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& Allscripts:

How can you drive better
outcomes for your patients?

Pre-visit planning and post-visit monitoring support greater wellness across
your patient population. Learn how with Allscripts® Care Partner.

Meet Beth and her care team.
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03 ‘ Pre-visit Planning
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Beth arrives for her visit with

Dr. Manning, and he sees she is
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05 ‘ Patient-centric Care

Sarah, Dr. Manning’s

nurse, completes Beth’s A Care Partner consultant identifies

A1C results and prepares like-minded specialists that deliver

both her referral for a patient care in a cost-effective and timely
mammogram and a manner—establishing best practices lion
diabetic retinal exam. on referral workflows and ensuring management
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After Beth’s visit, the
organization billing office files

the claim with Beth's insurance 07 ‘ Care Monitoring
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within the chart and continue identify non-compliant patient referrals
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recommendations for operational and/
or clinical workflow efficiencies.




