
M
U

 C
riteria

%
D

enom
inator

N
um

erator
M

eeting M
easure in PC

C
 EH

R
Exclusions

C
P

O
E

 (C
om

puterized
P

rovider O
rder E

ntry)
For M

edication O
rders

C
M

S
 m

easure I

>30
N

um
ber of unique patients 

w
ith at least one m

edication in 
their m

edication history seen 
by the E

P (eligible 
professional) during the E

H
R

 
reporting period.

The num
ber of patients that 

have at least one m
edication 

ordered using C
P

O
E

The provider m
ust use D

r. First to 
prescribe m

edications.  If a patient's 
m

edication history includes only 
m

edications entered as historical 
m

edications, that patient w
ill not count 

in the num
erator.

N
one

Transm
it P

erm
issible

P
rescription

E
lectronically

C
M

S
 m

easure IV

>40
N

um
ber of prescriptions 

w
ritten for drugs that require a 

prescription in order to be 
dispensed during the 
m

easurem
ent period.

The num
ber of prescriptions 

generated and transm
itted 

electronically.

The provider m
ust use D

r. First to 
prescribe m

edications.  The report w
ill 

reference a list of m
edications that 

cannot be prescribed electronically 
w

hen calculating this m
easure.

A
ny E

P w
ho w

rites 
few

er than 100 
prescriptions during 
the E

H
R

 reporting 
period.

R
ecord D

em
ographics

(P
referred language,

gender, race, ethnicity
and date of birth)

C
M

S
 m

easure V
II

>50
N

um
ber of unique patients 

seen by the E
P during the 

E
H

R
 reporting period.

N
um

ber of patients w
ho have all 

five elem
ents of dem

ographic 
inform

ation recorded.

The patient m
ust have all five pieces of 

inform
ation entered in order to qualify 

for this m
easure.  The dem

ographic 
inform

ation can be entered in the E
H

R
 

or in P
artner (checkin, notjane, 

addpatient).

N
one

M
aintain U

p-to-D
ate

P
roblem

 List

C
M

S
 m

easure III

>80
N

um
ber of unique patients 

seen by the E
P during the 

E
H

R
 reporting period.

N
um

ber of patients w
ho have at 

least one entry or an indication 
that no problem

s are know
n for 

this patient.

If a patient has a blank problem
 list, 

they w
ill not m

eet this m
easure.  If the 

patient doesn't have any active 
problem

s, the provider m
ust choose the 

“N
o know

n problem
s” option from

 the 
drop-dow

n list.

N
one

A
ctive M

edication List

C
M

S
 m

easure V

>80
N

um
ber of unique patients 

seen by the E
P during the 

E
H

R
 reporting period.

N
um

ber of patients w
ho have a 

m
edication or an indication that 

the patient is currently not 
prescribed any m

edications.

If a patient has a blank m
edication 

history list, they w
ill not m

eet this 
m

easure.  In D
r. First there is a section 

for M
edication history w

hich contains 
tw

o selectable options: U
nknow

n or 
Incom

plete or P
atient Takes N

o 
M

edications. If a patient doesn't take 
any m

edications, the second option 
should be set.

N
one

A
ctive M

edication
A

llergy List

C
M

S
 m

easure V
I

>80
N

um
ber of unique patients 

seen by the E
P during the 

E
H

R
 reporting period.

N
um

ber of patients w
ho have at 

least one entry or an indication 
that no know

n drug allergies 
(N

K
D

A
) recorded.

The m
edication allergy inform

ation is 
set in D

r. First.  If a patient doesn't have 
any m

edication allergies, the provider 
m

ust select the N
K

D
A status for the 

patient.

N
one



M
U

 C
riteria

%
D

enom
inator

N
um

erator
M

eeting M
easure in PC

C
 EH

R
Exclusions

R
ecord and C

hart
C

hanges in Vital S
igns

C
M

S
 m

easure V
III

>50
N

um
ber of unique patients 

age 2 and older seen by the 
E

P during the E
H

R
 reporting 

period.

N
um

ber of patients w
ho have at 

least one entry of their height, 
w

eight, blood pressure and B
M

I 
recorded.

The patient m
ust have all four pieces of 

inform
ation entered to m

eet the 
m

easure.  A
ll four entries do not have to 

be entered in the sam
e visit.  The 

m
easure w

ill look back to previous visits 
to gather vital inform

ation.

N
one

R
ecord S

m
oking S

tatus

C
M

S
 m

easure IX

>50
N

um
ber of unique patients 

age 13 and older seen by the 
E

P during the E
H

R
 reporting 

period

N
um

ber of patients w
ith sm

oking 
status recorded.

There is a new
 com

ponent: S
m

oking 
S

tatus (A
R

R
A

) that should be added to 
your protocols.  The list cannot be 
edited, the options are m

andated by 
C

M
S

.

A
ny E

P w
ho does not 

see patients age 13 
and older.

E
lectronic A

ccess

C
M

S
 additional

m
easure V

>10
N

um
ber of unique patients 

seen by the E
P during the 

E
H

R
 reporting period.

N
um

ber of patients w
ho have 

tim
ely (available w

ithin four 
business days) electronic access 
to their health inform

ation online.

This m
easure currently cannot be 

calculated in the E
H

R
 because it is 

dependent on the patient portal.

A
ny E

P w
ho doesn't 

orders lab tests or 
inform

ation that w
ould 

be contained in the 
problem

, m
edication, 

or m
edication allergy 

list during the E
H

R
 

reporting period.

P
rovide C

linical
S

um
m

aries to P
atients

for E
ach Visit

C
M

S
 m

easure X
III

>50
N

um
ber of office visits by the 

E
P during the E

H
R

 reporting 
period.

N
um

ber of office visits for w
hich 

patients received a clinical 
sum

m
ary w

ithin three business 
days.

The patient visit sum
m

ary needs to be 
printed or saved as a P

D
F for at least 

50%
 of visits.  The visit doesn't need to 

be signed before the visit sum
m

ary is 
generated, but the visit does need to be 
signed before the patient w

ill count for 
the m

easure.

A
ny E

P w
ho has no 

office visits during the 
E

H
R

 reporting period.

Incorporate Lab Test
R

esults as S
tructured

D
ata

C
M

S
 additional

m
easure II

>40
N

um
ber of lab tests ordered 

during the E
H

R
 reporting 

period by the E
P w

hose 
results are expressed as 
structured data.

N
um

ber of lab results w
hose 

results are expressed in a 
positive or negative affirm

ation 
or as a num

ber.

This m
easure tracks individual lab tests, 

not labs.  You can use the lab 
configuration tool to assign tests to your 
labs.

A
n E

P w
ho orders no 

lab tests w
hose 

results are either in a 
positive/negative or 
num

eric form
at during 

the E
H

R
 reporting 

period.

S
ent R

em
inders to

P
atients

C
M

S
 additional

m
easure IV

>20
N

um
ber of patients 65 years 

old and older or 5 years old 
and younger seen by the E

P 
during the E

H
R

 m
easurem

ent 
period.

N
um

ber of patients w
ho w

ere 
sent the appropriate rem

inder.
The rem

inders can be for appointm
ent 

rem
inders or for preventive care.  The 

rem
inders m

ust be generated in the 
E

H
R

 to qualify for the m
easure.

A
n E

P w
ho has no 

patients 65 years old 
or older or 5 years old 
or younger w

ith 
records m

aintained 
using certified E

H
R

 
technology.



M
U

 C
riteria

%
D

enom
inator

N
um

erator
M

eeting M
easure in PC

C
 EH

R
Exclusions

P
rovide E

lectronic C
opy

of H
ealth Inform

ation

C
M

S
 m

easure X
II

>50
N

um
ber of patients of the E

P 
w

ho request an electronic 
copy of their electronic health 
inform

ation four business 
days prior to the end of the 
E

H
R

 reporting period.

N
um

ber of patients w
ho receive 

an electronic copy of their 
electronic health inform

ation 
w

ithin three business days of the 
date they requested the 
inform

ation.

The patient has to have a visit signed 
by the E

P, but the signed visit doesn't 
have to be during the m

easurem
ent 

period.  The report m
ust be saved as a 

P
D

F in order to qualify.

A
ny E

P that has no 
requests from

 patients 
or their agents for an 
electronic copy of 
patient health 
inform

ation during the 
E

H
R

 reporting period.

P
rovided P

atient
E

ducation R
esources

C
M

S
 additional

m
easure V

I

>10
N

um
ber of unique patients 

seen by the E
P during the 

E
H

R
 reporting period.

N
um

ber of patients w
ho are 

provided patient-specific 
education resources.

The patient education m
ust be 

generated using the E
H

R
.  The provider 

w
ill click P

atient E
ducation under the 

reports m
enu.  The three drop-dow

n 
m

enus on the screen w
ill populate the 

patient's: P
roblem

s, M
edications and 

Lab Tests.  You m
ust select an item

 
from

 a drop-dow
n m

enu and then print 
in order for the patient to m

eet the 
m

easure.

N
one.

P
erform

ed M
edication

R
econciliation for

Transitions of C
are

C
M

S
 additional

m
easure V

II

>50
N

um
ber of transitions of care 

during the E
H

R
 reporting 

period for w
hich the E

P w
as 

the receiving party of the 
transition.

N
um

ber of transitions of care 
w

here a m
edication 

reconciliation w
as perform

ed

There is a new
 com

ponent called 
Transition of C

are (A
R

R
A

).  It contains 
tw

o check boxes.  C
hecking the first 

box puts the patient in the denom
inator, 

checking the second box puts them
 in 

the num
erator.

A
n E

P w
ho w

as not 
the recipient of any 
transitions of care 
during the E

H
R

 
reporting period.

P
rovide S

um
m

ary of
C

are for Transitions of
C

are

C
M

S
 additional

m
easure V

III

>50
N

um
ber of transitions of care 

and referrals during the E
H

R
 

reporting period for w
hich the 

E
P w

as the transferring or 
referring provider.

N
um

ber of transitions of care 
and referrals w

here a sum
m

ary 
of care record w

as provided.

A
ny referral ordered using the R

eferral 
com

ponent in the E
H

R
 w

ill 
autom

atically populate the denom
inator 

of the m
easure. There is a new

 drop-
dow

n field w
hen generating the health 

inform
ation sum

m
ary that w

ill allow
 you 

to select the referral or other transition 
of care for the m

easure.

A
n E

P w
ho neither 

transfers a patient to 
another setting nor 
refers a patient to 
another provider 
during the E

H
R

 
reporting period.


