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Ciox HealthSource is a fully scalable clinical data platform

Ciox HealthSource is a secure, cloud-based information sharing platform that transforms the way healthcare information is shared
and acted upon - resulting in a better quality of life and improved healthcare outcomes across the US.
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Request Letter
Doe. - SO00CA @ Patient Requester Payment
Hﬁpil‘ﬂ gﬁélﬂljlﬂ.f Ko de lamilaFaniy nime Mo by derain Rascoed Mo
e €10 8 6

B Jewish General Hospital ' R . \ﬂﬂE_

= g Pr
e Nestides T poMy o 1900- 01 -2\ (54123~ 45T
Diate de nasssane w/late of birkh TélapbonaTelephone .
AUTORISATION DE COMMUNIQUER DE L INFORMATION DOELNOOS 1 3NO e Medical Record Types
AUTHORIZATION TO RELEASE INFORMATION 12 3 rb\ Ii tD ]'_’lmﬁ.{_&p\\ Q:.
ddrassaidddoess

L Masdonsir St HAM 1A
_ All Record Types
1 Sane. Smith
Autre mom wtilisé présentement / Other name presently used
Eric. Ooe. Mary Doe Reports: ©
Nom ef prénom du pére | Surname and given name(s) of father New et prénom de la mére [ Sarngdme and given name(s) of mother
i P e berkguat. o MBI, SN Cardiology W/EKG Report Emergency Room Report History / Physical Report
En ma qualité de: [ In my capacity of: E‘Patiem O parest O représentant légalllegal representative
i sk \euoialks Senerdd Vossital Immunization Report Laboratory Report Operative / Procedure Report
_— T

A transmetive les renseignements suivants | To transmit the following information:
Emecgency vistt  Medicel notes Pathology Report Physician Orders Report Radiology Report
X-Ray resoHs
eod and vrine  resolts

Notes: @

Concernani les services regus durant la périade suivanie | Concerning the services received during the following period:

Mn\ll 2002

Consultation Nurse Notes Progress Notes

O Par paste | By mail : A faive parvenir &/ To send to :

122 Apgletoon  Morires) , Qc Win M Therapy Notes

Adresse possale | Muiling Address

Adrezse pasiale | Mailing Address

o Cuilltte/ Pick-up Summaries @
%}_C;LOF_MM@MFE (514} 123- 4567
ot ol oy e it ot SR T e TN ST Abstract Summary Admission Sheet Continuity Care Document

e Lo w2012 JOcfo)
el po e p N Discharge Summary ltemized Billing Statements

Signaturt of patient is legal representative
_ z»f;ﬁ.@i’. pwe: 201306 Jo [
i tématn | Witness® signature Ay adniin

Cette aworisation est valide powr une période de 20 jours suivans la date de Ia signatre de oo document.
This puthorization is valid for a period of 90 days fellowing the date this docoment was signed,

Rev May 2012 Page | delof |
¢ Previous Continue ¥
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Request Letter
Doe. - SO00CA @ Patient Requester Payment
Hﬁpil‘ﬂ gﬁélﬂljlﬂ.f Ko de lamilaFaniy nime Mo by derain Rascoed Mo
— 0 8 6

[ Jewith Genersl Howpital 'H R £ ane.

- g Pr
e R e 1900- 01 -2\ (5123~ 45T
Diate de nasssanceiTate of birks TélapbonaTelephone .
AUTORISATION DE COMMUNIQUER DE L INFORMATION DOELNOOS 1 3NO e Medical Record Types
AUTHORIZATION TO RELEASE INFORMATION 12 3 rb\ Ii tD 'I-)lﬁﬁk'{'t?..ﬁ'l &

O Répondue par / Answered by ; ‘*‘,{'_\“‘;‘”'H’ LA
1 S Y All Record Types
Autre mom wtilisé présentement / Other name presently used
Eric. Ooe. Mary Doe Reports: ©
Nom ef prénom du pére | Surname and given name(s) of father New et prénom de la mére [ Sarngdme and given name(s) of mother
. /| Cardiology W/EKG Report Emergen _ “Report History / Physical Report
Je, soussignéfe) /T, the undersigned___ANE. ity &Y P & “' P y y P
En ma qualité de: [ In my capacity of: E'Patiem O parest O représentant légalllegal representative i i ‘ .
Autorise ['élablissement [ Authorize the establishment : _\_\,C.n..oif:h Genern) |LD:‘D, IIWH ¢ Immunization Report Labr Operatlve / Procedure Report

& co
A transmeiire les renseignements suivants | To transmit the following information: - 1 5 /O
Emecgency visit  Medicel nStes Pathology Report Phy.
X-Ray resoHs

Teod and wrine  resolts "‘

Loading... J Radiology Report

o

Concernant les services requs durant la périade suivante | Concerning the services received during the following period: N OteS: @
2% .
M“}' 2, Consultation Nurse Notes Progress Notes
| mail : A fii ir f
ORI TR R a——— e ———— Therapy Notes

23 h@-p\eﬁ'o-.m ; Mosrea) : Qc. YiH A\

Adresze posale | Muiling Address

Adrezse pasiale | Mailing Address

o Cuilltte/ Pick-up Summaries ®

%;g'\p or__Noe Dee (orother)_ (514) 123- 4567 o o
Cueillette pok: (Nom de la personne} / Pick-up by: (Name of person) Nuuméro de téléphone / Telephone number Abstract Summary Admission Sheet Continuity Care Document
(_,75;*- _[;-z;a ouei__ 2002 [O6lo| _ , .
S s ptrt o e oo g ATy Discharge Summary Itemized Billing Statements
Sédu imoin “ﬁ':imnmn o &Gfdljlﬁfih/ﬁr;(
Cette aworisation est valide powr une période de 20 jours suivans la date de Ia signatre de oo document.

This puthorization is valid for a period of 90 days fellowing the date this docoment was signed,

Rev May 2012 Page | delof |
¢ Previous Continue ¥
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Request Letter
Tioe. U- SO00ML @ Patient ® Requester Payment
Hép'lml gﬁ'lélﬂljlﬂf om de tamilaFaniy nime Mot i pkier/Record Mo
i1 0 8 8§

[ Jewish General Hospital "M R € AN,

- g Pr
e R e 1900~ 0 -2 (5123457
Diate de nasssanceiTate of birks TélapbenuTeephone .
AUTORISATION DE COMMUNIQUER DE L INFORMATION DOENOOS 13N ’n’ Requester Information
AUTHORIZATION TO RELEASE INFORMATION 123 Apoleto Moakcesl O
ddrassaidddoess

L Masdonsir St HAM 1A
: r Name: * Address 1: * Address 2:
: o = Requester Name
Autre mom wtilisé présentement / Other name presently used
Enc. " \oe, Mary Doc
Nom ef prénom du pére | Surname and given name(s) of father New et prénom de la mére [ Sarngdme and given name(s) of mother
Je souasignife) | T, the undersigned___S0NE. Sty City: * State: * Zip: *
En ma qualité de: [ In my capacity of: E' patient [ Paremt OJ représentan légallegal representative
Autorise Iétablissement | Authorize the establishment .\ uo\Shy  (Genecs) }lo:,?ﬁ.nk ) - Select Option - v

A transmetive les renseignements suivants | To transmit the following information:

Emecaency Visiy Medice) notes :
X-Rad_ resob=s Phone Number: Email:
|

™eod and vrine  resolts

Concernani leg services regus durant la périade suivanie | Concerning the services received during the following perfod:

Mn\ll 2002

O Par poste / By mail : A faire parvenir &/ To send to —— Relationship To Patient: * Reason for Request: * Request Letter Date: * ®
122, Aosletoon  Mosireal ,Qc. HH 1AL

Adresze posale | Muiling Address

O

- Select Option - mm/dd/yyyy mm/dd/yyyy

Adrezse pasiale | Mailing Address
E/E'.‘ueiﬂerre / Pick-up

%}ﬁ_o_mw C e, (orother)_ (514 123- 4567 Facility Received Date: * D Comments:
Cueillelte par: (Nowm de la personne) / Piek-up by: (Name of person) Numdra de téléphone / Telephone number

s A, e 2002 [Oelo] mm/dd/yyyy

Sigrmiupyg du patient ou develt représentant légal VAYY AN

Signaturt of patient is legal representative
Ké)m: /6L, Date : &‘Of&/nﬁ/ef
dut témain | Witness' signature LAy

Cette aworisation est valide powr une période de 20 jours suivans la date de Ia signatre de oo document.
This puthorization is valid for a period of 90 days fellowing the date this docoment was signed,

Rev May 2012 Puge | dalof |
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Request Letter

Fit Width 4

VE Lad

U- SO00CO\

Mot dapdien/ R oed No

Hﬁpiml gﬁ'"':ml jU.i.F Hom de familaFaniy nime
I Jewish General Hospital M R © 1 0 & \ane,

6 Frinomfiatams

T v Moty Tl (1) O30T 1900 - Ol -3) (=) 123~ 457
Diate de nassance/Tate of birts TélepbonaTeiephone
AUTORISATION DE COMMUNIQUER DE L INFORMATION DOENOOS 1 3NO
AUTHORIZATION TO RELEASE INFORMATION : i s
123 APPIﬁDmn HMortcenl G
D I r 7 Answered by : Adrapsaidddiens "
pondus pa ! HAW 1AL

Sane.  Smith
Autre mom wtilisé présentement / Other name presently used

Evic. " be Mary Doe
Nom ef prénom du pére [ Surname and given name(s) of father New et prénom de la mére [ Sarngdme and given name(s) of mother
Je, soussignéfel | 1, the undersigned -.j ANe b“ﬁﬁ_\r\

En ma qualité de: [ In my capacity of: M. patient [ Paremt OJ représentan légallegal representative

i Ao Speeily
Autorise ['établissement | Authorize the establishment :____\cuoSh  Genecs) %D]'}.p\k

I

A transmettve les renseignements suivanis | To transmit the following information:

Emecaency VisiT Medicel ncles

R
X-R ER N H=

eod and vrine  resolts

Concernani les services requs durant la période suivante | Concerning the services received during the following peried:

Mmil_ 2002

O Par paste | By mail : A faive parvenir &/ To send to :

122 AeppleTouon ’ Morshrea) , Qc

Adresve possale | Muiling Address

Mo de da perrasns | Nume of ibe person

HiH 1AL

Adrezse pasiale | Mailing Address
Ei/cuefﬂe tte | Pick-up

ey 2e\E_oc_Aoe TDoe (lorother) (51 123- 4567
Cueillelte par: (Nowm de la personne) / Piek-up by: (Name of person) Numdra de téléphone / Telephone number

far T N

T ey pertient ou dew r-n;pné;mmnr Tégal
of patient orhis legal representative

Date : 2@‘\2‘ f\%ﬁ“

loe [ /gL, pe: 2013 /06 Jo [
dui tématn | Witness® signature Ay adniin

Cette aworisation est valide powr une période de 20 jours suivans la date de Ia signatre de oo document.
This nuthorization is valid for a period of 90 days fellowing the date this document was signed,

Rev May 2012 Page | defof |

® Patient

Payment

Delivery Options:

@ Secure Electronic ($25.00)
O Mail to Fedex ($25.00)

O Facility Pickup (Free)

Payment Options:
@ Credit Card O Bill me later

TSA |ISC< )vsi

Name on Card: *

Expiration Date: *

<

MM T Yy

@ Requester

Card Number; *

Security code: *

GO MmO -

@ Payment

Order Summary

Tax Page(s) Amount
Request Letter 1 $0.00
Medical Records 50 $25.00
Tax $1.75

Order Total $26.75

®

¢ Previous
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Patient Last Name: eRequest ID  Requester Patient Request Received Date v  Status
23886840 Jane Smith Jane Smith 08/28/2018  03:00 pm Packaged
Patient First Name: @
00086822 Emily Madison Mason Smith 08/28/2018 09:52 am Packaged
11186811 Matthew Alexander Andrew Jordan 08/27/2018  10:52 am Packaged
Patient DOB:
mm/dd/yyyy 99986855 Benjamin Williams Gavin Jones 08/27/2018  05:52 am Packaged
eRequest ID: Rows PerPage |10 | |4 <4 |1 |-4 » » | Totalltems:4

Requester Name:

Date Range:

From To

Clear Filter

¢ Back to Request Tracking
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Medical Records B3/19/20887 13:46 ?1352)\85544 WILLIAM B CONNOLLY PAGE 47799 Patient Information

FlILLCHEST Emergency Department Nursing Rec;rd

Hikrs gfgumﬁﬁwlmrrr PME: gtllrtthwgght: i kgﬂ:’ Hospitalizations: MNone . *
ots: Current Unknawn ‘et current: DFT  Hib  He QFV ari N
000052886074 MR 000555762 Moo Ty P11 A DU e RS First Name: Last Name: * DOB:
ﬁA[i‘éSUN,MARgUIET Opurnﬂonsi’ugt;gr T
B 1'/06‘,03 UER Medieations: Mone  See attaehed list Uﬂ'\bw

E.R. PHYS: ‘ mm/dd/yyyy

Allergles; @t.mn
©C: LACERATION, CHIN el | ‘Triage vital signs MRN: @ .
m_ym _ SSN: MBI: &

1 TRIAGE: \'d newsl 04 9 o rolr 1w L
Source: Patient Fami Fncnd Gu iamy Nursinghome Paramedic  Police  Interproter Q;;F} B 13 2 ‘E/é @
Maode of srrival: a1r Tricnds Attendant  Ambulance Helicopter  Pelice 018at] Pai | TS/GCS [ Wt 1b (kg
Loeation; R L n{dln ‘ gsﬂ.__, e
Timing: Ocnurred mutes Days = 2
Context: Mechanisn: Tc\J'IVA Work relatl: pm'tmg &Mﬂm:’ Fall  Unknown Triage acuity

Last tetans: UTD Unknown

(5 iz
Otherhistnry: | O E md\}m/(_h}@@ ‘ Triage to:

l ED Trauma Fast Track |

ettustre e riaTm——
%W%rgdﬂ&w " Other Assessments

Ulichaehod P ...., @....Q Dates of Service(s):

16

NURSING ASSES;MENT Room: &-ﬁ—"}' ﬁ“&ﬂ@ CELTIT N e S, Mo}
= N

1]
Caused hy: !.]h;'o.'-;;r K_nii Meul  Wood Bh.mtlraum:l r] 2 3 (('4 ] 5 ‘ Clalm #. @

1+l

Assaciated signs and sympto M vzs N0 1500, oxplain:
Loss of consclousness T
Other history:

Nursing ory L tringe nasessment reviewed ad cleier e RS
Sourcel Patien,” Family Friend Guardian Nursing home Paremedic  Police Taty Hoad clrymforepce: .
Prehospital"CPR  Intubation C-collr Backboard  Splinis  Meds ne Devel tal age g fate? : P
r @ { ::E 0 evelopmenial a ropriate. mm/dd/yyyy mm/dd/yyyy
a

normal bite  Tooth injury

- s . § Evidence of abuse/neglect?
o AFBC - vl \_g._n_.-..._-.. TN NP | YES ND Iiyes peson notificd

i; \)—u—-‘j( k_—-@—-‘u-h——— o \_rt-m-z..\—a-x'\-_-a g“h\r’:-—L“—'——‘

Diseharge planning
LL—M-—H—-‘-— acial educational noeds af patient/fami
g Ve et e oA L = € ogleihl e :
“Low Medical Record Types
Nursing exam: s —mre

Parient/Family readiness to leam?
Goud  Fair  Poor

___.—_—.,._d

g .
Orders, Interventions, and Results

Constitutionak @ Well-appearing  Tl-appearing ETOH
Respiratory: R L Bil Wheezes Rales  Rhonchi
CV: Tachycardia Bradycardia Irregular

Weurologle: Crienied to: Time  Person  Plece  Notoriented Unable to test et .
Motor finction: R L Amm  Leg Face Wesk  Unable to fest ——@ﬂj Standing orders or initinl intervontions Re q uester | nfO rmation
Skin, Chinlacerntion ______ ©m I Pt MD natifisd: YES NO :

Otherexsm '\/.)“ Lc}_m “M_);M Lm ,Q,,.@_. gg:uch:nk ___

Qe .

Qe L] Payment Information
KR .

O Labs: :
O Udne dip Micra sent: ¥ N

QSIS: ired skin intepri Altered comfort: Pain  Potential infection
NURSING DYAGNOSIS Impaired skin integrity col .

NURSING PLAN: To appropriate arca  Cleanse  Dregsing applicd LI Breathing :
O splin(s :

EXPECTED OUTCOME: Integrity maintained in cotrolfAbigant  Infection control/Absent 0 D‘:mfnl Py "
LVN [ VLL_) RN [ Tetanus (see medication scetion] :

et = nualilva fet dycled 617 A regaue Limed oun o1 ccelion tompiaialy Hlank = ot st

¢ Back to Results
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Susan Williams

ABOUT

2 Job Title: Manager

® Industry: Healthcare

‘?‘ Reports to: Director of Operations
Age: 42

L1 Computer Skills:  Expert

TYPICAL DAY

A typical day in the life of your persona: Meetings,
conference calls, reviewing productivity, deadlines,
budgets, implementations, security/privacy
procedures - Risk assessments, TJC compliance,
CMS compliance, reviewing workflows for process
improvements, dealing with staffing issues, dealing
with patient complaints. A bad day; lots of
complaints, records have many mixed accounts
from system downtime problems or imaging
problems, charts not available for clinicians to
provide quality care.

TYPICAL INTERACTION WITH OUR PRODUCT

Audit: Looking to review the outstanding Audits, the
information that is being requested, the outcomes
of the audits - success vs. fails, what has been the
biggest challenge in the audit process.

A PERFECT WORK DAY

No missed deadlines, everyone is happy, no
complaints from patients or employees, all audits
were successful in recouping payment, all employees
are productive, all charts coded accurately, no
breaches in privacy or security, no downtime
procedures were implemented.
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- —— sl e T —
S e [ | rovter [ v | AddiEdit Providers |
gl PATIENT INFORMATION
Ship Address: * | Last Name: * | First Name: L Ml | Lock

| ssn | MR No: [ Service Dates

Oy " DOB: | | Patient Acct: | | | Custom Felds.
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eSmartlog Application

CINTACT UF  SEND EMAIL  ROEE DS LS008 S

Assoclaie Numbar: S80S T
annmard | sessssses

Logan

Aidie bt 1 iean Thimds | asgiie
Fargat Tour Passwond ™
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NEW REQUEST REQUEST SEARCH CHANGE SITE REPORTS MAIN MENU ARCHIVE RAC QUEUE ELECTRONIC INSURANCE REQUESTS QUEUE CONTACTUS SIGNOUT 9/F1

1 Hospital Center

Advanced Search

Search by Patient Name

Search by Patient SSN

Search by Patient Date of Birth
Search by Medical Record Number
Search by Requester Name
Search by Request Entered Date/Received Date/Scan Date/Print Date
Search by Site Number

Search by LOGID

Search by Not Scanned Records
Search by Comments

Search by Dates of Service

Disclosure Track

Search by Requester Notification Tracking Mumber

pra —— i it i

ML LY

Search...

(& HealthPort Atlanta LT
File Edit View

@ https://hca.esmartlog.com,/smartlog/new_request/paged.asp?ID=95268658RequesterType=Continuing Care

Favorites  Tools  Help

55 [E Chart Finder ) CIOX Health - Sign In 2] Ciox Health Rep Online 2] eSmartlog 2] HCA Healthcare, Inc. - Ide... g PAS-KEY

= eSmartlog New Request
NEW REQUEST REQUEST SEARCH CHANGE SITE REPORTS MAIN MENU ARCHIVE RAC QUEUE ELECTRONIC INSURANCE REQUESTS QUEUE CONTACTUS SIGNOUT 971772019 9:51:45 AM{EDT) 67

27011: Reston Hospital Center DMO 808776 :

Kevin Mitchell

Requester Information -
Log Id 220798886 -

Phone No 212-147-7429 Name MNorth Cyrpess Medical Center Type Continuing Care

Address 21214 N W Freeway City Cypress State-Zip TH-77429

# of Days to Complete: I:l Request Letter Date: | |— | |— | | Due Date: | |— | |— | |

Patient Information Date Format: MM-DD-YYYY
Dot e G5}z Ffeoss |
Medical Record # | | First Name | Last Name | |
Claim # | DOB | H H SSN | L F |
Dates of Service | | Patient Account/Control # |
Chart Location |Perm File Attention Of |
Complete Date | |— | |— | | MR Pages I:I Delivery Method Mail
Site Comments [Select Comment V|
Comments
HIPAA reportable disclosure Ol

Total Encounters Ordered I:l UTL I:l Encounters Recreated I:l
CERT SENT TO HIMD | | ESCALATED | DATE ORDERED |
Main Reason for Request —Please Select— v|
Additional Request Details [gill To and Ship To addresses are different

Submit Request | Correspondence Letters |[220793886




Smarklink Application

SmartLink® - Login

SmartLink® 5.1.1.0

User Mame

Password Heset Password

Site # ‘ Log In I Cancel |

www.healthport com

&> SmartLink - Confirm Site — ]

You have entered site # 28481
FAWCETT MEMORIAL HOSPITAL
21298 OLEAN BOULEVARD
PORT CHARLOTTE. FL 33952

Please confirmm your site selection. Do this by entering the first 5 characters of the
site name (without spaces) and the 2Hetter state code for the site’'s state.

First 5 here: || State here: I

‘ Continue |

Cancel ‘

SmartLink® - Version: 3.1.7 - User: MICHELA LOUIS (822026) - Site: FAWCETT MEMORIAL HOSPITAL (284381) — [ >

File Teoeols Leg Help
Job Information  Request Letter | Medical Record ‘ Package Job @ Transmit

~Request # — Special Processing

| [~ On-Site Copy Job
Field Request 1TUVSZQS0000040 [T This is an On-Site Pick Up

esSmartLog ID#F (219450831 Rec Types | Paper Pages: |0

MRMN Microfilm Pages: |0

Electronic Pages: |0
[~ Special Project
[ Return Records to Facility I Sensitive Data
" Billable Request I Fee Approval Required [~ HealthPort Connect BOC Request
[ Customer Requested Electronic Delivery
Years Searched |1

— Billing Information

' MNon Billable Request [~ Correspondence

— Site Information — Payment Information
Site # 28481 Change Site I Check/Money Order Received with Request
Name FAWCETT MEMORIAL HOSPITAL ' Requester Deposit
Address 1 21298 OLEAN BOULEVARD ¢ Facility Kept Payment
Address 2 Check Date 9/17/2019 |
City PORT CHARLOTTE Check
State FL Amount 0= Dollar D:l' Cents

Zip Code 33952

— Requester Information — Patient Information
Mame Dcf Mame William Niece
Address 1317 Winewood Blvd DOB 10/13/1967
Bldg 1 Rm 2 Medical Rec# F0D00316437

Tallahassee, FL 32399
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— Requester Information — Patient Information
Mame Dcf Mame  Willlam Niece
Address 1317 Winewood Blvd DOB 10/13/1967

Bldg 1 Rm 2 Medical Rec# FOD0316437
Tallahassee, FL 32399




