specific recertification note

« To complete a recertification, you will complete a Progress Note with the extra
step of updating the plan of care

o Once you update the plan of care, it will automatically become a recertification note and be sent
to the referral source for signature (this step will be shown in Progress Note workflow)




Launching a Note

+ Schedule in FOX Trax select the appropriate Reason for Visit (Progress, Re-Eval, DC)
«  Visit will display in RT Standard scheduler and Provider View tab under Appointments

«  Visits MUST be scheduled to start a note. RT Standard does not allow for notes to be
created without an appointment.

* In FOX Trax, complete visit verification, ideally at the start of the session
* In RT Standard, right click the appointment and select Check In
o The appointment will display in the "Check In " window
= Double click or right click> edit to open the clinical note when ready to document.

o Inthe event action is needed (due to patient forms being unsigned or previous notes not

completed), prompts will display and then the appointment will display in the Check In
window

= See Consent Training for details on patient forms.
o Read any additional prompts related to the patient so you are aware of any notices/alerts

RTConnect Provider View Visit Summary Servi Edit

.
Scheduler . Delete
User / Provider RBROW 3= Date | € | 4 ¥ More Filters ]
o Print
< 10/07/2025 > =
S———— — Check In 0 Gheden [ nCimc/BamBoom | CheckOut
Test6, Medicare - oron! Date Time Len  PatientName cel Patient Name Dur Patient Name Room Dur Patient Name
© O©0558AM-0653AM @ 7Nov225PM 10-07-25 05:58a 55  Medicare Test Medicare Test6 iday.. Medicare Tests 1 day 6 hrs...
© Forwood Manor No Show
5 10-07-25 07:52a 55  Medicare Test
Test8, Medicare oron Check Out
© ©O7:52AM-08:47AM @ 6lov 755 AM ; 100725 10002 6  MedicareTest ) I
© Forwood Manor Clear Status
Test7, Medicare oron PR E——
© ©1000AM-10:55AM @ 7Nov226PM : Appointment Car
©® Forwood Manor

RTConnect

Patient Chart

v Relink Appointments
Pre-visit Planning ‘R
\ Sy FOX




Progress Note

* Ensure the note type is a Progress Note; if not, use arrows to select Progress Note

Mote Type Claim Information

Progress Mote = DOl = POCFrom|pgg-28-25 = POCTo|11-10

Histories 5Subjective Objective Activities Assessment Goals Plan Charges Tracking
|| Use Quick soap

(Portal Records | New Tansfered [ Confitm Portal Data

Date Description Date Descrip




Progress Note
Subjective Updates

« Update Questionnaires as needed ( can update here or in the objective exam section)

o Example - Add new PSFS
= Update Evaluation type (Initial, Follow-up, DC)
= Enter new scoring and click "Update Score", and choose "Complete Questionnaire" to include in narrative

- Update Chief Complaints, Pain, Contraindications, Medications as appropriate

Questionnaires Assian to ¢
igned Completed  Description Summary
10-29-25 11-05-25 Patient-5pec Functional 5cale | - —]
Add _
10-29-25 Falls Effi Scale
cacy cdi
Delete Activity Initial Last o 1 2 2
] B sathing sert 3 3 Yy ) ) ()
Find P
" B ossing ser 5 5 O O O O
Print .
D Use extended selection . Safely navigate bathroom 2 2 (N P R
| - | | N | [:_ | | - | |
I| Update Score |I Minimum detectable change = 2 points for total change a
Total Initial 333

Total Current




Progress Note
Objective Updates

Update Objective Exams / Special Tests / Objective Tests

* Objective Exams
o Double click on your completed exams that are highlighted in yellow

o Once opened, click on update to unlock the exam for current status documentation

= You can add a new functional task, MMT, ROM, etc at this time if appropriate. REMEMBER to add a
goal to any new items you add

o Enter the "current status” in the appropriate sections and update the comments as needed

= Special note for SLP- Cognitive Skills section does not have current status update boxed. You will simply
overwrite the info for your update in this section

Use Quick SOAP

Objective Exams  Special Tests Objective Te;l:

10-29-25 OT Neurological Exam

4= OT Neurological Exam

Patient Information Date Provider / Assigned To Load Template Hand Dominance =
Patient James Brown 09-02-25 = | Provider |EPROP = AssignedTo EPROP i= SR ORrgnt () Lerr [UpdsElN
R MMT -UE MMT - LE Gait/Posture Function 1 Function 2 Function3 Client Factors Special Tests

. ‘ UEAROM UEPRCM LEARCM LEPROM I




Progress Note
Objective Updates

Update Objective Exams / Special Tests / Objective Tests
» Special Tests (PT/OT only)

o Navigate to Special Tests
o Update special tests by entering a "current" status, and update comments as needed

| Progress Note + Dol = POCFrom 10-2035 = POCTo|pi-20-26 &= SOC|10-29-25 i=

Histories  Subjective  Objective -Assessmgnt Goals Plan Charges Tracking

| Use Quick S0P

Objective Examg Special Tests IDbjecti'.rETesls

[ ] Category Special Tests Side Initial Last Current Goal Comment




Progress Note
Objective Updates

Update Objective Exams / Special Tests / Objective Tests

* Objective Tests

o Navigate to Objective Tests

o Double click on a test highlighted in yellow, then click update to unlock for updates
o Document updated score and other comments as needed and click save
O

You can add more FOMs/Standardized test as you see fit ( remember to add a goal)
o Remember: if the FOM/Test you want to add is not in the list, click on TESTS and OBSERVATIONs

o The updated item will turn green

Mote Type Claim Information

| Progress Note ¢ Dol i=| POCFrom|1p2925 = POCTo 01-20-26

Histories  Subjective  Objective -.ﬂ.ssessmgnt Geoals Plan Charges Tracking

|| use Quick soap

Objective Exams Special Tests | Objective Tests

Date Description Summary

11-03-25 Four Step Square Test Score: 37 sec




Progress Note
Objective Updates

Update Objective Exams / Special Tests / Objective Tests

For PR only (no treatment) and for FOMs completed prior to PR date

o Select "Show all versions of tests" and change drop down to "Select All tests"
o Now click the check box for any FOMs you want to include in the Progress Note

Standard Tests
[ ] Date Description Summary
02-09-26 Timed Get Up and Go Average: 15
D 02-09-26 Chair Rise Test 5x Sit-Stand
01-26-26 Timed Get Up and Go Average: 15

01-26-26 STEAD 30 second chair test Score; 8 Fall Risk: Yes
01-22-26 Timed Get Up and Go Average: 19
01-22-26 Chair Rise Test 5x Sit-Stand

01-08-26 Timed Get Up and Go Average: 24

01-08-26 Chair Rise Test 5x Sit-5tand

0O 0000

Show all versions of tests: Change selection: | Select All Tests 2]




Progress Note

Activities
Since Progress Note is built into the treatment note, you can document a treatment session
within the Activities tab

« Complete your activity tab in the same way as a treatment visit day
o Add billable activities with measurable assist level under appropriate CPT code
o Add Time In/Time Out (HH:MMa or HH:MMp)

* Once updated, Transfer Charges

|ﬂistcm'5 Subjective Qb_jech've- Assessment Goals Plan Charges Iracking| Mext visit is missing.

|| use Quicisonp - repot [N

(1 ViswFiowSheet 1| Other Group Activityparticpants |+ | | Show Unit Summary g

D ADL- UB/LE dressing Pt doffs nightgown with modified technique taught by ... Max A

[] Functional Mability Blocked practice of functional navigation of bathroom ... Maod A 3

* If you are not completing a treatment note (progress note only), you will not add skilled
documentation on Activities tab > check "No Service Ticket" and "no visit" checkbox on

the Charge tab T —
Services / Supplies Unit
™}
S
mSkin.Cona)
No Show Charge No Visit
No Show No ServiceTickat
Preview




Progress Note

Goals

» Review all goals on the Goals tab
» Update/modify goals if needed

o Update the Result if needed by double clicking to select appropriate status (Achieved, Discontinued, In Progress
Modified, Partially Achieved)

o Add any new goals using the + button. Note if you add new goals, it will initiate a change of plan of care and
require new frequency/duration and plan of care be sent to the physician.

o Tip: You can select multiple items to edit more than one goal

| Progress Note ¢| | Dol = POCFrom 110425 = POCTo = S50C1020.25 =

Histories  Subjective OCbjective Activiies Assessment Goals Plan Charges Tracking

D Use Quick SOAP

[ ] Goals Short-Long Time Frame Result Comment
[ ] HEP - Patient will be independent in progressive manitored HE... Long-Term 12 weeks In Progress
(] FOM: Pt will mprove PSFS 10 8/10 in orcer to reduce reiance o LongTerm  T2weeks nProgess
|:| ADL's - Patient will perform bathing INDEPENDENTLY Long-Term 12 weeks In Progress
[] ADL's - Patient will perform functional mobility during ADL's IN... Long-Term 12 weeks In Progress
D ADL's - Patient will perform upper body and lower body dressi..  Long-Term 12 weeks Achieved
|:| RDM Improve R shoulder flexion AROM to 110 degrees to im... Long-Term 12 weeks In Progress
/’ 7 %

~er =,




Progress Note

Assessment

Your Progress Note Clinical Impression should outline progress, barriers and ongoing plan.

« IMPORTANT!! You must type
"pr" + space in the clinical
impression box to load the stock
statement for the progress report
that includes jump markers

o If the plan of care requires update,

this note will become a recertification

and you should type "recert" in box
to load recertification clinical
impression

* Fill out the Clinical Impression by
completing all required areas

(@@)

* You do not need to fill out
Patient's Response to Last
Treatment

Clinical Impression (5)

pr

pr Summary of pt performance in past reporting period

Histories  Subjective Objective A

|| Use Quick S0AP

E Education i Goals - Charges Tracking

Patient’s Response to Last Treatme

Patient's progress towards goals is Patient able to perform exercises

[’. .\] excellent .j'- '\] good
: : fair : : poor : : with good form and

() with no complainteaf p () with no pain but poc

Tolerance to treatment is |"---\:| with good form but increased P -j'--'\] with physical assist

I:,---\:I excellent ,:"-":. with difficulty but no pain i --'\j yith verbal cues only

[ with no change in pain

. Hindrances/factors limiting functional

Summary of pt perfiormance in past reporiing period includes
gains include - Modifications to address these hindrances/limiting factors to enhance functional
progression consist 1&3@ . Additional skilled care is warranted to @@ Al this time, Treatment is unable
to be transitioned to ue to @(@. Justification for missing status updates include @@.

>
B .



Progress Note

Maintenance

* To transition a case to maintenance within Raintree
1. Note type must be a progress report
2. First, change case type to "Maintenance"

3. Update each goal to "Maintenance" within the short — long term section within the goals picklist.
(FOMs should not be used)

€ Short-Long
Location ALDD4 Country Cottage in Montg

Case Type ADL's -

Allitems  Favorites

Quick find:

Reason

ADL's

Aquatics L

O Long-Term
= To

PO Ccommunity Mobility

_— I O Maintenance
Coordination
Education .‘ Maintenance | Tracking | O Short-Term
Meurological

g
‘v‘




Progress Note
Plan

« Add any additional planned services if appropriate. Note if you add new planned services, it
will initiate a change of plan of care and require new frequency/duration and plan of care
be sent to the physician.

* If you need to update Frequency/Duration, you may click "Update Frequency/Duration"
o Your note will automatically become a recert

o This Sends POC to the physician for signature and is the process you will follow for tapering, when certification
needs to be extended, etc

Histories Subjective Objective Activities Assessment Qoaghargﬁ Tracking

Mext visit is missing.

|| Use Quick soap
Planned Services Frequency / Duration
[] Planned Services CPT Current Frequency/Duration Tracking by visits
|:| *Caregiver Education - addl units* Caregiver Education - addl units (97551) - [TPO57] visits per \:I for -
""""""""""""""""""""""""""""""""""""""""""""""""""""""""" = Active fr iod
Manual Thera Manual Therapy {97140) - [TPO07] Ve Trequency pen
P Py
T T T T Treatrment Duration 60
[:| *Caregiver Education™ Caregiver Education (97550) - [TP0O56]
Total Visits 3 Used 2 Rem 0
|:| *MNeuromuscular Re-Education™ Meuro Re-Ed (87112) - [TP0OD2]
| Update Frequency / Duration |
|:| *OT Evaluation™ QT Bvaluation - [SB]
|:| *OT Re-Evaluation™ OT Re-BEvaluation (97168) - [TEDO4]
) |:| *Self Care / Home Mgmt® Self Management (97535) - [TP012]
[:| *Therapeutic Activity™ Therapeutic Activity (97530) - [TP009]
| Adjust Visits |
|:| *Therapeutic Exercise™ Ther-Ex (97110) - [TPOO1]
Send POC
[] Patient/Caregiver Training

-ﬁl/*¢¢

| Manually Adjust POC Dates |

D Plan was reviewed by the supenising provider




Progress Note
Charges

« If you already transferred charges from Activities tab, you will see charges populated on
Charges tab

o Check the total time, units and CPT codes to ensure selection is correct based on 8 minute rule and skilled care
provided

* If you are NOT completing a treatment note, you will not add skilled documentation on
Activities tab > check "No Service Ticket" and "No visit" checkbox on the Charge tab

o i.e. If the patient's certification expires prior to next scheduled visit with Assistant, the Supervisor can write a No Visit
No Service Ticket Progress Note and update the certification

| | Habilitative Services Shoy

Services f Supplies Unit .
»
[ skip Copay
No Show Charge |7| No Visit
Mo Show Mo ServiceTicket
Preview




Progress Note
Sign Off

* Preview to review the narrative to ensure all information looks correct
before signing off

» Post and Sign when you are ready to sign the note and post charges

Post and Sign ‘ ‘ Create Task - ‘




Re-evaluation

* Re-evaluations should be completed when there is a major change in status and any
goals needed to be changed or added

« Schedule a Re-Eval in FOX Trax or change notetype to Re-Evaluation

Mote Type

| Re-Evaluation ] |

* Your re-evaluation workflow will largely follow the Progress Report workflow with a few
exceptions:
o You will use the "re" abbreviation to load re-evaluation Clinical Impression stock statement on
Assessment tab

o Itis important to discontinue any goals that are no longer appropriate, update current ongoing
goals and add new goals to address new deficits

-




Re-evaluation

Assessment

Your Re-evaluation Clinical Impression should outline reason for re-evaluation, progress,

barriers and ongoing plan.

IMPORTANT!!! You must load
the narrative for re-evaluation by
typing "re" in the blank clinical
impression box > press space or
select the re-eval abbreviation to
load template with jump markers

Fill out the Clinical Impression by
completing all required areas

(@@)

You do not need to fill out
Patient's Response to Last
Treatment

Clinical Impression (5)

re Pt has been receiving skilled therapy addressing @
recert Summary of pt performance in past reporting period

z Goals - Charges Tracking

Histories Subjective Objective A

|| Use Quick sOAP

Patient's progress towards goals i4 Patient able to perform exercises
() excellent B
: _ : fair

Tolerance to treatment is

() with good form but incred®ad p

() with difficulty but no pain

(| with no change in pain

Patient’s Response to Last Treatment

( \ with good form ar
) with no pain but g
() with physical assis

| with verbal cues o

Clinical Impression (5)

Pt has been receiving skilled therapy addressing @
io . Pt now presents with a new onset of @@. Upon re-eval, pt presents with impairments of
limifing functional ability to @@ Additional dx and/or complexities that may hinder recovery are

These complexities will be addressed v;itia@?. Findings indicate the pt will benefit from continue
therapy services to address the above ed deficits in order to @@.

. Pt experienced a significant change in status due

o

. 4
-
B .



Discharge (with Treatment Visit)

When you are discharging a skilled plan of care on a treatment encounter, the
discharge can be completed within the same treatment note

» Schedule a Discharge Summary in FOX Trax or change notetype to Discharge Summary
Mote Type

| Discharge Summary ¢|

* Your Discharge workflow will largely follow the Progress Report workflow with a few
exceptions:

o You will use the "dc" abbreviation to load discharge Clinical Impression stock statement on Assessment tab

o Goal status must be marked as Achieved, Partially Achieved or Discontinued (no goals should be "New" or left
"In Progress"

o On the Plan tab, you will select the Primary Discharge Reason using drop down arrows

Histories Subjective Objective  Activities - Goals - Charges Tracking

| Use Quick soaP
S DischargeReason

-
-




Discharge

Assessment

Your Discharge Clinical Impression should outline reason for discharge, gains made and

hinderances during the plan of care T dinialimpression )

dc

« IMPORTANT!! You must load
the narrative for discharge by

dc

Pt received skilled therapy services addressing d

typing "dc" in the blank clinical
impression box > press space or
select the discharge
abbreviation to load template
with jump markers

* Fill out the Clinical Impression

(@@) [ fair

Tolerance to treatment is

* You do not need to fill out -
Patient's Response to Last
Treatment

Histories Subjective Objective

Patient's progress towards goals is

by completing all required areas () ecelent

P
I excellent
J

A - Goals - Charges Tracking

Patient’'s Response to Last Treatmeni

|| Use Quick soaP

Patient able to perform exercises

> IZ:._.:] with good forr

{ ::] with no ints of pain [:_ ::] with no pain b

I:::_:::I with good form but inc pain I:::_:::I with physical
good I:::_:::I with difficulty but no pain |'f._.::| with verbal cus
poor [:-_::] with no change in pain

Pt received skilled therapy services addressing deficits in @
Skilled care is no longer required due to @@. Post therapy Tollow-up plan is @@
HEF/HAFPMWELLNESS/CLASS.

_ Pt status at time of discharge is @@.

——



Other Discharge Workflow

You may need to discharge a case without billing for services that date (discharge
without IE, unexpected discharge, pt expired, etc.). You will use the same
Discharge Summary note and indicate "no visit/no service" on Charge tab

« Schedule a Discharge Summary in FOXTrax or change notetype to Discharge Summary

| Use Quick S0AP
Mote Type |—| = e

| Discharge Summary ¢| Primary Discharge Reason P

Discharge Reason

* IF there is visit history: follow the Discharge workflow on previous slides (Clinical
Impression, update goal status as appropriate, select reason for discharge) and select "Show
versions of all tests" on the Objective Tests tab g =

Show all versions of tests: v

* IF the case is being discharged without initial evaluation : indicate reason for

discharge (there will be no goal history to update) and include diagnosis code.

« IMPORTANT!!! When discharging a case without billing for services, you must indicate
"No Visit" & "No Service Ticket" on Charges tab. This will allow sign-off without billing.
|:| skip Copay

No Show Charge |7| No Visit _
’ Mo Show Mo ServiceTicket _
& -
’ > ¢




Initial Evaluation only with Discharge

You may complete an initial evaluation that will not have a plan of care set (no
deficits, no goals, pt refuses intervention). Therefore, you will discharge following

the evaluation.

« After determining that care will not continue, change the note type from "Initial Evaluation”
to "Initial Eval/Discharge"

* Follow Initial Eval workflow to document including objective, assessment and eval CPT
code(s), then "Transfer to Charges" to pull eval CPT code(s) to Charges tab. Ensure you
see the eval code(s) on charges tab and ensure you document reason for discharge.

Initial Eval/Discharge % DOI

Histories | Subjective.

Use Quick SOAP

Time-Based Service Based, HEP, Notes to Treating Therapist

= P

OC From 11.17.25 @ POCTo 020826 8 SOC 11-17-25

oT

Plan Charges Tracking

Other Group Activity participants

() Service Based Activiti... Comment

(0) Evaluation

Conversion Note
Daily Note
Discharge Summary

v Initial Eval/Discharge

Initial Evaluation

4

'1"

Status

Time Done Today CPT Provider

Initial OT... EPROP (MS, OTRI/L) Erin Propst

Home Exercise Program

. Save @ Add Patient's Signat
Next MD Visit is mis .
Next visit is missing.
Show Unit Summary | Transf

Notes to Treating Therapist

| Payor: A Novitas Medicare DE - MC X
Eval Charge
| CPT Description Units
97166 OT Eval-Moderate Com 1




Support Roadmap: Start Smart, Escalate Right

Have a question? Follow the path to resolution!

LAST, if the Go-

START with Self Help - Live TEAMS chat
Swift Fix or Service can't assist, submit
Now a support ticket.

NEXT, if self help
did not resolve your
issue, utilize the

state specific Go-
Live TEAMS chat to
elevate your
question. This chat
will be monitored
on Day 1 only.




RT Standard
TVIST Assistant Workflow/Supervisory Visits




PTA/OTA Workflow

- All states have their specific regulations on requirements for co-
signature, supervisory visits, face to face collaboration, etc. Please
defer to supervisor for guidance

* Prior to treating, PTA/OTA should review clinical impression, plan of
care, patient diagnosis, and goals.

« All treatments should be directly related to a goal

- Assistants can only complete "Daily” treatment notes; evaluations,
progress reports, re-evaluations, and discharges must be completed by
supervisor

o These visits can be shared visits if appropriate. Refer to slides 13-15
**With this new workflow, all supervisory visits should be a PR




Cosignature- Required

The following states/disciplines require co-signature for each daily note

STATE DISCIPLINE

Arizona PT
Indiana OoT
New Jersey PT
Ohio PT

Virginia OoT




Cosignature- Required

* If your state requires co-signature...

o Upon sign in, select cosigner; once selected ALL notes will be sent to this
supervisor for signature

Please select the supervising clinician(s)

Selected clinician will be effective:

Until logout Default

o If you need to switch the supervisor, log out of Raintree and upon sign in,
select a different supervisor. You can also change the supervisor within
the note. See next slide




Cosignature-Required

* |If you selected the incorrect cosigner upon sign in, or you
need to change the cosigner for some reason, you can do
this within the note.

o The Signer/cosigner & Billing provider will default to the supervisor
chosen when you signed into RT.

o You can delete and add the appropriate supervisor within the note
here if needed

Note for Medicare Test4 - Visit: 6 Payor: MC 00102 Novitas Medicare DE

Patient Information Record Information

Medicare Test4 Date/Time  10-28-25 05:15a Rendering Provider -PTA Phil Assistant, PTA Prescribing MD | 00012 :=  Elibel Abanilla

05-15-32 Age 93 Case# PTOO1 i= Balance - Gait and Mobilit | Signer/Cosigner SESPQ i= | Susan Esposito Assigned To | -PTA ‘= Phil Assistant

00000385 Gender F Location DEN1 DEN1 Home Billing Provider SESPC = | Susan Esposito Category DEN1 := Delaware North 1
CaseType | Balance | Reviewer {=  Description  Balance - Gait and Mobil

Reason | Gait and Mobility s Sideofbody  Left( ) Bilateral( | Right| | Location of Treatment R




Co-signature Required Workflow

« Schedule visit in Foxtrax

» Complete Visit verification

* Open note in Raintree

 Confirm cosigner/billing provider is correct

ayor: MC 00102 Novitas Medicare DE

* Treat pt and document
 Transfer charges
* Click Save in top right

* Click Save and Sign off after reviewing the narrative
* Post and sign will NOT be an option you see
* Note will now be sent to supervisor for sign off




Cosignature-Required

» Supervisors can view which notes are ready for
cosignature on the sign off tab...
o All line items that are blue require cosignature

o Assistant notes will NOT post to the tracking log until the note is
cosigned by the supervisor.

RTConnect Provider View Visit Summary Service Tickets = (38) Sign Off Case Load (3) Open Tasks Closed Tasks

User / Provider SESPO = Location i Template i=  From: 11-10-25, To: 11-10-25

Draft Clinical Documents

E] Date Patient Name Description Case Provider v Cle
[:] 11-03-25 Physical Therapist Assistant Daily Note PTOO1 Phil Assistant, PTA il
D 11-07-25 Physical Therapist Assistant Daily Note PTOO1 Phil Assistant, PTA il
E] 11-06-25 Physical Therapist Assistant Daily Note PTOO1 Phil Assistant, PTA il
E] 11-04-25 Physical Therapist Assistant Daily Note PTOO1 Phil Assistant, PTA 11
E] 10-02-25 HH Doc Assistant Rate Daily Note PTOO1 Phil Assistant, PTA

[:I 10-24-25 Test Medicare Advantage Daily Note PTOO1 Susan Esposito, PT, DPT, NC




Cosignature NOT required

 Cosignature is NOT REQUIRED in certain states. If your state does not
require cosignature....
o Upon opening note, need to add the SUPERVISOR's userID to the "Billing Provider"

ant - Visit: 3 Payor: MC 00102 Novitas Medicare DE

Record Imformation
s 10-03-2% di:1%p Rendenng Provdel -pTa Pl Adtetant, PTA Predcnbang MDD pood1 B2 Mohammad Asla
PION §E  Physcal Therapy = Assigned To |.pTA, = Phil Assistant
DENT DEM1 Homs Billing Provider = Category pem1 5=  Delaware North 1
i3 ] B = Desoiption  Physical Therapy
Sidecfbogy  Left Bilateral Right Location of Treatment
o Treat pt and document
o Transfer charges
o In Charges Tab> Click POST AND SIGN
Monitoring Add20 | Clear Transferred Charges |

| Transfer Subrecord Charges |

vices | Show Charge Recap | ‘




Cosignature- NOT required

 Upon signing the note, if you forgot to add in the supervisor as the
billing provider, you will get this error alert...

25
ing

Posting validation failed, cannot sign off.
VI Billing Provider is missing. Cannot post the charges.
Please select Billing Provider for Phil Assistant.
l oK Pr

ing in

I I o I I I | ronnn |

* Open the note back up, put supervisors UserlD into Billing provider
tab; and POST note.

ant - Visit: 5 Payor: MC 00102 Novitas Medicare DE

Record Information e Program - )
I Post and Sign Create Task - I
0 [ARL") Rerderieg Provdet 714 Phi Assitart FTA Precibing MD 00001 [ Mehurnad Al 2 Exercise | J
P01 I Phyeca Theagy gpie Lo 0 ASGrecTo 2TA [ M Assstant
I Preview | I POC I
1 DN DSN1 Home Riling Peovder z Categary DENY (B Oebwae Norh 1
" : Revener B Desoripten  Mhyucal Theapy

o ¢ Sdeotbosy et fulaterd Fg™ Location of Treatment




Cosignature- NOT required

* If a supervisor WANTS to cosign notes even though the
state does not require cosignature...

o Supervisor should advise assistant to add supervisors user ID to
cosigner AND billing provider

o Follow workflow of cosignature required

Payor: MC 00102 Novitas Medicare DE

Record Information

ne | 10-28-25 05:15a Rendering Provider -pTA Phil Assistant, PTA Prescribing MD | 00012 Elibel Abanilla

PTO01 i= Balance - Gait and Mobilit | Signer/Cosigner Assigned To  -PTA Phil Assistant

DEN1 DEN1 Home Billing Provider | Category  DEN1 Delaware North 1

>e | Balance % | Reviewer Description | Balance - Gait and Mobil

>n | Gait and Mobility s| Side of body Left{:-:} Bilateraluj:-:j- Rjghl-j::-:} Location of Treatment s




Communication

* Qutside of medical record

o Document under "note to treating therapist" under activities in service-
based tab. This will carryover each note.

ased  Service Based, HEP, Notes to Treating Therapist Other Group Activity participants 4+ | | showUnitSumma

Home Exercise Program ‘

Description

* Inside medical record

o Recommend documenting any communication between
assistant/supervisor that you want included in the time-based activity grid

o Make sure to select YES under DONE TODAY but do not put time in since
we are not billing for collaboration time

o See next slide




Supervisor/Assistant Communication

 Select one of the three options in the time base exercise grid. Make
sure to select YES under DONE TODAY category, but do not put in
time
— Supervising clinician and assistant collaborated on patient care
plan via face to face collaboration or supervisory visit

— Supervising clinician and assistant discussed patient response to
iInterventions

— Outcome measures performed under the direction of the

supervising clinician .
. .
« Add detalls as appropriate

th Wisit RT | Allitems Y Favorites

th visit p | Quick find:
super

—————————— D Supervision-Outcome measures

D Supervision-POC

ion-POC || supenvision-Response to Treatment




Shared Visits/Split Visits within SAME note

» Supervisor and Assistant can both treat a pt on the same day at different
times within one note.

o Will occur most frequently on eval, progress reports, recerts, re-evals,
and discharges

o The provider in the activities grid defaults to the clinician that OPENED
the note first.

CPT

Time  Done Today Special

-PTA (PTA) Phil Assistant

-PTA (PTA) Phil Assistant

SESPO (PT, DPT, NCS) 5...

o In order to get unit credit for the activities you completed, make sure you
change the provider to your UserlID.

Recommend "favoriting" your user ID

\
(g
>




Shared Visits/Split Visits within SAME note

[eroige —————————— ]
L]
Allivems e Freontes
* Click provider in Activities column = L
= 1 AT Aermse Thaapst €D [0PT) Chein Diveior C0TA KICTA; Carcl Asantarvt ]
") 0% () v Treraplet ") ST PT) Patty Theragiet ") PTA (PTA) Y Assistan E
e SearCh for your user ID ST ISU Stacey Therapet - NABBO VIS, CTRID Advey Abtioes ' AACEV (0T} Aegardro Acewedo Al
1 AAORE TR, (IS Alon Acons AALAM (1) Aaddey Hynber AALN (VS TR Artemnss fomrm
. - X, :
o Fa O te yO Se | D ) ASLAM T A Alaes AALTA JOTR/L) Aisa Alano AALLA (OT) Asmos Mg
V rI u r u r ) AALTO (NS, C0C SUP Adyssa ARcboti ) RANLIN P7) Abesa Armunsdson . AANDA T, MPT] Ay Andersen
1 INANDR ) Armyy Anireesen AANTU (CTXA) ferandy Antunar de Mayoko AARD F1. DET) Aretey drd

» Click star at the bottom right O i e i A
« User ID will now be found in favorites for easy access

€ Provider

/e 0Ob] Al items *Favnrites

AP Quick find:

SE5

O SESPO (PT, DPT, NCS) Susan Esposito

—_—

 |f both the supervisor and assistant completed Therapeutic Exercises,
there should be two lines items for this same CPT code




Time in/Time out Shared visits

* Time in and Time out should be inclusive of both sessions

— If a supervisor treated a pt from 10-10:30AM and the assistant treated
them from 12-12:30 PM; Time in/Time out= 10:00A-12:30 P

— In the activity comments, there should be documentation of time in
and time out for each session

Time In 10:00a OQut  12:30p Total Minutes 150

Activity Comments (5)

Supervisor treated pt from 10-10:30 AM; Assistant treated pt from 12-12:30 PM

— You can use the abbreviation "share" to generate this stock
statement... Supervisor treated pt from @@-@@ Assistant treated pt from @@-@@




Split Visits — 2 separate notes

* A visit needs to be split when one clinician is conducting a
portion of the visit via telehealth, and the other clinician is in
person (ie a supervisory visit).

* In this instance, 2 separate visits must be scheduled.

* The clinician that treats the pt first, needs to sign off on the
note PRIOR to the second clinician opening up the note.

* The Second clinician MUST complete the note on that
same date of service to ensure accurate billing is
completed in the backend

* |f the supervision is virtual and the patient is being
discharged, both clinicians must complete a daily note and
then a separate DC note is completed.

‘ - >
’ " FOX *




Telehealth Supervisory Visits — Using a FOX Device

* If using a FOX device (shared
or assistant’s device) the
supervisor will need to do the
following from the Virtual

Virtual Waiting Room

Waiting Room on the date of the [T e e = ——

E] Luca Test Unavailable harrismaizan@car... Patient

appointment

— Select the on-site provider
(assistant) from the list of
contacts

— Resend the telehealth

appointment invite —— ©




Pre Visit Planning

« Raintree Standard allows for pre-visit planning through a special feature

o Allows for pre documentation within the following

= Time Based Activities / Service Based Activities
 Activities can be accessed and edited prior to the start of a visit
- Edits will display once the visit is checked in

= Notes to Treating Therapist
» This section can be accessed and edited prior to the start of a

visit

+ Edits will display once the visit is checked in

o Can be used for visit planning that can lead to efficiency pick-ups for
individual workflows. (setting up the planned activities with known details

o Can be used to set up visits for a covering therapist, or used to enhance
the clinician / assistant collaboration




Pre Visit Planning

* Once a visit is scheduled you can access pre-visit planning by R-click on the
visit from the provider tab and choosing Pre-Visit Planning from the list

RTConnect Provider View Visit y Service Tickets (8) Sign Off Case Load (

User/Provider | NEPT i=| Date | €| [12-07-25 :=|- 12:07-25 i= [ | Shownon VISIT appts: X [% More Filters |

Date Time len  Patient Name Type  Notice Patient Name Dur  Patient Name ‘Room  Dur Patient Name
12-07-25  05:15a 60  Medicare Test STPN  POCneedstob... | |

Edit
Copy cell

Delete
Copy row

Print

Check In
Cancel

No Show
Check Out
Clear Status

Appointment Card

RTConnect I cumentvistordes | AdminReview
3 | | 3

Patient Chart n  Patient Name ‘Subtype ‘Owner Patient Name

Relink Appgintments

Pre-visit Planning




Pre Visit Planning

* You will be brought into the Pre-Visit Planning and now have access to make
any updates to “Time Based”, “Service Based”, and “Notes to Treating
Therapist”

* Once edits are complete, click save

0 Save ° Cancel Add l Edit

€ Pre-visit plan for Medicare Test on 12-07-25 05:15a, ST001 with Jonross Neptune, MS, CCC-SLP

Care Summary Visit Metrics
Plan of care dates 11-23-25 - 12-20-25 Next progress note/eval due not available Last progress note/eval 12-07-25 Scheduled 21 Attended 18 Cancelled 1 Noshow 1
Time-Based Notes to Treating Therapist
E] Time Based Activities Comment Status Sets Reps ‘w=ight Time Don Test Note to clinician...coverage set up...assistant
[:| Attention - Alternating alternating attention task designed to improve cognitiv... Mod A Yes
D Attention - Focused focused attention task aimed at improving concentratio... Max A Yes
|:| Executive Functioning: Abstract reasoning Various situations requiring abstract thought with a pro... Max A Yes
+ £ B |/ k| L
Service-Based
D Service Based Activities Comment Status Time  Done Today CPT Provider
|:| *Dysphagia & Oral Feed... Yes Dysphagi... JNEPT (MS, CCC-SLP) Jonross Neptune
D Swallow Compensatory ... Double swallow... Max A Yes JNEPT (MS, CCC-SLP) Jonross Neptune
|:| Swallowing- solids trial  Lunch mealk to... Max A Yes JNEPT (MS, CCC-SLP) Jonross Neptune




Pre Visit Planning

At the visit check in, you will see an alert that notified of updates

Activities and notes to treating therapist have been updated from the Pre-visit Planning record.

* You will see the updates within the Time Based, Service Based, and
Notes to Treating Therapist sections

Histories Subjective Objective Activities Assessment Goals Plan Charges Charge Recap Iracking Next visit is missing.
\ | Use Quick SOAP
| Time-Based Service Based, HEP, Notes to Treating Therapist Other Group Activity participants = |7\ Show Unit Summary
[ | Service Based Activities Comment Status  Time DoneToday  CPT Provider Notes to Treating Therapist
D *Dysphagia & Oral Feed... Yes Dysphagi... JNEPT (MS, CCC-SLP) Jonross Neptune Test Note to clinician...coverage set up...assistant
communication
I:] Swallow Compensatory ... Double swallow... Max A Yes JNEPT (MS, CCC-SLP) Jonross Neptune
|:| Swallowing- solids trial ~ Lunch mealk to... Max A Yes JNEPT (MS, CCC-SLP) Jonross Neptune

B8 7 % 4V




Support Roadmap: Start Smart, Escalate Right

Have a question? Follow the path to resolution!

LAST, if the Go-

START with Self Help - Live TEAMS chat
Swift Fix or Service can't assist, submit
Now a support ticket.

NEXT, if self help
did not resolve your
issue, utilize the

state specific Go-
Live TEAMS chat to
elevate your
question. This chat
will be monitored
on Day 1 only.




RT Standard:
Telehealth




Raintree Telehealth Considerations

 Raintree telehealth platform should be used for telehealth visits

o Microsoft Bookings workflow is not compatible with the iPad
o A regular Teams meeting can be used as a BACKUP solution AFTER troubleshooting Raintree

* Must use Chrome or Safari Browser

o Microsoft Edge is NOT compatible
= |f Edge opens automatically for patient or clinician, copy URL to another browser

« Screensharing DOES NOT work on iPad
o If you perform telehealth often and screenshare regularly — reach out to telehealth@foxrehab.org



mailto:telehealth@foxrehab.org

Raintree Telehealth Considerations

* Must have work schedule setup for patient's location
o You will learn more about work schedules in the Scheduling training

« Only Medicare (MC), Medicare Advantage (MA) and MCHO primary insurances will allow
telehealth appointment scheduling

- Initial steps before scheduling a telehealth appointment should include:
o Updating patient and/or authorized representatives contact information

o Updating communication preferences (COMPR) to ensure telehealth appointment messaging
goes to the appropriate contacts

o You will learn more about updating patient/contact information and COMPR in the Consent to Care
training

- Supervisory visits follow a slightly different process when done over telehealth
o You will learn more about this process in the Supervisory Visit training




Updating Contacts

4 Demographics - Telehealth Test

First Name Micdle Name Last Name: Patient # Date of Birth

i Test 0000216 02-12-1955 N
1. Dashboard > Caseload Tab > Select e e -

[ o ¢
Patient (Double Click) > Menu > Patient o e
Demographics s P s

Mailing Address
10 Test Telehesith Rt

2. Use Patient Info or Contact/Registration S )
tabs to update contacts e
o Patient and contacts should NOT have the e =

New Castle.

same contact information -

= Only the patients email and/or phone |
number should be listed under the patient ——

Number Ext Preferred 0K To Call Best Time To Call —
contact e e wun =
sy el 0415650 O e

) +
Secandary Cell ~ U | Itaies Forms |

Select Patient Picture:

D O e

one e oI s [l —
ok pane O DODC— ¢+

Email Settings. Assgnments / Classifications
Email addresz | [_sens Welcome Lester Loation Financial Clasz

DEN1 = [mc

Email Address DENT H Metcare
einepropst@gmaicom
Passmord

‘Connect

Status Status s OF

Appintment Reminder acT - was =

[ Emait [ |Test Message D Phane




Updating Communication Preferences (COMPR)

1_ Dashboard > Caseload Tab> Select patient

= . E swwzrs | sereos = (double click) > Menu > Patient demographics

© . 2. Select Contact/Registration tab and scroll down to
EEE———— = N Patient Registration Forms

Contacts

Name cell Phane ek Fax Type of Contact Flags silling Ref Mark_Ref. P 3

Double click Communication Preference document

. to edit and update
::azsset: ?eti.eilvea q_yHcontact o "Appointment Reminder" AND "Telehealth" should

appointment reminders they be checked to receive telehealth appointments
MUST be designated as o If COMPR not present, update contact information

an authorized co and mark as authorized representative
representative and MPR - ”
ist be set 4, Click “Send Preferences

o This enables the patient/authorized rep to
read, accept and update the information as needed

| Add Primary Care Physician | - | | Add Preferred Pharmacy - | | Add Billing Referral | - | | Add Case Manager/Adjuster | - | 5 C I i Ck “Save” 4 Communication Preferences - Telehealth - Patient
. -

Jennifer Freda (308) £15-6690 Power of Attorney Power of Attor... <]

Fefermal Emergency Farmily

| Add Prefiermed Hosgital | . | | Acid Guardian | Add Marketing Referral
——— o s
£ Appointment Reminder [« [«
[Date Description Signed | Template Health InfoyAlerts Iil [«]
Su ik
092225  Communi icatian Preferences - Power of Att COMPR e = @
Telehealth [« [«]
082225 Patient Benefits Signature Form PSIGN
Can we send you additanal communiction via text? o) ves (_INa
09-22-25 Nonitas Medicare DE Benefits FRORM | want o receive voice messages on (®)CaliProne () HomePhome () Werk Phone
09-22-25 * AARP Health Care Supplement Plan Benef PEORM | have & pre-paid. subsidized ar non smargphene [}
Disable check in notifcation ||
09-2225  Communication Preferences - Patient COMPR —
‘Above natifications will be sent ta: Email Cell Fhone
103025 Telehealth Festhack TELEF Teleheath ey @gmail.com ]
103025 Telehealth Feschack TELEF
103025 Telehealth Festhack TELEF “
()1 ave ead & Accepted the Agreement below (7)1 do ot want bo receive: any communication
Authomzation; Yau cerify thal 1 you are autnarnzes: (a) 1 ereal he designaled mabil phon number i ihe Reminders snd
. Sianed Alerts Serace (b) b inour any mabie message o ries that may be incumed by paridpating in the SMSMMS Alerts
In Progress ign s.wmr )knm-ulllh designated il address byl iy and Alert Service and () to enroll fe designated phone
Data and Me: Rabes A \’lbdu a fee for this Se r. depending
m»ma.r:';'.?; R ‘u::: Some mestages ?-,u";."-""\"nﬁu
it “carrinr
will charge you risia andlor n'f.,q.q foes. We. ,L....,..,..,Pm e o Cdd e e oy AT R A e
’ What W8 WI S804 YOU: You are expressly consenting & receive lext, email, andior phone messages reqarding

¢
’ FOX



Scheduling Telehealth Visits

» Telehealth visits should be scheduled, edited or cancelled via FOXTRAX

o When scheduling in FOX Trax, toggle on Telehealth/Virtual Care
o Telehealth appointments will display as green on the scheduler

«  Appointment messaging is sent to patient and/or authorized representatives:

— 24hrs before appointment time when the appointment is scheduled greater than 24 hours in
advance

— Immediately when the appointment is scheduled less than 24 hrs. in advance OR appointment
reminder resent

View Add I’ Edit i Delete  Cancel 0\ Find +

914 « & & -

tions -- Saturday 11-08-25
< Medlcareg, Test nesday 11-05-25 Thursday 11-06-25 Friday 11-07-25 Saturday 11-08-25

New Appointment Details

Appointment Date*  11/08/2025 i
Telehealth/ ' «

Virtual Care

Time From * 10:13 AM &
Time To * 11:08 AM G

Schedule Appointment |8 Medicare Test6 - Forwood Manor QT

&(p Milage: 1 ft

Travel Time: 1 min




Scheduling a Telehealth Visit

* |[F you are unable to schedule the telehealth visit in FOXTrax, you are able to
schedule in Raintree using the Scheduler (FOXTrax is best practice)

« Scheduling in Raintree should only be used as a back-up OR when scheduling
a patient outside of your time zone.

o The Raintree scheduler can be accessed through the Main Menu or Dashboard

= To add an appointment outside of FOXTrax: Click on a timeframe and click "Add" OR
double click on a timeframe within the scheduler

|Appointments: WEEKL

Jennifer Freda @ All Locations -- Saturday 11-08-25
WENET I Monday 11-03-25

y 11-04-25 Wednesday 11-05-25 Thursday 11-06-25
zP:: Click to highlight and
select

4PM

5PM.

;W o
1 PN City

0000000 DOB Pref phone

9 10 11 12 13 14 15 Sex Home phone Work phone

a m 19 20 21 22 || | CasefC Pat FC Primarycell ~ Secondal ry cell

v — 25 26 27 28 29 Status Email

aaaaaaa S
- Copay/Deductible

Telehealth visits are the ONLY visits that can be scheduled via the RT scheduler, and not
FOXTrax, as telehealth does not require visit verification.




Scheduling a Telehealth Visit

Patient within your time zone

Verify correct Date, Time, Provider and Patient Location
Type MUST be entered as PTTEL, OTTEL, STTEL or FSTEL

o Ensures visit is identified as a telehealth visit and telehealth modifier is added to billing

o Length of session will automatically update to 60 minutes but can be adjusted as needed
Enter patient by (Last name, First name) or patient number

o Can also search patient files by clicking the icon to the right of the patient field

o May receive a prompt to select appropriate patient or case

Save

ed
Appointments: WEEKL € Appointment

Sunday 11-02-25 Monday 11-03-25 " Friday 11-07-25 | -08-25

11-02-25 = Time 01:15p |
JFRED = Jennifer Freda |
DES1 = DES1Home I

4 AM
15
30

5AM
15
30

6 AM
15
30

M Test MCHO - DEST Home P
-l Type PTTEL = Physical Therapy Telehealth

7AM
15 |
20 Length 60 minutes

o
1]

8AM | ) |
15 lhﬁn TEST, TELEHEALTH =) |

22 QST A WEED > @\s\' Pref Nome Pronoun

If prompted to change appointment type due to a progress note etc., DO NOT change and
"Continue with current type" to ensure Telehealth modifier is added when billing




Scheduling a Telehealth Visit

Patient outside of your time zone

Must Schedule via the RT Scheduler
Verify correct Date, Time, Provider and Clinician Location

o Location MUST be set to your YOUR region (i.e., DEN1)

o Please note: The appointment reminder will be sent in the clinician's time zone and patients
should be made aware

Type MUST be entered as PTTEL, OTTEL, STTEL or FSTEL

o Ensures visit is identified as a telehealth visit and telehealth modifier is added to billing
o Length of session will automatically update to 60 minutes but can be adjusted as needed

Enter patient by (Last name, First name) or patient number
o Can also search patient files by clicking the icon to the right of the patient field
o May receive a prompt to select appropriate patient or case

Save

|

- ” .
sasBenzFonzbon:=t

3 s SOy
C o1 @ 1

Ten MW - (221w 7}
) e o=
g - - - .

" 3
COABALPOMEB * 4@ nen o

.
14
=

If prompted to change appointment type due to a progress note etc., DO NOT change and
"Continue with current type" to ensure Telehealth modifier is added when billing




Editing a Telehealth Visit

* Click on appointment and select "Edit"
« Update appointment details
- Save

€ Scheduler view (8 add % Edit | Delete Cancel Q Find

/Appointments: WEEKL
Jennifer Freda @ All Locations -- Wednesday 11-05-25

Sunday 11-02-25 Monday 11-03-25 Tuesday 11-04-25 Wednesday 11-05-25 Thursday 11-06-25 lay 11-07-25 Saturday 11-08-25

2PM
15
30
45
3PM
15
30
45
4PM

15
30 4 Appointment (/] [x]

45
5 PM [ Telehealth Test - DES1 Home
15
30
45
6 PM
15

e N OME S 08

1102-25 H Teme Mse

FRED R Jesoier Frede

0651 I DEST Home

waes/ g, wmens @

LLAL




Cancelling a Telehealth Visit

* Click on appointment and select "Cancel”
 Select cancel reason from drop down

* Check "Remove appointment from the scheduler”
- Save

€ Scheduler view [l add  edit W Delete | cancel | Q Find

Appointments: WEEKL

Jennifer Freda @ All Locations -- Wednesday 11-05-25
Sunday 11-02-25 Monday 11-03-25 Tuesday 11-04-25 ‘Wednesday 11-05-25 Thursday 11-06-25 Friday 11-07-25 Saturday 11-08-25
2PM
15
30
45

3PM
15
30

45
4PM
15

30
45

5PM 3 Telehealth Test - DEST Home #  sovser 0 Location  DEST e  PTTEL
TS

30 Reason

45 I
6 PM Pabent Cancellation B
15

zlajafa/n|slm@|c/ms]n]af:] =

l (] memove appointment from mma«l«l




Deleting a Telehealth Visit

Click on appointment and select "Delete”
Click "Verify Delete"
Select "Reason for delete’
Save

€ Scheduler View [ Add % edit| W Delete | Cancel Q Find =

Appointments: WEEKL
Jennifer Freda @ All Locations -- Wednesday 11-05-25

Sunday 11-02-25 Monday 11-03-25 Tuesday 11-04-25 ‘Wednesday 11-05-25 Thursday 11-06-25 Friday 11 Saturday 11-08-25

2PM
15
30

45
3PM
15
30
45

4PM
b . |ewx]om S

30

45
5PM 3 Telehealth Test - DEST Home §
TS
30 = Time 05:00p
45
Gl Jennifer Freda
15

DES1 Home 1
Mot Required **USE FOR FBL and EP** 6 Verify Delete
Physical Therapy Telehealth T
Balance, Payor: Novitas Medicare DE - MNo - Do NOT delete

minutes.

2 QBT WEeR >N @ :

[!es - Delete VERIFIEDI ]




Deleting a Telehealth Visit

-~
Appointment

RerTE | Sl Friday 11-07-25 Saturday 11-08-25
€ Appointment Delete

Appointment Info

Patient 0000216 Test, Telehealth A

Provider JFRED Location DES1 Type PTTEL

Reason

Reason for delete & I

e ——

Comment




Appointment Icons

* Appointment Status Icons
Checked In

Checked Out

Cancelled

No Show

Reschedule

Q0o BEC

* Appointment Flag Icons

Appointment reminder sent to the patient
Sending the appointment reminder failed
Patient confirmed the appointment

Appointment reminder was intentionally not sent

E E EE

The appointment flag icons will show the status of any appointment reminders
sent and alert you if you might need to edit contact information, communication
preferences or resend the appointment reminder

Reminder: When scheduling in advance, appointment reminders go out 24 hrs. prior
fo appointment time and therefore may not show any flag icons until then

. 4
-
S &




RT Connect History

« Dashboard > Caseload > Select patient (double click) > RT Connect History
Tab

» Shows all notifications sent via email and/or text to the patient and/or any
authorized representative/s

» Check the RT Connect History when:

o The appointment flag shows the appointment reminder was intentionally not sent or
failed to send
= Resolution = Check and update contact information and/or communication preferences for
patient and/or authorized representative and then resend the appointment from the
scheduler
o The appointment flag shows the appointment reminder sent but the patient and/or
authorized representative report they did not get the appointment reminder

= Resolution = Resend appointment reminder from scheduler or TH waiting room (See
resending appointment reminder slide to differentiate)




RTConnect History

{ Dashgoard ‘E‘»’ Telehealth Waiting Room | E KPI ] |Eﬂ Patients |

g Scheduler | |}

EE

Scheduler RTConnect Provider View Visit Summary Service Tickets (9) Sign Off (84) Open Tasks Closed Tasks

Connect . .
- User / Provider bFRED Location

Eval. Prov = Patients starting before / on: 02-12-26 [

Alert Source ‘ s Alert Level s On Hold Cases | Hide s ‘
Shadow

. Patient Name Case Name Case Plan End Last Visit # Next PR #

EI Exit Case Load @ Full '.__." Plan @
Bl Logout o o e
[ 1 Admin Test Physical Therapy Diag1: ... PT001 02-02-26 o] 10

€ Patient Chart - 00000010 Admin Test DOB: 07-02-1946 Age: 79 yrs

Case  PTOO1 = | Picture |+ | Waiting List
g

Visit Info Therapy Tracking Documents/Tasks Communication Admin§ RTConnect History

# Type Case Name Start End DOI Primary Diagnosis Primary Payor nextpr visitPr

PT001 REHAB Physical Therapy 11-14-25 A Novitas Medicare NJ98 - MC 10




RTConnect History

« Search by select fields and click refresh list to see:
o Status of message

Notification sent successfully Waiting for verification No verification received Failed to send notification

Red text indicates the appointment was changed after sending the reminder

o When message was sent (Notification Date and Time)
o Who message came from

= Emails come from raintreenotice@foxrehab.org
= Texts come from 27371

< Patient Chart - 00000010 Admin Test DOB: 07-02-1946 Age: 79 yrs

in| RTConnect History

Visit Info Therapy Tracking Documents/Tasks Femmunication—rdm

RTConnect History [Telels

Notifications Type Notifications Sent Between Appointment Filters Notification Status

- Print List
Message Type :] From Date  01-12-26 = Patient 00000010 i=  Location = [ Successfully Sent I —
Comm. Type ‘ s ‘ To Date 02-12-26 = Appt. Type i= | Provider = || Failed to Send

- Load More

Direction s [ @) Both S

Patient No.  Contact/User Name Appt. T... Loc Prov. Appt. Date  Appt.Ti... Notif. Date  Notif. Ti... From Sent to Direction  Segments
00000010 Y Dieter,Will PTTEL DES1 JFRED 02-12-26 10:05a 02-12-26 10:16a raintr i foxr... william.di fi ... Out
00000010 Test, Admin PTTEL DES1 JFRED 02-12-26 10:05a 02-12-26 10:05a 27371 (856) 404-1952 Out 3

‘v
"

. |




Resending Appointment Reminders

« Can be done via Scheduler OR Telehealth Waiting Room

o Resending via Scheduler = Resending INITIAL appointment link (APREM)

= Should be used when the patient/authorized representative cannot find the appointment
reminder or they just simply need an additional reminder closer to the appointment time

JAppaintments: WEEKL
Jennifer Freda @ All Locations -- Sunday 10-26-25

Sunday 10-26-25 Monday 10-27-25 Tuesday 10-28-25 Wednesday 10-29-25 Thursday 10-30-25 Friday 10-31-25 Saturday 11-01-25

1AM

To resend appointment from the .
scheduler: P

12PM . . Edit E ﬁ;ngleMap
Click on the appointment, select three " o
»  vertical dots from the toolbar and click T

"Resend Appointment Reminder"

2pM

o hsory ror
10/ el - w/ histo Send Blast Ale

+aq«eln-m¢-a-»u

‘ ¢ ems | mm vewa W e—

“ MR Test MCHO dd 36WStephenDr | CheckD ut Wele

o Resending via Telehealth Waiting Room = Sending NEW appointment link (TELEH)
= |nitial appointment link sent to the patient will be dead.

* Once resent from the waiting room, clinician must resend appointment reminders from
the waiting room for any additional resend.

= Should be used ONLY when:
* having an issue with initial appointment (i.e., audio/visual issues)
« clinician exits an appointment prior to a session being completed
 patient enters the appointment > 60 minutes prior (join now button will not work)
+ performing a supervisory visit (See supervisory training)

>
FOX =



Telehealth Waiting Room

* Accessed from the Dashboard

€ Dashboard for Jennifer Freda

Wﬂm_l ‘u KPI ‘ |23 Patients | [i—" Scheduler ] |@ Refresh |

RTConnect Provider View Visit Summary Service Tickets (4) Sign Off Case Load (1) Open Tasks Closed Tasks

User / Provider | JFRED (= Location

= Eval. Prov = Patients starting before / on: 11-06-25 |'f More Filters
Alert Source S Alert Level : On Hold Cases | Hide : ‘
Case Load { é | Full { : I Plan | : . Progress ‘:‘ Custom
D Patient Name Case Name Case Plan Rem End AuthEnd rem RxEnd rem  Next PR # Next Visit Last Visit # Next |
D Telehealth Test Balance Diag1: M62.81 ... PT0O1 28 3x6 week... 26 01-13-26 10 11-07-25 10-29-25 1 |
D Test MCHO Virtual Care Diag1: Hom... PT001 =l 12-31-25 5 10 11-08-25 10-30-25 1

« Has "Appointments" and "Waiting Room" tabs
o Clinician can join/start room from either tab

= Patient will be in waiting room until clinician has launched telehealth appointment
» Once clinician joins, patient will have to take an action on their device to "Join room"

= |f patient and/or authorized representative try to join session prior to 60 minutes before
appointment time, join button will never present.

o Waiting room alerts clinician if patient has already attempted to join telehealth
session prior to clinician




Telehealth Waiting Room

€ Virtual Waiting Room 4 Virtual Waiting Room

Appointments for Jennifer Freda for 11-06-25 (today) Patients in waiting Raom

MCHO, Test | 00000445 06:45z PTTEL

Step 1: Click on patient Step 1: Check off patient

- OR

[] Name | Cell Phone ' Email Type Invite Sent

Telehealth Test (908) 415-6690 erinepropst@gma... Patient

D Jennifer Freda (908) 415-6690 Unavailable Power of Attomey
[[] Jennifer Freda Unavai jennifer. Provider
[[] Jennifer Freda Unavai jennifer. Supervisor (PTO01)

Step 2: Start Video Room Step 2: Join/Start Video Room

OR Resend Invite

v

Reminder: Resend from Telehealth Waiting Room should ONLY be used if there was an
issue with the original appointment and a NEW link needs to be sent

. 4
>




Joining Telehealth Appointment - Clinician

Step D Step @
Clinician clicks "Launch" Session
"Join/Start room" from

TH Waiting Room FOX"

The Telehealth session will now begin. Please click
‘Launch’ to continue, When the session opens you will
need to press the "Start Session” button to connect the

call.

Step &
Click "Join Now"

Telehealth Waiting

Room




Joining Telehealth Appointment — Patient

Step: (D Step @ Step &)
Patient and/or authorized Click "OK" to join waiting room "Launch" Session
representative opens

emai I/teXt for appOi ntment Your session will begin shortly when your provider 7 . ™
- - 0 joins. Please click 'OK' to continue to the waiting F ox
and clicks link

room.

The Telehealth session will now begin. Please click
oK ‘Launch' to continue. When the session opens you will
need lo press the 'Start Session’ button o connect the

call.

Step Step ®

"Allow" camera Click "Join Now"

@ Telehealth Waiting Room

and microphone

Allow
"telehealth.rain-

- Please note: The patient
1 will not be able to see or
———— | perform this step until
pacropho clinician has entered the
Don't 9 Mute 1 Stop Video i More SeSSIOI’I

Allow
allow

Noise Cancellation (©) @) Enabled




Checking in/Opening a Telehealth Note

* Do NOT check in appointment until after you and the patient have joined

the session
= You will learn more about checking in appointments in another training
» If you receive an appointment type warning DO NOT change — ALWAYS
"Continue with current type"

= The APPOINTMENT type triggers the 95 Telehealth Modifier to be added to billing
= Once IN the note you can change the NOTE TYPE to whatever note type is desired

@ Appointment Type Warning

Progress Note is due on visit #28.
Current visit is #26.

This appointment for Commercial Test on 12-30-25, at 10:00a is not a Progress MNote wvisit.

Change ointrent type to | e
Continue with current type M More Details

-

Please note: If you accidentally select change, you will need to edit the
appointment AND resend the appointment reminder via the scheduler




Performing Telehealth Appointment

« Use split screen/multi-tasking feature to maintain visual on
patient while documenting point of service (See next slide)

« Ultilize in appointment features:
o Audio and Video — Noise Cancellation ioaoesinesinbalfiomas
o Backgrounds or Blur feature A AR A

o Speaker or Gallery View
o Share Screen
o Whiteboard
« Encourage survey feedback
o Patient automatically prompted upon ending session




Split Screen: Multitasking on iPad

1 - Swipe down

» The Multitasking feature on iPad
allows you to split screen to
remain in telehealth appointment @
while completing documentation

£ Not Playing

on the same device B sounds c >

Call's

* To add Multitasking control:

o Swipe down from top right corner of D oc
iPad to open Control Center :»:

o Press and hold on the right side of A O @ °
the screen until controls flash
o Select "Add a Control" 88 utilities

o Locate and add "Multitasking", then
ensure Multitasking is turned on

o Touch the left side of your screen
to return to your main screen




Utilizing Multitasking to split screen

* Once Multitasking is turned on, click and drag the corner of your screen(s) - indicated
with a bold black "C" to resize, then drag the screens to reposition as needed

3:19PM Wed Nov 26

see o 5G 75% @@ )
N < 2 treeinc.com ./ & & [’Ij + ” (® foxrehabpc.sharepoint.com @]
@ Fox Rehabilitation Services [x) @ RT Web B E’o(x SharePoint L0

Enter PIN to continue + New v 3 Page details  (d Preview -

ENTER CURRENT USER PIN TO CONTINUE

®
A
N

2025 Clinical Training:
Cardiopulmonary Best Practice

*Select your discipline to view appropriate Cardiopulmonary Training

Other Clinical Resources & Best Practices

: ;




Telehealth Documentation

- MUST select appropriate note type upon open of EVERY telehealth note

o Due to telehealth note configuration, every telehealth visit will be initially be set as a
"Daily Note" and will need to be manually changed to the desired note type

4 Daily Note for Test MCHO (he/him) - Visit: 1 Payor: MCHO 01698 UHC IN-Network States

Record Information

Patient Information
Patient  Test MCHO Date/Time | 10-30-25 10:30a Rendering Provider JFRED Jennifer Freda, PT, DPT, ¢ Prescribing MD | TEST = Test Referral
DOE  03-03-33 Age 92 Case# ProD1 = = Signer/Cosigner = Assigned To |JFRED | Jennifer Freda
R¥ 00000445  Gender M Loation | pggy DEST Home Silling Provider jepgp i=| lennifer Freda Category |pazse 1= PASoutn East2
Case Type Reviewer = Destrigton  Virtusl Care
Reson | & Sidecfbody Left( ) Biateral( ) Right( ) Location of Treatment
o Tooe o tormation o tempite | [ROCRESGREARENI
ool = POCFrom = POCTo = s0C 10125 = = [EENE | (B Ade Petients Signature .
Next MD Visit is missing.

Histories  Subjective Objective - Education _ Charges Tracking Next visit: 11-04, 12:00p.
[ use quick soap Repull Conversion Data

[PortalRecorgs 0 New Transferred lGonfmPortalData
« MUST enter time in and out under "Activities" tab

o If you split a session or have multiple time in/out times, enter the first IN time and
last OUT time, then specify additional time IN/OUT in the Activity Comments box

B+ A0 7 %+ 4

[ Time Ini 11:20a Ot 12:20p Total Minutes G0 ]

Activity Comments (5] Total Time (minutes)




Telehealth Documentation (Continued)

« MUST Select "Telehealth Visit" item from picklist and mark as "Done Today"
under Time Based Activities

|ﬂiﬂnriﬁ Subjective Qb_yecﬁv{ Activities tdu:atiun Asseszment Goals Plan  Charges ]ra:l:cing| Mext visit: 0789-22, 03200p.
[ use quick saue LT ]
L — IR Ot oo sy paricirs | 8] [ Sow sy G

Transfers- Sit+ >stand WD for hand placement, control and scooting on sat.

D Hip Extension WL to keep knee ext and engage glutesing fo 4# Actie 3 12 s
] Mini Sguat WCAD far inc knee flexion and keeging weight back to . Actve z 10 Ve
D Scapular Retraction 5% in each hand. WC/TC for inc contraction of rhomboids. Actree z 12 e
[] vepaso WCADYTE to keep foot in saggittal plane and aveid hip_ Actve 2 10 e
[l ¥nes Revian Actine z 12
[] He Flesian 4 Time Based Activities 1z
= [easeaee I
[[] Batance- Single leg stance 4 e
Cuick find:
| 3 Attt et | e
[7] Teleheaith Visit: BT annect Platfarm _
o I O b Vit Micrmefs Tearme Biast Mark "Yes" as done today

Tmeln (11200 | Ot [fz20p | Ii Select one of the above based on
platform used for telehealth

Note: SLP's can add the platform from the Service based picklist as well, and platform only needs to be added once.

.




Telehealth History

« Dashboard > Caseload > Select Patient (Double Click) > RTConnect Hx >
Telehealth History

« Can be used to check time in and time spent
| MainMenu |

‘C:: Telehealth Waiting Room ‘ ‘“ KPI | |22 Patients ‘ ‘ﬁ’ Scheduler | |}
$I Scheduler RTConnect Provider View Visit Summary Service Tickets (9) Sign Off (84) Open Tasks Closed Tasks
L X Connect = = = i
\3" - User / Provider LIFRED = Location = Eval. Prov = Patients starting before / on: 02-12-26 |:
% Shadow Alert Source ‘ : Alert Level % OnHold Cases | Hide & ‘
r . B B
-i! Exit Case Load . Full . Plan
N . [ | Patient Name Case Name Case Plan End Last Visit # Next PR #
i Legoutnd it (0 sorg |
- [ | _Admin Test Physical Therapy Diag1: ... PT001 02-02-26 o] 10

€ Patient Chart - 00000010 Admin Test DOB: 07-02-1946 Age: 79 yrs

Case PTOO1 = | Picture - | Waiting List
g

Visit Info Therapy Tracking Documents/Tasks Communication Admin§ RTConnect History

# Type Case Name Start End DOl Primary Diagnosis Primary Payor nextpr visitPr

PT0OO1 REHAB Physical Therapy 11-14-25

A Novitas Medicare NJ99 - MC 10




Telehealth History

€ Patient Chart - 00000010 Admin Test DOB: 07-02-1946 Age: 79 yrs

Case proo1 = [[Menu | |Picture |~ | | waiting List

Visit Info  Therapy Tracking Documents/Tasks Communigation—emin [R'I'Cognect History]

RTConnect History[ Telehealth History ]4—

FromDate  01-12-26 = ToDate  02-12-26 ‘= Patient 00000010 Refresh List | Load Mare

Patient No.  Patient Name Total Duration (Minutes)  No. of Participants  Apdate ApTime Start Time Participants

To see specific participant in/out details (in UTC) go to Main Menu > Connect
> Message Hx > Telehealth History > Double click on session




Team's Telehealth Considerations

» Should be used as a BACKUP to
Raintree's telehealth platform

 CANNOT be sent to a phone
number

 Can ONLY be used in Chrome
browser

o Safari (i.e., Apple products
default browser) does not allow
meeting to open without
pushing patient to download
the app




Scheduling a Teams appointment

Open Teams App

1:50PM Wed Mar 4

‘9 April

f,,P Q  Search
L —
Activit! Y Mon 20 Tue 21
8 8
FOXCom 9AM
10AM
;")
Calendar
1AM
More
12PM
1PM
Virtual C
Leadership
Call
Microsof Uiz
M Teams II;I R
Meeting [ annin 9
Microso ft Te...
4PM

Click calendar icon




Scheduling a Teams appointment

Cancel

/ Addtitle

&% Add participants

| Jennifer Freda
Busy

Share to a channel

All day

Start Mar 4 at 3:00 PM
End Mar 4 at 3:30PM
Repeat Never >
Location

Show as

Description

Click the "+"




Scheduling a Teams appointment

1. Add Title 3. Add patient's email address
o Ex: PT Telehealth Appointment 4. Click the email address under suggested

2. Click "Add Participants" 5. Click done

Add: Jmf9233@gmail.com >

Cancel B

2 Addititle

&% Add participants

~ Jennifer Freda
5 | Busy

=] Share to a channel

© Allday

Start Mar 4 at 3:00 PM

Cangcel Add people e

Add: Jmf9233@gmail.com,

End Mar 4 at 3:30PM

Suggested

JF Jennifer Freda

6. Add additional appointment details

K UOIIC




Starting a Teams Appointment - Clinician

" March @ &
f,? O Search
Activity = Mon 2 Tue 3 Wed 4 Thu s i A i A
® 9 ~ 0 MegPTOD 0 Meg PTO 0 PHASE 6 RT CUSTOM REFE... 0 PHASE 6 RT CUSTOM REF| O Telehealth Appointment @ ]
Fo‘“c@m ' L T Sl TS
1200
@ P g L TR C R Telehealth Appointment
Chat I Call Meg FOX + Infinity Chat Wednesday, March 4, 2026
Microsoft Teams Meeting 2:30pm - 3:00pm
— 1PM u
=] Virtual Care Leadership Call Call ; : |
alendar Microsoft Teams Meeting I Microsoft Teams Meeting |
(" Share meeting invite {
More 2PM lc'" Meg B56) 288-3503 (Toll) United States
Telehealth Appointment Edit
Microsoft Teams Meeting
3PM
| M NowE BSoft Teams meeting Join: https://
2P T A Rl 1 teams.microsoft.com/meet/28014157163838?
| .+ p=BRP5mc1cLUt3slyGxs Meeting ID: 280 141 571
4PM 0% See more
Gargano, Rose VIRT1 EC Call RTConnect Recurring .
I Microsoft Teams Mesting Microsoft Teams Meeting ring
Immm’s.- Ims“ R... . Participants ()
S Teleheatth Jennifer Freda
Microsoft Teams Meeting A Organizer 1
eeting i
&PM IF Jennifer Freda
Unknown
- ]

Click on your telehealth appointment from your calendar > Click "Join"




;/,2"7; Background effec

Telehealth Appointment

i )

Video s off Mic is off

Click "Join now"



Starting a Teams Appointment - Patient

= M Gmail Q,  Search mail = ® @& 4
& B © i B ™ : 10f3316 < > Ea~
/ Compose
[ Mar | PT Telehealth Appointment
&d Inbox 3,031 4 View on Google Calendar
¥ Starred Wed pr When  Wed Mar 4, 2026 4pm — 4:30pm (EST)
® Snoozed Where  Microsoft Teams Meeting
»  Important Who Jennifer Freda*
2 Yes Maybe No
[) Drafts 9
) Purchases 190
2, Social 154
(@ Updates 3,331
2 Forums
€  Promotions e Microsoft Teams meeting
v More < Join: https://teams.microsoft.com/meet/25870592653438?p=soTLhmks3a7Auu3Xz2 >
Meeting ID: 258 705 926 534 38
Labels + Passcode: uz2NB3Hu

Patient should go to their email and find the appointment invite > Click link




Starting a Teams Appointment - Patient

X g Join conversation x 4+
.. 1T a @ Verify it's you Finish update &

M PT Telehealth Appointment - 1
s teams.microsoft.com/dl/launcher/launcherhtmi?url=%2F_%23%2Fmeet%2F25870592653438%3Fp%3DsoTLnmks3a7Auu3X.

« - C X

Lowe's Onli
Open Microsoft Teams?

@ QuickBooks %9 BlueCross - Home

https://teams.microsoft.com wants to open this application.

D Always allow teams.microsoft.com to open links of this type in the associated app

Join your Teams meeting

Continue on this browser

e ————

Join on the Teams app

Patient should select "Cancel" and then "Continue on this browser




Starting a Teams Appointment - Patient

Microsoft Teams meeting

Type your name

@ Computer audio

\!J Microphone Array (Realtek High Definition ... v~ ‘)

‘)) Speakers (Realtek High Definition Audio(SST)) v

O Phone audio

e - @ %% Background filters () Don't use audio

Cancel @

Patient should select "Join Now"




Support Roadmap: Start Smart, Escalate Right

Have a question? Follow the path to resolution!

LAST, if the Go-

START with Self Help - Live TEAMS chat
Swift Fix or Service can't assist, submit
Now a support ticket.

NEXT, if self help
did not resolve your
issue, utilize the

state specific Go-
Live TEAMS chat to
elevate your
question. This chat
will be monitored
on Day 1 only.




RT Standard
ENOTE — Wellness Documentation




Starting New Cases

* New admissions will only display on
your caseload tab AFTER you have
scheduled the first evaluation/visit in

FOX Trax.

o Scheduling of the appointment in FOX Trax
initiates the record to be created in Raintree

RTConnect Provider View Visit Summary Service Tickets (10) Sign O Open Tasks Closed Tasks
User / Provider 000 I8 Location Eval. Prov {5 Patients starting before / on: 11-03-25

Alert Source ' s AlertLevel 2| OnHoldCases | Hide
Case Load e Rl Pan
D Patient Name Case Name Case Plan Rem End AuthEnd rem RxEnd rem Next PR # Next Visit
O Test Medicare9 ADL's Diag1: Home ph OTO001 -1 12-31-25 -1 10

O Medicare Test8 ADL's Diag1: Home ph OTO001 -1 12-31-25 -1 10




Launching a Note

*  Schedule in FOX Trax

«  Visit will display in RT Standard scheduler and Provider View tab under Appointments

«  Visits MUST be scheduled to start a note. RT Standard does not allow for notes to be

created without an appointment.
* In FOX Trax, complete visit verification, ideally at the start of the session
* In RT Standard, right click the appointment and select Check In
o The appointment will display in the "Check In " window
= Double click or right click> edit to open the clinical note when ready to document.

o Inthe event action is needed (due to patient forms being unsigned or previous notes not
completed), prompts will display and then the appointment will display in the Check In
window

= See Consent Training for details on patient forms.

o Read any additional prompts related to the patient so y

LR >66) RiConnect Provider View Visit Summary Servia Edit i Tasks Clo:

are aware of any notices/alerts

Scheduler H Delete
User / Provider RBROW = Date |i\ " Print ] Show noi

ﬁ Checkn C e ncme/semmem  owkox

Date Time Len  Patient Name = Cancel Patient Name Dur Patient Name Room Dur Patient Name

(¥ More Filters. |

< 10/07/2025 >

Tue, 07 Oct 2025

Test6, Medicare oroo
© ©0558AM-0653AM @ 7Nov225PM

® Forwood Manor
4 10-07-25 07:52a 55 Medicare Test8
Test8, Medicare o001 Check Out

© ©0752AM-08:47AM @ 6MNov 755 AM : B ‘
© Forwood Manor Clear Status

10-07-25 05:58a 5 MedicareTests o Medicare Test6 1day.. Medicare Testd 1day6hrs.. RSN

Test7, Medicare oroo Anmnintmant Fard
© ©10:00AM-1055AM @ 7Nov226PM g
© Forwood Manor

Screenshots do not represent wellness visit appointments. Example is for visual display of
scheduling workflow

.
-
s




Payor “P”

* Wellness visits Payor is “P”
- On pop-up window, select “OK” or “Yes” to continue

& l Payor: P - FOX WELLNESS LONG VISIT l
ATTE TS

Allowed: 5 Used: 2 Remaining: 3

Simple visit counting has 0 simple visit(s) left

 Please pay specific attention to # of visits remaining to ensure you are not
treating outside of pre-paid authorized visits.

-




P

ENOTE Billable Visit Documentation



PMHXx/Vitals Updates: Past Medical History

* Note will auto populate to
"PMHXx/Vitals Updates" tab
to complete Medical @ e

History and Vitals wn ([ EESSEE || | paent
TS e Prmar: 00108

i Primary: 00108
MC  Nowvitas Medicare NJ1
W Secondary:

Pt yitals Historyl| PMHX/Vitals Updates [lSOAP Note = Service Ticket | Charge Details  Set Up Summary

* Double-click on Past
Medical History to open
Adult Medical History
window

[ sae Patient Information Record Information
+ Add Past Medical History if
not present, recommended
tabs to complete: Macical Conditon: | |
o Medlcal Cond|t|0ns :::Zns Do you have any medical condition you currently suffer from or have experienced in the past?*

O S u rg e ri eS Allergies

Patient  Wellness Private Pay DoB 02-02-42 Date 10-27-25 = Time 03:03p Provider | kCROS = Owner KCROS

MR# 00000345 Age &3 ‘7| Medical history was supplied by caregiver/patient and reviewed by clinician

®
7

Living Arrangements

o M ed i Cati 0 n S - Please indicate any medical conditions you currently suffer from or have experienced in the past

0 AI Ierg i eS ﬂc'-k ‘gl Abnormal Bleeding ‘;‘ Chronic Neck Pain |;‘ DvT |;| HIV/AIDS ‘;l Osteoarthritis
\L|Angina \_\ Closed Head Injury |_\ Fibromyalgia |_| Hypertension \_|Ostec»por05|s

O Eq u I p me nt Eessing ‘zl Anxiety ‘:‘ Colitis |:‘ Frequent UTI |:| Hypotension ‘:l Psoriatic Arthritis

t LA ‘T| Arrhythmia ‘7‘ Congestive Heart Failure |7‘ GERD |7| Hypothyroidism ‘7| PVD
- Only needs to b d e = - - -
n n ee S O e accesse Speech ‘:l Asthma ‘7‘ COPD |7‘ Glaucoma |7| Irritable Bowel Syndrome ‘7| Rheumatoid Arthritis
at fl rSt VISIt O r fo r maJ o r Merge ‘zl Bipolar Disorder ‘:‘ Crohn's Disease |:‘ Gout |_| Joint pain ‘:l Scoliosis

2
g
£
A
T
8
3
=]
&
S
I
B
g
T
=)
g
a
]

Lymphedema

medical updates ‘Tl Blood Clotting Disorder

. __d




PMHXx/Vitals Updates: Vital Signs

* Double-click on Vital Signs
to open Vital Signs window

« Vital Signs Window

— Enter:
+ BP(Systolic)
+ BP(Diastolic)
* Pulse Rate
+ SpO2

— SAVE after entering

data

— Disregard all other
areas

4 Encounter Note - MR#:00900013 Fitness Staging DOB: 10-01-40 Age: 85

B Delete

@ sae Q cancel Add A Edit

Record Information Template / Note Type v
Date/Time 11-02-25 09:15a Rendering Prov | KCROS Billing Prov i= Sup MD = Template WELL = Wellness Visit User Template
Referring MD 36535 i= Location DES1 Assigned To | KCROS = Cosigner iE Case # FS001 i= Note Type | Wellness Visit =
‘Snomed Registry
Pt yitals History | PMHx/Vitals Updates SOAP Note Service Ticket | Charge Details  Set Up Summary
— - —_— ' g Tele Health
MEDICAL HISTORY
= Patient Menu
Verky . ] Primary: 00108
MC  Nowitas Medicare N1
wNL Secondary:

4 Vital Signs

Patient Information

Date/Time 09:15a

Record Information

Rendering Provider KCROS = Kate Bruno, OTD, OTR/L

MR # 00900013 Patient  Fitness Staging
DOB  10-01-40 Gender M Location DES1 i=| DES1Home Owner/MD KCROS = Kate Bruno
Age 85 Ageatrecord  85yrs Case # 00000 =
Abnermal flag Normal % Needs review
Vital Signs e Standard System ) Metric System
Height / Weight Vitals Meaningful Use
Standard Metric
Temp 9 F BP (Systolic) mm HG
Height i " cm Temp i BP (Diastolic) mm HG
Height in inches BP (mean) mm HG BMI Alert [-
I Pulse Rate per minute l Nutrition Alert
Weight Ibs kg Respirations per minute BP arm left right Exercise Alert
BP comment More BP

BMI

l Sa02




SOAP Note

. L Pt Vitals History PMHx/Vitals Updatesﬁemce Ticket Charge Details Set Up __ Summary
* Double click on "Wellness Visit" s e — R —
o Will bring to SOAP note e -
format
Edium Sets |Reps |Resistance | Side/Position |DoneToday | Comme
o Do not access any other tabs
in the "Wellness Visit"
Empty Record Complete Final Edit e hwuﬁ\ e

Subjective: This section includes the client’s verbalized symptoms, feelings, medical history. Enter what the client reports,
to include their chief complaint or goal for wellness.

Objective: This section includes measurable, observable data collected. Enter exercises and activities completed.

Assessment: This section allows for insight from the Subjective and Objective sections. Enter your professional
impression based on Subjective and Objective data.

Plan: This section outlines the action steps for the client. Enter details for ongoing wellness plan.




SOAP Note: Subjective, Objective

€ SOAP Note PN: 00900013 Patient: Fitness Staging DOB: 10-01-1940

Template | Wellness Visit s | |:| User Templates | Set Up / Add items | |:| Defer

Qiagnosis Quick List Problem Assessment Merge All Assessment/Plans
Subjectve

Patient/caregiver Comments:

Pain Rating: Exercises | Sets | Reps | Resistance | Side/Position Done Commen
Today
Squats 3 10 AROM Standing Y UE support on table
SLS 1 5 AROM Standing 5 second hold each g
Alt. Lunges 3 10 AROM Standing Y

Fitness Assessment:
Treatment Frequency:

Subjective Objective (this section carries over visit to visit)

+ Enter Patient and/or Caregiver comments + Ultilize this section for the details of exercises and

* Enter Pain Rating activities from the visit

 Utilize as appropriate based on client + Fitness Assessment: if initial/quarterly assessment is

done for client, write “Done Today, data in FOXSLC”
and enter results in FOXSLC

+ Treatment Frequency: Recommended frequency
should be added at first visit and will carry over to each
future visit. (Ex: 2x/week)

« Section is required

+ See next slides for details on how to document in this
section

¢
FOX



SOAP Note: Objective Access Instructions

« To document in Objective section, either type directly into the box or the
Objective note screen or expand the section by single clicking on the
box and pressing "Ctrl + E" or clicking the square with four arrows on
the lower right section of the objective box

Exercises | Sets | Reps | Resistance | Side/Position | Done Comment

SLS 1 [ AROM Standing 5 second held each side

Fitness Assessment:
Treatment Frequency:
L]
e
J




SOAP Note: Objective Grid Instructions

« Utilize exercise grid to document any exercises or activities in your session.

* Any activities that do not apply to the grid can be documented via free text
below the grid

* In the "Done Today" column of grid, enter "Y" for exercises done today. If not
done today, leave blank.

 Utilize arrow keys or mouse to change cells in grid (do not use the tab button)

* |If you need additional lines added to the grid, single click anywhere in the
exercise column and click B to add row above or B to add row below.

- Click B3 to delete a row
* Do not add or delete columns in this grid

€ 9 Al v 1ipt v B I EE=E == i == AvLvL BH B Q @

Exercises Sets | Reps | Resistance | Side/Position

3 10 AROM Standing Y UE support on table
SLS 1 5 AROM Standing 5 second hold each side
3 10 AROM Standing Y

Fitness Assessment: m El E':] F.H E EE EE [’3]
Treatment Frequency:




SOAP Note: Saving Objective Section

* If you expanded the Objective box and have completed
documentation, click the left arrow at upper left of box and
click "Save" on pop up

4—]") Arial v~ 10pt v B I EE=E=E iz 2 AvevyL BH By Q @

Exercises Sets | Reps | Resistance | Side/Position

Squats

o

b
8w
8 5

It. Lunges




SOAP Note: Assessment, Plan

€ SOAP Note PN: 00900013 Patient: Fitness Staging DOB: 10-01-1940

Fitmess Assessment:
Treatment Frequency:

Assessment [W'
@entﬁ: cation:
Additional Comments:
Assessment Plan S _
« Communication is to document any applicable

« Utilize as appropriate based on client . . : ) vabis
conversation with client/POA regarding this visit

+ Additional Comments can be used as needed if not
applicable to other categories
« Utilize as appropriate based on client

Reminder: Do not access any other tabs in this section
other than the SOAP note.




SOAP Note: SAVE

* When note is complete hit "Save® in top right corner or Disk icon in bottom right corner

4 SOAP Note PN: 00900013 Patient: Fitness Staging DOB: 10-01-1940

Assessmen t Plan

General Comments: Communication:
Additional Comments:




Service Ticket

4 Encounter Note - MR#:00900013 Fitness Staging DOB: 10-01-40 Age: 85 @ sae Q cancel add A et W Delete =
Record Information Template / Note Type v
® N t t S T k t t b Date/Time 11-02-25 09:15a Rendering Prov  KCROS Billing Prov = Sup MD B Template  WELL ‘= Wellness Visit User Template Self Help o
avigate 10 cervice lIcket1a
ReferringMD 36535 i= Location DEST Assigned To | KCROS i Cosigner = Case# FS001 EE NoteType | Wellness Visit ¢
Snomed Registry

[ "Well "und
* Double click on "Wellness" under
Pt Yitals History PMHx/vitals Updates  SOAP Ndite | Service Ticket Clrge Details Set Up Summary
service ticket box - R—
] pate Description
Patient Menu
Primary:
Secondary:
- Empty Refresh Diagnosis No Service Ticket Patient: 00052
Complete Final Edit No Visit PP FOX WELLNESS EP SLC SHI
Clinic:
Order set = [ Add Picture
Date Created  Description Details. Status PatStatus  Fin Status  Ready Pending Complete

All Therapy Notes =

+ Select appropriate Service € Other Services PN: 00900013 Patient: Fitness Staging DOB: 10-01-1940
* Wellness Visit = Long Visit Tempie | Weines ‘| s Templrs
= Can be utilized by all [P v ————
disciplines

Add Items / Set Up

Services

+ Wellness Short Visit (FS) = O wetosvst
Short visit for FS only

Wellness Short Visit (FS)




Time in and Time out

* Please enter time in and time out in all ENOTESs to ensure
compliance with visit length expectations.

* Navigate to the “Billing/Diagnosis” tab

4= Other Services PN: 00900013 Patient: Fitness Staging DOB: 10-01-1940

Template | Wellness ¢ |:| User Templates

| Add ttems/Setup |

Services Procedure Mote/Impressions  Vital Signs § Billing/Diagnosis §erge  All Services

Services

D Wellness Visit

| Weliness Snort visit (F5)

<>




Time In and Time Out

* Enter Time in (start time of
session) and time out (end time " 7
of session) using the format e e o e
HH:MMa or HH:MMp :

4 Other Services PN: 00900013 Patient: Fitness Staging DOB: 10-01-1940

 Total minutes will automatically
calculate based on times
entered

- After completion clicEEd in
upper right corner or in - —

lower right corner Kk @[3




Service Ticket: Warning Pop-up

- |f the wrong service
Is selected, this
warning pop-up will
show

» Go back and select
correct service type

Encounter Note - MR#:00900013 Fitness Staging DOB: 10-01-40 Age: 85

Sacord Information Template / Note Type ]
Date/Time | 11-02-25 09:15a Rendering Prov | KCROS Billing Prov i= supMD i Template  WELL = Wellness Visit || User Template
Referring MD 36535 = Location DES1 Assigned To |KCROS i Cosigner i= Case# FS001 = Note Type | Wellness Visit %

History SOAP Note Charge Details Set Up | Summary

€ Warning

Charge code PPWV not found from charge table for billing code P.

- ‘Empty | Refresh Diagnosis | Noservice ket
Complete | | Final Edit | Nowisit

OrderSet =

DateCreated  Description Details status PatStatus  Fin Status  Ready Pending Complete




Charge Details

- Navigate to
C h a r g e D et a i I S € Encounter Note - MR#:00900013 Fitness Staging DOB: 10-01-40 Age: 85

Record Information Template / Note Type [v
t a b Dateffime 110208 it Rendering Prov | KCROS Billing Prov i= SupMD = | Template |WELL S| Wellness Visit [ user Template Seif Help o
Referring MD 36535 (= Location DES1 AssignedTo  KCROS =  Cosigner =] Case# Fson S

Note Type | Wellness Visit ¢
Snomed Registry

Pt Vitals History PMHx/Vitals Updates SOAP Note  Service Tick Charge Details [Set Up Summary
1 g Tele Health

1 M62.81

i Muscle weakness (genera... - 4

» Code and units L= ‘= = — ™
Wi” auto populate Code: cpT Modifiers’ | Units Dx Auth / : é Remark u = Fresrvor rimary:

from the
selection entered
u nder Se rvi Ce | Adjust Charges Manually | EpsoT

Patient: 00052

(I

PP FOX WELLNESS EP SLC SH!




Charge Details: Post and Sign

« Scroll down and
on right side
click "Post and
Sign”

€ Encounter Note - MR#:00900013 Fitness Staging DOB: 10-01-40 Age: 85

i

ii | | i
i
g
2
o
3
o
g

Patient:

PP FOX WELLNESS EP SLC SH(

i
iii

' Adjust Charges Manually ~ EPSDT

Supplier Info

‘ Preview Post

Post and Sign

P 00052 FOX WELLNESS EP SLC SHORT PP Amount Copay 0.00 Bill To = Payor Set
Type & Ref# Loc = Clinic Ledger =
Method | $ Type POS Cat DENT i *
Skip Copay Check #

[Create Task

Created By  Kate Bruno 11-04-25  12:20p Modified By Kate Bruno 11-04-25  12:24p Posted By No Service Ticket No Visit




Save and Sign Off

* Click “Save and
Sign Off*

P Save @9 Cancel ™R Print

€ Editor

Wellness Visit

* Input pin in pop-
up and click "Save

. o Date of Service: 11-02-25 Provider: Kate Bruno OTD, OTR/L
a n d S | g n Off Client ID: 00900013 PCP: EPOC Validation Testing MD
Patient Name: Fitness Staging Supervising Provider: Kate Bruno OTD, OTR/L
DOB: 10-01-1940 Age: 85 yrs 1 mo
Diagnosis:

M62.81 Muscle weakness (generalized).
CPT Codes: PPWV2 x 1 units
VITALS: Wt Loss: 0

SUBJECTIVE
Patient/caregiver Comments:
Pain Rating:

Exercises | Sets | Reps | Resistance | Side/Position | Total Comment
Min

3
Save and Sign Off Save and Mark Reviewed Save and Return to Note Close Editor

N




Confirmation

« After successful Sign and Post, visit will turn Purple
« If it is gray, it did not bill and you will need to go back into the note to post again.

4 Dashboard for Kate Bruno

|- Telehealth Waiting Room | |

| & Patients =2 Scheduler | Refresh

RTConnect Provider View Visit Summary Service Tickets (9) Sign Off Case Load Open Tasks Closed Tasks

User / Provider KCROS i  Date € | 11-02-25 i= - 11-02-25 i= | ¥ | Show non VISIT appts: X

4 More Filters

Date Time Len  Patient Name Type

Notice tient Name Dur Patient Name Room Dur Patient Name
110225  09:15a 60 Fitness Staging FSWEL

Fitness Staging




Discharge Documentation



Discharge Note Usage

* Discharge notes are utilized to end a case in Raintree
(planned or unplanned) at completion of a Wellness case.

o Our goal is to educate our clients on the benefit of continuing
Wellness engagement throughout their life however there are
some cases where that does not occur.

 Discharge notes can be billable or non-billable depending

on the scenario

o Billable — completing the planned final client visit note in a
Wellness case and tagging as a discharge to remove case from
active list

o Non-billable — an unplanned discharge from Wellness where a
billable client visit is not completed on date of discharge




Decision Tree for Billable vs. Non-Billable DC

Are you completing
a Wellness session
with the client on
date of discharge?

J

Yes No

Complete non-
billable discharge
note

Complete billable
discharge note




Opening a Discharge (DC) Note

« Schedule visit in FOX Trax, complete check in, and open
note based on instructions previously outlined in this

training.
* Navigate to upper panel in the "Template/Note Type" box
and click * next to "Note Type".

 Select "Discharge”

4 Encounter Note - MR#:00000014 Wellness Test DOB: 01-01-48 Age: 78

Record Information

Date/Time 01-04-26 10:302 Rendering Prov | KCROS Billing Prov i= Sup MD = Template User Template
Referring MD (00000 = Location | ALOO4 Assigned To | KCROS = Cosigner = Case# rsp01 | Note Type |
Snomed Registry
Pt Vitals History PMHx/Vitals Updates SOAP Note Service Ticket Charge Details Set Up { Summary i
Conversion Note
e — L s
Service Ticket )
[] pate Description
[] 11-24-25  PastMedical History L Soap Note
’ Select All ’ el i Patient Menu ‘
D 01-04-26 vital k ‘eliness Visit J
Primary:




Billable DC Note

« Complete client visit note content based on guidance from
this training.

* In the "Plan" Tab under "Additional Comments"
enter reason for discharge.

o Ex: "Client requesting discharge due to financial reasons", "

xpired”, "client engaging with skilled care and requestin
discharge" "w e i e s g

ive. Objective
ienlicaregiver Comments: Exercises | Seis | Reps | Resisiance | Side/Position | Done | Com
Pain Raing: Tod
Fofiexen |3 |10 | AROM | Siing
Toow Siting
nnnnnn
5 Standing
uats standing
Fitness Assessment: N/A
‘Treatment Frequency: 3x/1
sessment Pian
General Comments: Communication:
‘Additional Comments:




Billable DC: Service Ticket

4 Encounter Note - MR#:00900013 Fitness Staging DOB: 10-01-40 Age: 85 @ sae Q cancel add A et W Delete =

Record Information Template / Note Type v

° N avi g ate to S e rvi Ce Ti Cket ta b Date/Time  11-02-25 091158 Rendering Prov |KCROS Billing Prov = Sup MD Template \::L"L EiV\:ellnzss visit User Template
feliness Visit 4

Refering MD 36535 = Location DEST Assigned To | KCROS i=  Cosigner = Case # Fso01 Note Type ¢ "
Snomed Registry

. Douple qllck on "Wellness" under — SME: S—
service ticket box

}rge Details  Set Up Summary

g Tele Health

] pate Description
Patient Menu

Primary:
Secondary:

- Empty Refresh Diagnosis No Senvice Ticket Patient: 00052

Complete Final Edit No Visit PP FOX WELLNESS EP SLC SH(
Clinic:
Order Set = [Add picture
Date Created  Description Details Status PatStatus  Fin Status  Ready Pending Complete

All Therapy Notes =

° SeIeCt a pproprlate Se Nlce € Other Services PN: 00900013 Patient: Fitness Staging DOB: 10-01-1940
* Wellness Visit = Long Visit i [t d i
= Can be utilized by all [ Joose s wison smmes s srovie o
disciplines —
* Wellness Short Visit (FS) = O vetnesvie
Short visit for FS only ——




Billable DC: Time in and Time out

* Please enter time in and time out in all ENOTESs to ensure
compliance with visit length expectations.

* Navigate to the “Billing/Diagnosis” tab

4= Other Services PN: 00900013 Patient: Fitness Staging DOB: 10-01-1940

Template | Wellness ¢ |:| User Templates

| Add ttems/Setup |

Services Procedure Mote/Impressions  Vital Signs § Billing/Diagnosis §erge  All Services

Services

D Wellness Visit

| Weliness Snort visit (F5)

<>




Billable DC: Time In and Time Out

* Enter Time in (start time of
session) and time out (end time " 7
of session) using the format e e o e
HH:DDa or HH:DDp :

4 Other Services PN: 00900013 Patient: Fitness Staging DOB: 10-01-1940

 Total minutes will automatically
calculate based on times
entered

- After completion clicEEd in
upper right corner or in - —

lower right corner Kk @[3




Billable DC Service Ticket: Warning Pop-up

Encounter Note - MR#:00900013 Fitness Staging DOB: 10-01-40 Age: 85

- |f the wrong service = e =

Template WELL = Wellness Visit \7‘ User Template

Date/Time 111-02-25 09:15a Rendering Prov  KCROS Billing Prov = Sup MD

" .
IS Se I eCted J th IS Referring MD 36535 = Location DES1 Assigned To |KCROS i Cosigner i= Case # FS001
. .
Wa rn I n g po p- u p WI I I History SOAPNoteChargeQmils Set Up | summary |
show
€ Warning

e G O b a C k a n d S e I e Ct ‘L —— Charge code PPWV not found from charge table for billing code P.
correct service type

Il

Note Type | Wellness Visit

- ‘Empty | Refresh Diagnosis | Noservice ket
Complete | | Final Edit [ | Novisit
Orderset | =

DateCreated  Description Details status PatStatus  Fin Status  Ready Pending Complete




Billable DC: Charge Details

* Navigate to
Charge Details
ta b Resord information Template / Note Type (v

Date/Time 11-02-25 09:15a Rendering Prov  KCROS Billing Prov Sup MD Template WELL = Wellness Visit || user Template Self Help o

Note Type | Wellness Visit * ‘

4 Encounter Note - MR#:00900013 Fitness Staging DOB: 10-01-40 Age: 85

Referring MD 36535 (= Location DES1 Assigned To  KCROS = Cosigner Case # FS001

Snomed Registry

Pt Vitals History PMHx/Vitals Updates SOAP Note  Service Tick Charge Details [Set Up Summary
1 g Tele Health

1 M62.81 = | Muscle weakness (genera... - 4 = 7 = A |
2 = 5 = 8 — B =
3 ] 6 = 9 = [ L]
. ‘ Patient Menu
» Code and units
Code CPT Modifiers Units. Dx Auth / X Remark BC Loc Prov  POS Primary:
_ =
will auto populate

from the
selection entered
under service \

Patient: 00052

Wil | || A |6 |

PP FOX WELLNESS EP SLC SH!

| Adjust Charges Manually ~epsoT

( Supplier Info

ticket. | B




Billable DC: Charge Details > Post and Sign

* Scroll down and
on right side
click "Post and
Sign®

€ Encounter Note - M 900013 Fitness Staging DOB: 10-01-40 Age: 85

Patient:

PP FOX WELLNESS EP SLC SH(

m
1]
L]
m

Adjust Charges Manually EPSDT

Supplier Info

‘ Preview Post

Post and Sign
P 00052 FOX WELLNESS EP SLC SHORT PP Amount Copay 0.00 Bill To = Payor Set
Type $ Ref# Loc = Clinic Ledger =
Waved [ 8] pe = ovos catloen = *
Skip Copay Check #
G T R—

Created By  Kate Bruno 11-04-25  12:20p Modified By Kate Bruno 11-04-25  12:24p Posted By No Service Ticket No Visit




Billable DC: Save and Sign Off

* Click “Save and
Sign Off*

P Save @9 Cancel ™R Print

€ Editor

Wellness Visit

* Input pin in pop-
up and click "Save

. o Date of Service: 11-02-25 Provider: Kate Bruno OTD, OTR/L
a n d S | g n Off Client ID: 00900013 PCP: EPOC Validation Testing MD
Patient Name: Fitness Staging Supervising Provider: Kate Bruno OTD, OTR/L
DOB: 10-01-1940 Age: 85 yrs 1 mo
Diagnosis:

M62.81 Muscle weakness (generalized).
CPT Codes: PPWV2 x 1 units
VITALS: Wt Loss: 0

SUBJECTIVE
Patient/caregiver Comments:
Pain Rating:

Exercises | Sets | Reps | Resistance | Side/Position | Total Comment
Min

3
Save and Sign Off Save and Mark Reviewed Save and Return to Note Close Editor

N




Non-Billable Discharge Note

« Should ONLY be used for an unplanned discharge from Wellness
where a billable client visit is not performed.

» Open Discharge Note and navigate to SOAP Note. Add reason for DC
in "Plan".

4 Encounter Note - MR#:00000014 Wellness Test Di )1-48 Age: 78

[] n -04-26 10:30a Rendering Proj i=| Sup MD = =
e N a V I g a te to C | l a rg e ReferringMD  |00000 = Location | AL0D4 Assign Cosigner = Case#|psony = Note Type
2t Vitals History

Details"

* Check off boxes for "No = .
Service Ticket" and "No T e - o R
Visit" to document that a
visit did not occur on that =
day and should not be e s 7
billed.

* Click "Save and S|gn Off" weme s '
and follow prompts T T T e—




Confirmation of Discharge Completion

* Once the billable or non-billable discharge note is signed
off in Raintree, the case will be automatically removed from
the "Caseload" tab indicating successful discharge.




Support Roadmap: Start Smart, Escalate Right

Have a question? Follow the path to resolution!

LAST, if the Go-

START with Self Help - Live TEAMS chat
Swift Fix or Service can't assist, submit
Now a support ticket.

NEXT, if self help
did not resolve your
issue, utilize the

state specific Go-
Live TEAMS chat to
elevate your
question. This chat
will be monitored
on Day 1 only.




RT Standard
ENOTE — Exercise Class Documentation




Important Points to Consider

* The Exercise Class Attendance Roster MUST be
completed for every class.
— CI has access to the above link

 Best practice is to enter all exercise class documentation
point of service or on date of class completion

* All Exercise Class documentation/service tickets must be
entered by end of month to allow for timely invoicing to
communities

* A CS account can only be billed one time per day

o If there are two or more classes being completed per day in a SLC,
each class must be billed under a different CS account

o Please reach out to your RD if you need additional CS accounts
added.

<o
‘ ~
’ y‘



https://foxrehabpc.sharepoint.com/:b:/r/sites/ClinicalCorner/Shared%20Documents/EP%20Orientation/Exercise%20Class%20Attendance%20Roster.pdf?csf=1&web=1&e=djt9Sg

Starting New Cases

* New admissions will only display on
your caseload tab AFTER you have
scheduled the first evaluation/visit in

FOX Trax.

o Scheduling of the appointment in FOX Trax
initiates the record to be created in Raintree

RTConnect Provider View Visit Summary Service Tickets (10) Sign O Open Tasks Closed Tasks
User / Provider 000 I8 Location Eval. Prov {5 Patients starting before / on: 11-03-25

Alert Source ' s AlertLevel 2| OnHoldCases | Hide
Case Load e Rl Pan
D Patient Name Case Name Case Plan Rem End AuthEnd rem RxEnd rem Next PR # Next Visit
O Test Medicare9 ADL's Diag1: Home ph OTO001 -1 12-31-25 -1 10

O Medicare Test8 ADL's Diag1: Home ph OTO001 -1 12-31-25 -1 10




Launching a Note

*  Schedule in FOX Trax
«  Visit will display in RT Standard scheduler and Provider View tab under Appointments

*  Visits MUST be scheduled to start a note. RT Standard does not allow for notes to be
created without an appointment.

* In FOX Trax, complete visit verification, ideally at the start of the session
* In RT Standard, right click the appointment and select Check In
o The appointment will display in the "Check In " window
= Double click or right click> edit to open the clinical note when ready to document.

o Inthe event action is needed (due to patient forms being unsigned or previous notes not
completed), prompts will display and then the appointment will display in the Check In
window

= See Consent Training for details on patient forms.
o Read any additional prompts related to the patient so you are aware of any notices/alerts

11-03-25 02:158 30 Lease Required Exercise... CSGRP

4 Dashboard for Kate Bruno Edit
© Telehealth Waiting Room | Kol g a Delete F) Refresh
ETConnect Provider View  \isit Summary Service Tickets (9) Slgn Off Case Load Open Tasks Closed Tasks Print
= = = Check In
User /Provider KCROS = pate € 11-03-25 (£ - 11-03-25 £ L_{] Shew 1SIT appte: X N4 More Filters
Cance]
L chekn | | checkout
i No Show i

Date Time Len  Pstient Name Type Notice Patient Name Dur P Patiant Name

Check Out

Clear Status

Screenshots do not represent wellness exercise class appointments. Example is for visual

<o display of scheduling workflow

gy -
1



Entering Service Ticket Information

€ Encounter Note - MR#:00900008 Lease Required Exercise Staging DOB: 09-08-00 Age: 25 @ sae © concel Add 4 Edit [ Delete =
Date/Time 11-03-25 09:15a Rendering Prov  KCROS Billing Prov = Sup MD i= Template CSGRP Z CS Group Exercise || user Template
Refering MD 00000 = Location DES1 Assigned To KCROS = Cosigner i= Case# CS001 = Note Type | Service Ticket a B i o
RSy p
Service Ticket Charge Details Set Up “Summary
3 g Tele Health
—
J i_cs
[} 11-03-25  FOX Location Programs
- - Patient Menu
Primary:  F0370
FLL Lease Required Exercise C
Secondary:
- Empty Refresh Diagnosis | No Service Ticket Patient:
Complete Final Edit | No Visit
Clinic:
Order Set = | Add Picture
Date Created Description Details Status Pat Status  Fin Status  Ready Pending Complete @

Upload Roster

Double click on "FOX Location Programs" to enter
service ticket information




Inputting Visit Credit Information

€ Other Services PN: 00900008 Patient: Lease Required Exercise Staging DOB: 09-08-2000

Template FOX Locstan Progiss ] User Ternplates Self Help o
ASd Rems / Sex Up

Services fProcedure Note/impressions  Vital Signs  Biling/Dvagnesis  Merge  All Sendces

Setvices

Gooup Exercise Class ]

i Setvice

Com sporaur Fitness Assess

< H 5

» Enter appropriate value into "Group Exercise Class"
o For a 30-minute class input "2"
o For a 60-minute class input "4"

- Once data is entered, go to upper right corner and click




Time in and Time out

* Please enter time in and time out in all exercise class
appointments to ensure compliance with class length
expectations.

* Navigate to the “Billing/Diagnosis” tab

4= Other Services PN: 00900013 Patient: Fitness Staging DOB: 10-01-1940

Template | Wellness ¢ |:| User Templates

| Add ttems/Setup |

Services Procedure Mote/Impressions  Vital Signs § Billing/Diagnosis §erge  All Services

Services

D Wellness Visit

| Weliness Snort visit (F5)

<>




Time In and Time Out

* Enter Time in (start time of
session) and time out (end time " 7
of session) using the format e e o e
HH:MMa or HH:MMp :

4 Other Services PN: 00900013 Patient: Fitness Staging DOB: 10-01-1940

 Total minutes will automatically
calculate based on times
entered

- After completion clicEEd in
upper right corner or in - —

lower right corner Kk @[3




Confirmation of Successful Service Ticket

* The "FOX Location Programs" line will change color
indicating successful addition of service ticket for group
exercise class

€ Encounter Note - MR#:00900008 Lease Required Exercise Staging DOB: 09-08-00 Age: 25

Record Information Template / Note Type |Z| Self Help)|
Date/Time 11-05-25 09:15a Rendering Prov  KCROS Billing Prov i=| Sup MD = Template  CSGRP i= CS Group Exercise | UserTemplate
Referring MD 00000 := Location DES1 Assigned To  KCROS = Cosigner i=| Case# CSo01 = Note Type  Service Ticket $
e Snomed Registry
Service Ticket Charge Details Set Up | Summary |

‘ g Tele Health ‘

E] Date Description

[] 11-05-25  FOX Location Programs

‘ Patient Menu ‘

Primary:  FO370

FLL Lease Required Exercise Classe

Secondary: ‘
Empty | Refresh Diagnosis | ‘:‘ No Service Ticket Patient:
- Complete | | Final Edit || Novisit
Clinic:
Onder st S ——]
Date Created Description Details Status Pat Status  Fin Status  Ready Pending Complete

Upload Roster




Upload Roster

* Click "Upload Roster" on the lower right side of screen to
add the exercise class sign in sheet. As a reminder, this is
required for all exercise classes

4 Encounter Note - MR#:00900008 Lease Required Exercise Staging DOB: 09-08-00 Age: 25

Record Information Template / Note Type [v] Self Help|
Date/Time 11-05-25 09:153 Rendering Prov  KCROS Billing Prov ‘= SupMD = | Template | CSGRP = CS Group Exercise || User Template
ReferringMD | 00000 := Location DEST Assigned To  KCROS = Cosigner i= Case# (CS001 = Note Type | Service Ticket &
e Snomed Registry
Service Ticket Charge Details Set Up f Summary |

| v Tele Health |

D Date Description

[} 11-05-25  FOX Location Programs
| Patient Menu |

Primary:  FO370

FLL Lease Required Exercise Classe

Secondary: ‘
- Empty |  Refresh Diagnosis || NoService Ticket Patient:
Complete | | Final Edit [ | Novisit
Clinic:
Order Set i= | Add Picture -
Date Created Description Details Status Pat Status  Fin Status  Ready Pending Complete
Upload Roster

>
(0) ¢




Opening Upload Screen

* Click anywhere in white area and single left click on "Add"
In pop-up or click "+ Add" in upper right corner

Type Exercise Class Sign In Sheet

Save Delete Print
4 Scanned Documents
= Self Help o

Date Category  Description Provider Location Case Signed Summary
10-29-25 00010 Exercise Class Sign In Sheet KCROS DES1 C€S001 Exercise Class Sign In Sheet
Add @ |

Print ‘




Selection of Upload Type

» Single click on "Type" drop down
- Select "Exercise Class Sign in Sheet"

€ Document - 00900008 Lease Required Exercise Staging DOB - 09-08-00 Age - 25 yrs

Information Record History Defaults Patient $ 00900008 ik Holp 0

2 2

Type s Ddcuments

Fax Cover /
Authorization - Approved
L in DOC cover sheet Add Ledger Note
Authorization - Denied
Billing Notes
Billing Review
Clinical Letter
Correspondence
Credentialing
Discharge Summary
Documentation from Legacy System
> Sele - ‘
— Documentation sent for DME order

(J pat EoB ‘

O fp* SERe e
Exercise Class Sign In Sheet [
coLc,

FOL Team Meeting

Forms '
FSL Consent

FSL Team Meeting ’

Home Exercise Program
€ Warning

v o s v v >

.
V 4

4

‘v‘




Uploading Class Roster

» Single left click on "Browse"

€ Document - 00900008 Lease Required Exercise Staging DOB - 09-08-00 Age - 25 yrs

Information Record History Defaults Patient ¢| 00200008
Browse... D

|7| Freeform description

Type Exercise Class Sign In Sheet el Exercise Class Sign In Sheet

Fax Cover / General Comments

‘_| Include comments in DOC cover sheet |_‘ Add Ledger Note
> SelectAll | | | SendRelated Results to Signoff
Date Closed Case Description

> Clear | [3 Linkand Complete | |>  Link and Leave Open |




Uploading Class Roster via "Take Photo™

» Select "Take Photo" and take a picture of class roster with
iIPad then click "Save" in upper right corner

- Best practice is to upload the roster point of service via this
method

o If unable to complete at time of class, take a picture with the
camera app and upload via "Photo Library" (see next sllde)

€ Doc




Uploading Class Roster via "Photo Library"

€ Document - 00673631 Estates Forwood DOB - 08-16-24 Age - 1 yr

Information Record History Defaults Patient s
Browse... b,
° " H n
e e C O O I ra ry [ Photo Library ] Type ¢ Documents
Fax Cover / General Comments
Take Photo
Include comments in DOC cover sheet
Choose Files

>  Select Al Send Related Results to Signoff
Date Closed Case Description

* Click on photo of class

) Photos Q Search your library...
1] 1] i
roster and select e o P scomons
@ Days Your photo library is shown here, but “Safari” can only access the

items you select

@ People & Pets

Learn More...
“¥) Memories —— — - |
2D Trips =i = : = =
Utilities - a o ==

L e ———
& Hidden *]
(%3 Recently Saved
@ Recently Viewed 2

== Recently Edited

Media Types v

’ © Live Photos N Select Photos (=
7L @

ocation Is Included




Uploading Class Roster via Photo Library

* Click "Save" in upper left corner

« B t XD O ¢

EXERCISE CLASS
ATTENDANCE ROSTER

| have voluntarlly enrolied in an exercise class provided by FOX Rehabiitation™,
This exarcise class is designed as a general exercise class, and 5 Not rehabilitation.

| understand that por n this progr may be With certasn risks,
Including but Not Emited 10 MUSclo Soreness, Migh DICOJ pressure, dizziness, loas of
balance, falts, boow tractueon, O Other injunes. To the bost of my knowledge | 4o not have

ary Mmadical CoNSIoNS That would prevent me from Daricipating In this avercise program
| assume af risks and responsiDEtes from any injury that may result rom PArtCOAton
0 this program, | will immediately inform a health care professional if | expenence any
unusual sympioms while Darticipating in this program,

| aiso agree to hoid FOX Manager Seevices LLC anct of of
s , pareots, o . MANaged entlios, Grect Of INdiroct Dradecessors,
successors, o atflated companios.

DATE.

L

1. "
£ "”
3 n
4. ALS
L3 5
o "
T .
L8 "
| . "
"0 o

Fox "....T..,..A aceoakn




Uploading Class Roster

« The image may not show up immediately however, if you scroll to the
bottom of the screen and see a green line, your document correctly
uploaded

4 Documen t - 00900008 Lease Required Exercise Staging DOB - 09-08-00 Age - 25 yrs

04-25 = |Tim 12:58p n ign off
Provid KCROS = Kated
location  DES1 f = DES1 Hom
Send To KCROS = kate.brunc 8 Create Task
Case = & [Empty] - ‘
Limit
| Notable ‘
Split to Multiple Patients Split To Same Patient Share Multiple ) ‘

- Click in the upper right




Confirmation of Successful Roster Upload

 Raintree will return to this screen. If there is a line for the
date of the class, and under "Summary" it states "Exercise
Class Sign-In Sheet", the roster was uploaded correctly.
Click In upper right corner




Navigate to Charge Details

» Single left click on "Charge Details" tab

4 Encounter Note - MR#:00900008 Lease Required Exercise Staging DOB: 09-08-00 Age: 25

Record Information Template / Note Type |Z| Self Help
Date/Time 11-05-25 09:15a Rendering Prov  KCROS Billing Prov = Sup MD = Template  CSGRP {= (S Group Exercise |_‘ User Template
Referring MD  Qooo0 (= Location DES1 Assigned To  KCROS = Cosigner = Case# | (CS001 = Note Type  Service Ticket *
— Snomed Registry
Service Ticl Charge Details JSet Up \ Summary |

‘ g Tele Health ‘

[:] Date Description

[J 11-05-25  FOX Location Programs
‘ Patient Menu ‘

Primary:  FO370

FLL Lease Required Exercise Classe

Secondary:
Empty | Refresh Diagnosis |:| No Service Ticket Patient:
- Complete |7‘ Final Edit |i| NG Visit
Clinic:
Order Set i= | Add Picture -]
Date Created Description Details Status Pat Status  Fin Status  Ready Pending Complete

Upload Roster

>
(0) ¢



Post and Sign/Save and Sign Off

* All information needed will automatically populate based on
previous actions. First click "Post Charges" then click "Save
and Sign Off". You do not need to enter your password

€ Encounter Note - MR#:00900008 Lease Required Exercise Staging DOB: 09-08-00 Age: 25

Patiel
Co CPT odifiers Auth / X Remark BC Loc rov PO Primary: FO:
CSEX EX €s001 DES1 FLL Lease Required Exercise
Secondary:




Verify Successful Service Ticket Posting

* To determine if your exercise class service ticket correctly

posted, go to tab "Service Tickets" and locate ticket under
"Posted”

€ Dashboard for Kate Bruno

|t Telehealth Waiting Room | |z KPI | |22 Patients | |# Scheduler | | Refresh |
RTConnect Provider View Visit Summary Service Tickets | (10) Sign Off Case Load Open Tasks Closed Tasks
User / Provider |KCROS #=  Date [ €| 110525 = - 110525 = [ | [¥ More Filters
Unposted (in past 365 days) Posted

Date Templ Patient Name Provider Location Bill Prov Post Rev Date Patient Name Provider

09-15-25 ENCTE FBL TEST KCROS ALOO4 11-05-25 Lease Required Exercise Staging KCROS

09-29-25 TVIST Kate Superuseri KCROS ALOO4 KCROS

09-29-25 TVIST Kate Superuser2 KCROS ALOO4 KCROS

* You have now successfully completed a service ticket for a
group exercise class!

‘ - e
> FOX



Support Roadmap: Start Smart, Escalate Right

Have a question? Follow the path to resolution!

LAST, if the Go-

START with Self Help - Live TEAMS chat
Swift Fix or Service can't assist, submit
Now a support ticket.

NEXT, if self help
did not resolve your
issue, utilize the

state specific Go-
Live TEAMS chat to
elevate your
question. This chat
will be monitored
on Day 1 only.




RT Standard

Hospice, Home Health, Skilled Private Pay,
Hospital at Home




Hospice Contract/Home Health Documentation/Skilled
Private Pay)

* If you are treating a patient under a Hospice contract (not through GW), Home
Health in RT, Hospital at Home, or Skilled Private Pay you will complete
documentation as demonstrated in the TVISTS training with a couple of

modifications.
* What is the Same: You still need to schedule visits in Fox Trax and complete
visit verification
* For the Evaluation
— Load Fox Discipline specific Global Template
— Unique workflow needed for:
* Planned services tab
« Service based tab




Hospice Contract/Home Health Documentation/Skilled
Private Pay

* Planned Services tab
o In order to bill for a Hospice/Home Health/PP Skilled Evaluation, you must have these item selected in

the PLANNED Tab.

|| Use Quick SOAP
Planned Services
[ ] Planned Services CPT
E] *Hospice/Home Health/Skilled Private Pay Evaluation® Hospice/Home Health/5killed Private Pay Evaluatio...
() *Hospice/Home HealtSkiled Privte Pay Visit~~ Hospice/Home HealthSkiled Private Pay Visit(VISL..

o You also need to add your standard planned services you will work on through the plan of care ( Gait
training, Therapeutic Activity, Dysphagia, etc)




Hospice Contract/Home Health Documentation/Private
Pay Skilled in RT- Evaluation

 Service- Based tab for Evaluation
— The Evaluation will default to DONE TODAY “YES”.... you need to DELETE this entry

Service Based Activities Comment Status Time  Done Today CPT Provider
Evaluation fes Initial PT ...

— Manually select " Eval- Hospice/HH/Skilled PP It will default to 1 minute and
T pre—— Done Today YES; you will
|| s Quicesosp then have to put your actual
Time-Based Service Based, HEF. Notes to Treating Therapist Other Group Activity participants - time under the correct CPT

D Service Based Activities Comment Status Time Done Today CPT Provider COdes in the time
[ Eval-Hospice/HH/Skille... 1 Yes Hospice/... SESPO (PT, DPT, NCS) Susan Esposito basedlservice_based tab as

appropriate




Hospice Contract/Home Health Documentation/Private Pay Skilled
in RT- Daily Note

» Time Based service tab for Treatment (Treatment/PRs/DC billable visits)
— MUST add in Visit-Hospice/HH/Skilled PP to get unit credit for this visit

— Select YES in Done Today and confirm 1 minute populated for treatment/PR/DC billable notes
in order to get unit credit.

|| Use Qui
Time-Based |Service Based, HEP. Notes to Treating Therapist | Other Group Activity participants

D Service Based Activities Comment Status Time  Done Today CPT Provider

D Eval-Hospice/HH/Skille... - Nao Hospice/... SESPO (PT, DPT, NCS) Susan Esposito
I D Visit-Hospice/HH/5killz... 1 Yes Hospice/... SESPO (PT, DPT, NCS) Susan Espasito

i}‘i.’*quf

— You will then have to put your actual time under the correct CPT codes in the time
<o ased/service based tab as appropriate

>
s o




Hospice Contract/Home Health Documentation/Private

Pay Skilled in RT
« Charges
— To view charges for these notes...
* Go to charges tab> select “ Show Charge Recap” in bottom right

Histories Subjective Objective  Activities Assessment Goals P_Ian racking

" | Use Quick S0AP
™ 15 Special 0 81 Total 16

Physical Therapy

| Clear Transferred Charges |

| Transfer Subrecord Charges |

Show Charge Recap

* The number of units received per visit is based on the contract rate NOT on CPT codes selected; this
information is within the assignment email

Histories  Subjective Objective Activities Assessment Goals Plan Charges Charge Becap  Tracking

| EUse Bagasonp

Code CPT Maodifiers IUrits Fox Dx Auth /
VISIT = VISIT D 1 |3 1

TPOO9 S| 07530 GP 1

[ e

0 1 i=|

*** This visit was 3 units




Hospice (No Contract) | GW Modifier

* Pre-Admission

— If an open Hospice certification is identified when running eligibility, Admissions will
add the information on the patients insurance.

— An “Alert” will be added to the account which is visible in FOX Trax and when

accessing the patient account in RT (This patient has an active Hospice case, please
verify that care you are providing is not related to the hospice diagnosis and document this
acknowledgement in your clinical note)

— The GW modifier will be automatically added to any charges during the certification
date range.

* Post-Admission

— If a clinician finds out or a patient enrolls in hospice after our start of care and
determines that their treating diagnosis’ do not relate to the hospice diagnosis.

— Create a TASK in RT “Clinical_Hospice Alert” to notify the Admissions Team to
update the insurance information in order to have the GW modifier applied.




Med A / Home Health- No documentation in RT

* If you are completing documentation for home health in a different platform, you
will still need to create a service ticket in order to get unit credit for the home

health visit

» Schedule visit in FoxTrax; if you do not schedule the visit in Foxtrax, you will
not be able to create a service ticket

» Check In visit. This will initiate an Encounter Note (e-note)

* Click into “Home Health Contracted Services” in the Service Ticket tab

4 Encounter Note - MR#:00900004 Hh No Doc Staging DOB: 10-29-31 Age: 94

Record Information Template / Note Type [
Date/Time 10-04-25 08:45a Rendering Prov  SESPO Billing Prov  SESPO  i= Sup MD i Template CSHHA (= Contracted Services \7| User Temg
Referring MD 36536 (= Location | DE037 Assigned To  SESPO i5 Cosigner i= Case# PTOD1 (2 Mote Type | Service Ticket %
harge Details Set Up | Summary |

[] Date Description

D 10-04-25 Home Health Contracted Services

Empty | Refresh Diagnosis | \_\ No Service Tii

<o
~ -
al




Med A / Home Health- No documentation in RT

 Select appropriate visit type for that date of service
« Select Save in bottom right

€ Other Services PN: 00900004 Patient: Hh No Doc Staging DOB: 10-29-1931

Template | Home Health Contracted Services . | |_| User Templates

rc:cedure Note/Impressions Vital Signs  Billing/Diagnosis Merge All Services

Services

| Addltems/SetUp |

Evaluation

(<J0 ]

Treatment Visit

Oasis Open

Oasis Discharge
ROC/Recert/Reassessment

<[> |




Med A / Home Health- No documentation in RT

 Click on charge details tab
— Do not have to type anything into any of these boxes

* There will be an ICD10 code preloaded into this box; do not need to
add/modify/remove this

 Click Post charges in bottom right (You will see 1 unit for these cases, true units will
be displayed on your Tracking Log)

« Save and Sign off.. You will not hay€ to put in your PIN number upon signing.

 Summary |
7 = A = ‘L
8 = B =
9 = c = ‘7
Cods CPT Modifiers Units Dx Auth/ X Remark BC Loc Prov  POS Primary:
VIST  EE|VISIT GP 101 = | AE|DE037 i=|SESPO =13 SA Accent]
= = | i= i= i Seconda
= = ) = = =
= = | = = = Pati
= = | i= i= i
\7| Adjust Charges Manually \7| EPSDT
Supplier Info
| Preview Post
\ActivePayorInformation CollectPayment  [Postnglnformaon




Med A / HH- No documentation -Billable Discharge

- If you are completing a billable discharge visit ( not a DC OASIS)
- Complete ENOTE like you would for each treatment note selecting and under

4= Other Services PN: 00000016 Patient: Contract Services Test DOB: 01-01-1951

. " 1;
services select " treatment

Template | Home Health Contracted Services &

Services Procedure Note/Impressions  Vital Signs  Billing/Diagnosis  Merge

Sel

E)

ces

ROC/Recert/Reassessment

(=]
&
i g
"'O o
-8 ER
m =]
E]

Template / Note Type

Template CSHHA (= Contracted Services

- In order to label this visit as a discharge, under note 7]
scharge

type select “ discharge” Converson ot
- Ifitis a NO VISIT discharge; change note type to —

i

Ol Rlmin

——

service ticket tab

«  NoSensce Tickes Paticnd:

Mo




Consent NOT Required | Strategic Accounts

* You may be prompted to sign Patient
Forms for patients where it is not
required for Strategic Account patients.

o For the additional forms, if
prompted to complete:

= Click Signature

| = In Signature box enter "Strategic
Account, RT Consent not
required”

o Otherwise, you will be continually

Signer Name |Admin Test

Signer's relation to patient

Signature Capture Electronic Signature

~ pencis prompted to complete at each "check-
inll




Support Roadmap: Start Smart, Escalate Right

Have a question? Follow the path to resolution!

LAST, if the Go-

START with Self Help - Live TEAMS chat
Swift Fix or Service can't assist, submit
Now a support ticket.

NEXT, if self help
did not resolve your
issue, utilize the

state specific Go-
Live TEAMS chat to
elevate your
question. This chat
will be monitored
on Day 1 only.




RT Standard: Self Help & Support




What is Self Service Support

» Self-service support allows users to
solve common problems on their own
using technology.

« FOX implements this through:

- Swift Fix Self Help (powered by
Whatfix)

* New ServiceNow Support
Ticketing System




How it Supports the RT Transition

* As FOX moves from RT Custom to
RT Standard, self-service tools will:

— Accelerate onboarding by
providing immediate answers.

— Reduce dependency on live
support for routine issues.

— Enable proactive learning @raintree
through searchable knowledge
bases and guided workflows.

— Support scalability as more
clinicians adopt RT Standard.

— Allows for dynamic learning and
updates
« DO NOT download any

documents or PowerPoints. We
are continually updating these.




Self Service Support

servicenow. = s\ﬂ;‘t

* New support ticketing system » Swift Fix Self-help in
launched Oct 2025 Raintree (powered by

* App based Whatfix)

* Self-service support  Available in RT Custom and

* Track ticket history RT Standard

* Real time updates * Provides Al-generated

* Virtual Chatbot (planned for responses
early 2026) * Allows launching Service

Now support tickets
 Accessible only on FOX-

issued devices (not

available on BYOD)




How It Works: Swift Fix

Swift Fix Self Help in Raintree

* Provides articles, videos, and guided workflows to assist users step-by-
step.

* The Self Help feature lets clinicians quickly ask questions and find
answers without leaving Raintree.

* For iPad, follow next slide to ensure Swift Fix is turned on

o For Chromebook and Window devices, the Self Help will automatically
display.




How it

* Whatfix

Works

12:13PM Wed Oct 15

D <

(Swift Fix)

— The app will show on the FOX dl wesisiite €

home screen, but it will need to
be turned on in the Safari

Browser On the iPad foxrehab.raintreeinc.com

— Once it

when you open the RT web app(s).

— Click Safari
* Click the puzzle icon in the search

bar

+ Click Manage Extension

* Toggle on Whatfix so the button
turns green and click blue check box

+ Click puzzle icon again and Whatfix.

is turned on, it will display e o

“Whatfix for Fox Rehabilitation” ¥
would like to access
foxrehab.raintreeinc.com.

This extension will be able to read
and alter webpages and see your [
browsing history on this website.
This could include sensitive
information, including passwords,
phone numbers, and credit cards.

Allow for One Day e

— Prompt to allow access will

display
Always Allow... s
_ Click Always Allow S
— Next prompt, click Allow on L Cancel
Every Website 1 I




How it Works: Swift Fix

Swift Fix Self Help in

Feature lcon Description

Raintree " |
ws within the Self Help widget that help
& Add Flo ithin the Self Help widget that hel,
Flows your end users learn an objective or complete a
°
Self Help enables you to o | ot
interact with different of types
. . ideo content in the Self Help widget to
of content Video B Add Vid in the Self Help widg
s enhance your content with additional information.
Self Help o
Article & Use Articles to provide relevant information to end
— users within the Self Help widget.
& :
Link Link your external resources, such as support
Link articles or content hosted externally to Whatfix.
Ima @ Image Add Images within the Self Help widget to make
g€ your content more visual .
PDE = POF Use PDFs within the Self Help widget to provide
additional information.
Grou 3 Group Use groups to organize content within the Self
P :I Help widget.

>
0)



How It Works: Service Now )
servicenow.

ServiceNow Support Ticketing

System

* Replaces Zendesk (old ticketing
system) with a more robust . =
platform for submitting and .
tracking support tickets.

- Key features include:
— Real-time ticket updates e
— History tracking
— Integrated Self-Help portal
— Future virtual agent/chatbot

support
» Users can submit tickets via the
ServiceNow portal or email

address (support@foxrehab.org)



https://foxprod.service-now.com/sp?id=sc_cat_item&sys_id=9531047253230010fa75ddeeff7b1262&referrer=recent_items

How It Works: Service Now )
servicenow.

ServiceNow Support Ticketing

System

» Access from FOX4U home page
under Popular Resources

« Coming soon-App on iPad




How It Works: Video Demos

Click for Swift Fix Video

.



https://www.youtube.com/watch?v=7j7-az7rFO8

How It Works: Video Demos

Click for Service Now Video

.



https://www.youtube.com/watch?v=otPkZTnDsuA

Support Roadmap: Start Smart, Escalate Right

Have a question? Follow the path to resolution!

LAST, if the Go-

START with Self Help - Live TEAMS chat
Swift Fix or Service can't assist, submit
Now a support ticket.

NEXT, if self help
did not resolve your
issue, utilize the

state specific Go-
Live TEAMS chat to
elevate your
question. This chat
will be monitored
on Day 1 only.




RT Standard
Conversion Notes
and first Progress Report after Conversion




What Are Conversion Notes?

Conversion notes are informational documents that help bridge
the transition from RT Custom to RT Standard

Provide key case details in one place without needing a new
evaluation or progress note

Conversion notes are not signed and have no associated
charges (will remain green).

Goals and Planned Interventions from conversion note carry
forward to allow addition of activities and treatment
interventions in the first tx note.




How Conversion Notes Work

oC This process maintains the plan of care, visit tracking and required
fields needed for daily note sign off.

Conversion notes are generated for all PT, OT and SLP cases,
Vi including wellness cases however reviews are not required for
wellness cases; this documentation will be different in RT Standard.

I Conversion note data is pulled from the latest note in RT Custom, even
if the data isn’t visibly displayed, it does exist in the background.

Q The conversion note WILL NOT include daily treatment interventions.




Accessing Conversion Notes

Access Conversion Notes:

* Double-click the Caseload
Tab to open a case.

* Double-click under Visit
History to open.

* Once reviewed and saved
you will see "NV" (No Visit)
populate under posted.

Do not open a clinical note
before completing the
conversion note, as this may
cause important information
to be missing and affect your
ability to post the note.

4

o o

RTConnect Provider View Visit Summary Service Tickets = (22) Sign O{f Case Load O}n Tasks Closed Tasks

User / Provider | RBROW =

Location = Eval. Prov {=| Patients starting before /

Alert Source s Alert Level

Case Load

[] Patient Name Plan Rem End Auth End

[_l_Aimze Raintee __Shoulder Diagl: Home.... OT003, =2

€ Patient Chart -

Case Name Case

11-24_25

Case H] - | Picture ‘ -| | Waiting List |
Visit Info  Therapy Tracking _ Communication Admin RTConnect History
# Type Case Name Start End Dol Primary Diagnosis Primary Payor nexi
PTOO01 REHAB Physical Therapy 10-23-25 Difficulty in walking, not elsewh... A Movitas Medicare DE - MC
|_\ Hide Closed / Discharged Cases Active Expired
Date Range = - = Provider = Location = Template i= Note Type | ¢|

Date Time Template Description Case Name Provider Na Loc Case Signed Posted P
10-27-25 03:23p TVIST Conversion Note Physical Therapy DEO37 PTOO1 NV




Conversion Note Review

Histories> Medical History: Review Required

INTAL I VIDIL I3 I

Histories Subjective Objective Activities Assessment Goals Plan Iracking Next visit is missing.
Repull Conversion Data

New Transferred

Date Description

(] Transfer Portal Data > Select All v Verify

| 2| Description
- >[08-25-25  Past Medical History ... 000C|

Medical Conditions

Do you have any medical condition you currently suffer from or have experienced in the past? Yes

Additional medical conditions reported by the patient are: TdaleboicEmpabpaﬂw PVD . Constipation. Cancer - Skin. Obesity .
Allergies . Polyuria . Chronic Pain low back. Vertigo. Asthma . High Cholesterol . Macular Degeneration . Benign Prostatic Hyperplasia -
BPH . Impaired fasting glucose . low platelets . Hearing Loss . Edema . Osteoarthritis

Surgeries
The patient has had surgeries.
E femur ORIF |12[2[24
ﬁmf Madiratinne J Create Task v

[l Final Edit & SyncHistory Data Bealibe o

Indude attendance data on the POC |

View Initial Evaluation View Last Progress Note View Last Note View All Previous Notes View Medical Notes Save Re-Roll Forward




Conversion Note Review

Subjective > Mechanism of Onset (HPI), Contraindications &
Prior Level of Function (Current Diet-SLP): Review Required

TEXL MU VISILIS HISSINY.
%istories Subjective  Objective Activities Assessment Goals Next visit is missing.
\ Repull Conversion Data |
Mechanism of Onset (S) Chief Complai Pain Rating
| Patient referred to Physical Therapy due to functional change in: Bed Chief Complaints Severity Pain Location (Body Part) Best Worst
mobility, Transfers, ADLS. | v v
Contributing to functional change: Change in Previous Condition, Change = 5
|_in Pain Channo in Ralanra Roraont Ealllc) Channo in Entinmant Noode
Please include side of body if applicable o v
. ey A e L ad b
\ < Comments:
L AR AR X4 | ‘
Questionnaires Assign to case Contraindications Precautions
Assigned  Completed  Description Su Work Status
Contraindications and Precautions Alert Work Status | v
Impaired Vision |
Impulsivity Current Ablity to Work
Safety - Decreased Awareness [ "]
Restrictions
Use extended selection &# R 2 e e )l ‘
- Job Title
_ Functional Status B . Other Subjective Comments (S) \ )
Functional Status Prior Current Prior Level of Function: Physical Demand Limit
Diagnosed at: 03-06-25 (Exact). ’
Bed Mobility: (LOA: 4 MIN, DME/AE: s : g
railing, Details: physicaliverbal).
Transfers: (LOA: 4 MIN, DME/AE:
railing, Details: physicaliverbal). \ Job Title
Ambulation: (LOA: 8 UNA, DME/AE:
NA, Distance: NA). LOA 8 UNA Preview Other Subjective Comments (5)
STN 2 G-le [\ | We Manacement MEAENA ) T Uiagnosed at U5-01-25 Physical
- (Approximate).
Tndude 3 Prior Diet Solids: (Level: Reguar,
View Initial Evaluation View Last Progress Note View Last Note View All Previous Notes View Medical Notes Sa\f gn?ge: L?q.;)ds (L Thin,
— Intensity: 1IND).
Current Diet: Solids: Mechanical Soft, P
Liquid: Thin. 4
I
View All Previous Notes View Medical Notes

>
0)



Conversion Note Review

Activities > SLP Swallowing/Feeding: Review Required

N— i

Histories Subjective Objective Activities Assessment Goals Plan Tracking Next visit is missing.
e E—— N i _ Repull Conversion Data
Time-Based Service Based, HEP, Notes to Treating Therapist View Flow Sheet Other Group Activity participants " Show Unit Summary Transfer To Charges
Time Based Activities Comment Status Sets Reps Weight Time Done Today Special  CPT

L EERcy NP AN RAR K

Time In | _out |  Total Minutes

Activity Comments (S) j\ Total Time (minutes)

Date: 10-24-25 TB 0 Special 0 SBO Total 0

Desc: Feeding/Swallowing Profile - |

Type: selffeed Create Task v

Consistency: regular solid . e
Oral: Nmncy - Prticiivives + Print activities with note

Preview POC

Include attendance data on the POC
View Initial Evaluation View Last Progress Note View Last Note View All Previous Notes View Medical Notes Save Re-Roll Forward




Conversion Note Review

Assessment > Clinical Impression, Rehab Potential &
ICD-10 Codes: Review Required

T s—
Histories Subjective Objective Activities Assessment Goals Plan Iracking Next visit is missing.

Repull Conversion Data
%Iinical Impression

| View Medical History +

[Clinical Impression: Patient is a 81 yr old Treatment was divided into two sessions to increase patient compliance due to muitiple schedule conflicts.
Care Approach: Rehabilitative

Potential: good

Clinical Decision Making: Moderate complexity

Standardized assessment tool completed: No

Treating Diagnosis (Case Name Update) Physical Therapy =
iagnosis 1-4 5-8 9-C

Rehab Potential Discharge Prognosis 7 ,
excellent '« good excellent good 1|R27.8 < Other lack of coordination 2 R53.1 <lWeakness
fair poor fair poor 3 |m72.0 < Palmar fascial fibromatosis [Dupuytren] e 1291 .81 «<|History of falli

Patient and/or family is aware of diagnosis? [ Patient consents to treatment plan and goals and gives verbal
" Plans/goals developed/discussed with patient/family? informed consent
Patient requires vocational counseling/services?

Create Task v
Time In | Out | Total Minutes ;
: Preview POC
Include attendance data on the POC
View Initial Evaluation View Last Progress Note View Last Note View All Previous Notes View Medical Notes Save Re-Roll Forward




Conversion Note: ACTION REQUIRED
Goals: Action Required

Edits to goal appearances must

be done now.

* Review goals: This is
necessary as goals do not
always fully transfer to RT
Standard

* Goals cannot be edited on daily
notes

« Editing goals on progress notes
triggers plan changes and
recertification

*  Only fix wording or mapping; do
not alter the original goal from
the plan of care

« All goals must be objective,
measurable and tied to a
function. Refer back to RT
Custom if you are unsure of
goal details

<o
‘ ~
’ y‘

Next visit

Histories Subjective Objective Activities Assessment Goals Plan Iracking
Repul

Goals Short-Long Time Frame Result Comment

Bed Mobility - sit to/from supine 9 weeks Ongoing sit to/from supine, rails on both sides, minimal, physical as...
Transfers - stand pivot transfer Ongoing stand pivot transfer, wheeled walker, railing, minimal, phys...
Patient Specific Functional Ongoing Result 5.0/10 in order to maximize ease and independence ...
Pain - low back and B hands 5 weeks Ongoing low back and B hands, 2/10, 4/10, and increase activity tole...
Chair Rise Test (5x Sit-Stand) 9 weeks Ongoing Result 36 seconds in order to increase lower extremity stre...
Functional Reach Ongoing Result 2 inches in order to increase dynamic standing balan...
Arm Curl Test 9 weeks Ongoing Result R: 17 ; L: 17 in order to increase upper extremity str...

OT/PT

P8 2G9S

Goals were reviewed by the supervising provider

| Kistories Subjective Qbjective Activities Assessment| Goals Plan Iracking

Next vis
R

| |1 Goals Short-Long Time Frame Result

| | Expressive - 9 weeks Ongoing
| | Patient Specific Functional Ongoing
|

|

Comment
Production in Sentences and Production in Words
Result 7.0/10 in order to improve safety and quality of life

SLP

el i RAR K

Goals were reviewed by the supervising provider

Patient Goals (5) =
Desc: Expressive -
Summary: Production in Sentences and Production in Words
Status: In Progress
Days: cn
EMRDATE: 09-22-25 —
GoalDate: 09-22-25 :
Preview
Indude attendance ¢
View Initial View Last Progress Note View Last Note View All Previous Notes View Medical Notes Save

¢
FOX




Conversion Note: ACTION REQUIRED
Plan: Action Required!

 Tap the Star Icon & Load Template Wl -
T (] =Gait Training"
« Choose your discipline template(s) and save. b
C *Manual Therapy®
« SLP - select as many as needed to ensure your -
. iy *Massage Therapy™
CPT codes populate (Dysphagia and Cognition) e —
_ _ [ “Theropeutic Aty
* You will see several items (common CPT codes) LT et ot ..l
. ag . "Therapeutic Exercise™ e
pOpLIIate N addltlon tO the |temS that Were pUIled _______________F_’___t_________________________ Quick find:
in from RT CUStom |:| PT Conversion note
« This ensures that you have CPT codes listed on | g
. . n | ST Conversion Note - Cognition
planned Interventlons ﬁ i * “L’ | |:| ST Conversion note- Speech / Lang. / Voice ||

| |:| ST Conversion note- Dysphagia

« If the patient is contracted with a Hospice Case,
Home Health, or Private Pay Skilled, you MUST
add the code in planned services manually by
clicking the +.

Missing codes will prevent billing on

i [ ] ST Conversion note- AAC

CPT

E-Stim (man) {97032) - [TM010]

*E-Stim {unattended)™ E-Stim (un) {G0283) - [TM003]

*Gait Training* Gait Training (97116) - [TPO04]

B 00000000

h d " I ' *Manual Therapy* Manual Therapy (97140) - [TP0O7]
t e a I y n Ote - *Massage Therapy* Massage Therapy (97124) - [TPDO5]
° Ve rify Freq uenCy and Duration are Correctly *Neuromuscular Re-Education* Neuro Re-Ed (97112) - [TP002]
. *Physical Performance Testing* Perf Testing (87750) - [TP022)
displayed S
VA BPAE SRR

‘ ~
’ "




Responsibilities on Day 1

Verify Migrated Data Accuracy
« Check conversion notes for each patient to confirm data accuracy.

Update Goals

- Edit goals now if needed; avoid changes in daily or progress notes that affect
care plans.

Update Planned Services

* Add CPT codes to planned services

o Tap the Star Icon and click Load Template (Choose the template(s) for your
discipline)

o This ensures that you have CPT codes listed on planned interventions. Without CPT
codes listed on planned services, you will be blocked from signing / posting and risk
losing documentation.

« RT Standard will only pull frequency from |IE, Recert, Re-eval. Therefore, if you
have titrated your care on a daily note or PR, you may see an incorrect
frequency. You can update to the correct frequency on the conversion note.

Optional: Add Extra Details

* Unmapped information appears in comments and can be added to fields
if desired but is not required.




Exceptions!

Exceptions That Do Not Require Conversion Note Review

v" Wellness cases from RT Custom will generate a conversion note in RT
Standard BUT will NOT require a conversion review.

= This is because these cases will be documented using an encounter
note aka e-note in RT Standard and they do not require the level of
documentation that impacts sign off requirements.




Extra Info: OT & PT Conversion Notes Mapping

Medical History
History of Present lliness

Prior Level of Function

Precautions and Contraindications
Clinical Impression

Rehab Potential

Care Approach
Complexity (Only Clinical Decision-Making Options)

Plan of Care Interventions - Planned Services
Frequency Duration

Certification Period
Diagnosis 1-8

Goals

Medical History
Mechanism of Onset (Free Text)

Other Subjective Comment (Free Text)

Contraindications and Precautions (Picklist). If not 1:1 match,
added to comment box

Clinical Impression (Free Text)

Rehab Potential (Radio Dial); Excellent = Excellent, Good
= Good, Other = Fair

Clinical Impression (Free Text)

Clinical Impression (Free Text)

Planned Services Picklist; If not 1:1 match in picklist, added
to comment box

Plan comments & Frequency/Duration
Plan comments & Frequency/Duration
ICD10 fields

Goals Picklist - Free text

’a R—
’ "




Extra Info: SLP Conversion Notes Mapping
RiCustomField _ WaptoRTStandara

Medical History
History of Present lliness

Prior Level of Function & Current Diet

Precautions and Contraindications
Clinical Impression

Rehab Potential

Care Approach
Complexity (Only Clinical Decision-Making Options)

Plan of Care Interventions - Planned Services
Frequency Duration

Certification Period

Diagnosis 1-8

Goals

Feeding/Swallowing (Most recent of each type of
compensatory strategies, feeding/swallowing profile & oral
motor)

Medical History
Mechanism of Onset (Free Text)

Other Subjective Comment (Free Text)

Contraindications and Precautions (Picklist). If not 1:1
match, added to comment box

Clinical Impression (Free Text)

Rehab Potential (Radio Dial); Excellent = Excellent, Good
= Good, Other = Fair

Clinical Impression (Free Text)

Clinical Impression (Free Text)

Planned Services Picklist; If not 1:1 match in picklist, added
to comment box

Plan comments & Frequency/Duration
Plan comments & Frequency/Duration
ICD10 fields

Goals Picklist - Free text

Activities Comments

" R
’ 2N




First Treatment Note after Conversion Note

- REMINDER: do not open a treatment note until you have completed
and saved your conversion note

« Adding planned services and planned CPT codes in your conversion
note simply allows billing of those codes in treatments

o Your first treatment note for each patient in RT Standard will not have
any items in the Activity grids. This is not an error.

o Follow your disciplines' training for instructions on adding activities to the
time-based and service-based activities grids to document and bill for
skilled intervention provided that day

o Treatment activities added in the activities tab of the treatment note will
carry forward to subsequent treatment notes




First Progress Note / DC after Conversion Note

* Progress Note

o The first Progress Note within RT Standard following a case with a
conversion note will not include baseline data that was documented in
RT Custom.

o Clinicians should add / open the appropriate objective exams, special
tests, and objective tests and document the status.

= These status updates will display as "initial" even though you may have
documented the "true" initial status in RT Custom prior to our transition to RT
Standard

= Please use the comment boxes as needed to describe the current status as it
relates to their true initial status.
o Goals Review — Ensure goals are objective, measurable, and tied to
function as the goals do not always fully transfer to RT Standard. If
not, please update.

o Please review planned services for accuracy and remove any that are
not applicable to your plan of care.
- Discharge

o A discharge for a case that was started with a conversion note will

always be "Discharge Summary" Note Type

| Discharge Summary = I




Support Roadmap: Start Smart, Escalate Right

Have a question? Follow the path to resolution!

LAST, if the Go-

START with Self Help - Live TEAMS chat
Swift Fix or Service can't assist, submit
Now a support ticket.

NEXT, if self help
did not resolve your
issue, utilize the

state specific Go-
Live TEAMS chat to
elevate your
question. This chat
will be monitored
on Day 1 only.




RT Standard
Tracking Log




Tracking Log in RT Standard

» The tracking log is in the Provider Tools/Report section of
the Main Menu.

» The tracking log in RT Standard will function pretty much m

like it did in Raintree Custom EXCEPT for: @ ashboard
o No Contract Service tracking logs: These were E Scheduler
previously used to track home health, special accounts P
or exercise classes. These are now documented and ~e’ Connect
billed using either a Therapy Note(TVIST) or an ® )
Encounter Note (E-Note). @Q Provider Tools/Reports
o NO SLC Outcome Tracking: This will be moved out of ﬁ Shadow
RT entirely in the future, so it was not included in the -
transition to RT Standard. If you need to document Exit

outcome tracking (census, capacity etc.), please
discuss with your RD.

o ldle cases will be its own tab in the tracking log since
Idle case tasks will not exist in RT Standard.

‘v
2N



Tracking Log in RT Standard

* In the Provider Tools and
Reports

. _ (©) Provider Tools & Reports
— Clinicians will only see the

Weekly Tracking column Weekly Tracking Reports
- RDS W| ” have bOth Weekly | Provider Tracking Log | Provider Quota
TraCkI ng a nd Re pO I’tS Provider Productivity Report Approved Reduction
columns Batch Tracking Logs Caseload Reduction Tracking
‘ Provider PTO Tracking

Contract Quota Reconciliation

Clinician's view
HR-Payroll

Provider Bank

—

RD's View

Sl




Tracking Log in RT Standard

» To add/view tracking logs, click
Provider Tracking Log

— You will be alerted of any unsigned
tracking logs

— Add New Provider Tracking Logs
— See list of tracking logs

— All same functionality and rules of
the tracking log in RT Custom

= Amending a tracking log functions
the same way as it did in RT Custom

(©) Provider Tools & Rep

Weekly Tracking

| Provider Tracking Log

Provider Productivity Report

Batch Tracking Logs

(©) Provider Tracking Log

User RBROW < ‘ Rachel Read OTD, OTR/L

d b
M Add New Provider Tracking Log

Tracking Logs

From 10-06-25  <| ,

Week of End of Week Signed Amended Date Signec
12-15-25 12-21-25

12-08-25 12-14-25

12-01-25 12-07-25

11-24-25 11-30-25

11-03-25 11-09-25 . 11-04-25
10-27-25 11-02-25

10-20-25 10-26-25




Tracking Log in RT Standard

* Tracking Log

— Will function and appear almost exactly as it does in RT Custom
with those exceptions noted on slide 3

(© Provider Tracking Log

Provider ~|RBROW < Week Of [12-01-25 < - 12-07-25 Final Signoff is required prior to payroll processing date of 12-08-25 9, Narrative Preview
Current week Balance -80.0 Units Total Performed Units Units Total Approved Reduction | 0.0 Units
Contract Quota 80 Units First week Balance -64.0 Units Raintree Recorded Units 0.0 Units Total Clinical Time Off 0.0 Units
Units Toward Quota 0.0 Units Two week Balance -144.0 Units Documentation Debt 0.00 Units
Current Week Planned Visits Initial Evaluations o Mileage Next Week  Planned Visits =) Provider Productivity Report
Scheduled Visits 0 Discharges 0 Scheduled Visits 0 - Provider PTO Tracking Report
Performed Visits g Idle Cases 1 New Patients Req d - Provider Bank Unit Report
Assisted Visits 0 Active Patients 3!
) Monday 0.0 Units 0 Visits 0 AVisits g Cancellations
Daily Breakdown 2 : I - :
Tuesday 0.0 Units 0 Visits |0 AVisits g Cancellations
— Wednesday 0.0 Units 0 Visits |0 AVisits g Cancellations
imi
Thursday 0.0 Units 0 Visits 0 AVisits g Cancellations
Frida ] Units Visits | AVisits Cancellations
Approved Reductions v 0.0 ) g X }o . ) )
Saturday 0.0 Units 0 Visits g Avisits g Cancellations
— Sunday 0.0 Units 0 Visits g AVisits g Cancellations
an

Time Tracking

SLC Tracking

Idle Cases

Justification for Reduction/ Details of Time Tracking/General Notes

|# Request Reduction Review

All patient services, specifically date of service and number of billable units which I have recorded on this Provider Productivity Report, accurately reflects the services I rendered and complies with
regulations set forth by Federal Law and the insurer.

| IAttest T L Created: 10-12-25 Modified: 11-03-25 Signed:

4
>




Tracking Log in RT Standard

» Unsigned Tracking

(©) Provider Tracking Log

L User RBROW < ‘ Rachel Read OTD, OTR/L
oqgs
g @ Add New Provider Tracking Log
— Can be located from the
. . Tracking Logs
Provide Tracking Log fom 100625 < | ,
Li S t W(fek of Enii oi Week Signed Amended Date Signec
N — | T
* Will only display the 120125 120725
11-24-25 11-30-25
last 4 weeks of 110395 11-0025 S
. 10-27-25 11-02-25
tracking logs (same 102025 102625
rules as RT Custom)
- Sign Off Tab in View yist Summary ' Service Tickets ~ (14) Sign Off Case Load (4) Open Tasks Closeg Tasks

D a S h b O a rd Location Template 1-04-25, To: 11-04-25 r  More Filters
Draft Clinical Documents Signed Off (11-04-25 - 11-04-25)
. . Date Patient Name Description Case Provider Close Date  Fatient Name Description
) WI I I d I S I a a I I Cre a‘te d 09-01-2! Weekly Provider Tracking 00000 Rachel Read, OTD, OTR/L | 11-04-25 Weekly Provider Tr...
p y 09-08-2 Weekly Provider Tracking 00000 Rachel Read, OTD, OTR/L | 11°04-25 Weekly Provider Tr...
. . 09-15-25 Weekly Provider Tracking 00000  Rachel Read, OTD, OTR/L ;;:; & :";':’:""" T
and unSI ned IO S In 09-22-25 Weekly Provider Tracking 00000 Rachel Read, OTD, OTR/L
9-29-25 Weekly Provider Tracking 00000 Rachel Read, OTD, OTR/L
— 0-13-25 Weekly Provider Tracking 00000 Rachel Read, OTD, OTR/L
the event an 0-19-25 chelle Raintree Daily Note PTO04 Rachel Read, OTD, OTR/L
0-20-25 Weekly Provider Tracking 00000 Rachel Read, OTD, OTR/L
111111 Dylan Raintree Progress Note PTOOL Rachel Read, OTD, OTR/L
d t 10-27-25 Weekly Provider Tracking 00000 Rachel Read, OTD, OTR/L
a m e n m e n Wa S 11-24-25 Weekly Provider Tracking 00000 Rachel Read, OTD, OTR/L
||||| 25 Weekly Provider Tracking 00000 Rachel Read, OTD, OTR/L Cosign List by Group
t d b rt 12-08-25 Weekly Provider Tracking 00000 Rachel Read, OTD, OTR/L
re q u e S e y S u p p O 121525 Weekly Provider Tracking 00000 Rachel Read, OTD, OTR/L

beyond 4 weeks
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’ Idle Cases La.st Role Record Visit: 10-07-25 | Last Posted Visit: NONE | Last Cancell
1 N2 92 IR | Stabie- |

Tracking Log Idle Case Management

|dle case will display and block tracking log sign off if there is not activity in 2
weeks for each case.
» Satisfying Idle cases can be done by:
« Discharging the case
« Canceled appointments that were scheduled
* Requesting the case be put on hold by emailing your practice liaison and
providing an on-hold reason and date.

4 Provider Tracking Log

Provider RBROW = Week Of 11-17-25 & - 11-23-25 Final Signoff is required prior to payroll processing
Tier Current week Balance 00 Units Total Performe
Contract Quota - Units First week Balance 00 Units Raintree Recol
Units Toward Quota 00 Units Two week Balance 00 Units Documentatio
Planned Visits Initial Evaluations o Mileage
Scheduled Visits o Discharges (1]
Current Week Next Week
Performed Visits 0 Idle Cases 9
Assisted Visits ] Active Patients 11
Daily Breakdown dle Cases
Brown, James John | PN: 0000182 | RBROW Role Record Start: 08-28-25
) Cme OT001 | Start: 06-10-25 | Status: ACTIV | On Hold Date: NONE | Type: VIRTU | Reason: NONE
Time Off Last Role Record Visit: 09-22-25 | Lasl Pusled Visit: NONE | Last Cancelled Visit: NONE
Last Appointment: 08-23-25 | Status:
Approved Reductions Test6, Medicare | PN: 00000382 | RBROW Role Record Start: 10-06-25
Cme OT001 | Start: 06-10-25 | Status: ACTIV | On Hold Date: NONE | Ty Ype VIRTU | Reason: NONE
Last Role Record Visit: 10-09-25 | Last Posted Visit: NONE | Last Cancelled Visit: NONE
Bank Last Appointment: 08-23-25 | Status: |
5 _ Patient: Test?, Medicare | PN: 00000388 | RBROW Role Record Start: 10-07-25
Time Tracking Case: OT001 | Start: 06-10-25 | Status: ACTIV | On Hold Date: NONE | Trpe VIRTU | Reason: NONE
Last Role Record Visit: 10-08-25 | Las1 Posted Visit: NONE | Last Cancelled Visit: NONE

Last intment: 08-23-25 | Status:
SLC Tracking Appoi

Patient: Test8, Medicare | PN: 00000389 | RBROW Role Record Start: 10-06-25
Case: OT001 | Start: 06-10-25 | Status: ACTIV | On Hold Date: NONE | Ty rpe VIRTU | Reason: NONE
led Visit: NONE




Tracking Log Reconciliation For Go-Live

Phase |Statss | Tracking Log Week at Go-Live _
1 DE 2nd

2 MN, WI, FL, AR 1st

3 NC, SC, GA, AZ, CA, CO,NM, NV, OR, st

WA, AL

4 MI, KY, OH, MA, NH, CT, R 2nd

S PA&TX 2nd

6 ME, VA, MD, MS, TN, LA 2nd

7 NY, NJ 2nd

8 IL, 1A, KS, MO, IN ]st

For CQ clinicians Only: Depending on the
payperiod week of your go-live, specific action will
need to be taken to properly reconcile your
tracking log(s) for the payperiod.




Tracking Log Reconciliation For Go-Live

Go Live Week in RT Standard: 1st Week of the Pay Period

Congratulations! The simplest way to manage your tracking
log is to start fresh in RT Standard.

» Make sure your final tracking log in RT Custom is fully
completed and signed off by the blackout date.

— Do not make any changes or amendments to this log after the
blackout date.

— All PTO and bank balances will be imported into RT Standard

exactly as they appear in your tracking log at the time of sign-off on
the blackout date.




Tracking Log Reconciliation For Go-Live

Go-Live Week in RT Standard: 2"d Week of the Pay Period

This requires a little more attention and action in both:
o RT Custom for the 15t Week of the Pay Period (last week in RT Custom)
o RT Standard for the 2"¢ week of the Pay Period (go-live week)

Please treat week 1 as if you must reconcile your 1-week CQ

« Scenario 1: Hit CQ exactly Week 1 in RT Custom (includes use of PTO to reconcile)

— Week 1 (RT Custom): sign tracking log by blackout date. Do not make any changes or amendments after sign off.
— Week 2 (RT Standard): sign tracking log

e Scenario 2: Missed CQ for Week 1 in RT Custom

— Week 1 (RT Custom): Take units from bank to reconcile (if reduction or PTO is not applicable and/or you plan to make
up units in next week)
— Week 2 (RT Standard): Plan to make up missed visits from week 1 and add those units to your bank

— Example for 100-unit CQ: Week 1 (RT Custom) hit 90 units and took 10 units from bank to reconcile to 100 CQ. Week 2
(RT Standard) plan to hit 110 to deposit back the 10 units taken from the week 1 bank in RT custom.

 Scenario 3: Produce over your CQ

— Week 1 (RT Custom): Document overage in general note section of tracking log and send task to RD (system restricts
adding to bank or paying out bank in week 1

— Week 2 (RT Standard): RD will apply your units over your week 1 CQ as a reduction so you receive credit for those
units toward your 2-week CQ.

— Example for 100-unit CQ: Week 1 (RT Custom) hit 110 units. Document 10 units in notes and send task to RD notifying
them of your overage. Week 2 (RT Standard) RD will apply those 10 units as a reduction, so you receive those units

<o toward your 2-week CQ.

- e
R =




Support Roadmap: Start Smart, Escalate Right

Have a question? Follow the path to resolution!

LAST, if the Go-

START with Self Help - Live TEAMS chat
Swift Fix or Service can't assist, submit
Now a support ticket.

NEXT, if self help
did not resolve your
issue, utilize the

state specific Go-
Live TEAMS chat to
elevate your
question. This chat
will be monitored
on Day 1 only.
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