HSR OFffl s 22— A4 — A% TR T 82 L, EUR
AEMAREL, e 2EFE, i, WoMELICE
WTHHRT D HSR OIEAMESRA LT 5 2 L &
LTWad, #280E. BEAORBOBETF~< Y —IZ
BT 24k % 220 SOV T EEZ R LT WS,

FER. B2 8L b~ U — A R
% & T, EFEaLEk(health records)dh 5 \ N X iEF-HYIE

RLER—ARIZ DU T O BRI TV,
F{ERER ISR 238~ U —DER, BLO
BENIRO L D ICBHEND,

[2HEH~ U — DiE)

+ B ORI BT D eI DR A B
KENREH LIZLo

- EFHER & L (IMERI Ot G, YK
BE BT 2 FEAGE R
cBEFOREDRAF v S ay NERETA LD

[F2H~ U —m BAY)

- BARHLG CERMABE ORER IR Tx 5
B el

- BERBRCA T a—AST, MAEKCBITLHR
ATE RO

- WAl A HEZR 7 7 (Shareable care) > 3%
cEREEOa I ash—g FE

2. [EHi—= 1) —ER8k o> B
LU IZEREY~ ) — i OFFI 20T E 2R
+.
(D) 777} 4: Ontario Health Profile
(Ontario Province-wide Electronic Health Record
Project, Smart Systems for Health Agency; 2003)
http:/forums.infoway-inforoute.ca/webx?293@974.a
7K9afwUdnn.20(@.eec8837
- BEOHNT RIEDR R L HERFIC R
L. 7 &t 0
- BARBEWNRTES T 7 4 7 R)EBIRTER-
&R, BTELBEORBRE, TLA¥— R
HyDoth= Y —
(@ 714 Medical Summary for Transfer of Patient

Data

(Alberta Health Information Standards Committee of
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Alberta Physician Office System Program Medical
Summary for Transfer of Patient Data Version 0, July
2005)

http://www.health.alberta.ca/about/ HISCA_POSP x{

erPatData.pdf

- [EA0AY informed medical care 2232 - HD ¢, 0
CWHERRD L ZTF A, (DL RTF ATEES

b
LR RN e & X O E S BEEROT
— &ty

- AriEET R A
@ &+ 4. Brtish Columbia Electronic Medical

Summary
(Ministry of Health electronic Medical Summary
Project, 2005)

http://www.e-ms.ca

- R L AR D RIS MO 2 2 T F— Sy b
c BFHINABETE S
FUERBEOR T vy T a v P ERMETS

MR OBE TRINTE %

A ra—nF T, HAENRICBITABRERNO-

@, Whlel IfE72 4 7 (Shareable care) & Z4E+ 5 7~

@ A —A 5 VU 7: NEHTA - Event Summaries

(Australia National eHealth Transition Authority
(NEHTA) — Event Summarics)
http://www.nehta. gov.au/

- NEHTA Tid, LU ORGETE L E42 H#%

a) HAEMZEEE Lo by 7 (B2 N. BEEE
B AL BHER, B3 HYHOEAT —5 70
— 7 H

b) BEERFERISCH e P L X CE R
AT —2 I N—T%FIH)

- SMEHIENE & —MREF ORI O £ Mkt THE

R T ER ERONE, Ao B84 A B4
TH5

fEL SN BEERITEL. W20 DF—F 7L
— L F—SEEMLERENS

* NEHTA Event Summary 33 X OB 7 — Z i HED A

FET VL, ISOL1179 2SN TS

* Event summary |3, —#EOFT Lo— <) —



el d, 7 la— =) —Of s LTH.
FAAT, ABBEREEER, SRPEESEER A YN A

@& #A—A 7 U 7: NEHTA - Discharge Summary
Content Specifications
(National [-Health Transition Authority, National
Discharge Summary Data Content Specifications
Version 1.0, 21/12/2006)
http://www.nehta. gov.aw/index.php?option=com_sta
ndardscatalogue&m=resource&cid=8&id=77&Itemi
d=424

- BRI 72 B SR O LS A 1 o —3 5IR

Brefies EE A bk

BRI ROATF, R, KR, o DVNTIGRE L
WETDMROEKOS TR TE 5 (], K&
soge, ABE)

) ASTM: Continuity of Care Record (ASTM

E2369-05)

(ASTM Committee E31 on Healthcare Informatics
and Subcommittee E31.25 on Healthcare Data
Management, Security, Confidentiality, and Privacy ,
Standard Specification for Continuity of Care Reocrd
ASTM E 2369-05)

- BAEERY~ ) —oimitcdh ) | EaEsa T
F—H¥y hOA Ty a v AL

» BE OREENH & I BE DI REIE L)
At

* CCR [LHHRHITH 0 | & D RERF OBERARS R (Z
ROBERZEP I IZBICETFIELIIRTT 7 A
TED
T A L O AN A 5 BF ST Bk (Personal Health

Reconn%srﬁw)\ % < OBHCEN LA HD
- ASTM E2369-05 (2512 HL7 CDA J44 4 N L&
L T, HL7 Implementation Guide: CDA Release 2 —
Continuity of Care Document(CCD), 2" Informative
Ballot Dec. 06, 2006 738 5
(7)) HL7: Care Record Summary
(HL7 Implementation Guide for CDA Release 2 —
Level 1 and 2

2006)
SRS VR 72 ] [ el Y o

- Care Record Summary (U.S. realm)

SEWI A T A
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<l —
EFHEMA OO T I 2 =0 —
- BEOBFEICME D ZEBEN

(8) THE: Medical Summary Integration Profile

Va s ERE

Medical
IHE

(IHE  Cross-Enterprose  Sharing  of
Summaries (XDS-MS) Integration Profile,
Patient Care Coordination Technical Framework
Revision 1.0, 2005-2006)

http://www.ihe.net/Technical Framework/index.cfim

#pce
. Ei.%iﬁii’%ﬂ)—of’)f’ TR
""" EOEFRIEME ., F7 3k~ ERR BSOS

v ‘?ﬁ’?(£f'1‘~)l£ﬁfﬂ'?z1ﬁ?§'% YT D
@ ISO TC216° Health Informatics - Patient
healthcare data: Part 3 - Limited chinical data
(ISO IS 21549-3 - Health Informatics—patient
healtheard data: Part 3 - Limited Clinical Data,
2004)
- BREHOSHRL LTOT—
—F ATy b6 D
- [RE &N RERET— 21w b, grouping,
ek, TPh#EmT—2t v b
« BB ERERO - DI VBT ST Ot A

T 5 HD TR

#THD, 3 2OF

PAEOHEFNZDT, FORITA A {8 1 ITRT,
£z, TR HOFHIOBE R IZBN S HERO TSI
FAaATE 2 (R”T,

FOMOFEHE LT, Fihidsd,
417+ 4 Health Profile (Health Infoway — Health Profile
component of the EHRS Blueprint v1.0)

 JEARIBAEN T T LT 7 4 o 2 A) L BREN R

(£L 0 BORENEIRTE, 7 L — ke K)o
2 U —

KR AR L, 27 AT b0

- TBIEMFIC LY, BAT -SSR E

B 5 Z LAvATRe
10 A 4 Core Dataset (Nova Scotia provincial
Working Group to guide the development of Primary
Health Care IM/IT Standards. 2003)



CA e B ER T a7 41—

* T4 =V~ AST EPR DGR EHR U A
FliZabv—anifinr—%t v baEt
(8 AHIMA Minimum Common Data Elements in a
Personal Health Record (PHR) (E-HIM PHR Work

Group, 2005)
- I8 A= HEGU f(Personal Health Record: PHR)IZE &
NLHEFBEITL - TR SN D B2 4LED
F—Fy k
Kk RRERHOS, ERHRAHEIC L A @R A E
BBThaZ L
-ESHKDAT Y L LTUL HAOKAKIEH,
AL EFER, 7 LA — L RS E M (drug
sensitivities), RHE, AREEE,  FAFEE, IREE, FB
VRN, BEDRMRTE. STHRAE
(D UK NHS Summary Care Record (UK NHS Care
Records  Service ——  Shareable Care Record
document; draft 2; July 2005)
- BEOE T ERGCE O AR R 5508
PR ER(General practice notes)7» &4l X%
© YRR A EERE ) B O AN S

3. sENCE T Bt < 1 —
FOEIEB DR OERICHT AHHLE 72 ik
BELTIE., UTFAHS,

(1) EfE 5 24 FGEMEEOTHL & 1R7P)

524 & EMIE, SRR LL X B E
(R 2 SR A SRR Tl LA T By,

2 NIPHOBNEETHOT, Wbt I i+
DIEAND LIz 2 b Ok, ORI
FTOEBEEIZBT, TOMOBHHIETT5 b Oid.
ZOEMIZEWT, ST ZNERF LARTTIARS

eun,
(2) [=pfiEmE] THRI 5 23 ZRGEHROTHEET
523 5% u/ﬁfﬁgjuaﬂwaﬂi 1‘0)@01&66

O BRI EOER, K4, MIRUER
@ RO TEER

@ BFEE (L7 KR OYLE)

@ BEOFEAR

(3) {RIREEMEHEEI R OMAIREERE S IR 55 22 5%

(2D
B4 RERER, BEOBEETOREEIC
LB RS X AU iET A o
WEERIT, MRLORRCRE LB a4 ol L2 aud
7B,

i, SRS —ICBLTE,  TERRER
WO @I 2T —% o 7 0 — 7 iEhaR
5 (BREREHIE S Y hUu—2), EREND
RERCERAERE - BHEOFF| &) (R HARRHE), TFE
BT INT VAT LDT—FFT 7 F+ (7 L—
LT —7) (ZFET D) (RAS @SR, 2004)
IR EOR Y MAIZBUT, BRI ERTW A,

D. EE

[EEEICIE, FCKREENZ BT, AW T E (R
MW T, EFEt~ U —IZ B D EHEHROL
N INTWD, v U — LI TN S ERED D
A, AIEIIERA THHD, < ORIV BHATH S
DO, HAf e T —FIHA DI N—TFE5EL,
BMIEC T, ZAbD 7N —F 5t CH
AT5LWIEBZHTHD,

RGO ERIL, B o e, 2
W, B, EROEBNEE 5 LT, B
OBRGICHICARTHD Z LREETHY , ITHF,
H O TR OERE L OEHc X 54
FEOEEMREM SN TV, [EREIROERNG
ALTWHIREL LT~ Y —DE#EENH B, [H
PTG, BRI TEEN B H 3 2 578, [E
& L TOREHER) 22 & DITTFE L 22V,

E. #&im

BEREEHE A 308 L, MRE W HE - Rkt nlfE 2=

WAL A DI, Bra TN G EREHOE
EEBHEINTEY, BKFEL L LIZERD
B TROLNEKRZ ML 2 DD R Y #
HPIREINT NS, €5 LTEBRYEAD—DIZ
ERGLERO Y~ U — 2 db 5, RS EHE Gl
[EAg 4~ U — ek BT 2 sk E S L OERAEE
LIS DM W TRE L, B L.
HORGEERCE B AR Z L L LT~



J— RS BN TEY, T T2 HoF
A& 5, EHNIZBOT S, SR 7 fEE ) 53 2
LIS, BE L TOREERZR & OIIFELARVY,
FEfE A EZ2 =R A X 2. D7, ERICEWTHL
D — R OB flADVH EE 2 BILD,
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(D Canada Ontario Health Profile — Clinical Information Groups (by section)

cHLT RERDOLBEEFICRENEARRL ATEHEILO
CEEREAELHAING (LA, WL LD MR, TL AN EFOH-el

BEELNE LI

A& (Full Name)

HE81] (Sex type}

%% H A(Date of Birth]

=I5 (Language)

{EPT (Addresses)

W% S (Phone numbers)

FAXEF 4 (facsimile number)

Email 7 F1- 2 (E-mail address)

BHF (2 =— 2 T, TOMOBRERES (WCE, private
isurers224) (Hoalth Number (unique identifier), Other
Registration Numbers (WCB, poivate insurers, ete,))

ES 2 (R A 98 8¥) MEDICAL SECTION (CLINICAL INFORMATION GROUPS)
AR B BNAE (Ongoing health conditions)
BERBIUFHM (Past medical and surgical history)
TEIERE (Immunization History)
B (Medication History)
ESHHE A (Laboratory Result History)
BIERM (Adverso Roaction History)
WAL 7 724 (Risk Factors)
EFHEERA LI UMES — X (Madical Alorts and Special Needs)
TR PFIER (Limited Family History)
HHNTE - PCPavtaPob, (hoEHRitd - w45
mERAARF T LR D
(Attending Physicians - PCP, consultants, other health care
providers - includes custodian where relevant)

EMEMFOER (Provider Notes)

[ E&, ECGR Y MUTRF (Attachments e.g. images, ECGs)
ARSI TESRRRESN 7~ FA A BEACXIHACRHEL TS
. EMRIAZ L TG F— ¥ PR A TERV B 20T, F— 2R S 7 r— AR ) —F 22 b TifEhTL L

@ Alberta Medical Summary for Transfer of Patient Data — Data Groups
EEEA A Fa—AF 5 Tlinformed medical cae) 20500 | UMEROL AT A6, by % F LI0FEBSHhALD
PR AL AN A e WD T — Ty
B LA R

W EEEH (Document Sender) BB 35 % (Medical Laboratory Results)
XLHZAE Document Recever) B (Plan of Carn)
S IEEE (Patient Record) EfTe e (Attachments)

HE WY (Patient ldentifier)

BEAT{EH (Patient Location)

EMBEE ESFHEE Crovider Physician [nformation}

BA B AMEL L (Parient Emergency Contact)

EFEEE(E T F ) (Alen)

it 20 (Social History)

BB ¥ (Quantitative Chservation)

& (Encounter)

KEE (Condition)

£ (Diegnosis)

S8 (Problem)

4 E (Medication)

28 (Procedure)

- 7232 (Device)

B HE (Dovelopmental History)

HE - EIRF (Reproductive History)
£ (Family History)
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@ British Columbia clectronic Medical Summary Data Groups

g e TS b s o E e SRRl b L - B P, SR R e 24

BRSO L BB £ Sharesble carefe XERT D

A
R (Name)
{E£PT (Address)
WAFH 5 (Telephone!
R (Pationt [dentifiers)
BB % (Emergency Contact)
Ei B - # (Clinical Data)
HEEHLT - F— (Alorts & Allorgios)
o7 THERY AL (Active Problem List)
BRI HE G (Laby)
PR (Medical History)
FHME (Surgical Histary)
BB (Observations)
FrEEME (Medications)

FOMDT —F
il (e MR BLF (Other Providers(s))
RS (Reforral Reason)
it Gt (Attarhments)
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@ Australia National eHealth Transition Authority (NEHTA) — Event Summaries

RUHA 27 g == (Initial kealth profile)
[ 324 7 ez~ GP (Medical consulration - GFP)
Specialist)
FalTrE AL I (Diagnostic investigation  imaging)
S MR- 55 F (Diagnostic investigation - pathology)
5 - AP B FE (Hospital discharge
iRFE-#1 % (Hospital discharge - emergency)
EROHA (Pharmacy provision)
AEEAR AR 8 (Community based health consultation)
F2AF o~ AR (Allied health consultation)
FIT B RO o bl (2 AT B~ A BE) (Referral, and
Event notification (for example, admission to hospital))
NEHTABLH ¥ — 2§
WEEE (Alert)
#ITEM (Adverse Reaction)
[&1#81/ 22187 (Problom/ Diagnosis)
R E(TE, B ETER T LN - B2 —BE) (Complication {now
part of Problem/ Diagnosis))
#EED M (Reason for Presentation)
S/ ER (Procedure/ Treatment)
#rdE (Modication)
BEER L/ LA/ 2 A b (Clinical Synopsis/Comment)
A2 R - B8 (Disgnostic Investigation - [maging)
AR AfF - ¥ 2 (Dingnostic Investigation - Pathology)
S IEH (mmunization)
3 (Observation)
o2 kS JE (8T 7 FEE) Other investigation (new data group)
FLEAUEE (Comprehensive Assessment)
B IE (Functional status)
w0k AL I (Menagement Plan)
ERANT A (Requested Service)
FLAET e 17 A (Curmemt Servion)
7 — A (Care Team)
AT AZAL (Lifostyle)
e S (Social circumstance)
LI E Y SR (Social demographics)
FHERE (Family Clinical Histery)
i85 (Discharge)
T REOHE 2 057 — PR v TIINEHTAK A M B 2 Tus
W T AT (Adverse Reaction)
R IR (Alent)
B2 €7 A (Clinical intervention)
s /7 (Clinical Svnopsis)
F-EAHERE Connunization)
E R {Observarion;
FRE/ 2218 (Prublem/ Disgnosis)
HHHEE (Roason for encounter)
BEMR T (Pacticipant D data)
2 A= g (Client 1D)
B G IS 4~ (Provider 11)

inpatient)

NEHTATIRIER 07— o R btb gl o F— B
(Initial Healtk Profile Event Summary-Proposed Data Groups)

WHEL (Alert)

#{EM (Adverse Reaction)

) (Legal)

SR/ 2E 0 (Problem/ Diagnosis)

B2 6 71 A Clinical Intervention)

= & (Medication)

B & /7 & 2 (Clinical Synopsis)

FEiHEH (Immunization)

#3% (Observation)

a7 F— I (Care Team)
FRATO W12 (Current Service)
R o7 A b (Clinieal Context)
FHERE (Family Clinical History)

REALHHE (Functional status)

FA T AR A N~TEH (Lifastyle ~ Drug of Concern)

AP ARAN-ENE (Lifestyle - Alcokol Consumption!

FAT AR A %3 (Lifestyle - Nutrition)

747 ARA N -8 (Physical Activity)

PAT A A -BRHE (Tohacen Smoking)

R AL R I (Management plan)

WS RBP4 T8 (Standard Comprehensive Assessment

Frocedure)

th2 I (Social Circumstance)
AR S EEHRD 2L T A2 BIEL TS L Fd
NEHTA BUK 7 — ¥ BREITIHER 7 o7 7 f iz &b T
PUTF I ES RO E M Ia s —Lon A B L5

HepEOFH (Reason for Presentation)

T RE B - (Diagnostic lnvestigation - [maging

TS - R (Diagnestic [nvestigation - Pathology)

g (Other [nvestigation)

FREN 1A (Requested Service)

IREE (Dischargs)

Sh)PELEHMER T (Other participant 1)

-rE

bt

L7




® Australian Discharge Summary Specifications (draft)
- ERIANIBRE R BB YRS 1D
CMIERRIT A NE, BT R AD Rt & RO EROHE TR TED (), Rt A, ABEES)

BIFMYHORGANIZATION DETAILS) VA2 77k (RISK FACTORS)
BNV F- (Patient [D) %88 (Description
ML (Patient Name) MEE A (Stert Date)
@R (Patient Addross) HME (consumad)
W4 A 8 (Patient DOB) #7T B (End Date}
MELER (Patient Sex) T8 (Nutes)

ME O E LM SUCE | MR NRole), WEHS)
Patient main contact {Name. Relationship, Rola, Tel) REREICRE (functional status)
AR P EPE N B (Langunge Interpreter required) %4 (Description)

AR (DISCHARGE SUMMARY) RV (Reore}

AFTH (Admission Date) TEEE (assessed by)

iR8% 0 (Discharge Date) sagad datel
B (Roason for Discharge) TEB! (Notes)

TR TH (Destination on Discharge) B /7L A (chinical synopses)

N L T0T s | S I A R B 4 T2 58
PRESENTING PROBLEM(S} - Problems on admission, Description,

Code, Codeset, Notes AW S A0 A0 R (Comments on stay and management}
F45.4 (Principal Diagnoses) W10 e 7 8 ) (Discipline)
EJAE (Prineipal Dingnoses) 4T R (synopsis)
e BWEAT B Dy States) HHE/ T4 (Author/Signatory)
OTHER CONDITIONS/DIAGNOSES -
Description,Code, Codeset, Notes AT (Date)
& (HE- R, o —F, 2—Ftvb, &8
COMPLICATIONS - Doscription, Code, Codeset, Notes B (procedores)
BREEFOEIRE-$9FA o —F a—Ftwb B8
(PROBLEMS ON DISCHARGE - Deseription, Code, Codeset Notes) 481} (Description)
FHERE (FAMILY CLINICAL HISTORY? 8 {4 (Date
i2HA (Dascription) THEE (Notes)
4L (Rolationship) P - WD linvestigation summary)

X

WA Severity) AL 1 (Servien Provided)
WRIEF#F (Age &t Onset) W B (Repurted Date)

aE H (Date ar Onser) Aot il B (Summary Resulr)
B354 8% (Age at Death} B (Patient D)
WA (Yoar of Death) 1G4 (Name)
TEF (Nates) LA H (DOB)
FEAEME (relovant clinical history) N (medications)
MRE/ B2 17 (reblems/ Diagnoses) BB~ RATE T # (wntten medication instructions
TRH (Description) given to patient)
BOER (severity) @ (Satus)
L& (Age at Onset) =4 (Generic Name)
W7 0 {Date at Cnset) Jdu % (Brand Name)
THRETHT (age &t resclution} FITE (Daxe Form)
s B (date ar resalution) HE (Sirargth)
PLE (Notes) FEEE (route)
WV (procedures) WHIE (roguency)
%P {description) 5B Gupplied anount)

A (Age) ¥ b W] (treatment duration)

BT (D) B BRI Gercon for now drag/altored dose)
LW {Notas) {18 (Notas)

[#78¢ (trealment ) #ee S (Opdering provider)

U/ B Gnvestigations/ chservations) Joe A 2APR R I 003 4 (Medications admustered i provious 24 hours,
@Y P (social 1ssups) 12 5057 (dase tme)

9 (Description) 7 A4 (care plan?

LS H (Start Date) o= T I (Follow up care plan)

# T Hitnd Date) | (Srart Date)

EH (Notes) %A ko (Title}
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FAT AR ARALIFESTYLES
128 (Descripticn;
HbE 2 (Start Dare)
R (consumed)
# [ F (End Data)
TEE (Notos)
BE DTN (Patient instructions/ information)
THUAEE~DREN E ) Future appointments (including
external referrals)
8 f4{Data)
R4 (type)
EREGEE O E (Providers Name)
T TE i (Loration)
7 f(Reason)
TEF(Notes)
FIEH (adverse reactions)
L34 B (date at onset)
THE (type)
B (Description)
HEAE (severity)
YT 7i,asr (reaction)
FEIZIE (cortainty)
R A (Statused by)
I A (Statused Data)

2 Notas)

SR IHOEAR W) (Alents)
T Type)
13 M(Description)

EEHES (Age at Onset)
HE L5 B (Stan Date)
# T H(End Date)

W82 F (Statused by)

527 B (Statused Dare)
ER(Notes)

PAIF T E) (Advance directives)
B (Dascription)

BBLE H (Start Date)

# T B(End Date)

32 (Statused by)

A O (Statused Date)

7E FiNates)

(KB H7 32 A (Pathway (for this patient))
ML FH O IER (Froviders Notas)
IBBEEEO 1 A (Sorvices arranged on dischasge)
BERS B (stant date}
e ADTRE (tvpe of service)
FERAR O R (Providers Notes)
Y F— A (Care Teams)

% (Type)
EHEAE O RS (Providers Name)
EW I E %) (Providers Role)
e b/ /ERT (Unit /Ward/Address)
WHEE % (Contact Details)
748 (Notes)
ERIE O RE (Iimended recepient(s))
K4 (Name)
=% (Role)
HR (Notes)
e/ B4 (Author/Signatory)
%% (Name)
#F (Role)
H{F (Date)
TE# (Notes)
FEIT- AR (Investigations - Detailed reparts)
ARHE (Status)
ks 24— A (Sepvice Provided)
WE (Observation)
2P (Site)
42| (Ordering Provider Requested Date)
A (Received Date)
WEFOME B (Reporting Provider Reported Date)
FiAEE - A T EEERD - R~ % 7 (Test Name Result
Reforence Range Abmormal Flag)
fiﬁ an!l,:.\)
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@ ASTM Continuity of Care Record

g
BB OB S LS R N T R
S TETERASTCINY B B AR MR A
CF =B B DPersonal Health Record4-E M | & BR L &LALBLNL
Y {‘rf*’”u:.f' ¥ WFH g T ¥ DY oOa = FRAEAXML, document TRAESILE
B R M 2 LD R R, 2L A A TR — 2 — R R A LD
'?"' "',3-1" <t F- T PR T A& e XML 1, 38, 388, B0 (description); B0, SI#); A bR M/ ERF
Fid S s b M OT 2 (0%, R, Fik, Sofh, Tt TXMLOagee] dementsPlUZ EERS)
5

ThY., BEEBEaT P 2y bR ay bR

S0 I o Bl

CCR Header—T# ORI L 8, fleh| . T8, »—ar | (Bl B {1/ 85H), B Omy£ RER AEFLER

CCR Bady-a 7Lt K72 (F3H, REL2L a)
(8 (usuranee)
ERTTE R L W 77 4 03 (Advanee Directives)
HoR MERFRGER | MBS ) (Support (praviders, contacts))
BT (Funetional Status)
H1RE (F'roblems)
FHER Family Histary)
thea B (Social Histary)
il B BIE (Alers)
5 ¥ (Medications)
[% 9 1 M (Medical Equipment)
FEAfEdE (Immunizations)
25 2L (Viral Signs)
it 4 (Rosults)
WE (Proced
4 (Encounte
7R (Plan of Cares)
M (Dractitioners)

®s)

CCR 7w #- #5038 Biaxternal references)iZ M1 54 -0 C oMy 3‘1 Tl T XA MDAk CCRICE TN AF —2oMba
TARTODEL, BLUTATOT I~ BB L LT awi Gy
T 77 (Actors)
#08 (References)
2t A b (Comments)
F8 (Signatures)




@ 11,7 CDA Care Record Summ ary Implementation Guide Levels & 2
— Required and optional sections of a CRS

BBy T L &0ty

bt R M

i AN
AHLT CDACME YL T, Care Record Summaryd i oL — 83655705

- BEF YIS
[EW R HE e
~BF ORI IHH T
L [EEa

HEADER - #43{¥ 7 i-a.
CELCERRR -, ST — 20, TEEDMR, TEFELLY
R AR (Assigned healtheare provider(s))
RN AN 47 MEOHERIE (Record custadian, document legal avthenticator)
W—EAREL AT B DR AT W& LB (T O8E (Service and oncounter types and date rangos as appropriata)
TATOMMEROEE., B, BIOBE, E\YS, &8, Fl ol g oI -2 i
T T RIGRRE B [ Bl
BAGEENH ALY, TERE 7 —# (Record Target data e.g. patient’s birth date, gender}
R, O DERIER SN RETD) (Insurance and other guarantor information as appropriate)

BODY ~ ##{ €231~ (ALIGNED WITH NEHTA DATA GROUPS; CCR DATA GROUPS)
MBRYAMY 2747 22l FER), 8240} (problem list (active, none, unknown JRY; resclved (0} )
BEFEAE (history of past illness)
TRkt ANFEES, JREREY (diagnoses - admission. discharge)
TleAF—LfiER-7TLA¥ - OMREEER, EL, 48, VALRIBR) (allergies and adverse reactions
- histery of allergies (knewn, none, unknown, removed from list)
LA DI FER], fEF, L (history of medication allergies () - pharmacy, dietary, general)
o AR APEERE B (medications - histary of medication use, admission and discharge meds (03)
i (haspital cocrse (O))

F St
FPENTE D/ LR (reason for visit/chief complaint )
¥ Jro#im (reason for referral)
BLIRIE (Listory of present illness)
BEREE T 72 4 A3 (advance directives)
HREAREE (Unctional status)
FWOEEE (past surgical history (relevant procedures))
SWAE (prior encounters)
HIERE (Family history)
11528 (social history)
T B53BTE (immunizations)
ARF L e (review of systems)
SEHERO ALY R EE R NE RIS RS SR BB Lo L (R )
(physical exam (ncludes vital signe — height, weight, temperature, BP, pulse rate, respiratory rate, O2 saturation; fotal vital signsh
B -8R (ERER TR 0255 A% 1) (studies and reports (includes lab results))
r 738 (care plan)
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ITHE Content Profiles
RET BT
CDFLMA D, LoLLEESE O EE D
R OERIAS | AL (8 % WA B R (R F A R TS

Table 1 - #@4~Y=rF 1y F a7 (Referral Summary Content Profile)

IHE PCC Planning Committeed J13 (2 LT E S h - B ool B 4 Eid 2, BlEIIHLY CDA CRSEMZua BB 7o /1L
ST A S 2L 5 108, R = Required; R2 = Required if data available; ¢ = Qptional

FAIT B (Renson for Reforral) R
AL (History Present lliness) R

RO RARE (Active Problems) R
YRR (O il Meds) R
Tl X (B OO RIER) Allergies(and other adverse R
R L R (Rescolved Problems) 2
FALEWTURE (List of Surgerios) R2
FEEER (Immumzations) R2

FIEFE Family History) R2

L (Secial History) R2
ML 2T 20 - (Partinent Review of Systems) )
A 20 A (Vital Signs) R2
T:#% (Physical Exam) R2
IR T/ B E(U2 48 1) (Relevant Surgical R2

Procadures / Clinical Reports (ineluding links))
SRERRIT R S L O A (R R IR, EKGAY) (Relovan 2
Dugnostic Test and Reports {Lab, Imaging, EKG's, ote,)

including links)

R (Plan of Care) (new meds or interim referrals like R2
physical therapy, labs, or X rays ordered)

WG (U 2 77001 ) (Advance Directives) R2

.3 FE T 85 - (Patient Administrative Identifiers) [
SRERIRIF S (Pertinent Insuranes Information) R2

Hi- RO R ERE B2 58S 0T NN ELRY — 2 R2

Table 2 - i&fRY<Ya- 7707744 (Discharge Summary Content Profile)

AFEA (Date of Admission) R
BBt H (Date of Discharge) R
IR F LW (Participating Providers and Roles) R
B TR (MEAY, YA T Yoo ) (Discharge R

Disposition Gneluding whao, how, where))

AR (Admitting Diagrosis)

AR (History of Present lliness) R2
AIET& K21 (Hospital Course}

DI RE R (T 7 F o A PR L R T L BSR4 35 ) (Disechargn R
Dingnosis) (including active and reselved problems)
AR E SN EAROILBIR ST Selectad R2
Medicine Administered during Heospitalization)
PRI AL 4 (Discharge Medications) R
FTLoA-FLRHER (Allergies and adverse reacticns) R
JATEEE fr®R (Discharge Diet) Q
AT Lot o (Review of Systems) (6]
A A (Lo ML R DR, B/ R AR (Vital Signs R2
( qnt, high/low/average))

Aional Status) [$]
OEEW SO 2L &) (Relovant Procedures and Reports R
Greluding inks)
F2EHE W L R o 2 B T ) (Relevant Diagnostie Tests and I3
Reports Uneluding ks
o3 (an of Cara) R
WA EMS]F (Administrative ldentifiers) R
L0 B (Pertiment Tusuranes ot ) )




@ 18O 1S 21549 — Iealth Informatics — Patient healtheard data: Part 3 — Limited Clinical Data

L 4

WOEREL TOF — 8Tl 30007 — 84 2 by

ot o)

TOMBRECBE FDLOTRAY

MR MM T — 2 (Limited Emorgoncy Data Sot)
YA Z ¢ (Asthma)
LM (Heart Dissase)
LM F B (Cardiovaseular Disease)
CAZABEYE (Epilepsy Fits)
RN (Neurnlogical Discrder)
[ B (Coagulation Disarder)
R (Diabotes)
P (Glaucoma)
#r (Dialysis Treatment)
B (Transplanted Organ)
ERER O MR (Missing Orgen)
AT (Removable Prosthesis)
ode 2 A N EK (Pacemaker In Situ)
Ao e P E— 4 (Slow Acetylator)
P EEFUH (Taking Antipsychotic Medication)
FP LA BB B (Taking Anticonvulsants}
FURBERREIR A (Taking Anti-arrythmics)
PEIE AR A (Taking Blood Pressure Drugs)
FARE L R (Taking Anticoagulants)
FOHE S R JERR B (Taking Anti-diabetic Apents)
AEAZIFRE (Taking Antihistamines)
APl hEob e B (Received Streptokinase)
U T LoL & — (Allergic to Analgesics)
ERR W Ll (Allergie to Animal Hair)
FUESHE T LA N (Allergic to Antibiotics)
2AZ DT LA F— (Allergic to Citrus Fruits)
A AT LT (Allergic to House Dust)
BEF L (Allergic to Lgas)
BAET LA K (Allorgic to Fish/Shollfisk)
AYE T X - (Allergic 1o lodine)
L2 T LA - (Allergic to Milk)
T VTl — (Allergic to Nuts)
EF 7L ¥ (Allergic to Pollens)
F O DEE T — (Allergic 1o Other Agent)
FODAIF 2 {Other Data)

SR (Necessory attributes)

Tt % T —#t v Mlmmunisation data sct)
MM (Attribute Name)
FEATE IR (29 2) (lmmunisations Received (class))
A (Attribute Name)
TiorE TR (T )
(mmunisation indicator (enumerated))
FERRTRR T — 2 2 B8
{itnmunisation status {enumerated))
R TP H (A (5
(ast date immunized {date))
FEEH - F (o F T2
{immunisation code (coded data))

T B (Accessory Attributes)

i % 8 L ¥y 7 — # - MBlood group and transfusion data set)

1 ik B (Blood Grouping)

M#ER (Blood Group)

REEF (Rhesus Factor)

BRI B (Date Last Blood Grouping)

MR 7Y F X2k (Blood Group Free Text)

Wi (1258 (Blood Transfusion Dhelails)

¥ AL 7545 (Blood Transfusion [ndicator)

e AE MM 17 (Last Blood Transfusion Date)

F G L AR (22— 1) (Blood Product Given {coded))
1% Bt (Accessory Attributes)
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-y~

e B )

#ofn rhs &

Abnormal Flag
.'\u.eswqr attributes

W (A el

w7y [

Chinical Synopsis

BT I A

* Coagulation Disorder

HEWE

Active Problemis)

(H’Un‘iii et XV T 27 o f2 [HRE

Comphications

A rr—?‘f

Actors rai e R | Comprehensive Assessmen .-m:r JET I
Administrative [dentifiers & @J_J o+ Comprehensive Assessiment SRR T
Procedure
Admussion Date ABF O Consmmed ELE IS Y]
Adnussion to Hospitul NS Contact Details A i aE
Adimtting Diagnosis BB ol (&7 Contaci(s) Wirk &
Advance [Dnrectives P, VO T Content Profiles 3 7 L aws e —
i ]
Adverse Reaction miEH Contimaty of Care e
Adverse Reaction History 8| [EHIAE Continuity of Care Record n{*F"F’" ir T?" ik
Age at Death YL ARl Current Meds
Age :1l'Un-&e.;l ‘E’f’i*‘—ﬁ Lurrcul bcmcc . "R
Age at Resolution ﬁéﬁ-ﬁ'% custodian ﬁ A E:Iig_ “EEIR’- E k-3
Alert{s) SRR W, T Date at Onsel SR
Allergic to Analgesics B LA Date of Admission ABTH
Allergic to Animal Hair HRET L L F Date of Discharge 120 B
Allergic to Antibiotics RERE LA _ Demographic Data AW, TETI 5T (T~

Allergic to Citras Fruits PA KBTI Dieseription TTRSER R

Allergic to Eggs T Destination on Disclarge APEf TR

Allergie to Fish/Shellfish RITET AN Developmiental History LHR

Allergic to House Dust WA ANT L X Device Tl BRAE, WE

Allergic to lodine EDE T Diabetes PRI

Allergic toMilk BT LK Diagnoses- Admission .\,p}?ﬁ?.,lﬁ'

Aﬁcrgic 1o Nuts Fo YT LA — Dhagnoses-Discharge PRy i

Allergic to Other Agent FUADTRR T L Dhagnosis e

Allergic to Pollens ERTL LY — Diagnostic Investigation-lmaging 1 B0 5 -6 (&

Allergy (-gies) R Diagnostic Investigation- S5 vk i

Allied Health .7 7 (FRREEM  Dialysis Treatment T

issessed by - Discharge B

nssessed date [ischarge Date iREE -

Assigned Healthcare [hscharge Diagnosis BRI

Asthma HAFS Discharge Diet PR R

Attachment(s) GG [ECGS . BM 90 Discharge Disposition (including  RIRE (AL H0%0- T Fr~ &)
whe how.whete)

Attending Physician(s) R, R Ihischarge Medications iRivEsE A0y

Attnibute Naine(s) e | ﬁ‘ﬁ’ bl Dhscharge Sunmmary R BN LY

Author/Signatory ik -k Dhsciphne LRk G R (LD

available at the point of care B LA TH[H T8 4 Document Legal Authenticator Iﬁn’)?:'{:ﬁ’h-? & (Vs

Blood Group i3l Document Reeeiver F (34 [T misd)

Blood Grouping Lk BRTE Document Sender :—ri‘ﬁ-f‘a‘-ﬁ [rE s ]

 Blood Product Lk B ~ Dose Form iF

Rlood Transfusion i Dose Time = HEE

Blood Transfision Details oo ifeas I Status L

Blood Transfusion Incicaton i ECGs (Electrocardiogrami 75 ) LR

BP (Blood Pressine) ERGs (Iflekl(wkuﬂiingmﬁ!lf%ﬁ)) L

Hrand Name ; Emergency Care WA ORI

Cardiovascular Disease R e Fmergency Contact LBt S

Care Plan T M, T T Encounler(s) (MO0 m E, e, 5%, 0%

Care Tean(s) i End Date ®TH

certtumty T Epilepsy Fits TABsARIE 1

Cluef Complaint Al Event Summary {ediaprifl]

Client ID P R T External References FRERR

| Chnieal Context: BUR PTG BRI IR B EYS External Referrals B~ T T

T %F‘
Chimeal Data E'T e fiace-to-tace meeting o ifii T il i

Chineal Intervention

Farnuly Clhinical History, Faruly
Llistory

Fetal Vital Signs

R e
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Health Summary Record #0017

Functional Status agacil s Medication History g
Future Appointments T# Medication(s) il "fi‘_?J
gender 1E. MR ) Medicatons administered in o BT [PEETE ¥ S

) previous 24 hours )
Generic Name A Missing Organ AR K (87— eap)
Glaucoma Py Neurclogical Disorder PRI N
Health Consultation PRI SR, e s e & Notes LA 1588
Health Informatics W iu“-i-“ ' ' (2 saturation e il
Health Profile a7 —a Observation(s) e
healtheare visit ik, BW On Call Care Arva—n-HT
Heart Disease A Un gong health conditions e TN ]
highlow/average ol /AT T2 Ondering Provider e, A LS Ene
tistory of allergies known BRI 7 L F—pt Pacemaker InSitu AR A—h
history of medication FHTLAY—E Participant 1D EEWUT
allergies
History of Past llness BLERE Pahent Identifier BERTT
History of Present [llness #9740 Participating Providers ENHIR EREEE
Hospital Cotrse TR FEIA Past medical and surgical history  FETEAEJS.L {):-‘3-‘-(*“.‘5
Hospital Discharge- - * Past Surgical History FHOWEE
Emergency T
Hospital I)Iwharge lnpatwnl poi Kﬂ?r’?‘-ﬁ Palhway (for this pa em) (EEBRFD) A=A
Hospitalization ApE Patient Address B#E R
Imaging (T F)mR Patient Administrative Identiliers 20512 F LR -
Linmumsation data set TR — ok Patient DOB BHFEFERA
Immunisation indicator TR IEE Patient Emergency Contact BB
Immunisation status TR AT — A Patient healthcard data BN~ — 5
Immunisation(s), FiARER Patient Identification BEWS T
Imrnumzation(s)
Imnmnization History TEARETRAE Paticnt Identifiers BHMSF
Tmplementaton Guide N AN [eies) Palient instructionsinformation  #UF ~~dF 3/
Initial Health Profile TR (ABEH B E o7 - Patient Location BET (e
Insurance (4 Patuzn! main confact # '
Insurance and other EBET ORI Patient Name o
Inveshgation P Patient Record BHETE
lnvestigations Olbservations P8 2/ ¥ % Patient Sex e
Investigations-Detailed - s PCP (Pnimary Care Physican) AL B WRER | (R0 AR D)
Renorts e — ;g?‘a‘:*‘r’ ;
Investigation-Surmmary - T Pertinent Insurance Information  (324){8.0% ¥ 48
Lab(s) BOA e T Pertinent Review of Syslems )R BRI/ L o
Laboratory Resul| BLA R E ki Pharmacy provision FORORGE

Language Interpreter required SAE8 7 0 BV H 48 Physical Exam T

Last Biood Transfusion Date Me##i 0L = Physical Therapy R
Drast date immunized WREFHRE A Plan of Care 57 i &
Lifestyle FATREAL A Practitioner(s) AT R
Lafestyle - Aleohol FATARLN=T 2L ER®  Principal Diagnoses L, EREE
Consumption

Lifestvle - Physical Activity 70 7 A% (L -8 fin Prior Encounterts)

L |l'es:y]e - Tobaceo Smoking 77 A% L-BE AR Private Insurer(s)

Lifestyle-Drug of Concern 77 A% - ¥y Problem List

Lifestyle-Nutrition TATAH I'Jir- =3 Problem(sj

Limuted Clirucal Data IRIE BB 1A : ProblemyDiagnoss ’ .
Limitzd Emergency Data Set BiC 98 85 74, Problems on Discharpe BEEE T

Limited Family History PR E B R R Proceduire(s) N, EiE. T Jﬁ’r”b.«
List of Surgenes L ﬂ-#'—f*"! A " Procedure/ Treatment W e
Management plan Provider 1D e G PR -7
Medical Alerts [ WEEE provider of vare or services Y EIATY AN
Medical consultation.GP "33):!3_/ AT i3 =GP Pulse Rate 5.?\'53\'

Medical consultation- R AT L - PR OQuantitative Observation

Medical Equipment
Medical History

Medical Laboratory Results

R A
o

BschE s T

Reason for Discharge
Reason for Encounter
Reason for new drug/ultered dose

ﬁ"Jﬁ Fz“}i‘-}'wunﬂﬁp
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Health Summany Record #0510 %

Reason for Presentation AR Waril
Reason for Referral Py WO (Workers' Compensation
Houatd)

Reason of Visit c[i . wrilten medication mstructions

Receiver Streplokinass A S AL - Year of Death

Record custodiun fE

Reference Range Mg gaFE

References R - O
Referral Reason R

Refersal Summary [T e Rt

Registration Numbers bk

Relevint clinical lustory HEE

Relevint Diagnostic Tests

anFe

Relevunt Procedires und
Reparts

R e

Relevant Surgical
/Clini PO

AEERE BRE S

Removable F;rosﬂ\csis

Reproductive History
Requested Service

ERENA -

Resolved Problens)

B L7~

respiratory mite i B
Review of Systems PAT I
Rhesus Factor RhiA]-

Risk Factors
Services Arranged on

BRIt — A

Severnity

HEE

Sex type PR
Slow Acetylator Aa— « s
Snapshot AT rayh

Social Circumstance

2R

Social Demographies

Social History

Social lssues

Start Date

Statused by

Statused Date

Strength

Summary Result

WY

Supplied amount fe b B

Support providers Aol R L
Surgical Procedure Y sES

S}ﬁ\fjﬁé e M

Taking Anti-arrythmics LB RR A

Taking Anticoagulants

'['i:i;ing Anbiconvulsants

falt e AR

Taking Anh-chabetic Agents #7114

Taking Antilustanunes

i

Taking Antipsychote
Medication

Taking Blood Pressure Dirugs 55 #)84

Test Nume

[

Tromslusion Data Sel
Transplanted Organ
‘Treatiment

[T e
P 2%
e

Treatment Duration
Vital Signs

R

i - Wt




HiT#H &L

HE
HERA | WXIA b4 | BEREO | E OB 4 (WS | R [HRE ] -
A4
HERE
BERERA LT A b4 REAGEH B a2 Hi R
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