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Foreword

⊲ Foreword
The need to efficiently share images is becoming even more important with the
Meaningful Use (MU) program. Stage 1 (MU1) of the program focused on increasing
the need for patient data collection, and now Stage 2 (MU2) is extending the reach
of the program to include the sharing of patient information, including images.
For today’s radiologists, it’s now vital that they not only select systems that can
accommodate and improve the workflow of their image-intense environments, but
also meet MU2 requirements, since image sharing between providers is now a
menu item of MU2. The radiology practices that meet MU2 requirements and can
efficiently exchange electronic information – patient records and images – with
primary-care physicians and other providers will benefit from increased referrals
that drive revenues.
The MU program is indeed laying the groundwork for interconnectivity between
referring physicians and radiologists, while also providing sizable financial
incentives. With over $1.5 billion in available incentive payments for eligible
diagnostic imaging professionals in the United States, each professional has the
opportunity to receive an incentive for achieving Meaningful Use before 2015. In
fact, many radiologists already have.

Steve Tolle
Chief Strategy Officer
Merge Healthcare

Even more important is that starting in 2015, Medicare payment reductions will begin for not
demonstrating Meaningful Use. This means that hundreds of millions of dollars are at risk annually.
Further, that number may reach billions as private payers start to mimic federal guidelines.
Although radiologists are currently largely exempt from the penalties, they still need to comply
with MU stages — particularly MU2, which includes image-sharing requirements to generate
the referrals that are vital to their business. Additionally, radiologists and other EPs must apply
for exemptions annually, and exemptions are only renewable for five years, which is yet another
reason why radiologists must work toward complying with MU requirements.
Merge Healthcare has created this Meaningful Use Guide for Radiology to help radiologists
maximize their opportunities under the MU program. Information in this guide ranges from
an overview of the applicable law to specific “how to” steps, and was written for front office
associates, technologists, radiologists and physician’s association (PA) groups. Topics include:
ΖΖ How measures are applicable in radiology
ΖΖ How measures can be met in radiology environments and apply to business strategies
ΖΖ What to expect in coming years
ΖΖ Processes and software used to capture and report health information
I believe that with change comes opportunity, and hope this Meaningful Use Guide for Radiology
helps you prepare for the changes that lie ahead.
Good luck,
Steve Tolle
Chief Strategy Officer
Merge Healthcare
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Chapter 1: Introduction

⊲ Chapter 1: Introduction
Purpose
The Meaningful Use Guide for Radiology examines the financial and operational
impact of the Health Information Technology for Economic and Clinical Health
Act (HITECH Act). The HITECH Act is a key feature of the American Recovery and
Reinvestment Act of 2009 (ARRA), which is commonly known as the “Stimulus
Bill.” Under the HITECH Act, physicians, hospitals and clinics can earn financial
incentives by using technology to improve the quality of healthcare. Technology
must be used in “meaningful ways,” which are specified by the federal government
to qualify for incentive payments and avoid penalties.
This guide is intended specifically for radiologists and their associated imaging
sites of care. It has been updated to help radiologists comply with the law and
associated revisions, and earn incentive payments under the HITECH Act. The
Meaningful Use Guide for Radiology can be used as reference material or in
training.

Scope
Information in the Meaningful Use Guide for Radiology ranges from an overview
of applicable law to specific “how to” steps for both Stage 1 and Stage 2 reporting.
It covers who is eligible, required technology, financial impact, registration and
attestation, and what to expect in upcoming years. It also describes the processes
and software used to capture and report health information.
There are incentive programs for both Medicare and Medicaid, as well as for care
delivered in both inpatient and ambulatory settings. The Meaningful Use Guide for
Radiology concentrates on the ambulatory Medicare program.

Audience
The focus of the Meaningful Use Guide for Radiology is radiology. It is written for
radiology business leadership, front office associates, technologists, radiologists
and physician’s association (PA) groups.

Organization
Each chapter contains a statement of purpose, a summary of key facts and topic
details.
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⊲ Chapter 2: Meaningful Use Summary
Purpose
This chapter provides a brief overview of the MU program, its results to date and
how it has evolved into a three-stage program. It also explains which providers
are eligible to participate in the MU program and how incentives work for eligible
providers (EPs) under Medicare. This document focuses on EPs, as opposed to
eligible hospitals (EHs) and critical access hospitals (CAHs). Subsequent chapters
will cover MU1 and MU2 in greater detail.

Summary
ΖΖ More than $6 billion in incentives have been paid out to EPs.
ΖΖ Significant changes were made to the Meaningful Use program in 2014.
ΖΖ Rules and incentive payments apply to radiology.
ΖΖ Non-compliance reduces Medicare reimbursements after 2014, although
radiologists are currently largely exempt from these penalties.
ΖΖ Eligibility requires using technology to capture and report health information for
outpatient radiology exams, even if they occur in a hospital setting.

Meaningful Use Program Results to Date
Since the passage of the federal regulations that created the MU program, more
than $16 billion in Medicare EHR Incentive Program payments have been made
between May 2011 and July 2014. Statistics on program adoption include:
ΖΖ 90% of EPs have registered for the Medicare or Medicaid EHR Incentive
Programs

The content within the
Meaningful Use Guide
for Radiology focuses
on the Medicare EHR
Incentive Program
for EPs as it applies
to radiology, rather
than focusing on the
Medicaid aspects of
the program. The vast
majority of radiologists
will participate in the
Medicare EHR Incentive
Program and not the
Medicaid program.

ΖΖ 75% of Medicare and Medicaid EPs have made a financial commitment to
implementing an EHR
ΖΖ Over 400,000 Medicare and Medicaid EPs have received an EHR incentive
payment

Medicare EPs
Meaningful Use Incentive Payments 2011 – July 2014
There are 323,050 Medicare EPs registered, as of July 2014
Incentive Payments to Date (July 2014)

Stage 1

Stage 2

Total to Date

$6,414,665,030

$5,127,360

$6,419,792,390

Medicare EPs, EHs and CAHs
Total Meaningful Use Incentive Payments 2011 – July 2014
There are 487,866 Medicare EPs, EHs and CAHs registered, as of July 2014
Medicare EPs, EHs and CAHs
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Total to Date

$16,050,800,433

$5,679,742

$16,056,480,175
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2014 Meaningful Use Program Changes
Several changes to the MU program occurred in 2014. Most notably, CMS issued
a proposed rule in May, and later a final rule in August that added flexibility to
program participants. This flexibility provides pathways for EPs to demonstrate
MU1 or MU2 by using EHRs with either 2011 Edition Certification or 2014 Edition
Certification. The details of the Certification differences are covered in Chapter 6 of
this document.
Additionally, the 2014 changes stipulate that EPs must provide a full year of data
in 2015 to attest, whereas they only needed to report on a 90-day period in 2014.
However, the 2014 ruling kept in place the planned full-year of reporting in 2015.
There is a current bill in Congress to revert to 90-days of reporting in 2015, but this
had not passed at the time this Guide was published.

Radiologists are exempt
from MU penalties in
2015, but must apply for
exemptions each year for
up to five years.

Radiologist Eligibility for Medicare MU Program
Physicians performing less than 90% of their service in inpatient or in emergency
care settings at hospitals are eligible for incentive payments under the Medicare
EHR Incentive Program. (The place of service codes for inpatient and emergency
care are 21 and 23.) Based on the 90% threshold, most radiologists will be
considered EPs. In addition, physicians must use certified technology to collect
and disseminate certain health information electronically. If a physician practices
in multiple locations, 50% of the patient encounters must be at locations equipped
with certified technology.

Overview of ARRA and HITECH Act
A series of sweeping healthcare industry changes started in February 2009
with the passing of the American Recovery and Reinvestment Act (ARRA),
which included the Health Information Technology for Economic and Clinical
Health Act. Known as HITECH, the act encourages investment in information
technology to improve the delivery of healthcare.
The federal government allocated nearly $20 billion in incentive payments
for “Meaningful Use” of technology used in Medicare and Medicaid services.
That means medical professionals, clinics, and hospitals must use certified
electronic health records (EHR) in the process of providing Medicare and
Medicaid services to qualify for incentive payments.
The Centers for Medicare & Medicaid Services (CMS), which is part of the
Department of Health and Human Services (HHS), regulates MU program
participants. The Office of the National Coordinator for Health Information
Technology (ONC) regulates the technology and the certification process.
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The Three Stages of MU
Two of the three stages are now implemented, with Stage 3 still in the planning
phase. Stage 3 was originally scheduled for implementation in 2016, but CMS
decided in 2014 that it would extend Stage 2 for another year, and launch Stage 3 in
2017.

Stage 1

Stage 2

Stage 3

2011 – 2012
Data capture and sharing

2014
Advanced clinical processes

2017
Improved outcomes

Stage 1 Focus

Stage 2 Focus

Stage 3 Focus

ΖΖ Electronically capturing health
information in a standardized
format
ΖΖ Using that information to track key
clinical conditions
ΖΖ Communicating that information
for care coordination processes

ΖΖ More rigorous health information
exchange (HIE)
ΖΖ Increased requirements for
ePrescribing and incorporating lab
results
ΖΖ Electronic transmission of patient
care summaries across multiple
settings

ΖΖ Initiating the reporting of clinical
quality measures and public health ΖΖ More patient-controlled data
information
ΖΖ Using information to engage
patients and their families in their
care

ΖΖ Improving quality, safety and
efficiency, leading to improved
health outcomes
ΖΖ Decision support for national highpriority conditions
ΖΖ Patient access to self-management
tools
ΖΖ Access to comprehensive patient
data through patient-centered HIE
ΖΖ Improving population health

Source: HealthIT.gov
CMS requires reporting on Meaningful Use objectives as evidence of compliance.
A certified EHR system must be fully integrated into the operations of the clinic
or hospital to meet the requirements associated with MU. Each successive
stage requires more robust use of information technology to qualify for incentive
payments. For the 2014 definition of Stage 1 there are 18 objectives for EPs. For
Stage 2 there are 20 objectives for EPs. For each stage, EPs must also submit
clinical qualty measures (CQMs), which are related to the CMS program for PQRS.

Medicare EHR: Payments and Timing
Below are some of the payment and timing details that apply to EPs participating in
the Medicare EHR Incentive program:
ΖΖ The program started in 2011, and payments will continue through 2016.
ΖΖ The last year to begin participation and receive an incentive payment is 2014.
ΖΖ To receive the maximum incentive payment, eligible professionals must have
started participation by 2012.

It is possible to file for
exclusions for objectives
that do not apply. For
example, objectives
related to electronic
prescriptions may not
apply to radiology
since radiologists do
not typically prescribe
medication.

ΖΖ EPs who demonstrate meaningful use of certified EHR technology can receive up
to $43,720 over five continuous years.
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ΖΖ To qualify for incentive payments, EPs must successfully demonstrate Meaningful
Use for each year of participation in the program.
ΖΖ Beginning in 2015, EPs who did not successfully demonstrate MU the previous
year will be subject to a payment adjustment. The payment reduction starts at
1% and increases each year that an eligible professional does not demonstrate
meaningful use, to a maximum of 5%.
Approximately 70% of incentive payments for Stage 1 of the Medicare EHR Incentive
Program occured in 2011 and 2012. The table below shows that early adopters gain
more immediate and longer term benefits for participating in the Medicare EHR
program:

Medicare EHR Incentive Payment Schedule for Eligible Professionals*
First Payment
Received in 2011

First Payment
Received in 2012

First Payment
Received in 2013

First Payment
Received in 2014

2011 Payment
Amount

$18,000

2012 Payment
Amount

$12,000

$18,000

2013 Payment
Amount

$7,840
Reduction ($160)

$11,760
Reduction ($240)

$14,700
Reduction ($300)

2014 Payment
Amount

$3,920
Reduction ($80)

$7,840
Reduction ($160)

$11,760
Reduction ($240)

$11,760
Reduction ($240)

2015 Payment
Amount

$1,960
Reduction ($40)

$3,920
Reduction ($80)

$7,840
Reduction ($160)

$7,840
Reduction ($160)

$1,960
Reduction ($40)

$3,920
Reduction ($80)

$3,920
Reduction ($80)

$43,480

$38,220

$23,520

2016 Payment
Amount
TOTAL Incentive
Payments

$43,720

Source: CMS
* As required by law, President Obama issued a sequestration order on March
1, 2013. Under these mandatory reductions, Medicare EHR incentive payments
made to eligible professionals and eligible hospitals will be reduced by 2%. This
2% reduction has been applied to any Medicare EHR incentive payment for a
reporting period that ended on or after April 1, 2013. This reduction does not apply
to Medicaid EHR incentive payments.
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⊲ Chapter 3: Meaningful Use Stage 1
Purpose
At the onset of the HITECH Act, the demonstration of MU was envisioned to move
through at least three stages. All users would begin demonstrating MU through
Stage 1 measures for two years, and then move onto Stage 2 for two years, and so
forth. Only Stage 1 measures were defined in 2010. In 2012, Stage 2 measures were
defined, along with several refinements to the Stage 1 requirements. Additionally,
Stage 1 was extended another year, until Jan. 1, 2014. This chapter delves into the
changes to Stage 1 measures. It will be particularly helpful to providers who are still
in Stage 1 of reporting.

Summary
ΖΖ EPs must complete two years of Stage 1 reporting prior to moving to Stage 2.
ΖΖ Some MU1 requirements were changed when MU2 was implemented.
ΖΖ CMS has issued a final rule adding flexibility for EPs to use 2011 Edition CEHRT or
2014 Edition CEHRT (or both) during 2014. This has allowed providers to potentially
report an additional year using the Stage 1 measures.
ΖΖ CQMs must be reported electronically for all EPs beyond their first year of
demonstrating MU.

MU1 Requirement Changes
The MU1 program has evolved since its inception. Several changes to MU1 criteria
were instituted when MU2 regulations were released in 2013. Some of these
changes do not necessarily apply to radiology practices. However, EPs who are
still working to achieve MU1 requirements need to take note of the changes, which
include:
ΖΖ EPs must make a patient’s health information available online within four business
days of the information being available to the physician. This information must
include 15 specific data elements required by CMS. This measure replaced
“provide patients an electronic copy of their health information.”
ΖΖ A new document format, the Consolidated Clinical Document Architecture
(C-CDA), is required for EPs to deliver a summary of care for transitions of care or
referrals. The C-CDA contains specific data fields required by CMS.
ΖΖ Reporting on a greater number of CQMs is required, regardless of organization
type or stage. EPs must report nine CQMs, instead of six from previous years.
ΖΖ Changes to the CPOE measure allow EPs to report on an alternate measure
based on the number of medication orders, rather than the number of unique
patients with at least one medication in the medication list. This alternate
measure is optional for EPs attesting for Stage 1 in the years following 2013.
ΖΖ CMS added an ePrescribing exclusion for EPs who do not have a pharmacy
within their organization or are not within a 10-mile radius of a pharmacy that
accepts electronic prescriptions.
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ΖΖ Elimination of the “exchange of key clinical information” core measure from Stage
1. Stage 2 will require more robust electronic health information exchange with
“transitions of care” core measure that requires electronic exchange of summary of
care documents.

Stage 1 Core Objectives Changed, as of 2014
Core Objectives

2014 Certification Changes

Implement electronic exchange of clinical
information

Measure removed, effective 2013

Provide patients with an electronic copy of health
information on request

Changed to: Provide patients the ability to view online,
download and transmit their health information

CPOE for medication orders

Denominator changes to number of orders

Record vital signs and chart changes

Age limit changes from over two years of age to over three
years of age. Blood pressure separated from height and
weight requirements.

Stage 1 Menu Item Objectives Changed, as of 2014
Menu Item Objectives

2014 Certification Changes

Submit electronic immunization data to registries or
information systems

Added “except where prohibited”

Capability to submit electronic syndromic
surveillance data to public health agencies in
accordance with law and practice

Added “except where prohibited”

Provide patients with electronic access to their
health information

Changed to: Provide patients the ability to view online,
download and transmit their health information

Incorporate clinical laboratory test results into EHRs
as structured data

Added “except where prohibited”

Certified EHR Technology Options
A component of the MU2 regulations stipulated that EPs would need to use 2014
Edition Certified EHR Technology (CEHRT) to successfully attest for MU2. The
previous certification was known as 2011 Edition CEHRT. However, only a small
percentage of EHR vendors were able to get their solutions 2014 Certified by
October 2013, when the MU2 program started for EHs. The MU2 program for EPs
started January 2014.
To resolve the situation, CMS published a proposed rule in May 2014 and a final
rule on September 2014, which added flexibility to the requirements. Under the final
rule, EPs can use:
ΖΖ 2011 Edition CEHRT to report for either MU1 or MU2
ΖΖ A combination of 2011 and 2014 Edition CEHRT
ΖΖ 2014 Edition CEHRT for 2014
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EPs who choose any of the options must attest that they are unable to fully
implement 2014 Edition CEHRT because of issues related to 2014 Edition CERHT
availability delays. This final rule change means that providers can meet 2014 MU
reporting requirements ahead of upgrading to 2014 Edition CERHT. Although the
final rule change adds some flexibility, EPs will still be required to use 2014 Edition
CEHRT in order for 2015 reporting to be eligible for financial incentives.
Another facet of the final rule is that it extends the MU2 program into 2016, with
MU3 rollout planned for 2017.

Clinical Quality Measures
Regardless of stage, EPs must now report on nine CQMs. All EPs beyond first year
of reporting must submit it electronically.
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⊲ Chapter 4: Meaningful Use Stage 2
Purpose
MU2 focuses on advanced clinical process and has increased CQM reporting
requirements, which can vary depending on whether EPs are using 2011 Edition
CEHRT or 2014 Edition CEHRT.

Summary
ΖΖ MU2 expands the focus of MU1 by increasing the number of core measures.
ΖΖ MU2 builds on MU1 by moving measures from menu to core, and increasing the
compliance levels of many measures.
ΖΖ MU2 requires reporting on nine CQMs.
ΖΖ Penalties for non-participation begin in 2015.
ΖΖ For 2014 only, providers can use 2011 or 2014 Edition CEHRT, or a combination of
both, per the CMS rule released September 2014.
ΖΖ The CEHRT used impacts CQM reporting.

Overview and Participation Timelines
MU2 greatly expands upon the focus of MU1, which established a core and menu
structure for objectives that EPs had to achieve in order to demonstrate MU. MU2
focuses on advanced clinical processes and increases the number of core measures,
while still keeping the total number relatively the same. With MU2, EPs report on nine
CQMs and achieve higher levels of EHR usage in several areas, such as CPOE.
Before advancing to MU2, EPs must demonstrate at least two years of MU1. EPs
who were early demonstrators of MU1 in 2011 must meet three consecutive years
of MU1 before advancing to MU2. EPs who demonstrated MU after 2011 are only
required to meet two consecutive years of MU1 before advancing to MU2.
Originally, the MU2 program was scheduled to begin on October 2013, the start of
the CMS fiscal year, for EHs and CAHs. The MU2 program for EPs was scheduled to
start January 2014. CMS has since added some flexibility to the program via a final
rule that was published in September 2014, which enables providers to use either
2011 Edition CEHRT or 2014 Edition CEHRT, or a combination of both. Details of the
proposed rule were covered in the previous chapter.

Penalties and Payment Adjustments
All providers are required to use 2014 Edition CEHRT in 2015 to be eligible
for financial incentives. Also beginning in 2015, EPs who did not successfully
demonstrate MU in 2014 will be subject to a payment adjustment. The payment
reduction starts at 1% and increases each year that an EP does not demonstrate
MU, to a maximum of 5%.
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Core and Menu Requirements
For MU1, EPs are required to meet 13 core measures and an additional five
measures of their choice from a menu set of 10 measures. The number of core
measures was reduced to 13 from 15 as CQM is no longer considered a separate
measure (but is still reported via different methods), and electronic exchange of
data is removed. For MU2, EPs are required to meet 17 core measures and an
additional three measures of their choice from a menu set of six measures.
The majority of MU1 core and menu measures are included in MU2. Many of the
percentages have been increased for measures that have been retained from MU1
to MU2. For example, MU1 requires recording of demographics for more than 50%
of patients. MU2 requires demographics recording for more that 80% of patients.
And, some of the measures have expanded their scope. For example, Stage 1
requires CPOE for medication orders only, but Stage 2 adds for radiology (imaging)
and laboratory orders as well.
Both stages of the MU program are an opportunity for radiology practices to take
a holistic view of patient health. All core and menu objects within the MU program
apply to EPs — which include radiologists — but some exemptions are allowed for
specialties. Before considering an exemption for specific data elements, radiology
practices should consider how the information may be of value to paint a broader
picture of the patient’s overall health.
Additional details about core and menu requirements are covered in Chapter 9 of
the document.

CQM Reporting
There are some differences in CQM reporting between MU1 and MU2. EPs
participating in MU1 through the end of 2013 must report on total of six CQMs, three
core CQMs and three from the list of 44. If the denominator for one or more of the
core measures is zero, EPs must report results for up to three alternative core or
clinical measures.
Starting in 2014, EPs are required to report on a total of nine CQMs from at least
three of the National Quality Strategy (NQS) domains, out of a potential list of 64
CQMs across six domains. The six NQS domains are:
1. Patient and Family Engagement
2. Patient Safety
3. Care Coordination
4. Population/Public Health
5. Efficient Use of Healthcare Resources
6. Clinical Process/Effectiveness
Reporting must be submitted electronically for all EPs beyond their first year of
demonstrating MU. Alternatively, EPs can report their CQMs via submission through
the Physician Quality Reporting System’s (PQRS) EHR Reporting Option.
To participate in the Medicare and Medicaid EHR Incentive Programs and receive
an incentive payment, providers are required to submit CQM data from certified
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EHR technology. As mentioned in Chapter 3, CMS has issued a proposed rule
that allows EPs to use either 2011 Edition CEHRT or 2014 Edition CEHRT, or a
combination of both. Details of the proposed rule were covered in Chapter 3.
The CERHT used by providers impacts which version of CQMs are used from
reporting:
ΖΖ EPs scheduled to demonstrate MU1 or MU2 who are still using 2011 Edition
CEHRT need to use 2013 CQMs.
ΖΖ EPs scheduled to demonstrate MU1 who are using a combination of 2011 and
2014 Editions need to submit 2013 CQMs or 2014 CQMs, depending on which
Edition of MU1 core and menu objectives they choose to report.
ΖΖ EPs scheduled to demonstrate Stage 2 using combination of 2011 and 2014
Editions could submit 2013 CQMs or 2014 CQMs, depending on which Edition of
MU1 or MU2 core and menu objectives they choose to report.
ΖΖ EPs scheduled to demonstrate MU1 or MU2 in 2014 who have fully implemented
2014 CEHRT need to use 2014 CQMs.
Details about the CQM variations can be found on the CMS website:
ΖΖ 2013 CQMs: http://www.cms.gov/Regulations-and-Guidance/Legislation/
EHRIncentivePrograms/CQM_Through_2013.html
ΖΖ 2014 CQMs: http://www.cms.gov/Regulations-and-Guidance/Legislation/
EHRIncentivePrograms/2014_ClinicalQualityMeasures.html
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⊲ Chapter 5: Eligibility
Purpose
This chapter defines eligibility for the Medicare EHR Incentive Program and shows
how to determine eligibility.

Summary
ΖΖ Most radiologists are eligible if they are not hospital-based.
ΖΖ Eligible professionals must use certified EHR technology.
ΖΖ There are hardship exceptions for some EPs to avoid payment adjustments in
2015 and 2016.

Determine Eligibility
Both individual physicians and hospitals are eligible for the Medicare EHR Incentive
Program. The Meaningful Use Guide for Radiology addresses requirements for
Medicare “eligible professionals” or EPs. It does not address eligibility for hospitals.
Physicians, such as radiologists, may qualify for the Medicare EHR Incentive
Program if they can demonstrate Meaningful Use of certified technology. An EP is
only eligible for one incentive payment each year regardless of how many practices
or locations the EP services. (EPs can switch between the Medicare and Medicaid
programs subject to certain restrictions.) The parameters for eligibility relate to:
ΖΖ Being a physician
ΖΖ Establishing a place of service
ΖΖ Using Certified EHR Technology
ΖΖ Meeting timing requirements
Radiologists who meet all the requirements
are considered an EPs. Each of these
eligibility parameters are discussed in more
detail below. An easy way to determine
eligibility is to use CMS’ eHealth Eligibility
Assessment Tool. (Click link or copy and
paste address into browser: http://cms.gov/
apps/ehealth-eligibility/ehealth-eligibilityassessment-tool.aspx.)
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Being a Physician
The physician must:
ΖΖ Be a Medicare EP (doctor of medicine, doctor of osteopathy, dental surgeon,
doctor of dental medicine, podiatrist, optometrist, or chiropractor).
ΖΖ Have a National Provider Identifier (NPI).
ΖΖ Have a National Plan and Provider Enumeration System (NPPES) user ID and
password.
ΖΖ Be enrolled in the Provider Enrollment, Chain, and Ownership System (PECOS).

Establishing a Place of Service
The physician must:
ΖΖ Not be hospital-based. Over 10% of practice must be ambulatory.
ΖΖ A radiologist who is not hospital-based is eligible for incentive payments
under the Medicare EHR Incentive Program. Not hospital-based means
performing less than 90% of his or her service in an inpatient or emergency
care setting as determined by CMS place of service codes 21 (inpatient) and
23 (emergency room).
ΖΖ Stated another way, over 10% of a radiologist’s practice must be ambulatory
care. Based on the 90% threshold, most radiologists qualify for the Medicare
EHR Incentive Program.
ΖΖ Have at least 50% of “patient encounters” at practices or locations with certified
technology.
ΖΖ Any encounter where medical treatment, evaluation and/or management
services are provided is considered a patient encounter. If a radiologist
works at multiple practices or locations, 50% of the patient encounters
during the reporting period must be at practices or locations equipped with
certified technology. Data for all locations with certified technology must be
aggregated for reporting to CMS.

Include patients seen
in locations without
certified technology
in the numerators and
denominators of MU
measures if the patients’
information is entered
into certified technology
at another location.

Certified EHR Technology
Radiologists must use certified technology to collect and disseminate health
information electronically. Certified EHR Technology (CEHRT) meets Medicare EHR
Incentive Program criteria for MU. CEHRT must meet all requirements even if some
requirements are not applicable to an EP’s practice and the EP qualifies for exclusion.
Technology can be certified as complete or modular. For example, an EHR software
package may meet 100% of Medicare EHR Incentive Program criteria. That
package is considered a complete EHR solution. Instead of a complete solution, a
radiologist may use several software modules that in total meet program criteria.
This approach requires an EP to create a “shopping cart” of modules as opposed to
using a complete EHR and because of that, is more complex.
Additional details about certification types, including 2011 Edition CEHRT and 2014
Edition CEHRT, can be found in Chapter 3 and Chapter 4. More specifics about the
EHR Certification process are included in Chapter 6.
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Meeting Timing Requirements
A radiologist must demonstrate Meaningful Use for 90 consecutive days in the
first reporting year and full year(s) for subsequent periods to qualify for incentive
payments. A radiologist can register for the EHR incentive program before having a
CEHRT in place. However, CERHT must be fully implemented before EHR incentive
payments are issued.

Eligibility Calculations
To reiterate, for radiologists to be eligible for incentive payments, they must:
ΖΖ Not be hospital-based; over 10% of the practice must be ambulatory.
ΖΖ Have at least 50% of patient encounters at practices or locations with certified
technology.
However, some radiologists work for more than one practice or location. Each
practice or location may have unique technology. The table below illustrates the
following scenario where a radiologist works for three practices and each practice
uses different technology. The three practices include:
ΖΖ Community Imaging with certified ambulatory EHR technology.
ΖΖ Memorial Hospital with certified inpatient EHR technology.
ΖΖ State Ambulatory Surgery Care Center with no certified technology.

Eligibility Calculation Scenario
Practice/Location

EHR
Technology

POS Code
(Place of
Service)

Encounters
Patient
Encounters

Hospital-Based

Ambulatory

Community
Imaging

Certified
Ambulatory EHR

11 Office

50

-

50

Memorial
Hospitals

Certified
Inpatient EHR

21 Inpatient

20

20

-

22 Outpatient
Hospital

40

-

40

23 Emergency
Room

5

5

-

24 Ambulatory
Surgery Center

10

-

10

125

25

100

20%
Hospital-based

80% Ambulatory

State Ambulatory
None
Surgery Care Center
Total Encounters
Percentage
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Here’s why the radiologist in this scenario meets both criteria:
ΖΖ Not hospital-based; over 10% of practice is ambulatory.
ΖΖ 20% of encounters are hospital-based (25 out of 125 encounters).
ΖΖ 80% of encounters are ambulatory (100 out of 125 encounters).
ΖΖ Have 50% of patient encounters at practices or locations with certified technology.
ΖΖ 50% (50 out of 100 ambulatory encounters) used certified ambulatory EHR
technology.

Payment Adjustments and Hardship Exceptions
The ARRA mandates the payment adjustments should be applied to Medicare
EPs and EHs who are not meaningful users of CEHRT under the Medicare EHR
Incentive Program. Medicaid providers who are only eligible to participate in the
Medicaid EHR Incentive Program are not subject to these payment adjustments.
The payments adjustments will be applied beginning Oct. 1, 2014 for EHs and CAHs,
and on Jan. 1, 2015 for Medicare EPs.
CMS does, however, allow for hardship exceptions. EPs and EHs may be exempt
from payment adjustments if they can show that demonstrating MU would result in a
significant hardship. To be considered for an exception, EPs and EHs must complete
a Hardship Exception application along with proof of the hardship. The hardship
exception is valid for one payment year only if approved. A new application must be
submitted if the hardship continues for the following payment year, and no providers
can be granted a hardship exception for more than five years.
To help providers determine if they are eligible, CMS does provide an interactive
Hardship Exception Tool (click link or copy and paste address into browser: http://
www.cms.gov/eHealth/downloads/eHealthU_EPHardshipExcepTool.pdf).
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EPs can use the Hardship Exception Tool to determine if they will avoid the
upcoming 2015 and 2016 Medicare EHR Incentive Program payment adjustments
by demonstrating MU, or if they should apply for a hardship exception.
Not all providers need to apply for hardship exceptions. Some providers will
automatically be granted a hardship exception for 2015. CMS will use Medicare
data on these providers to determine their hardship exception. The following
providers do not need to submit a hardship application:
ΖΖ New providers in their first year (both eligible professionals and eligible hospitals).
ΖΖ Eligible professionals who are hospital-based. A provider is considered hospitalbased if he or she provides more than 90% of their covered professional services
in either an inpatient (Place of Service 21) or emergency department (Place of
Service 23) of a hospital. To determine hospital-based status, providers should
register in the CMS Registration & Attestation System (click link or copy and paste
address in browser: https://ehrincentives.cms.gov/hitech/login.action).
ΖΖ Eligible professionals in which 90% of their claims include Place of Service 21,
Place of Service 23 and certain observation services using Place of Service 22.
ΖΖ Eligible professionals with certain PECOS specialties (05-Anesthesiology,
22-Pathology, 30-Diagnostic Radiology, 36-Nuclear Medicine,
94-Interventional Radiology) six months prior to the first day of the payment
adjustments. Eligible professionals should verify that their PECOS specialty is
up to date.
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⊲ Chapter 6: Certified EHR Technology
Purpose
This chapter explains the EHR testing and certification process, including the types
of entities that conduct the testing and certification. It also lists how radiologists can
identify certified solutions.

Summary
ΖΖ EPs must use CEHRT.
ΖΖ EPs can use complete or modular CEHRT.
ΖΖ EPs must have a CMS EHR Certification ID before attesting for MU.

Background
CMS requires Meaningful Use of CEHRT to earn incentive payments. EPs have
options for meeting MU technology requirements. They can:
ΖΖ Use existing software and get it certified.
ΖΖ Buy and install certified software from a software vendor.
ΖΖ Use a complete EHR system or a combination of EHR modules.

Testing and Certification Entities
The EHR certification program is managed by the ONC and there are three types of
entities that perform solution testing and certification.
1. Accredited Testing Laboratories (ATLs) perform only solution testing.
2. ONC-Authorized Certification Bodies (ONC-ATBs) certify solutions.
3. ONC-Authorized Testing and Certification Bodies (ONC-ATCBs) are entities that
perform both solution testing and certification. These entities must demonstrate
that they maintain a sufficient firewall between the testing and certification
process.
Four ONC-ATCBs currently service the industry:
1. Drummond Group
2. ICSA Labs
3. InfoGard Laboratories
4. SLI Global Solution
The Certification Commission for Health Information Technology (CCHIT) was
previously an ONC-ATCB, but the organization announced in mid-2014 that it will
discontinue its EHR testing and certification programs.
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Only the ONC can confer ATCB status. To become an ATCB, an organization must
demonstrate:
ΖΖ Compliance with ONC guidelines.
ΖΖ Knowledge of EHR standards and certification criteria.
ΖΖ Adherence to National Institute of Standards and Technology (NIST) test
procedures.

NIST testing methods
Complete and Modular EHR Certifications
and tools are used to
Complete EHR Certification refers to software that has been certified by an
verify that an EHR product
ONC-ATB or ONC-ATCB as meeting all Medicare EHR Incentive Program criteria,
or system satisfies
including both core and menu measures.
certification criteria.
Modular EHR Certification refers to software that has been certified by an ONCATCBs must follow NIST
ATB or ONC-ATCB as meeting a subset of the Medicare EHR Incentive Program
methods and use NIST
requirements. Modules must be combined with other EHR modules to meet 100% of
tools when they test.
the required criteria to be a complete solution.
Complete and modular certifications come in two different editions. The 2011 Edition
CEHRT is the original certification, and EPs had to demonstrate MU of technology
with this certification to be eligible for financial incentives. The 2014 Edition CEHRT
is the latest certification, and EPs must use technology with this certification starting
in 2015 or risk payment reductions.
Additional details about certification types, including 2011 Edition CEHRT and 2014
Edition CEHRT, can be found in Chapter 3 and Chapter 4 of this document.

Certified EHR Products
EHRs that are certified are listed on the ONC’s Certified Health IT Product List (click
link or copy and paste the address in a browser: http://oncchpl.force.com/ehrcert/
CHPLHome).
The website is updated as
newly certified products
are reported to ONC.
For each product the
website indicates which
MU objectives were met
and gaps in coverage are
identified.
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Instructions for using the website are
listed on the page. Viewers can search
for solutions by certification type (e.g.,
2011 Edition, 2014 Edition, or both).
Users of the website can also search by
criteria met, capability tags and CQMs
met. Additionally, users can search by
Certified Health Product List (CHPL)
number, product classification, product
name or vendor name. For example,
a search for the vendor name “Merge
Healthcare” lists the following certified
solutions as seen in the screen capture
to the right.
From the certified solution product list,
users can click on the product name to
obtain additional information, such as
whether the solution achieved complete
or modular certification, additional
software required, certification criteria
and clinical quality measure compliance.
By clicking on the “Add to Cart”
link, users can obtain the CMS EHR
Certification ID that they will need to
report during the attestation process.
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⊲ Chapter 7: Implementing CEHRT
Purpose
This chapter outlines how to implement CEHRT for a radiology practice. It
addresses establishing a project team, developing a high-level project plan,
preparing a communication plan, identifying workflow changes, as well as
implementing the technology and related workflows.

Summary
ΖΖ Create a cross-functional project team.
ΖΖ Plan early and thoroughly.
ΖΖ Communicate rigorously.
ΖΖ Analyze workflows.
ΖΖ Learn workflows and software before conversion.
ΖΖ Monitor progress on MU.
ΖΖ Keep looking ahead for MU3 requirements.

Establish a Project Team
Implementing CEHRT is a significant project, whether it’s for the initial
implementation of technology to meet MU1 requirements, or upgrading solutions to
meet MU2 requirements. Implementation impacts many people ranging from frontoffice associates to radiologists. Individuals (or functions) impacted are referred
to as “stakeholders.” Project team membership should represent all stakeholders,
which typically include:
ΖΖ EPs
ΖΖ Business operations
ΖΖ Technologists
ΖΖ Front-office staff
ΖΖ Information technology
ΖΖ Training
ΖΖ Legal
ΖΖ Finance
ΖΖ People who help EPs register and attest
ΖΖ Software vendors, if purchased software is used
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It is important to identify project team members and a project manager as early
as possible. Team members should include all levels of stakeholders from frontoffice associates to senior management. Workflows may have to change in order
to capture data needed for MU reporting requirements. It is critical that the project
team includes stakeholders who understand clinic workflow.
Not all stakeholders must formally be on the project team. For example, legal
and finance functions may designate subject matter experts who are available as
needed. Subject matter experts may be tasked with certain activities and should be
involved in the communication process.

Develop a Project Plan
Several tasks need to be performed to implement certified EHR technology. A
project plan should be developed to identify tasks that need to be accomplished
before, during, and after implementation. The plan should be tailored to the
practice. At a high level, the tasks include:
1. Analyze EHR Incentive Program provisions.
2. Determine whether the Medicare or Medicaid program is the best fit for EPs.
3. Estimate costs and benefits.
4. Review eligibility.
5. Register with CMS.
6. Understand workflows and measures.
7. Select technology solution(s).
8. Develop implementation plan.
9. Train stakeholders.
10. Implement technology.
11. Attest for MU.
12. Conduct post-audit.

Allow ample time
for training, as it is
crucial for successful
implementation.

The implementation plan (developed in task 8 above) should cover communication,
training, data migration and capture, installation, testing and/or piloting and conversion.
After conversion, it is good practice to conduct a “post-audit” that assesses the
process and results achieved. It identifies successes and areas for improvement so
appropriate adjustments can be made. Allow time for initial problems to be resolved
and for users to gain familiarity with the software before conducting the post-audit.
Remember to plan for ongoing system maintenance. To do that, coordinate with
business operations, information technology, and, if an outside solution is used, the
software vendor.
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Key Dates that Impact Project Timing
Date

Meaningful Use Milestones

July 1, 2014

ΖΖ EP hardship application deadline

Dec. 31, 2014

ΖΖ Reporting year ends for EPs, who are required to complete a three-month reporting period

2015

ΖΖ A 1% payment adjustments will begin for EPs who are eligible, but decided not to participate
in the Medicare EHR Incentive program
ΖΖ EPs required to demonstrate a full year of MUs

Feb. 28, 2015

ΖΖ EP attestation deadline for data collected during the 2014 calendar year

Dec. 31, 2015

ΖΖ Reporting year ends for EPs

2016

ΖΖ A 2% payment adjustments will begin for EPs who are eligible, but decided not to participate
in the Medicare EHR Incentive program

Feb. 29, 2016

ΖΖ EP attestation deadline for data collected during the 2015 calendar year

2017

ΖΖ MU3 program begins for EPs who have completed at least two years of MU2
ΖΖ A 3% payment adjustments will begin for EPs who are eligible, but decided not to participate
in the Medicare EHR Incentive program

2018

ΖΖ A 4% payment adjustments will begin for EPs who are eligible, but decided not to participate
in the Medicare EHR Incentive program

2019

ΖΖ A 5% payment adjustments will begin for EPs who are eligible, but decided not to participate
in the Medicare EHR Incentive program

Prepare a Communication Plan
The impact of implementing CEHRT will be felt across functional boundaries
in a radiology practice. Because of that, it is important to establish a clear
communication plan to help ensure project success. Stakeholders need to know
what is going to happen and how they need to prepare.
A well-written communication plan defines what, how, when, where and to whom
information will be communicated. Allow time for feedback so communication can
be continuously improved.
Purpose — Define the purpose of each message. The purpose can range from
creating awareness about the Medicare EHR Incentive Program to training users
how to use CEHRT. A clear purpose will keep messages focused. Whenever
possible, the purpose should be action oriented. Answer the questions, “How will
this impact me?” and “What do I need to do?”
Audience — Define the audience for each communication. Tailor each message to
the audience. For example, provide business operations management an overview
of how CEHRT impacts clinic operations and resources. Provide details about
workflows to front office associates. Patients are also vital stakeholders. Explain
why they will be asked for additional information and how they benefit from an EHR.
Most importantly, patients need to be targeted with messages that encourage them
to enroll and use patient portals, which is a key requirement of MU2.
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Use language that fits the target audience. While EPs relate well to technical jargon,
most patients relate well to jargon-free language.
Media — Use media suited to each audience. Each radiology practice may have
standard ways of communicating, such as newsletters, email announcements,
webinars, meetings and intranet sites. Chances are existing media will work for
most communication. Use a variety of media to keep messages targeted and
interesting.
Timing — The communication plan should address all project phases, before,
during and after implementation. Knowledgeable users help ensure successful
implementation, so most communication happens before implementation. Other
messages need to come after implementation.
Remember to time messages so each audience can prepare for what is expected
of them. Repeat important themes to reinforce them.
Topics — The table below suggests what information to consider providing to
each audience. Message content and delivery mode will vary by audience. In the
table, the term “practice management” refers to PA groups, physician practice
management companies and other managerial roles.

Project Communication
EP

Practice
Management

Front Office

Patients

Overview of EHR

X

X

X

X

Benefits and Impact

X

X

X

X

Implementation Plan and Status

X

X

X

Training Plan

X

X

X

Workflow Analysis

X

X

X

Resource Requirements

X

X

X

Legal Agreements

X

X

X

Implementation and Go-Live Status

X

X

X

Issue List

X

X

X

External Communications

X

X

X

Performance Reports

X

X

Financials: Actual and Projected

X

X

Software and Workflow Changes

X

X

X

Post Audit

X

X

X

Information
Before Implementation

During Implementation
X
X

After Implementation

X

Note: This is not an exhaustive list. There will be additional communications among project teammembers, such as
test plans, progress reports, issue lists, etc.
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Identify Workflow Changes
What is Workflow? In the context of MU, CMS defines workflow as “the specific
steps, methods, processes, or tasks an eligible professional… would follow when
using one or more capabilities of the certified complete EHR or certified EHR
module to meet meaningful use objectives and associated measures” (EHR
Incentive Program FAQs, ID 10473, June 2011).
Each radiology practice follows certain workflows in providing service. Those
workflows need to be reviewed to see if they provide the data needed to comply
with MU reporting requirements. If not, workflows will need to be updated.

Workflow and Certified Technology
EPs and persons acting on behalf of EPs must be able to get the information
needed to attest for MU. Each MU objective has associated reporting requirements.
Radiology practices need workflows in place to collect the data needed for
reporting. That data will be captured and entered into CEHRT.
For non-CQM percentage-based measures, CEHRT must generate a report with
numerators, denominators, and resulting percentages. To ensure complete and
accurate information that data may be amended to incorporate information from
uncertified and/or paper-based systems.
Numerators and denominators reported for CQMs must come directly from CEHRT.
CQM measures cannot be adjusted for paper-based data or data from uncertified
technology.

Analyze Workflow
The processes of analyzing workflows and selecting measures to report are
intertwined. If data is readily available and of value to the EP, report on the related
MU measure. Workflows will need to be modified to capture data that is not
currently available. Workflows should be efficient and effective. The list below
identifies the basic tasks of workflow analysis:
ΖΖ Select MU measures.
ΖΖ Identify data needs.
ΖΖ Identify data sources.
ΖΖ .Define and document changes to workflow.
ΖΖ Implement new workflow.

Potential Workflow Changes
The Medicare EHR Incentive Program fits many types of medical practitioners well,
such as general practitioners. Many reporting requirements are natural by-products
of a general practitioner’s workflow. However, many EHR program requirements do
not readily apply to a radiology practice. Workflows may need to change to collect
MU data.
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Since practices vary, there is no standard radiology workflow that can be prescribed
for collecting MU data. It is likely that much of the MU data will be collected when
an appointment is scheduled. However, not all information may be available at that
time and patients may need to fill in information gaps once they are at the clinic.
Examples of how radiology workflows may change include:
ΖΖ Scheduling Appointments
ΖΖ The front office will need to ask the referring physician and/or patient more
questions. That additional information (such as ethnicity, language, height,
weight, immunization history, tobacco use, allergies and medications) needs
to be recorded.
ΖΖ How much data is collected depends on what the referring physician is able
to provide.
ΖΖ Interacting with Patients
ΖΖ Technologist and/or front office workflows may need to be modified to ask
patients about allergies and medications (if not obtained during scheduling).
ΖΖ Front office associates may need to enter the date a patient requests an
electronic copy of his or her health information. The date the request is filled
must also be recorded.
ΖΖ EPs or the front office may identify and provide patient specific education
resources.
ΖΖ EPs may adjust workflows to comply with a decision rule or document why a
rule was not applied. For example, a rule may cover when to order a pre-MRI
orbital X-ray to rule out metal in the eye.
ΖΖ Technologists may take and record vitals for each patient encounter.
ΖΖ Note: Some clinics may provide kiosks so patients can take their own
blood pressure.
ΖΖ Technologists or the front office may enter clinical lab test results from
outside sources into certified technology.
ΖΖ Prescribing Medication
ΖΖ EPs will be able to use eRx. They may enter prescriptions into CEHRT rather
than writing paper prescriptions.
ΖΖ EPs will need to review allergy and medication interaction alerts.
MU data may need to be entered in more than one system. For example, some data,
such as race, may already exist in a radiology information system. However, that
system may not have a field for ethnicity, so ethnicity will be entered into CEHRT.
Data needs to be collected at the encounter level for medication reconciliation,
patient summary records (for transitions of care) and clinical summary measures.
Other data only needs to be entered once. Each practice should define the
frequency and workflow for collecting data.
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The impact to workflow depends on which Meaningful Use measures are selected
for reporting, the certified technology and current clinic workflows. Review all three
elements and adjust workflows appropriately.

Monitor Performance
Once CEHRT is installed, it is important to monitor performance against MU
objectives. Information that should be monitored includes:
ΖΖ Registration status by EP.
ΖΖ Attestation status by EP.
ΖΖ Attestation results by EP.
ΖΖ Gaps in information.
CEHRT may provide ways to monitor performance, such as exception reports,
analytical tools and “dashboards.” Dashboards depict information graphically.
Reporting tools often have a feature that allows drilling down from summarized
information to detailed information. Real-time information is critical.
Before selecting a technology, evaluate the information monitoring tools
and dashboards the software provides. If the technology does not provide
comprehensive monitoring tools, other options may fill the gap. Work with the
information technology department to determine how to get the necessary
information.
Note: Information for EPs should also be aggregated by PA group. That allows
PA groups to accurately forecast incentive revenue and/or reduction in Medicare
reimbursement at the practice level.
The example below is a dashboard used to evaluate each EP’s performance on
MU objectives. The dashboard clearly indicates if performance is satisfactory,
borderline, or below the CMS threshold.
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Prepare for Future Stages
MU1 and MU2 of the Medicare EHR Incentive Program are well defined. Although
MU3 is less well defined, change is certain. Those changes include higher
performance thresholds and additional mandatory objectives. To stay current on
MU developments, monitor websites such as:
ΖΖ CMS: http://www.cms.gov/EHRIncentivePrograms/
ΖΖ Radiology MU: http://www.healthmu.org/radiology/index.php
For more specific information about MU objectives, see Appendix B and Appendix C.
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⊲ Chapter 8: Financial and Legal Impact
Purpose
This chapter examines the financial and legal impact of the Medicare EHR Incentive
Program on EPs and PA groups. The principles in this chapter also apply when a
physician practice management company is involved.

Summary
ΖΖ EPs who attested for MU in 2011 can gain a maximum of $43,720 (accounting for
sequestration reductions) over five years, with the amount decreasing for later
attestations.
ΖΖ Penalties apply in 2015 for not complying.
ΖΖ Complying with the program costs time and money.
ΖΖ Forecast incentive payments and costs for five years.
ΖΖ Quantify the financial impact of penalties.
ΖΖ Incentive payments are ordinary income to the recipient.
ΖΖ Define financial arrangements between EPs and PA groups in a legal contract.

Incentive Payments
Complying with the Medicare EHR Incentive Program costs time and money, not
just in year one, but in subsequent years as well. The Medicare EHR Incentive
Program provides incentive payments to EPs that are designed to offset technology
investments.

EPs can participate in
Medicare and Medicaid
EHR Incentive Programs.
EPs cannot receive
payments from both
programs in the same
year.

The program pays incentives for 2011 through 2016, assuming the EP has started on
or earlier than 2014.
ΖΖ Each EP can receive $43,720 in maximum total incentive payments.
ΖΖ Timing of payments depends on start date.
ΖΖ Amount is based on 75% of total allowed Medicare physician fee charges.
ΖΖ Maximum incentive is $18,000 for first year (2011 or 2012).
ΖΖ Must have $24,000 or more in allowed Medicare physician fee charges to
receive $18,000.
ΖΖ The maximum incentive changes in subsequent years.
ΖΖ Payments are made:
ΖΖ In one lump sum.
ΖΖ To payee whose taxpayer identification number (TIN) was registered.
ΖΖ To one entity; payments cannot be allocated to multiple payees.
ΖΖ Allowable charges include professional fees. Technical charges are excluded.
ΖΖ Charges must be submitted within two months of calendar year end.
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Medicare EHR Incentive Payment Schedule for Eligible Professionals*
First Payment
Received in 2011

First Payment
Received in 2012

First Payment
Received in 2013

First Payment
Received in 2014

Payment Amount in
2011

$18,000

Payment Amount in
2012

$12,000

$18,000

Payment Amount in
2013

$7,840
Reduction ($160)

$11,760
Reduction ($240)

$14,700
Reduction ($300)

Payment Amount in
2014

$3,920
Reduction ($80)

$7,840
Reduction ($160)

$11,760
Reduction ($240)

$11,760
Reduction ($240)

Payment Amount in
2015

$1,960
Reduction ($40)

$3,920
Reduction ($80)

$7,840
Reduction ($160)

$7,840
Reduction ($160)

$1,960
Reduction ($40)

$3,920
Reduction ($80)

$3,920
Reduction ($80)

$43,480

$38,220

$23,520

Payment Amount in
2016
TOTAL Incentive
Payments

$43,720

* As required by law, President Obama issued a sequestration order on March 1, 2013. Under these mandatory
reductions, Medicare EHR incentive payments made to eligible professionals and eligible hospitals will be reduced
by 2%. This 2% reduction has been applied to any Medicare EHR incentive payment for a reporting period that
ended on or after April 1, 2013. This reduction does not apply to Medicaid EHR incentive payments.
Source: CMS

Penalties
Medicare reimbursements will be cut for EPs who provide Medicare services but do
not comply with MU as defined by the Medicare EHR Incentive Program. CMS’ goal
is for compliance with MU as soon as possible and no later than 2014. Beginning
in 2015, EPs who do not successfully demonstrate MU will be subject to a payment
adjustment. The payment reduction starts at 1% in 2015 and increases each year
that an eligible professional does not demonstrate meaningful use, to a maximum
of 5% in 2019.
CMS does, however, allow for hardship exceptions. EPs and EHs may be exempt
from payment adjustments if they can show that demonstrating MU would result
in a significant hardship. To be considered for an exception, EPs and EHs must
complete a Hardship Exception application along with proof of the hardship.
The hardship exception is valid for one payment year only if approved. A new
application must be submitted if the hardship continues for the following payment
year, and no providers can be granted a hardship exception for more than five
years. For providers to determine if they are eligible, CMS does provide an
interactive Hardship Exception Tool (click link to copy and paste address into
browser: http://www.cms.gov/eHealth/downloads/eHealthU_EPHardshipExcepTool.
pdf). For 2014, all radiologists are automatically exempt.
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Calculate EP’s Incentive Payment
Incentive payments are the lesser of 75% of allowed Medicare physician fee
charges and the maximum incentive payment for the reporting period. The
maximum for 2011 was $18,000.
Example 1
Doctor Able billed $75,000 in allowed Medicare physician fee charges for 2011.
ΖΖ $75,000 x 75% = $56,250
Doctor Able’s 2011 incentive payment: $18,000. Since $56,250 exceeds the
$18,000 maximum year-one payment, Doctor Able is eligible for $18,000.
Example 2
Doctor Baker billed $22,000 in allowed Medicare physician fee charges for 2011.

Payments are based on
75% of allowed Medicare
physician fee charges for
the year, not just for the
90-day reporting period.

ΖΖ $22,000 x 75% = $16,500
Doctor Baker’s 2011 incentive payment: $16,500. Since $16,500 is less than the
$18,000 maximum year-one payment, Doctor Baker is eligible for $16,500.

Payment Calculator
RadiologyMu.org has a “practice analyzer.” Based on information entered about the
practice, it calculates eligibility, incentive payments and penalties. It does not factor
in costs. View these resources at http://www.healthmu.org.
RadiologyMU.org provides “the diagnostic imaging community with objective
information about Meaningful Use criteria and quality measures as they relate to the
field of medical imaging.”

Payment Logistics
EPs or their designees must attest to MU before incentives are paid. CMS defined
the timing and form of payments.
Incentive Payment Schedule
ΖΖ If the Medicare threshold is reached in allowed charges prior to attestation, then
payment will be four to eight weeks after successful attestation.
ΖΖ If the Medicare threshold is not reached prior to attestation, then payments will
be held until the EP meets the Medicare threshold for calendar year in order to
maximize the amount of the EHR incentive payment.
ΖΖ If the EP has not met the Medicare threshold by December 31 of the calendar
year, CMS will issue an incentive payment in March of the following year. This
allows 60 days after year end for pending claims to be processed.
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The 90-day reporting
period the EP selects
does not affect incentive
amounts. Payment
amounts are based on
75% of allowed charges
for the entire calendar
year.
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Payment Processing
ΖΖ Payments will be made through the same channels and in the same form
(electronic funds transfer or check) as Medicare claims payments.
ΖΖ There will be separate payments for each EP.
ΖΖ Each transaction will state “HITECH.”
ΖΖ To find out what each incentive payment covers, call the EHR Incentive Program
Help Desk at 888-734-6433.
ΖΖ Caller will need registration ID and NPI for each EP.

Scenario 1

ΖΖ Help desk will provide date and amount of payment for each EP.

Best Practice
Track incentive payments to ensure payments are received and are
accurate. When payments go directly to the EP, the EP is responsible
for ensuring payments are accurate.
When EPs assign incentives to a PA group, CMS remits individual
payments for each EP to the PA group. For instance, if 15 EPs qualify,
the PA group receives 15 separate payments. However, CMS does not
provide detail about each payment. The PA group will need to contact
CMS to find out which EPs were paid.
An accounting best practice is to set up a general ledger account for
incentive revenue. When an incentive payment is deposited in the
PA group’s bank account, book the payment to incentive revenue.
(Deposits may be by check or electronic funds transfer.)
When the PA group pays EPs their individual incentives, charge
(reduce) the incentive revenue account. Track payments made to
each EP in the general ledger, Excel or another tool.
Business arrangements for handling Meaningful Use incentives and
costs will vary. This section describes two scenarios.
Scenario 1 involves two types of entities: EPs and PA groups. (MU
costs are outside the scope of Scenario 1.)

CMS
Remits incentive $ to PA Group.

PA Group
Receives $ in bank account.

PA Group
Book $ to general ledger.
Account for incentive revenue.

PA Group
Determine which EPs and
reporting periods where
included in the incentive payment.

Scenario 1:
ΖΖ EPs assign payments to PA group.
ΖΖ PA group initially receives the incentive payments.
ΖΖ PA group remits 100% of incentive payments to EPs.

PA Group
Pay EPs.
Reduce incentive revenue.

ΖΖ EP incentives are not reduced for Meaningful Use costs.
EP 1
Gets $.
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Scenario 2
Scenario 2 involves three types of entities:
1. A physician practice management (PPM)
company
2. PA groups
3. EPs
Revenues are shared by all parties based on
a revenue sharing agreement. The PPM pays
for all the costs of certified technology and
MU. Because the PPM pays for all costs, it
retains 50% of the revenue and pays 50% to
the PA groups.

CMS
Remits incentive
$ to PPM.

Vendors
Invoice PPM for certified
technology and Meaningful
Use costs.

PPM
Receives $ in
bank account.

PPM
Pay vendors.

PPM
Book $ to general ledger
account for incentive
revenue. Determine EPs
and reporting periods
covered.

PPM
Book costs to general
ledger account for
Meaningful Use expense.

Scenario 2:
ΖΖ EPs assign payments to a PPM.
ΖΖ PPM pays for all costs of MU.
ΖΖ PPM retains 50% of the incentive revenue
and remits 50% to appropriate PA groups.
ΖΖ PA groups split revenue with EPs based on
their business agreement.
ΖΖ EP incentives are reduced by costs
allocated to them by the PA group.

Cost of Meaningful Use
EPs must use CEHRT as well as comply
with other Medicare EHR Incentive Program
requirements. EPs and PA groups should
research what the related cash flows will
be. There will be hard or incremental costs,
such as software and hardware. Hard costs
require a new or incremental outlay of funds.
There will also be soft costs, chiefly for time to
prepare and learn to use the technology. Soft
costs do not involve new spending, but rather
reassigning existing resources.
Hard Costs
Certified technology can be purchased or
custom developed. Purchased software
requires an initial investment and on-going
license or maintenance fees. Even purchased
solutions may involve programming to
integrate the package with existing software.
Custom development means programming a
custom solution or modifying existing software
to meet certification standards. Custom
software must be certified by an ATCB.
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PPM
Pay PA groups 50% of incentives
for their EPs.
Track $ paid to PA groups.
Track $ by EP.
Reduce incentive revenue.

PA Groups
Book $ into incentive revenue.
Pay EPs incentive after deducting
cost allocation.
Track $ paid by EP.
Reduce incentive revenue.

EP 1
Gets $.

EP 2
Gets $.

EP 3
Gets $.
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With either approach, hardware may need to be upgraded. There may also be
consulting fees for project management, implementation support or other services
that are not available internally.
Typical costs for purchased and custom solutions are shown in the table below:

Hard Costs

Purchased
Technology

Custom
Technology

Initial costs
Software license

X

Programming

X

X

Training

X

X

Hardware

X

X

Consulting

X

X

Legal

X

X

Documentation

X

X

ATCB certification

X

Ongoing costs
Annual software maintenance

X

Programming

X

X

Costs shown may or may not apply to each circumstance. For example, the
software vendor may include training in the package price. In that case, there is no
incremental training cost. Some expenses might be soft, rather than hard costs. For
instance, if a PA group has legal counsel on staff, legal costs are soft costs.
Soft Costs
Soft costs do not require incremental spending. Time is the biggest soft cost. Many
stakeholders will need to invest their time in implementing the software.
EPs, PA groups, front office associates and technologists will want to understand
the Medicare EHR Incentive Program and how to use certified technology. In
addition, measures and exemptions will need to be confirmed, workflows may need
to be adjusted, and reporting data must be captured. The effort required will be
significant especially for those with ongoing hands-on involvement. Though soft
costs are not out-of-pocket, they will be substantial.
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Revenue and Cost Allocation
An EP who has not assigned Medicare benefits to another entity in PECOS and
registers with CMS using a social security number will get his or her incentive
payments directly. If an EP assigns his or her incentive payments to a PA group,
the entire payment goes to the PA group. The Registration and Attestation System
cannot allocate incentive payments to more than one payee.
EPs and PA groups need to determine how to allocate incentive revenue and costs.
One option is that the PA group gets the incentive payments and remits payment to
the EPs after accounting for any agreed upon revenue and/or cost allocation. Any
cost sharing should be well defined, even for EPs getting incentives directly.
There are multiple ways to handle revenue and cost allocation. A legal agreement
should define how payments and costs will be allocated and processed.

Five Year Cash Flow
EPs and PA groups should project cash flows to see if the Medicare EHR Incentive
Program makes financial sense. The projection should account for incentive revenue,
costs, and any agreed upon allocation of revenues and costs. Once the revenues
and costs are estimated, calculate the net present value (NPV) of the cash flow.
While positive NPVs are appealing, remember the penalties. Cash flow projections
should be extended through 2019 to factor in penalties (the 1% to 5% reduction in
Medicare reimbursement).
The following example is a cash projection for a PA group called Radiology PA Inc.
Here are the assumptions about Radiology PA Inc.:
ΖΖ Employs 40 radiologists who all qualify for maximum incentive payments.
ΖΖ Will use a complete certified EHR solution that is web-based; no additional
hardware is needed.
ΖΖ Expects to use consultants to plan and prepare for MU2 and MU3.
ΖΖ EPs assign their incentives to Radiology PA Inc.
ΖΖ Will pay for certified technology. No cost sharing with EPs.
ΖΖ Will use outside legal and documentation resources.
ΖΖ Uses 19% discount rate in NPV calculation.
ΖΖ Penalties for non-compliance are not included.
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Medicare EHR Incentive Program — NPV Calculator Example
Total

Initial
Investment

2011

2012

2013

2014

2015

Incentive Payment
Revenue
Expenses
Software License
Programming
Training
Hardware
Consulting
Legal
Documentation
Total Expenses
Net Cash Flow
NPV to Radiology PA
Inc.
Note: Penalties for non-compliance should be estimated and included in the net present value calculation.

Tax Impact
Incentive payments are treated as ordinary income for tax purposes. Payments go
to the payee whose taxpayer identification number is entered when registering
with CMS for the Medicare EHR Incentive Program. Payments are made in one lump
sum. Consult a tax professional for advice on how to prepare for the federal, state,
and local tax impact of receiving incentive payments and related costs.
Note: CMS will publish the names, business addresses and business phone
numbers of Medicare EHR Incentive Program incentive payment recipients online.

Legal Impact
EPs and PA Groups
EPs and PA groups will want to define business arrangements in a legal agreement.
The agreement could be a modification of an existing employment contract
or independent contractor agreement, an addendum to either, or a separate
agreement.
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Agreements between radiologists and PA groups should address:
ΖΖ Incentive payments
ΖΖ Assignment of incentive payments
ΖΖ When and how incentives are paid
ΖΖ Costs of MU
ΖΖ What costs (initial and ongoing) are included
ΖΖ Who pays the costs
ΖΖ How are costs allocated
ΖΖ Roles and responsibilities
ΖΖ Tasks and functions performed by each party to implement MU
ΖΖ Performance requirements for EPs
ΖΖ Consequences of non-performance
ΖΖ Ongoing support
Note: For sample contract language, see the National Association of Community
Health Centers (www.nachc.com) website. Though this document does not directly
apply to the Medicare EHR Incentive Program, several principles apply.

Additional Legal Impact
Since compliance requires using CEHRT, contracts with software vendors should
ensure that the software complies with program requirements, both now and in the
future.
In the future, it is possible that insurers will require compliance with Meaningful Use
as a condition of issuing insurance or as a factor in determining premiums. Stay
informed about developments in this area.
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⊲ Chapter 9: Measures & Objectives
Purpose
This chapter describes Meaningful Use in more detail. It explains objectives,
thresholds for compliance, what data must be reported, and when objectives do not
apply (exclusions). Clinical quality measures (CQM) are also explained.

Summary
ΖΖ Rules and incentive payments apply to radiology.
ΖΖ To be eligible for incentive payments under the Medicare EHR Incentive Program,
EPs must:
ΖΖ Track and report patient and interoperability measures.
ΖΖ Track and report on clinic operations.
ΖΖ Use technology capable of tracking and reporting.
ΖΖ Implementing Meaningful Use requires changes in clinic workflows.

Meaningful Use Objectives
In Stage 1, MU involves electronic prescriptions, making information more
accessible to patients, electronic exchange of health information, clinical decision
support and clinical quality measures. Stage 2 extends the reach of the program to
include the sharing of patient information, including images.

Comparing MU1 and MU2 Requirements
Core Measures

Menu Items

CQMs

MU1 (2014 Edition)

13

5

9

MU2

17

Select 3 from list
of 6

Select 9 from list
of 64

Each Meaningful Use objective has an associated measure and reporting
requirement. Some have potential exclusions. A measure is the performance
threshold or target. The reporting requirement defines what data to report to
CMS. Exclusions identify situations, if any, when the objective is not applicable. For
example:
ΖΖ MU1 Core Measure: Provide patients the ability to view online, download and
transmit their health information within four business days of the information
being available to the EP.
ΖΖ Threshold Requirement: More than 50% of all unique patients seen by the
EP during the EHR reporting period are provided timely (within four business
days after the information is available to the EP) online access to their health
information subject to the EP’s discretion to withhold certain information.
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ΖΖ Reporting Requirement: Percent of EP’s patients getting information within three
days of those who request it four days prior to the end of a reporting period.
ΖΖ Exclusions: Any EP who neither orders nor creates any of the information
listed for inclusion, except for “Patient name” and “Provider’s name” and
“office contact information,” may exclude the measure.

Exclusions
Radiologists are exempt from complying with many of the MU1 and MU2
requirements, such as meeting CPOE or ePrescribing thresholds. There are specific
exclusion rules for each core measure and broader rules for menu item exclusions.
Exclusion rules can be found within this CMS document (click link or copy and
paste address into browser: http://www.cms.gov/eHealth/downloads/eHealthU_
EPsGuideStage2EHR.pdf).
Beginning in 2014, EPs will no longer be permitted to count an exclusion toward
the minimum of menu objectives on which they must report if there are other menu
objectives which they can select. In other words, providers cannot select a menu
objective and claim an exclusion for it if there are other menu objectives they can
meet.
EPs will not be penalized for selecting a menu objective and claiming the exclusion
if they would also qualify for the exclusions of all the remaining menu objectives.
For example, EPs testing the capability to submit data to either an immunization
registry or a syndromic surveillance database as one of their menu objectives can
select the menu objective for submitting data to an immunization registry. Then,
they can claim the exclusion if they would also be able to claim the exclusion for
submitting data to a syndromic surveillance database. They would not be penalized
for claiming this exclusion.

Clinical Quality Measures
Eligible professionals who demonstrate 2014 CQMs will need to report nine
measures. CQMs may be reported electronically, or via attestation. There is also
a new requirement in 2014 that the quality measures selected must cover at least
three of the six available National Quality Strategy (NQS) domains, which represent
the Department of Health and Human Services’ NQS priorities for health care
quality improvement. Also EP’s must ensure that the CEHRT is certified for the nine
CQM they choose to report. EPs should work with their vendors to ensure that they
are only selecting the CQM measures for which their EHR is certified.
The six NQS domains are:
1. Patient and Family Engagement
2. Patient Safety
3. Care Coordination
4. Population/Public Health
5. Efficient Use of Healthcare Resources
6. Clinical Process/Effectiveness
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Click here to view a CMS-provided list of the 64 CQMs (click link or copy and paste
address into browser: http://www.cms.gov/Regulations-and-Guidance/Legislation/
EHRIncentivePrograms/Downloads/CQM2014_GuideEP.pdf).

Core Measures and Menu Items
See Appendix B and Appendix C in this document to view a complete list of core
measures and menu items for MU1 and MU2.
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⊲ Chapter 10: Registration
Purpose
This chapter explains how to register for the Medicare EHR Incentive Program using
the CMS “Medicare & Medicaid EHR Incentive Program Registration and Attestation
System,” referred to as the Registration and Attestation System.

Summary
ΖΖ EPs must register with CMS before attesting to Meaningful Use.
ΖΖ EPs can authorize another party to register and attest for them.
ΖΖ See the CMS Registration Guide for EPs for a complete description of how to
register.

Before Registering
EPs must register with CMS and attest to Meaningful Use to receive Medicare EHR
incentive payments. Registration may be done by the EP or a person authorized to
work on behalf of the EP. CEHRT does not have to be in place before registering.
However, it must be in place before attesting. Before registering on the CMS
website, have the following for each EP:
ΖΖ Active National Provider Identifier (NPI)
ΖΖ Active National Plan & Provider Enumeration System (NPPES) user ID and
password
ΖΖ An Identity and Access Management (I&A) account associated with the EP’s NPI
(assuming another person registers for the EP)
ΖΖ Up-to-date Provider Enrollment, Chain and Ownership System (PECOS) codes
ΖΖ PA group’s NPI

Registering
The registration process is menu driven and leads users through the steps to
prepare for attestation. During the registration process, users create a user ID
and password for the account, and choose security questions and answers
to assist in the event that their password is forgotten. Personal information is
required, including Social Security Number, to confirm identity. Once all registration
information is entered and submitted, users will receive a confirmation email.
Upon initial login to the system, users will see the main I&A System home screen,
where they can update profiles, manage connections or access helpful resources.
At this point, additional personal information will need to be entered into the My
Profile tab to complete registration.
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Users can add their employer information by entering an NPI number. Also
Delegated Officials – third parties who submit for attestation on behalf of a
physician – can set up their profile during the process, and request electronic
confirmation from an Authorized Official at the practice.
During the registration or attestation process, users may log out at any time, and all
entered information will be saved and available when they log in at a later time.
Visit this site to set up an I&A account (click on link or copy and paste address into
browser: https://nppes.cms.hhs.gov/NPPES/IASecurityCheck.do). For instructions on
setting up an account, see pages six through 12 of the CMS Attestation User Guide
for EPs (click on link or copy and paste address into browser: http://www.cms.gov/
EHRIncentivePrograms/Downloads/EP_Attestation_User_Guide.pdf).

CMS site to begin registration process:
https://ehrincentives.cms.gov/hitech
Additional details can be found in the CMS Registration User Guide:
http://www.cms.gov/EHRIncentivePrograms/Downloads/EHRMedicareEP_
RegistrationUserGuide.pdf
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⊲ Chapter 11: Attestation
Purpose
This chapter explains how to attest to MU using the CMS Registration and
Attestation System. EPs must attest in order to receive incentive payments under
the Medicare EHR Incentive Program.

Summary
ΖΖ EPs must attest annually to receive incentive payments.
ΖΖ EPs have two attestation submission options: manual entry and batch entry.
ΖΖ Delegated Candidates may also submit attestation data on behalf of EPs.
ΖΖ The CMS Registration and Attestation System guides users through online forms
to answer questions about 15 core measures, five menu items, and at least
nine CQMs for Stage 1. In Stage 2, the EP will need to respond to the 17 Core
measures and pick three of six menu items.
ΖΖ Upon submission, EPs will immediately know if their attestation has been
accepted or rejected.
ΖΖ If attestation is rejected, EPs will be given an opportunity to resubmit if there were
errors in their submission.
To receive an incentive payment,
Medicare eligible professionals (EPs)
must attest annually to their MU of CEHRT
using the Attestation Module provided by
CMS (click link or copy and paste address
in browser: https://ehrincentives.cms.
gov). The module provides a step-bystep guide to navigate the process and
includes help options available on nearly
every page. The reporting period must
be at least 90 days in the same calendar
year for first time attesters. To attest for
the Medicare EHR Incentive Program in
2014, EPs will have to have met MU for a
full quarter of the calendar year.

Attestation Options
EPs have two attestation options to enter
their core measure, menu item and CQM
information:
1. Manual entry of information, including
provider information, as well as the
numerators and denominators for
their measures.
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2. Batch attestation, which enables EPs to submit their attestation with other
members of their medical group or hospital system who are also participating
in the program. The Attestation Batch Upload option allows multiple EPs
to submit attestations in a single file through the CMS Registration and
Attestation System.However, providers are still required to individually register
for participation in the EHR Incentive Programs or designate a third party to
register on their behalf.

Third-Party Submissions
CMS allows EPs to designate a third party to register and attest on their behalf.
Within the CMS Attestation Module website, these third parties are referred to as
Delegated Officials. To become a Delegated Official for a practice, the third party
must have an Identity and Access Management System (I&A) web user account
(User ID/Password), and be associated with the EP’s NPI. I&P web user accounts
can be set up here (click link or copy and paste address into browser: https://nppes.
cms.hhs.gov/NPPES/IASecurityCheck.do).

Before Attesting
EPs must first register with CMS’ Registration and Attestation System (covered in
Chapter 10 of this document). Attestation requires using data from CEHRT and
entering it or uploading it into the Registration and Attestation System. After
submitting the data, the system provides a summary of the attestation and accepts
or rejects the results. Information needed for attestation includes:
ΖΖ Reporting period start and end dates.
ΖΖ Reporting data for each MU objective.
ΖΖ User ID and password (may be created during registration process).
ΖΖ An I&A account associated with the EP’s NPI (if a third party is entering attestation
information on behalf of an EP).
ΖΖ Delegated Officials will need to have an Authorized Official from the practice
confirm their request to be the Delegated Official. The registration process
provides options to accomplish this task.
ΖΖ National Provider Identification (NPI) number.
ΖΖ Individual Social Security number to confirm identity.
ΖΖ CMS EHR Certification Number (can be looked up within site during attestation
process).
ΖΖ Numerators and denominators for attestation.

Meaningful Use Core Measures Questionnaire
After users enter their reporting period start and end dates, they will be guided
through the core measures questionnaire for data entry, or to view and confirm
data submitted via batch upload. At the EP’s discretion, the numerators and
denominators of certain measures may be calculated using only the patient records
maintained in certified EHR technology. The EP may also elect to calculate the
numerators and denominators of these measures using ALL patient records. EPs
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must indicate which method they used in their calculations. The numerators and
denominators entered must be whole numbers.
EPs may claim an exclusion for some core measures if they meet the exclusion
requirements. If the EP cannot meet the specific exclusion requirements, then the
EP cannot answer “Yes” to the exclusion question. If no exclusion is indicated, the
EP must report on that measure. Exclusions are not available for every measure.

Meaningful Use Menu Items Questionnaire
The menu items questionnaire starts by having the EP or Delegated Candidate
select the required number of menu measures (five for Stage 1 and three for Stage
2)by clicking on the box immediately following the measure. Only the selected
menu measures will be shown on screen once they are selected.

Clinical Quality Measures
CQMs can be reported electronically for all EPs beyond their first year of
demonstrating MU. Alternatively, EPs can report their CQMs via submission through
the Physician Quality Reporting System’s (PQRS) EHR Reporting Option.
EPs must select a minimum of nine (up to a maximum of 64) CQMs from the list, and
the selection must include at least three of the six HHS National Quality Strategy
domains. During data entry, denominators must be entered before numerators. Zero
is an acceptable denominator provided that this value was produced by CEHRT.
The Performance Rate field will be used to determine consistency of calculation
across providers using the formula given in conjunction with each CQM’s electronic
specifications. When all topics are marked as completed or N/A, EPs may proceed
with attestation.

Final Review
CMS recommends EPs review all of their attestation information before submitting.
EPs who fail their attestation can submit their information again, but cannot submit
information for the exact same reporting period. The EPs may have to recalculate
all of their numerator and denominator information for the new reporting period.

Submission Process: Attestation Statements
Once EPs review their information, they can check the box next to each statement
to attest. EPs can then click Agree to submit their attestation, or Disagree to further
review their information.
If Disagree is chosen, EPs will be taken back to the Home Page and their attestation
will not be submitted. If Agree is chosen and the EP has met all MU objectives and
measures, the EP will receive the “Accepted Attestation” submission receipt, which
contains attestation tracking information and should be printed for record-keeping.
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Rejected Attestation
Attestations will be rejected if the EP does not meet one or more of the MU
minimum standards. If a rejection is received, EPs can review their documentation
to ensure the correct information was entered at attestation for each of the
objectives and their associated measures. If an error is found, EPs may make
the correction and resubmit their attestation for this same reporting period.
Alternatively, EPs may submit an attestation with information for a different reporting
period during the first payment year to successfully demonstrate MU.

Attestation Resubmission
EPs who fail their attestation can submit their information again, but cannot submit
information for the exact same reporting period. EPs may have to recalculate all of
their numerator and denominator information for the new reporting period. To attest
for the Medicare EHR Incentive Program in subsequent years, EPs will need to have
met MU for a full year. Please note the reporting period for eligible professionals
must fall within the calendar year.

Review Status Information
After completing attestation, EPs can click on the Status tab to see their progress,
click on adjoining tabs to view their registration, attestation and payment status.
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⊲ Appendix A: Glossary
Common Acronyms
CCN....................... CMS Certification Number
CMS....................... Centers for Medicare & Medicaid Services
CQM...................... Clinical Quality Measures
DMF....................... Social Security Death Master File
EHR ....................... Electronic Health Record
EIN ......................... Employer’s Identification Number
EP .......................... Eligible Professional
FI............................. Fiscal intermediary
FQHC ................... Federally Qualified Health Center
I&A ........................ Identification & Authentication System
IDR ........................ Integrated Data Repository
LBN ....................... Legal Business Name
MAC ...................... Medicare Administrative Contractor
MAO ..................... Medicare Advantage Organization
NLR ....................... National Level Repository
NPI ........................ National Provider Identifier
NPPES .................. National Plan and Provider Enumeration System
OIG ........................ Office of the Inspector General
PECOS ................. Provider Enrollment, Chain and Ownership System
RHC ...................... Rural Health Center
SSN ....................... Social Security Number
TIN ......................... Tax Identification Number

Definitions
Attest — To declare that something is true, especially in a formal written statement.
In the context of Meaningful Use, attestation means verifying data provided to
CMS is accurate and that the EP demonstrated Meaningful Use with certified EHR
technology.
Authorized Testing and Certification Body (ATCB; ONC-ATCB) — Organizations
authorized to test and certify electronic health record systems to certification
criteria adopted by the Secretary of Health and Human Services under subpart C
of Part 170 Part II and Part III as stipulated in the Standards and Certification Criteria
Final Rule.
Centers for Medicare and Medicaid Services (CMS) — One of the federal entities
responsible for administering programs to promote improving health information
technology. This includes the Medicare EHR Incentive Program.
Certified Health Information Technology Product List (CHPL) — List of complete
EHRs and EHR modules that have been tested and certified under the Temporary
Certification Program maintained by the ONC. Only the product versions shown are
certified. The list is on the website http://onc-chpl.force.com/ehrcert. Referred to as
the “chapel” website for the acronym CHPL.
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Certified Technology/ Certified EHR Technology — Software that meets all
Medicare EHR Incentive Program criteria. Performs functions necessary to support
all 25 Meaningful Use criteria: 15 from the core set and all 10 from the menu set.
Gathers information sufficient to report on all 44 clinical quality measures: three
core, three alternate core, and 38 menu set. (The terms certified technology and
certified EHR technology are used interchangeably in the Meaningful Use Guide for
Radiology.)
Clinical Quality Measure (CQM) — Measure of processes, experience, and/
or outcomes of patient care, observations, or treatment related to quality goals
for healthcare. Quality goals include effective, safe, efficient, patient-centered,
equitable and timely care.
CMS EHR Certification ID — A 15 digit number assigned to a complete or modular
EHR technology. The number is assigned by ONC upon certification by an ATCB.
The ID is entered as part of the Medicare EHR Incentive Program attestation
process.
Complete EHR Technology — Software that meets all Medicare EHR Incentive
Program criteria. Performs functions necessary to support all 25 Meaningful Use
criteria: 15 from the core set and all 10 from the menu set. Gathers information
sufficient to report on 44 clinical quality measures: three core, three alternate core,
and at least three of the 38 menu set.
Core Objectives — The CMS defined objectives for Meaningful Use of EHR. Core
objectives are mandatory, though exclusions are possible. For each objective, there
is a threshold or measure that defines minimum usage.
Critical Access Hospital (CAH) — Small hospital that provides limited outpatient
and inpatient hospital services to people in rural areas (as defined by the Social
Security Act).
Electronic Health Record (EHR) — Computerized data about a patient and
the patient’s interaction with healthcare providers. An EHR may include patient
demographics, progress notes, problems, medications, vital signs, medical history,
immunizations, lab data and radiology reports.
Eligible Hospital (EH) — Subsection (d) hospitals in the 50 states and the District
of Columbia paid under the inpatient prospective payment system, critical access
hospitals and Medicare Advantage hospitals.
Eligible Professional (EP) — A doctor of medicine or osteopathy, doctor of dental
surgery or dental medicine, doctor of podiatry, doctor of optometry or chiropractor
who performs less than 90% of his or her service in an inpatient or emergency care
setting (place of service codes 21 and 23 respectively).
Health Information Exchange (HIE) — The process of exchanging healthcare
information electronically among organizations such as patients, healthcare
providers and government entities. It also refers to the entities which come
together to exchange information.

MEANINGFUL USE GUIDE FOR RADIOLOGY, 2014 UPDATE
(Revised September 2014)

53

Appendix A: Glossary

Identity and Access Management System (I&A) — This system allows users to gain
access to PECOS and EHR Incentive Program applications by assigning unique
user IDs.
Meaningful Use — Using technology to improve the quality of healthcare. This
includes electronic prescriptions, information that is more accessible to patients,
electronic exchange of health information, clinical decision support, and clinical
quality measures. To comply with CMS requirements, the technology used must be
certified EHR technology.
The definition of Meaningful Use will change over time based on changing federal
requirements.
Medicare EHR Incentive Program — Allows hospitals and eligible professionals
to earn incentive payments and avoid Medicare reimbursement reductions by
adopting certified EHR technology and demonstrating Meaningful Use of that
technology.
Menu Set Objectives — The CMS defined objectives for Meaningful Use of EHR.
Menu set objectives are selected from the menu list. For each objective, there is a
threshold or measure that defines minimum usage.
Modular EHR Technology — Software that meets some Medicare EHR Incentive
Program criteria. Must be combined with other EHR modules to fully comply with
requirements.
National Institute of Standards and Technology (NIST) — A non-regulatory agency
in the Department of Commerce. “NIST’s mission is to promote U.S. innovation and
industrial competitiveness by advancing measurement science, standards and
technology in ways that enhance economic security and improve our quality of life”
(Retrieved August 1, 2011 from http://www.nist.gov/public_affairs/mission.cfm).
NIST defined the testing process for verifying an EHR product or system can satisfy
the EHR certification criteria.
National Plan and Provider Enumeration System (NPPES) — The Health Insurance
Portability and Accountability Act of 1996 (HIPAA) mandated the adoption of
standard unique identifiers for health care providers and health plans to improve
the efficiency and effectiveness of the electronic transmission of health information.
CMS developed the National Plan and Provider Enumeration System to assign
these unique identifiers.
National Provider Identifier (NPI) — The NPI is a unique identification number
for covered health care providers used in electronic healthcare transactions. This
identifier implements a HIPAA Administrative Simplification Standard for HIPAA
covered entities. The NPI record is maintained on NPPES.
Office of the National Coordinator (ONC) — Primary federal entity charged
with coordinating nationwide efforts to implement advanced health information
technology. Part of the Department of Health and Human Services. Administers eight
programs outlined in the HITECH portion of the ARRA as well as supporting several
related initiatives to facilitate nationwide adoption of health information technology.
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Patient Encounters — A physical or telemedicine meeting in which an EP renders
service to a patient. The number of patient encounters, also referred to as patients
seen by an EP, is needed to calculate many Meaningful Use measures where
the EP and the patient do not have an actual physical or telemedicine encounter.
The EP renders a minimal consultative service for the patient (such as reading an
EKG), and the EP may choose whether to include the patient as “seen by the EP”
provided the choice is consistent for the entire EHR reporting period and for all
relevant Meaningful Use measures. (EHR Incentive Program FAQs, ID 10664, July
2011, paraphrased.)
Physician’s Association (PA) Groups — Partnership, association, corporation,
individual practice association, or other group that provides medical services,
management, and distributes income from the practice to member physicians.
Pro Forma (Financials) — Usually used in regard to financial statements, a proforma financial statement is made based on defined assumptions. They show
expected results.
Provider Enrollment, Chain, and Ownership System (PECOS) — The system
captures Medicare provider and supplier information. It manages, tracks and
validates Medicare enrollment data and allows registered users to manage
Medicare enrollment information.
Structured Data — Data with specified data type and response categories within
an electronic record or file. Structured data allows for the retrieval, exchange and
reporting of data to be accurate.
Zero Denominator Measure — CQM measures are expressed as percentages.
A zero denominator measure has no instances that fit the definition for the
denominator used in calculating the percentage. In other words, the measure does
not apply to the EP for that reporting period.
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⊲ Appendix B: Meaningful Use Stage 1
Core Measures and Menu Items
Stage 1 Core Measures: 2014 Edition

Threshold Requirements

(1) Use CPOE for medication orders directly
entered by any professional who can enter
orders into the medical record per state, local and
professional guidelines.

More than 30% of medication orders created by the EP
or authorized providers of the EH’s or CAH’s inpatient or
emergency department (POS 21 or 23) during the EHR
reporting period are recorded using CPOE. Exclusions apply.
See CMS rule for details.

(2) Implement drug-drug and drug-allergy
interaction checks.

The EP has enabled this functionality for the entire EHR
reporting period.

(3) Maintain an up-to-date problem list of current
and active diagnoses.

More than 80% of all unique patients seen by the EP or
admitted to the EH’s or CAH’s inpatient or emergency
department (POS 21 or 23) have at least one entry or an
indication that no problems are known for the patient
recorded as structured data.

(4) Generate and transmit permissible prescriptions More than 40% of all permissible prescriptions written by the
electronically (eRx).
EP are transmitted electronically using CEHRT. *Exclusions
apply: see CMS rule for details.
(5) Maintain active medication list.

More than 80% of all unique patients seen by the EP or
admitted to the EH’s or CAH’s inpatient or emergency
department (POS 21 or 23) have at least one entry (or an
indication that the patient is not currently prescribed any
medication) recorded as structured data.

(6) Maintain active medication allergy list.

More than 80% of all unique patients seen by the EP or
admitted to the EH’s or CAH’s inpatient or emergency
department (POS 21 or 23) have at least one entry (or an
indication that the patient has no known medication allergies)
recorded as structured data.

(7) Record the following demographics:
• Preferred language
• Gender
• Race
• Ethnicity
• Date of birth.

More than 50% of all unique patients seen by the EP or
admitted to the EH’s or CAH’s inpatient or emergency
department (POS 21 or 23) have demographics recorded as
structured data.

(8) Record and chart changes in vital signs:
• Height/length
• Weight
• Blood pressure(BP) (age 3+)
• Calculate and display BMI
• Plot and display growth charts for children
0–20 years, including BMI.

More than 50% of all unique patients seen by the EP or
admitted to the EH’s or CAH’s inpatient or emergency
department (POS 21 or 23) during the EHR reporting period
have BP (for patients age 3+ only) and height/length and
weight (for all ages) recorded as structured data. *Exclusions
apply. see CMS rule for details.
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(9) Record smoking status for patients 13 years old
or older.

More than 50% of all unique patients 13 years old or older
seen by the EP or admitted to the EH’s or CAH’s inpatient or
emergency department (POS 21 or 23) have smoking status
recorded as structured data. *Exclusions apply: see CMS rule
for details.

(10) Implement one clinical decision support rule
relevant to specialty or high clinical priority along
with the ability to track compliance with that rule.

Implement one clinical decision support rule.

(11) Provide patients the ability to view online,
download and transmit their health information
within four business days of the information being
available to the EP.

More than 50% of all unique patients seen by the EP during
the EHR reporting period are provided timely (within four
business days after the information is available to the EP)
online access to their health information subject to the EP’s
discretion to withhold certain information.

(12) Provide clinical summaries for patients for each Clinical summaries provided to patients for more than 50% of
office visit.
all office visits within three business days. *Exclusions apply:
see CMS rule for details.
(13) Protect electronic health information
created or maintained by the CEHRT through
the implementation of appropriate technical
capabilities.

Conduct or review a security risk analysis in accordance with
the requirements under 45 CFR 164.308(a)(1) and implement
security updates as necessary and correct identified security
deficiencies as part of its risk management process.

Stage 2 Menu Items: 2014 Edition

Threshold Requirement

(1) Implement drug formulary checks.

EHR technology must automatically and electronically check
whether a drug formulary (or preferred drug list) exists for a
given patient and medication.

(2) Incorporate clinical lab-test results into EHR as
structured data.

More than 40% of all clinical lab test results ordered by the
EP during the EHR reporting period whose results are either
positive/negative or numerical format are incorporated in
CEHRT as structured data.

(3) Generate lists of patients by specific conditions
to use for quality improvement, reduction of
disparities, research or outreach.

Enable a user to electronically and dynamically select, sort,
access and create patients lists by: data and time; and based
on each one and at least one combination of the following
data:
ΖΖ Problems
ΖΖ Medications
ΖΖ Medication allergies
ΖΖ Demographics
ΖΖ Laboratory tests and values/results
ΖΖ Patient communication preferences

(4) Send patient reminders per patient preference
for preventive/follow-up care.

More than 20% of all patients 65 years or older, or five years
old or younger, were sent an appropriate reminder during the
EHR reporting period.

(5) Use CEHRT to identify patient-specific education More than 10% of all unique patients seen by the EP are
resources and provide those resources to the
provided patient-specific education resources.
patient if appropriate.
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(6) The EP who receives a patient from another
setting of care or provider of care or believes an
encounter is relevant should perform medication
reconciliation.

The EP performs medication reconciliation for more than 50%
of transitions of care in which the patient is transitioned into
the care of the EP.

(7) The EP who transitions their patient to another
setting of care or provider of care or refers their
patient to another provider of care should provide
summary care record for each transition of care or
referral.

The EP who transitions or refers their patient to another
setting of care or provider of care provides a summary of
care record for more than 50% of transitions of care and
referrals.

(8) Capability to submit electronic data to
immunization registries or immunization information
systems and actual submission except where
prohibited and according to applicable law and
practice.

Performed at least one test of CEHRT’s capacity to submit
electronic data to immunization registries and follow up
submission if the test is successful (unless none of the
immunization registries to which the EP, EH, or CAH submits
such information have the capacity to receive the information
electronically). *Exclusions apply: see CMS rule for details.

(9) Capability to submit electronic syndromic
surveillance data to public health agencies and
actual submission except where prohibited and
according to applicable law and practice.

Performed at least one test of CEHRTs capacity to provide
electronic syndromic surveillance data to public health
agencies and follow up submission if the test is successful
(unless none of the public health agencies to which the EP,
EH, or CAH submits such information have the capacity to
receive the information electronically. *Exclusions apply: see
CMS rule for details.
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⊲ Appendix C: Meaningful Use Stage 2
Core Measures and Menu Items
Stage 2 Core
Measures

Threshold
Requirements

Changes from Stage 1

(1) Use computerized provider
order entry (CPOE) for
medication, laboratory and
radiology orders.

More than 60% of medications, 30% of
laboratory and 30% of radiology orders
created by the EP are recorded using
CPOE.

Threshold level increase from 30%
to 60% for medication orders, and
now includes a 30% threshold level
for laboratory and radiology orders.
Measurement is now based on
orders instead of unique patients.

(2) Generate and transmit
permissible prescriptions
electronically (eRx).

More than 50% of all permissible scripts,
or all prescriptions written by the EP are
compared to at least one drug formulary
and transmitted electronically.

Threshold level increase from 40%
to 50%. The previous measure
“drug formulary checks” is included
into this measure. Previously a
drug formality needed to simply be
enabled.

(3) Record Demographics.

More than 80% of all unique patients have
Threshold level increase from 50%
demographics recorded as structured data. to 80%.

(4) Record and chart changes
in vitals.

More than 80% of all unique patients have
blood pressure (over 3 yrs) and height/
weight recorded as structured data.

(5) Record smoking status.

More than 80% of all unique patients over
Threshold level increase from 50%
the age of 13 have smoking status recorded to 80%.
as structured data.

(6) Use of Clinical Decision
Support to improve
performance on high-priority
health conditions.

1. Implement five clinical decision support
interventions related to four or more clinical
quality measures (CQMs).
2. The EP has enabled and implemented
the functionality for drug-drug and drugallergy interaction checks for entire
reporting period.

(7) Incorporate clinical labMore than 55% of all clinical lab results
test results into Certified EHR
ordered by the EP with either positive/
Technology as structured data. negative or numerical format are
incorporated as structured data.

Threshold level increase from 50%
to 80%. The required age for blood
pressure increases from two to
three years of age.

Increases from one clinical decision
support to five This measure now
encompasses drug-drug and drugallergy checks.

Has moved from the Menu Set
to become a core item and the
threshold level has increased from
40% to 55%.

(8) Generate lists of patients by Generate at least one report listing patients Has moved from the Menu Set
specific conditions to use for
of the EP with a specific condition.
to become a core item and the
quality improvement, reduction
threshold level remains the same.
of disparities, research, or
outreach.
(9) Use clinically relevant
information to identify patients
who should receive reminders
for preventive/follow-up care.

More than 10% of unique patients with two
or more office visits within the 24 months
prior to the beginning of the EHR reporting
period were sent a reminder, per patient
preference.
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(10) Provide patients the
ability to view online,
download, and transmit
their health information
within four business days of
the information becoming
available to the EP.

More than 50% of all unique patients seen
during the reporting period are provided
timely online access to their health
information and more than 5% of these
patients view, download, or transmit to a
third party.

Previously this was listed in the
Menu Set at 10% but is now a
Core Measure with a threshold
level of 50%. Additionally, 5%
of these patients actually view,
download, or transmit across vendor
organizations.

(11) Provide clinical summaries
to patients for each office visit.

Clinical summaries provided to patients
within one business day for more than 50%
of office visits.

Threshold level has not increased,
however, this is now required within
one business day, shortened from
72 hours.

(12) Use Certified EHR
Technology to identify patientspecific education resources
and provide those resources
to the patient.

More than 10% of patients with an office
Requirement moves from the Menu
visit are provided patient-specific education Set to become a Core Measure but
resources identified by Certified EHR
remains at a 10% threshold.
Technology.

(13) Use secure online
messaging to communicate
with patients on relevant
health information.

NEW MEASURE!
More than 5% of unique patients seen by
the EP during the reporting period were
sent a secure message using the electronic
messaging function of Certified EHR
Technology.

The EP must perform medication
(14) When an EP receives a
reconciliation for more than 50% of
patient from another setting
of care they should perform a transitions of care.
medication reconciliation each
time.

Threshold level remains 50% and
has moved from the Menu Set to
become a Core Item.

(15) When an EP transitions
their patient to another setting
of care they should provide a
summary of care record each
time.

Previously this was listed in the
Menu Set at 50% but is now a
Core Measure. Additionally, 10% of
the summary of care records are
transmitted and received according
to specific guidelines. This measure
combines Stage 1 core items –
problem list, active medication
list and active medication allergy
list - to emphasize increased data
exchange.

1. The EP that transitions their patient
to another care setting must provide a
summary of care record for more than 50%
of transitions of care.
2. The EP must electronically submit that
transition of care using Certified EHR
Technology so the recipient receives the
summary of care record via exchange
facilitated by an organization that is a
NwHIN Exchange participant or in a manner
that is consistent with the governance
mechanism ONC establishes for the
nationwide health information network
more than 10% of the time.
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(16) Capability to submit
electronic data to
immunization registries or
systems.

Successful ongoing submission of
electronic immunization data to an
immunization registry or system for the
entire reporting period.

Moved from Menu Set to become
a Core Item. Previously EP was
required to perform one test. This
measure now requires ongoing
submissions of data to a public
health agency.

(17) Protect electronic health
information created or
maintained by the Certified
EHR Technology through the
implementation of appropriate
technical capabilities.

Conduct or review a security risk analysis
in accordance with the requirements
under 445 CFR 164.308(a)(2)(iv) and 45
CFR 164.306(d)(3) and implement security
updates as necessary and correct
identified security deficiencies as part of
the provider’s risk management process.

Unchanged in Stage 2.

Stage 2 Menu
Measures
(1) Imaging results and
information are accessible
through Certified EHR
Technology.

Threshold Requirements

Changes from
Stage 1

More than 10% of all tests whose result is one
or more images ordered by the EP during the
reporting period are available through Certified EHR
Technology.

New measure

(2) Record patient family health More than 20% of all unique patients seen by the EP
history as structured data.
during the reporting period have a structured data
entry for one or more first degree relatives.

New measure

(3) Capability to submit
electronic syndromic
surveillance data to public
health agencies.

Successful ongoing submission of electronic
syndromic surveillance data from Certified EHR
Technology to a public health agency for the entire
EHR reporting period.

Previously EP was
required to perform
one test. This measure
now requires ongoing
submissions of data to a
public health agency.

(4) Capability to identify and
report cancer cases to a State
cancer registry.

Successful ongoing submission of cancer case
information from Certified EHR Technology to a
cancer registry for the entire EHR reporting period.

New measure

(5) Capability to identify and
report specific cases to a
specialized registry (other than
cancer).

Successful ongoing submission of specific case
information from Certified EHR Technology to a
specialized registry for the entire EHR reporting
period.

New measure

(6) Record electronic notes in
patient records.

Enter at least one electronic progress note created,
edited and signed by an eligible professional for
more than 30% of unique patients with at least one
office visit during the reporting period. Progress
notes must be text-searchable in order to qualify.

New measure
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CMS
Overview of Medicare EHR Incentive Program

http://www.cms.gov/EHRIncentivePrograms/

EHR Information Center

Help Desk: 888-734-6433
TTY: 888-734-6563

Registration and Attestation System

https://ehrincentives.cms.gov

Registration User Guide for EPs

http://www.cms.gov/EHRIncentivePrograms/Downloads/
EHRMedicareEP_RegistrationUserGuide.pdf

Attestation User Guide for EPs

http://www.cms.gov/EHRIncentivePrograms/Downloads/
EP_Attestation_User_Guide.pdf

Meaningful Use attestation calculator

http://www.cms.gov/apps/ehr/

CQM electronic specifications

http://www.cms.gov/QualityMeasures/
03_ElectronicSpecifications.asp

Additional Federal Websites
ARRA HITECH Act

http://waysandmeans.house.gov/media/pdf/111/hitech.pdf

Certified products

http://onc-chpl.force.com/ehrcert/CHPLHome

I&A

https://nppes.cms.hhs.gov/NPPES/IASecurityCheck.do
Help Desk: 1-866-484-8049
EUSupport@chi.com

NIST

http://www.nist.gov

NPPES

https://nppes.cms.hhs.gov/NPPES/Welcome.do
Help Desk: 1-800-465-3203
TTY 1-800-692-2326

PECOS

https://pecos.cms.hhs.gov
Help Desk: 1-866-484-8049
TTY 1-866-523-4759

Regional Extension Centers
(For small medical practices.)

http://healthit.hhs.gov/portal/server.pt/community/
healthit_hhs_gov__rec_program/1495

Specific
RadiologyMU (Includes practice analyzer.)

http://www.healthmu.org/radiology/index.php

HealthImaging.com

http://www.healthimaging.com/
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⊲ Appendix E: Merge Meaningful Use
Certifications and Pricing Transparency
Merge Solutions: Meaningful Use Stage 2 Certified 2014 Edition
Merge Solution

Certification Details Pricing

Merge RIS™ v8.0

Complete EHR Ambulatory Associated
Charges

Merge OrthoEMR™ v5.0

Complete EHR Ambulatory Associated
Charges

Merge Eye Care PACS™ v4.1

Ambulatory

Inpatient

Associated
Charges

Merge PACS™ v6.6

Ambulatory

Inpatient

Associated
Charges

Merge OrthoPACS™ v6.6

Ambulatory

Inpatient

Associated
Charges

Merge LIS™ v4.0

Ambulatory

Inpatient

Associated
Charges

Merge Cardio™ v10.0

Ambulatory

Inpatient

Associated
Charges

iConnect Access® v5.0

Ambulatory

Inpatient

Associated
Charges

(click to view solution details)

(click to view)

MEANINGFUL USE GUIDE FOR RADIOLOGY, 2014 UPDATE
(Revised September 2014)

(click to view)

Certification Type

63

350 N. Orleans Street, 1st Floor
Chicago, IL 60654
1.312.565.6868 phone
1.312.565.6870 fax
1.877.446.3743 toll-free

