
   
          

1. Use CPOE to enter medication orders for > 30% of patients 
followed with EHR. Any physician who writes <100 prescrip-
tions a year is excluded.

2. Use drug-drug and drug-allergy interaction checklists.

3. Maintain up-to-date problem list of current and active diag-
noses for >80% of patients.

4. Prescribe permissible medications electronically for >40% 
of prescriptions. Any physician who writes <100 prescrip-
tions a year is excluded. Non-permissible medications are 
listed here: http://www.deadiversion.usdoj.gov/schedules/
orangebook/e_cs_sched.pdf .

5. Maintain active medication list for >80% of patients, includ-
ing patients with no medication. 

6. Maintain medication allergy list for >80% of patients, includ-
ing patients with no known allergies.

7. Record preferred language, gender, race, ethnicity, date of 
birth for >50% of patients.

8. Record height, weight, blood pressure, body mass index 
(BMI), and record and chart growth, BMI for children 2–20 
years old for >50% of patients >2 years old. Physicians who 
do not treat patients >2 years, and physicians who believe 
height, weight, and blood pressure have no relevance to 
their practice are exempt.

9. Record smoking status for patients >13 years old for >50% 
of patients.

10. Report ambulatory clinical quality measures to CMS, or if 
a Medicaid physician, the states for all patients with EHRs. 
Requirements and electronic specifications are listed here: 
http://www.cms.gov/QualityMeasures/03_ElectronicSpecifica-
tions.asp#TopOfPage.

11. Implement one clinical decision support rule other than 
drug-drug and drug-allergy interaction checklists relevant 
to specialty along with ability to track compliance. Clinical 
decision support is any addition to EHR that provides physi-
cian with case or person-specific information.

12. Provide >50% of patients who request it, an electronic copy 
of their health information (diagnostic test results, problem 
list, medication list, medication allergies) within three busi-
ness days. 

13. Provide clinical summaries to >50% of patients within three 
business days of each office visit.

14. Capabilities to electronically exchange clinical data (for ex-
ample, problem list, medication list, allergies, test results) 
with other providers or entities. An unsuccessful test of elec-
tronic exchange is considered valid for this objective.

15. Protect electronic health information. EHR must have cer-
tified data protection, and the system must be updated as 
needed.

Source: Adapted from the Centers for Medicare & Medicaid’s 
eligible professional meaningful use program: https://www.cms.gov/
EHRIncentivePrograms/Downloads/EP-MU-TOC.pdf.

  
       

       
       

 
        

      
        

        
          
       

     
          
        

        
      

       
           

  
         

       
        

        
    
       

        
        

          
      

 
       

        
        

        
          

      
         
         

        
       

        
        

        
         
        

         
          
          

          


