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Study Forms eXQ-PLATFORM

Create a study form

You can create a study form for printing (such as a patient check-in form), or for electronic use within Exa
PACS/RIS (such as in the patient portal).

1. On the navigation (“burger”) E menu, select SETUP.

RAD, JENN

WORKLIST

PORTAL REG. USERS

2. Select Office > General > FORM BUILDER > ADD.

FORM BUILDER

IMPORT
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3. Type a Form Name and select the ASSIGN
sub-tab.

4. Select a Document Type.

5. In the various categories, select the following
options:

Allow ALL with Empty — The form is available in
the patient chart even if no corresponding criterion
(e.g. “Provider”) is specified.

Allow ALL without Empty — The form is available
in the patient chart ONLY if a corresponding
criterion is specified.

Dropdown list: The form is available in the patient
chart if the specific criterion you select is specified.

EXAMPLE: My Facility has a form that is required
for all Medicare patients.

[ viewzble on Patient Portal
nsurznce AGAAFFINITY MEDICARE
LGE

'BLUUE CROSS MEDICARE

Provider *

O Allow Al with Empty
O Allow ANl without Empty

Physicizn * “Allow All with Empty”

Allow AN with Empty
O Allow ANl without Empty

CPT Codes * “Allow All with Empty”

Allow Al with Empty

O Allow AN without Empty

CD Codes * “Allow All with Empty”

Allow Al with Empty

O Allow ANl without Empty

Form Mame*| Breast Questionaire

PROPERTIES ASSIGM ERGE FIELDS
Document Type Patient Forms
Viewzble on Patient Portal
Auto Assign to Study
EAEance Allow All With Empty
Provider *

Albow Al with Empty

O &llow AN without Empty

Physician * Allow All With Empty
Allow Al with Empty

O Allow AR without Empty

CPT Codes * Allow All With Empty
Albow All with Empty

O Alow Al without Empty

CD Codes * Allow All With Empty
Allow AR with Empty

O Allow &R without Empty

Markets 6 SELECTED -
Facilities * 10 SHECTED -

Modelities Select modalit by

[ Malz Patient Only
[0 Female patient Only

Mamma Fatient Only
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Add a header to the form
To add a header to your form, select Header.

e To add alogo, on the PROPERTIES tab, select CHANGE LOGO.

e To add merge fields, type text in the Text box and then select ASSIGN to add merge fields. Switch
between the two areas to keep typing text and adding merge fields.

SAVE  SAVERCLOSE  PRINTPREVIEW  BACK
Formane s Gusirae LT i ) 2o sesmion O poor O e
ASSIGN ER DS

' PROPERTIES ' ASSIGN El
Name: $$Fullnames$ DOB: $5D0BSS
Image ing| ic 3
Study 4 Resson: § y4s
et
Align Right W Reason for Mammogram/Breast US/Breast MR1
[J Routine [ Abnormal Mammogram/US
Symptoms
Text Or O
- Lump {new or Enlarging) R L
Please add when the oms first occur:
Name: $§Fullname$$ DOB: $SDOBSS MRN: $Smm$3 Ref Mipple discharge [ R [ L et
erring Physician: $3Ref_PhyFullname3S Study ) o
Date: $3StudyDate$$ Reason: $SReasonForStudy$S Painfsoreness CJ R O L S
38ProcedureMames Tabular$s oher O R O
History
Spacing Breastfed in the pastsixmenthe? [ ¥ES [ MO Breast cancerpre-opstaging L] R [ L
You have or had breast cancer? ] YES [ NO Breast cancerFollow-up CJ R O L
Line Height: 20px Are you on hormone therapy? [ vEs [ no
m Breast cancer in your Family? [ YES [J MO
Style f yes, please check and enter age of relative who had cancer:
Fant Helvetica v O sister O Mother O Daughter
Font Size 12 L
Breast Surge:
OBoid O talic O underline mery
Tevt Hlign L - Mastechtomy [ R O L Cystaspiration CJ R [ L SterectacticBicgsy ) R O] L
: Lumpectomy [J R [J L Implants IR O L uscCoreBiopsy DR O L
Surgical Biepsy CJ R O L Reduction CJ R O L MRICore Biopsy I R [OJ L

Add information to the body of the form
Use the following buttons to add controls to the form for displaying or gathering information.

Add images to the form. Users of the form can view and mark up the images.
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cOOCK+TH
i

Checkbox
Add checkboxes, such as for answering multi-choice questions.

11.- DO YOU HAVE ANY OF THE FOLLOWING MEDICAL CONDITION S: D ANOREXIA OR BULIMIA D ASTHMA OR EMPHY SEMA
D END 5TAGE REMAL DISEASE D HYPERFARATHYROIDI5M D HY STERECTOMY D INFLAMMATORY BOWEL DISEASES
D ANY SEIZURE DISORDERS D CANCER

® Radio Button

Add selectable options, such as for answering yes-or-no questions.
- DO YOU HAVE RHEUMATOID ARTHRMIS? O YES O NO

4 Text Box

Add text boxes for gathering information from the user of the form.

CURREMNT HEIGHT ’ WEIGHT / LE.

4 Text Area

Add scrollable text, such as for legal agreements. When a user opens the form, text areas
appear as follows.

AUTHORIZATION FOR RELEASE OF INFORMATION AMD ASSIGNMENT OF BENEFITS

| hereby assign to the above named office, those benefits otherwise payable to me by any third -
party as reirribursement of expenses and tees in connection with treatment rendered. | réquest y

| -l

4 Free Text

Add non-scrollable text. When a user opens the form, text areas appear as follows.
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AUTHORIZATION FOR RELEASE OF INFORMATION AND ASSIGNMENT OF BENEFITS

| hereby assign to the above named office, those benefits otherwise payable to me by any third parl%.' as
reimbursement of expenses and fees in connection with treatment rendered. | request thiat payment of
authorized benefits be made directly to the medical provider named above on my behalf.

| FULLY UNDERSTAND THAT | AM FINAMCIALLY RESPOMNSIBLE FOR ANY AND ALL AMOUNTS NOT
OTHERWISE FAID BY MY INSURANCE CARRIER.

| certify that the information about me to be released to the Health Care Finance Administration or
other health care coverage entity, any information needed for this or any related health care claim in
writing or verbally. | further understand and_agree to pay for services or amounts due when appropriate.
These charges could include amounts applied to my arnual deductible co-payment amounts, an
charges defied as not covered by my insurance program or deemed medically unnecessary.
understand that well care is not covéred by Medicare or many other health insurance programs.

| hereby autharize releage of my films and/or medical records as needed for subsequent medical care.
In the évent of positive findings, | authorize my attending physician to release the results of my biopsy-
surgery to my referring physician named above for theirrecords.

If someone other than the patient is signing this authorization, please state relationship with patient
and the reason patient is unable to sigh.

Group multiple controls (images, merge fields, radio buttons, etc.) together.

Example: In the form builder
Study Type: $8StudyDescription$$ Diagnosis Code(s): $5ICDCodes$

Right 012 Right 12 12 Left
Os
Os
s

Left [ 12 uoa W]{e] (H][e uog
Os 9 3
e LOQ .LIO LI l.ILOO
O

Example: When viewing the form

Please check any areas where you are feeling any pain/discomfort:

Right 012 Right 12 12 Left
s
s
O
Left 012 Uoa Uia uia oG
O s
9 3
g : LOG .LIQ Lia .LOO

Add a footer to the form

You can add merge fields or any text options in the footer, including the signature line.

1.

Select Footer.
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EAVE & CLOSE PRINT PREVIEW

Form Name* T Screening Form

'PF-OPEF\TIES ' ASSIGN

+20px Separation Inactive

Tox Computed Tomography (CT) Screening
358StudyFormSignaturess 55DatetndTimess PATIENT:SS$FirstName$$ S$Lastname$$
DOB:$$DOBSS MRN:$Smm$$
ACCESSION:SSAccessionNoS$

REFERRING PHYSICIAN: SSRef PhyNameOrderFMLSSS

Spacing CHIEF COMPLAINT/REASON FOR STUDY:
[ ] S —
Line Height: 2px [ No [ Yes 1s your reason for this explain related to an injury? Date of injury:
How were youinjured? [J MVA [0 Work [J Other
Style
Font Helvetica -~ [ o [ Yes Have you had any surgeries? Please list:
Font Size 14 -~ [ Mo [ Yes Doyouhave any pain? Please explain
[ No [ Yes History of cancer? Please explain
0 Bold O talic [ Underline
Text Align Rignt w O Mo [ Yes Doyou have diabetes?

[ Mo [ ves History of kidney failure?

Technologist:

| attest that the answers | have provided to questions on this form are correct to the best of my knowledge. |
have read and understand the entire contents of this form and have had the apportunity to ask questions
regerding the information on this form.

Signature in a completed form:

MAME: Test, Danielle
Study Description:
Cervical Spine 2-3 Views

Please check if you have any of the following?
[ Pacemaker, wires, defibrillator

[ Brain aneurysm clip

] Eye implant / Eye surgery

O Artificial heart valve

[} Magnetic implant

[lﬂﬂ

AUTHORIZATION FOR RELEASE OF INFORMATION AND ASSIGNMENT OF BENEFITS

I hereby assigbn to the above named office, those benefits otherwise payable to me bdv any third
party as reimbursement of expenses and fees in connection with treatment rendered. | request w
-  SEIIETE O SRPEnEES Sl L ek =1 ot

Recipient Signature: Information reviewed and verified on 2019-09-10 by JRH (patient).

Gl 25K,
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