
Perfect SOC

On PC



Step 1
Search your patient, click on their name and 
this should bring you to the patient’s chart. 

If the patient is still “Pending” status , 

then you will see this window and need to 
convert the patient to “Admitted”:

Choose Edit

Choose Admission Status and select admit

Confirm the correct SOC date

Choose the correct Acuity Level

Choose the correct Emergency Triage

Choose Save on the top left



Step 2

Next, you will create the admission order:

Choose the “Orders” section on the left

Choose the “Add New Order”

Choose “Type of Order” and select 
“Admission Order”

Enter your Discipline Name

Confirm the correct MD

Confirm the SOC date

Then SAVE



Step 3

Next, the admission order needs to be 
completed. Start by entering the Medications.

Enter medications by clicking on “Insert”

This will create a field where you can enter the 
medication.

Start typing the medication name to bring forth 
a list of medications. 

Choose the corresponding medication

Fill in the correct Strength, Dose, Frequency, 
and Route

To enter the next medication, click on the 
“insert” again

Save often 



Step 4

Complete the “Reason” section.

Choose the template icon located next t the 
“Reason/Notes”

Choose the “Admission Order” patient 
encounter template and click select.

Complete the narrative. 

Feel free to amend the template to fit 
your patient.

Your narrative should “paint” a clear 
picture of the Pt’s status, problems, 
skilled needs, and proposed solutions.

Save often



Step 5
Next, complete the “Physician Orders” section.

Choose by clicking the template icon with the 
‘heart’

For disciple, choose “Other Staff”

In filter, fist look for “485 new template”

Choose the 485 new template and click select

Then continue adding the diagnosis teachings by 
clicking repeating the earlier steps on this page.

Under filter, start typing in the diagnosis (ie ulcer, 
hypertension etc)

Choose the diagnosis and click select

Save often



Step 6
Next, complete the “Goal” section.

Choose by clicking the template icon with the 
‘heart’

Click on the arrow to arrange the “subject” by 
alphabetical order. 

Look for the diagnosis or reason that correlates to the 
main reason why skilled home health was needed

Choose the Goal description and click select.

Then continue adding the more goals the above steps. 

Save often



Step 7

Medication Completion: 
• Choose “Insert” 
• Enter the “Date” of the prescription
• Start typing in the name of the medication under “Medication”
• Enter appropriate strength, dose, and frequency
• (Please note on Medications that have a finite prescribed period (ie Antibiotics), please enter length of the medication (ie x 4 

days, 10-days, etc) 
• Check “Lab Needed” box if labs are needed to monitor the medication.
• “Save” often
• When done, “Electronically Sign”



Step 8

• OASIS Completion
• Choose the OASIS section and chose SOC OASIS



Step 8 (cont)

Select the appropriate Race and 
Payment source

Select next to continue



Step 8 (cont)

• Choose disciple type

• Enter staff name

• Confirm referral date or specified SOC date

• Choose “Next” when done



Step 8 (cont)
• Complete all fields appropriately, and pay close 

attention to all fields labelled with “COP” (Conditions 
of Participation)

• ALL “COP” fields needs to be completed thoroughly

• Advance Directive information is needed, indicate if 
none

• If no advance directive, may place “Pt/PCG was 
educated on advance directives and was provided with 
educational materials and materials needed to enact a 
simple advance directive.”

• List POA

• Inpatient DC date must be entered if Pt was DC’d from 
an inpatient facility within 14-days of the SOC date.

• Primary reason for Home Health. ie “The patient was 
referred to skilled home health care for a skilled 
evaluation on home safety, medication management, 
knowledge deficit, to check vital signs, to provide 
wound care, to provide therapy, and to provide skilled 
teachings on observed knowledge deficits.”



Step 8 (cont)

• Complete homebound status and 
patient medical history.



Step 8 (cont) 

• Enter diagnosis. May enter by description 
or by code.



Step 8 (cont)

• Continue to complete all “(MXXXX) questions

Complete hospitalization risk

Height and weight are mandatory
Complete Safety Measures and Prognosis



Step 8 (cont)

Living arrangement and PCG information needed



Step 8 (cont)
Complete the sensory status, make sure responses are 
based on both subjective and objective observation.

M1242 Question asks if and how often does the pain 
interfere with activities. NOT whether there is pain or 
not. 

Complete the “PAIN” portion even if response to M1242 
is “1-4”

Don’t forget to indicate if the current pain measures 
is/are adequate



Step 8 (cont)
Complete the endocrine/hematology portion if 
applies to the patient. 

Complete the portion even if we are not treating 
the patient for any endocrine or hematology 
ailments.

Choose next when done

Start completing the integumentary status page.



Step 8 (cont)
• Continue completing the integumentary section.



Step 8 (cont)
Complete the wound information thoroughly

Indicate why or why can’t the Pt/PCG do the wound care 
but also mention potential to learn wound care

Indicate if the patient is going to a wound care clinic, has 
WoundTech seeing the patient and/or if SN is not needed 
for wound care under comments.



Step 8 (cont)
Continue to answer the Respiratory Status

VITAL SIGNS are mandatory

Complete the CARDIOPULMONARY section

Please be consistent with your responses

Note the new COVID-19 screening question when asked about 
travel information

COVID-19 questioning mandate answering the presence of 
cough question

Please indicate on the bottom portion on other pertinent 
responses to COVID-19 questions. 



Step 8 (cont)

Complete the GI section and Nutritional 
sections.

Mention if Patient is on dialysis and 
which days they go to dialysis center

Note Last Bowel Movement and 
frequency of elimination

Indicate appropriate diet

Complete enteral feedings if present; 
even if we are not providing enteral 
feeding care.



Step 8 (cont)

Complete NEURO section

If patient has indicator of 
being slightly none 
compliant, make sure to 
check # 2 in M1740 and 
indicate “Inappropriate 
follow-through in past

Complete “COP” sections



Step 8 (cont)

Complete ADL/IADLs section using both 
subjective and objective observation.

“Can patients be safer?” 

Please think “within the past 7-days” when 
answering questions

Must indicate Functional Limitation and 
Activities Permitted



Step 8 (cont)

Under Functional Status, please assess the tasks if possible. If not, use subjective and objective observation to answer. 

Please refrain from answering “Not assessed”.



Step 8 (cont)

Medications should populate under Medication section if it 
was properly entered in the Admission Order

Please indicate under comments on Patient 
compliance/none compliance, etc with medication

If patient has IV ABX, please indicate route (PIV, PIC, 
Port-A-Cath), where IV is located, capacity for Pt/PCG to 
learn and take over IV, and/or if specialty pharmacy nurse is 
managing IV instead of us

Enter all known ALLERGIES



Step 8 (cont)
Complete the whole section, especially the “COP” 
sections

Proper completion will help “paint” a better picture of 
the care and other circumstances that may hamper 
care and goals.



Step 8 (cont)
Enter anticipated amount of therapy visit

Enter all DME (both present and to be ordered)

Under PATIENT/PRIMARY CAREGIVER EDUCATION… you 
may enter the following template:

Pt/PCG educated on on disease process, S/SX's of 
exacerbation and reportable S/SXs. Instructed Pt/PCG on 
proper medication management and monitoring of 
effectiveness. Instructed patient on home safety and when 
to call MD, SN, and/or EMS. Instructed patient about 
Patient's Rights & Responsibilities, and Complaint Procedure 
and State Hotline #. Informed patient of Agency’s hours of 
operation and after-hours/weekends on-call contact 
information. Patient/PCG expresses understanding

Under SKILLED CARE PROVIDED… enter the following 
template:

SN observation and assessment of all systems, medication 
compliance/efficacy/knowledge, pain levels/management. 
With patient input prepared a POC. SN provided skilled 
education on proper disease management, medication 
management, home safety, and EMS protocol. MD notified 
of findings and further plans. (Please add other skilled 
services provided (ie wound care))

Under PATIENT SUMMARY, :

Please “Copy and Paste” the narrative you created in the 
“Reason” section in the Admission Order



Step 8 (cont)
Complete the rest of the section with DC plans and Rehab 
potential

When done, proceed “Next” to setup the Care Plan 
Summary/Ongoing Plan of Care under the “CARE PLAN 
POINTERS” page.



Step 9
• Completing the CARE PLAN POINTER will 

populate the “Ongoing Care Plan/Care Plan 
Summary” that will help creat a road-map of 
care and intervention you can provide one 
every visit.

• Suggestions will automatically populate 
depending on your responses and diagnosis 
you entered in the OASIS.

• If you cannot find the appropriate Care Plan 
Pointer, you can add your own Care Plan 
Pointer.

• To add suggested pointers, choose the 
“Domain 14: Diagnosis” by clicking on the 
“Circle w/ a triangle” inside Icon to expand 
and reveal your choices

• You can expand the specific diagnosis by 
clicking on the same icon as above

• Click on the box to check them and add them 
as part of your  Care Plan Pointers.

• Save when you are done choosing.



Step 9 (cont)
• You can add your own Care Plan Pointer if you don’t see 

an appropriate Care Plan Pointer by choosing “Add 
Problem”

• You can search for a Care Plan Pointer by entering a key 
word under “Search”

• SUGGESTION: One of the best Care Plan Pointer to add 
to any patient is “Deficient Knowledge”

– Choose the appropriate “Goals” and 
“Intervention”

– When done, click on “Save Selected Problems”



Step 9 (cont)

Save, wait for a couple of seconds, then 
Validate

Fix Errors and Problems as best as you can by 
choosing the item and it will bring you to the 
problem

Some Errors can only be fixed by us in the 
office due to their technical nature (ie 
incorrect ICD-10 code)

Save and re-Validate when done

Then go back to the patient calendar by 
clicking   the calendar



Step 10
• Complete the “Case Conference” form by clicking on 

the Case Conference Icon

Write down Diagnosis if known

Choose identified SN problems being dealt with

“Copy & Past” the narrative you created in the Admission Order 
into the “Comment” section.

Enter your name in the “RN Supervisor” and/or Skilled Nursing

“Save” then “Review


