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Eligible Providers:  Pre-Attestation and Audit Checklist Tool
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Client agrees to share pertinent documents with REACH, should REACH require it to support an audit of our work with clients.  Client also acknowledges that this document is designed to help our clients organize documentation that will support them in case of an audit.  REACH’s assistance and guidance provided in this document does not ensure you will pass an audit, or that auditors will not ask for additional documentation not anticipated by REACH.
Based on CMS Audit Information as of 07.26.12: Web link to audit detail and background

Step 1:  Review the two CMS audit guidance PDF documents at the links below. This is the best and official source of information.
http://www.cms.gov/Regulations-and-Guidance/Legislation/EHRIncentivePrograms/Downloads/EHR_Audit_Overview_FactSheet.pdf

http://www.cms.gov/Regulations-and-Guidance/Legislation/EHRIncentivePrograms/Downloads/EHR_SupportingDocumentation_Audits.pdf

The following link is an example of an audit letter that you would receive if your organization is selected. CMS and its auditor may also contact you via email.
http://www.cms.gov/Regulations-and-Guidance/Legislation/EHRIncentivePrograms/Downloads/SampleAuditLetter.pdf

Step 2: Review this document and use it as a checklist.

This document is intended to guide you through questions and consideration prior to commencing your Meaningful Use reporting period. The document is also useful in preparing for audit requirements.  REACH encourages you to use the ‘Item Addressed’ column as a checklist for completion or at least acknowledgement that each item has been addressed.  If you are attesting for EPs who work in multiple locations with Certified EHR Technology (CEHRT), the attestation needs to combine numerators and denominators from all CEHRT.

Additional Audit Information:
Medicare:
CMS has provided guidance during a webinar that once an audit has been initiated, there is no opportunity for CMS to change any data that has been submitted via the attestation process. If you have any concern or detect errors that were made or submitted to CMS, you must contact CMS BEFORE receiving an audit letter from Figliozzi & Co.  Also, if the audit firm detects any errors or issues, current information indicates that EHR Incentive dollars are being recovered as a whole, not partial amounts.  When an audit is failed, it is deemed the same as not having complied with MU for that year (there is no ‘do-over’ opportunity).

Medicare audit appeals: 
Scroll to the bottom of this document for a toll free number and brief paragraph on the appeals process:
http://www.cms.gov/Regulations-and-Guidance/Legislation/EHRIncentivePrograms/Downloads/EHR_Audit_Overview_FactSheet.pdf

Medicaid:
Medicaid audits will be conducted at the state level and the entities responsible for this may have policies and procedures that do not conform to what has been reported for the federal Medicare program as described above.   The experience so far for the state of MN (year one, which is Adopt/Implement/Upgrade and is not the same as being a ‘Meaningful User’) is that the company, CGI, contracted by the MN Dept. of Human Services, will request additional info or documents that will help substantiate or complement information that has already been submitted.



	Topic/Item
	Additional detail
	Item addressed
	Audit Guidance

	Preparation / Pre-Attestation

	What are your planned attestation period dates?
	Try not to choose the final day as Dec 31st.  Select a start date much earlier than October 1st in case you need to shift forward to insure EPs are fulfilling all objectives. Contact your REACH consultant for further guidance on date selection.
	|_|
	

	Where are you in the process of implementing Meaningful Use (MU) reports that tell you the percentage of compliance with MU requirements? 
	Be certain that you understand where your EHR is pulling data from that supports the MU report. Your vendor can provide guidance, including for Clinical Quality Measure questions
	|_|
	Create and retain (paper and/or electronic) reports out of your Electronic Health Record (EHR) to save in your audit file after attesting to MU.

	Have you assembled a team that monitors the reports and communicates shortfalls to those responsible?
	Check your MU reports frequently and insure that providers are educated about documenting in the EHR to comply with MU objectives.
	|_|
	

	Will your providers qualify under Medicare or Medicaid?
	See the CMS EP eligibility flow chart
	|_|
	If Medicaid is chosen, you will need to retain the 3-month Minimum Patient Volume’ calculation that you did with clarification on how  the encounter data was obtained. . This relates to the 30% ‘MPV’ threshold (20% for Pediatricians).




	Topic/Item
	Additional detail
	Item addressed
	Audit Guidance

	Preparation / Pre-Attestation (continued)

	Are any of your EPs participating in the Minnesota EHR Incentive program (Medicaid)?
	See the MN ‘MEIP Guidance Manual' for additional eligibility and enrollment information and actions.
Link to MEIP website.
Medicaid Year 2 EP MU Guide
Medicaid Year 2 EP MU Appendices & CQMs 
	
	If Medicaid is chosen, you will need to retain the ‘prior year or prior ’12 month rolling period’  Minimum Patient Volume’ calculation that you did and how the data was obtained.

	Have you registered your Eligible Providers (EP’s) on the Centers for Medicare & Medicaid Services (CMS) site?
Do you have the following?:
- NPI Number
- NPPES User ID and Password

	NOTE: If the clinic plans to have a third party register Medicare EPs, that third party person must have an Identity and Access Management System (I&A System) web user account with a User ID and Password. 
NOTE: Medicaid for MN and ND do not offer a proxy system.
	|_|
	Help Line for Registration Problems: (888) 734-6433
       Link to CMS Website



	Have you reviewed the CMS Attestation Calculator for MU objectives & measures? 
	NOTE: If you are participating in Medicaid’s Adopt /Implement / Upgrade for year one, skip this step
	|_|
	Hyperlink to Attestation Calculator

	General EHR Questions:

	1. Have you purchased all the components of your EHR that were included in the certified version (i.e. all the components needed for a “complete EHR” certification)?
	If not, have you site-certified what you have as a complete EHR? (Note: most vendors sell ‘complete’ EHRs for EPs to accomplish MU program)
	



|_|
	Confirm certification of your system at the ‘Certified Healthcare Product List’  CHPL
website.

Screenshot of your CHPL EHR Certification ID..



	Topic/Item
	Additional detail
	Item addressed
	Audit Guidance

	Are you able to identify EHR patients?
	This is relevant if you are running a hybrid paper/ EHR environment
	|_|
	The MU program has objectives that require you to identify whether the data you are reporting applies to ALL patients or just those that are contained in your EHR.  

	Audit specific considerations   //Retention of audit information can be electronic or paper. Retain for 6 years.//

	1. Have you established an Attestation File to store information about your decisions, measures and processes in the event of an audit?
	
	|_|
	Create a paper and/or electronic audit file.  Audit documentation request will need to be fulfilled electronically and may require that you scan and create PDF documents.

	2.  Payment Calculations (Medicare)
(See #5 above for Medicaid) 
	Be sure to review and understand the incentive payment calculations for either Medicare, Medicaid or both programs.
Medicare EHR Incentive Payments for EPs
	|_|
	Compare your expected total EHR Incentive Payment against amount received from CMS after successful attestation. Retain a record of your calculations for your expected amount. (Same applies for state Medicaid incentive program).

	3. MU Reports
	Retain all reports for Core &Menu objectives plus Clinical Quality Measures for each Eligible Provider
	|_|
	Retain copies of report(s) that were used to enter the attestation numerators/denominators into the CMS EHR Incentives Attestation website. 




	Topic/Item
	Additional detail
	Item addressed
	Audit Guidance

	4.  Attestation Summary Report (CMS)
(5 page pdf format)
	All EPs who attest
	|_|
	Click on the ‘View Summary Information as PDF’ button on the CMS attestation website AFTER successful submission.  
A copy must be sent to your REACH consultant and keep a copy of this for your audit file. It contains a complete summary for all data that you entered into the attestation screens.
There is also an attestation ‘successful submission’ screen (and ‘Print’ button) that can be printed after submitting your attestation. Talk to your REACH consultant about both options.

	Core Objectives (15 total)  – EP

	EP#1:  CPOE

	Do > 30% of unique patients with at least 1 medication in their med list have at least 1 med ordered via CPOE during the measurement period?
	|_|
	Retain a record of numerator and denominator used for calculating percentage of patients meeting this measure.

Organizational policies relating to who the organization defines as a “licensed professional”.  Policy also includes what to do if a CDS alert is presented.  Each state defines a licensed professional individually and the EP/clinic needs to make sure only staff  who are considered to have this status are doing CPOE.
Definition of which roles (MD/NP/PA/RN/LPN/MA) were used to calculate numerator.

	EP#2:  Drug-Drug & Drug-Allergy Interaction Checks
	Do you have drug-drug checks turned on for the entire measurement period?
	|_|
	Screenshot showing that D-D / D-A checking is turned-on/enabled.



	Topic/Item
	Additional detail
	Item addressed
	Audit Guidance

	Core Objectives – EP (continued)

	EP#3:  Problem List
	Do >80% of patients seen have at least one problem or “none” entered as structured data?
	|_|
	Retain a record of numerator and denominator used for calculating percentage of patients meeting this measure.
Screenshot showing “no known problems” as a choice


	EP#4:  e-Rx
	Are >40% of all permissible prescriptions written by EP transmitted electronically (certified EHR)?
	|_|
	Document methodology for inclusion for numerator & denominator.

In the event of an audit the EP/Clinic will be asked to produce documentation for the EHR showing how it captures the numerator and denominator

	EP#5:  Medication List
	Do >80% of patients seen have at least one medication or “none” entered as structured data?
	|_|
	Retain a record of numerator and denominator used for calculating percentage of patients meeting this measure.

Screenshot of “no active medications” functionality to demonstrate that your EHR is capable of recording this type of situation in a patient’s medication list.

	EP#6:  Medication Allergy List
	Do >80% of patients seen have at least one allergy or “none” entered as structured data?
	|_|
	Retain a record of numerator and denominator used for calculating percentage of patients meeting this measure.

Screenshot of “no known medication allergies” option to demonstrate that your EHR is capable of recording this type of situation in a patient’s allergy list.

	EP#7:  Demographics
	Do >50% of patients seen have preferred language, gender, race, ethnicity, & DOB, recorded as structured data?
	|_|
	Retain a record of numerator and denominator used for calculating percentage of patients meeting this measure. Include screenshot of “declined” for each and options for ethnicity.



	Topic/Item
	Additional detail
	Item addressed
	Audit Guidance

	Core Objectives – EP (continued)

	EP#8:  Vital Signs 
Note:  There is an optional change for 2013 Stage 1 and mandatory change 2014 and thereafter.
Discuss this with your REACH consultant as there is additional detail not included here.
	Do > 50% of patients have vital signs recorded for all unique patients ages 2 and over. The new measure amends blood pressure for ages 3 and over and height and weight for patients of all ages. Additional exclusions are possible as well.  Note: BP and height & weight can be split based on EPs specialty area.
	|_|
	Retain a record of numerator and denominator used for calculating percentage of patients meeting this measure.

Documentation of any EP planning to claim “exclusions” and why.

	EP# 9:  Smoking Status (>13 yrs)
	Do > 50% of patients ≥ 13 years and older have smoking status entered as structured data during the measurement period?
	|_|
	Retain a record of numerator and denominator used for calculating percentage of patients meeting this measure.

	EP#10:  Clinical Quality Measures to CMS

	Note: as of 2013, EPs will not have to attest to this measure as it was deemed repetitive by CMS (since EPs have to report CQMs anyway)
	|_|
	





	Topic/Item
	Additional detail
	Item addressed
	Audit Guidance

	Core Objectives – EP (continued)

	EP#11:  Clinical Decision Support (CDS) Rule
	Do you have at least 1 CDS rule relevant to the specialty or high clinical priority set along with the ability to track compliance with the rule NOTE: Drug-drug; drug-allergy checking may NOT be used to fulfill this measure.
	|_|
	Screenshot of CDS rule activated in EHR. 
Note: Auditors have requested evidence that the CDS rule is implemented for the entire measurement period.  This has caused difficulty for some EHRs that don’t provide this level of audit reports.  If your EHR offers the ability for EPs to “shut off” the CDS rule, save screen shots that show the CDS rule implemented at the start, middle and end the measurement period.  If EPs are not able to change the CDS settings themselves, take a screen shot of the CDS setting as “on”.  We also recommend a signed note/email from the CIO/CMIO/informatics that states the CDS rule was “on” for the entire reporting period.

	EP#12:  e-Copy of Health Information
	Are you providing >50% of all patients who request an electronic copy of their health information within 3 business days?
	|_|
	Report listing which patients requested, when, and “fulfillment” date


	
	What format do you plan to provide this in: patient portal linked to your EHR, PHR, USB/Flash drive, CD, other?
	|_|
	

	
	Do you have a process to track request & fulfillment of the request?  Is the process documented?
	|_|
	Retain documentation of the process / workflow and options for a patient to receive their PHI in electronic format.





	Topic/Item
	Additional detail
	Item addressed
	Audit Guidance

	Core Objectives – EP (continued)

	EP#13:  Clinical Summaries (AVS)
	Are you providing clinical summaries (After-Visit Summary or AVS) to >50% of all office visits within 3 business days?
	|_|
	Retain a record of numerator and denominator used for calculating percentage of patients meeting this measure.

Compile data dictionary (type and source of all data) for AVS Fields/Elements

Written procedure/diagram of workflow for each medium offered to patients: patient health record (PHR), patient portal, secure e-mail, CD/USB, paper copy, etc.

	
	If not meeting, have you done a root cause analysis to determine issues?
	|_|
	

	
	Do your clinical summaries contain the minimum data elements?
· Problem List
· Diagnostic Test Results
· Medication List
· Medication Allergy List
	|_|
	

	EP#14:  Clinical Data Exchange
	Note: This measure will no longer be required as of 2013. It will be replaced in Stage 2  (2014 and thereafter) with other health information exchange objectives.
	|_|
	





	Topic/Item
	Additional detail
	Item addressed
	Audit Guidance

	EP#15:  Protect PHI Privacy & Security (P&S) Risk Analysis & Plan
	Have you established a P&S Risk Assessment Team?
	|_|
	

	
	Have you completed a P & S Risk Assessment?
(external assistance or an internal work group)
	|_|
	Retain a record of conducting the Privacy and Security Risk Assessment. REACH has a P&S checklist tool to assist you with compliance. Talk to your REACH consultant about this.

	
	Have you developed a Mitigation Plan to address all the gaps and risks identified during your P & S Risk Assessment?
	|_|
	Retain a copy of your Mitigation Plan containing:
· List of Issues and/or Risks
· Plan to Remediate Issues/Risks
· Timeline to Implement Plan
· Assignment of Responsibility
· Expected Date of Completion
· Status

	
	Have you addressed and begun to mitigate all the gaps and risks that you have identified on your Risk Assessment?
	|_|
	Retain documentation of your progress for each item on the above mitigation plan.






	
Topic/Item
	Additional detail
	Item addressed
	Audit Guidance

	Menu Set Objectives (5 total of 10) – EP

	EP#1:  Drug formulary checks
	Are drug formulary checks ‘switched on’ in your EHR?
	|_|
	Document which formulary is being used (internal, external)
Save a screenshot of formulary check

	EP#2:  Structured Lab Test Results
	Did you enter lab results (>40% ordered) as structured data?
	|_|
	Retain a record of numerator and denominator used for calculating percentage of lab tests meeting this measure.

Document how data was populated (electronic exchange, manual entry)

Document if standard code set used (LOINC, etc.)

	EP#3:  List of patients by condition
	Have you run a patient list report by specific condition?
	|_|
	Copy of report that was generated 

	EP#4:  Patient reminders
	Did you send out patient reminders (>20% patients who are ≥ 65 years and ≤5 years old) for preventive and follow up care?
	|_|
	Retain a record of numerator and denominator used for calculating percentage of patients meeting this measure.
Document which type of reminder was generated (appointment, preventive/follow-up care)

Save a screenshot of reminder 

	EP#5:  Patient e-Access to Health Information
	Did you provide patient electronic access (>10% patients) to lab results, problem list, medication list, and allergy list within 4 business days?
	|_|
	Retain a record of numerator and denominator used for calculating percentage of patients meeting this measure.

Document medium (patient portal, PHR)



	Topic/Item
	Additional detail
	Item addressed
	Audit Guidance

	Menu Set Objectives (5 total of 10) – EP (continued)

	EP#6:  Patient-specific Education Resources
	Did you provide patient-specific education resources (>10% of patients)?
	|_|
	Retain a record of numerator and denominator used for calculating percentage of patients meeting this measure.
Document what logic is built into your EHR to generate patient-specific resources (problem list, medication list, lab results, others)

	EP#7:  Medication Reconciliation for Transitions of Care
	Did you do medication reconciliation following transition of care (>50% of transitions)?
	|_|
	Retain a record of numerator and denominator used for calculating percentage of care transitions meeting this measure.

Policy that defines which encounters are considered  “transitions of care”

Access to/copy of EHR vendor logic

	EP#8: Transition of Care Summary for Transfers or Referrals
	Did you provide a Transition of Care Summary (>50% of patient referrals or transfers to another setting)?
	|_|
	Retain a record of numerator and denominator used for calculating percentage of care transitions meeting this measure.

Documentation of process for generating summary of care
Data dictionary for elements contained in summary of care
Documentation of medium used (paper copy, secure transmission, etc.)






	Topic/Item
	Additional detail
	Item addressed
	Audit Guidance

	Menu Set Objectives (5 total of 10) – EP (continued)   (1 of 2 Public Health measures…must choose #9)

	EP#9: Immunization Registry Submission
*This public health measure must be chosen for MN or ND!

	Did you submit immunization data to your state registry?
	|_|
	Save Screen shot of “upload successful”  OR “upload received (but not completely successful)” OR  letter/ verification if Public Health agency not ready to receive

	EP#10:  Syndromic Surveillance Data Submission
*This public health measure is not available in MN or ND!

	Did you submit syndromic surveillance data to your public health agency?
	|_|
	Save Screen shot of “upload successful”  OR “upload received (but not completely successful)” OR letter/ verification if Public Health agency not ready to receive





	Topic/Item
	Additional detail
	Item addressed
	Audit Guidance

	Clinical Quality Measures - EP

	Note: Reporting a 0 for any of the 3 core measures will require you to report on the same corresponding number of alternate core measure. If you reported a 0 for 2 core measures you will need to report 2 alternate core measures, likewise, if you reported 0 for 1 core measure you are required to report 1 of the 3 alternate core measures. 
Additionally, all values reported should be the values produced by the certified EHR technology. A zero numerator for and/all of the 3 of 38 CQMss is acceptable if your EHR produces this value.

	Have your selected the Core and/or Alternate as well as additional Alternate Clinical Quality Measures that you will capture and report?
	CQMs are reported only…and not evaluated for accuracy by either federal CMS or state MEIP program. Every effort should be made, however, to utilize the accurate results for quality improvements at your organization.
	|_|
	

	Have you generated reports and checked that the results of the CQMs are accurate and make sense?
	It’s important to check the accuracy of your chosen CQMs as the way you are documenting data elements that feed into the measures may not sync up with the fields that your vendor’s quality reports may be pulling from.
	|_|
	Print report of CQMs showing numerator, denominator and any ‘exclusion’ values that you are attesting to and retain. Do screenshot of your EHR MU dashboard if report is not available in your system.



	Core CQMs (required to choose 3 of 6) 

	1. Hypertension: BP Measurement
	
	|_|
	See general CQM audit guidance above.

	2. Tobacco assessment & intervention
	
	|_|
	See general CQM audit guidance above.

	3. Adult weight. screen/follow-up
	
	|_|
	See general CQM audit guidance above.



	Topic/Item
	Additional detail
	Item addressed
	Audit Guidance

	Alternate CQMs  (choose up to 3 to replace each Core CQMs that are not chosen or in EP practice area)

	4.  Weight. assessment/counseling: children & adolescents
	
	|_|
	See general CQM audit guidance above.

	5.  Childhood immunization status
	
	|_|
	See general CQM audit guidance above.

	6.  Influenza immunization (>50 yrs.)
	
	|_|
	See general CQM audit guidance above.

	Additional CQMs Items (required to choose 3 of 38)

	1. Anti-depressant medication management: (a) Effective Acute Phase Treatment, (b) Effective Continuation Phase Treatment 
	
	|_|
	See general CQM audit guidance above.

	2. Appropriate Testing for Children with Pharyngitis 
	
	|_|
	See general CQM audit guidance above.

	3. Asthma Assessment 
	
	|_|
	See general CQM audit guidance above.

	4. Asthma Pharmacologic Therapy 
	
	|_|
	See general CQM audit guidance above.

	5. Breast Cancer Screening 
	
	|_|
	See general CQM audit guidance above.

	6. Cervical Cancer Screening
	
	|_|
	See general CQM audit guidance above.



	Topic/Item
	Additional detail
	Item addressed
	Audit Guidance

	Additional CQMs Items (required to choose 3 of 38) (continued)

	7. Chlamydia Screening for Women
	
	|_|
	See general CQM audit guidance above.

	8. Colorectal Cancer Screening 
	
	|_|
	See general CQM audit guidance above.

	9. Controlling High Blood Pressure
	
	|_|
	See general CQM audit guidance above.

	10. Coronary Artery Disease (CAD): Beta-Blocker Therapy for CAD Patients with Prior Myocardial Infarction (MI) 
	
	|_|
	See general CQM audit guidance above.

	11. Coronary Artery Disease (CAD): Drug Therapy for Lowering LDL-Cholesterol
	
	|_|
	See general CQM audit guidance above.

	12. Coronary Artery Disease (CAD): Oral Antiplatelet Therapy Prescribed for Patients with CAD 
	
	|_|
	See general CQM audit guidance above.

	13. Diabetes Mellitus: Hemoglobin A1c Poor Control in Diabetes Mellitus 
	
	|_|
	See general CQM audit guidance above.




	Topic/Item
	Additional detail
	Item addressed
	Audit Guidance

	Additional CQMs Items (required to choose 3 of 38) (continued)

	14. Diabetes: Blood Pressure Management 
	
	|_|
	See general CQM audit guidance above.

	15. Diabetes: Eye Exam 
	
	|_|
	See general CQM audit guidance above.

	16. Diabetes: Foot Exam
	
	|_|
	See general CQM audit guidance above.

	17. Diabetes: Hemoglobin A1c Control (<8.0%)
	
	|_|
	See general CQM audit guidance above.

	18. Diabetes: Low Density Lipoprotein (LDL) Management and Control 
	
	|_|
	See general CQM audit guidance above.

	19. Diabetes: Urine Screening 
	
	|_|
	See general CQM audit guidance above.

	20. Diabetic Retinopathy: Communication with the Physician Managing Ongoing Diabetes Care
	
	|_|
	See general CQM audit guidance above.




	Topic/Item
	Additional detail
	Item addressed
	Audit Guidance

	Additional CQMs Items (required to choose 3 of 38) (continued)

	21. Diabetic Retinopathy: Documentation of Presence or Absence of Macular Edema and Level of Severity of Retinopathy 
	
	|_|
	See general CQM audit guidance above.

	22. Heart Failure (HF): Beta-Blocker Therapy for Left Ventricular Systolic Dysfunction (LVSD) 
	
	|_|
	See general CQM audit guidance above.

	23. Heart Failure (HF): Warfarin Therapy Patients with Atrial Fibrillation
	
	|_|
	See general CQM audit guidance above.

	24. Heart Failure: ACE Inhibitor or ARB Therapy for Left Ventricular Systolic Dysfunction (LVSD) 
	
	|_|
	See general CQM audit guidance above.

	25. Initiation and Engagement of Alcohol and Other Drug Dependence Treatment: (a) Initiation, (b) Engagement
	
	|_|
	See general CQM audit guidance above.





	Topic/Item
	Additional detail
	Item addressed
	Audit Guidance

	Additional CQMs Items (required to choose 3 of 38) (continued)

	26. Ischemic Vascular Disease (IVD): Blood Pressure Management
	
	|_|
	See general CQM audit guidance above.

	27. Ischemic Vascular Disease (IVD): Complete Lipid Panel and LDL Control
	
	|_|
	See general CQM audit guidance above.

	28. Ischemic Vascular Disease (IVD): Use of Aspirin or Another Antithrombotic
	
	|_|
	See general CQM audit guidance above.

	29. Low Back Pain: Use of Imaging Studies
	
	|_|
	See general CQM audit guidance above.

	30. Oncology Breast Cancer: Hormonal Therapy for Stage IC-IIIC Estrogen Receptor/Progesterone Receptor (ER/PR) Positive Breast Cancer 
	
	|_|
	See general CQM audit guidance above.





	Topic/Item
	Additional detail
	Item addressed
	Audit Guidance

	Additional CQMs Items (required to choose 3 of 38) (continued)

	31. Oncology Colon Cancer: Chemotherapy for Stage III Colon Cancer Patients 
	
	|_|
	See general CQM audit guidance above.

	32. Pneumonia Vaccination Status for Older Adults 
	
	|_|
	See general CQM audit guidance above.

	33. Prenatal Care: Anti-D Immune Globulin
	
	|_|
	See general CQM audit guidance above.

	34. Prenatal Care: Screening for Human Immunodeficiency Virus (HIV)
	
	|_|
	See general CQM audit guidance above.

	35. Primary Open Angle Glaucoma (POAG): Optic Nerve Evaluation 
	
	|_|
	See general CQM audit guidance above.

	36. Prostate Cancer: Avoidance of Overuse of Bone Scan for Staging Low Risk Prostate Cancer Patients 
	
	|_|
	See general CQM audit guidance above.





	Topic/Item
	Additional detail
	Item addressed
	Audit Guidance

	Additional CQMs Items (required to choose 3 of 38) (continued)

	37. Smoking and Tobacco Use Cessation, Medical assistance: Advising Smokers and Tobacco Users to Quit, Discussing Cessation Medications and Strategies 
	
	|_|
	See general CQM audit guidance above.

	38. Use of Appropriate Medications for Asthma
	
	|_|
	See general CQM audit guidance above.



For further information:  http://www.cms.gov/EHRIncentivePrograms/32_Attestation.asp
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