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This Quick Reference Guide (QRG) provides step-by-step instructions on how to complete 
the Procedure Note, a structured electronic document used by care providers to document 
care and assessment for a patient undergoing a procedure. This note can be used by all 
disciplines, and a new Procedure Note should be initiated for each procedure. 

 

How to Document in a Procedure Note 

 

 

A. Place the 
Patient into 
Context and 
Open the 
Document 

• Find the patient on your Status Board, Patient List or use the 
Find Patient functionality and place the patient visit into 
context. 

• Click on the Enter Document icon on the Main Toolbar and 
select the Procedure Note document. 

B. Documenting 
on a 
Procedure 
Note 

 

• Select the Procedure Name using the drop-down  

 

• Once a procedure is selected, the note will open with the applicable 
content. Each procedure has its own specific and relevant data 
fields and free-text areas available for the clinician to use. The 
clinician decides what sections to complete.  

C. If the 
Procedure in 
Question is 
not available  

• Select the Procedure Name using the drop-down and scroll to the 
bottom to find Other (specify procedure below). Free text the 
Procedure Name and utilize the generic template.  
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Tip: Every procedure template (including Other) has a Procedure Additional Details 
that allows free text. Use of Acronym Expansion and NoteCetera is available in any free-text 
area.  


