
Medical Record 
 
Medical Record (MR) is the screen that you should work from when dealing with 
patients notes outside of consultations. In this mode the system will make no record of 
date, place or doctor when the patient’s details are viewed. For this reason you 
should use Consultation Mode when consulting with patients, and Medical 
Record when dealing with paperwork.  
 
You can open Medical Record by typing: 

·  MR from the main EMIS menu screen, or  
·  S from Consultation Mode 

 
When you open Medical Record you will see the patient summary screen. This 
displays a command menu, list of active problems and of significant past problems: 
…. 
 

 
 
….and then using Page down: current medication, due diary entries;…. 
 



 
 
….allergies and reactions; family history; and health screen, with BP readings, 
weight, smoking status, etc;…. 
 

 
 
Finally, at the bottom, the date of the last consultation. 
 



 
 
Obviously on patients with little or no history of illness then the above information 
may be displayed on only one or two screens. 
 
From the Medical record command menu: 
 

·  Use M to move to the Prescribing screen 
·  Use C to view Consultations: then use page up and page down to 

navigate this screen. Use Y to find a particular year, or T to find 
particular text. Use F to filter consultations, for example to view 
consultations sorted by the consulting GP.  

 



 
 

Use A to add a new consultation, which will effectively open 
Consultation Mode.  
 
Alternatively use E to edit an existing consultation, for example 
if you have made an error, or wish to make an amendment. First 
move the cursor up or down using the arrow keys to select the 
appropriate consultation, then use E to open Consultation Mode. 
Make your amendments, and then save them in the usual way. 
Note that such changes will be recorded in the audit trail, as 
Harold Shipman discovered to his cost!  In the same way use D to 
delete existing consultation entries. 

 
·  Type A to add a new Read-coded entry: once you have entered the date 

(and this can be a historic date) you can enter a Read-coded diagnosis 
directly. Alternatively enter the relevant letters to access the Read-code 
menus as listed below: 

 



 
 

When you have completed your selection you will be asked to choose if the 
problem is a problem (appears on problem list) or not; then, if a problem, if it 
is significant, minor, or health administration; and finally if active or past. 
 
·  Use H from the main menu to br ing up the Health Status Prompts 

template directly: I often find this the quickest and easiest way of entering 

clinical information such as weight, height, BP, smoking status, alcohol 

consumption etc. Just scroll down the list, and enter information in the 

relevant boxes – if required just return in the date section to enter today’s 

date. 

 



 

 

·  V displays all values, for example test results, and other measurements 
such as BP and weight: 

 

 
 

Use A to add a new Read-coded value 
Use D to delete an existing value 



Use L to list previous values for the same reading, for example to list 
past Hb values 
Use O to display a result in its original form, for example an electronic 
FBC report 
Use F for flowchart, then G for graphical review to chart readings over 
time 
Use N to display abnormal results only 
Use S to display results by category, e.g.: all biochemistry results, or 
all haematology results 
Use G to display grouped results, e.g.:…. 
 

 
 

…then selecting the first line:    
 

 
 

 
·  From the main medical record menu you can also use N to display 

investigations, then e.g. select Pathology and Radiology EDI results to 
view electronic results in their original format. 

 



 
 

·  Many of the remaining menu options are used to display non-value entries 
i.e. lists of Read-coded and free-text entries: Some of these are more useful 
than others, but it is good to know they exist 

 
 

 
 
X to display all non-value entries 
I  to view a list of, or add, immunisations 
F to view a list of, or add, forms and letters 
P to view a list of, or add, problems 
B to view a list of, or add, allergies 

 J to view a list of, or add, item of service claims 
 

and from the extended menu (use Q to toggle between the standard and 
extended menus) 
 

 
 



    U to view a list of, or add,  personal and health entries 
    E to view a list of, or add, disease and operation 
entries 
    Y to view a list of, or add, family history entries 
    R to view a list of, or add, referral and therapies 
entries 
    S to view a list of, or add, signs and symptoms 
    K to display a summary 
    Z to display a list of attachments 
 
·  Use T to bring up template menus 

 

 
 

 

·  Use D to open the practice diary: 

 



 

 

Overdue entries are highlighted in red. Entries can be added using A (follow 

the prompts to set a review date), or deleted using D.  

 

From this menu use M to open the major alert dialogue. This allows you to 

display a message whenever a patient’s name is selected for the first time in 

any session. This is a very useful feature for ensuring that important 

information is not missed. 



 

In this menu use A to add a critical alert, D to delete an alert, and E to 

edit an existing alert. It is possible to add several lines of information. 

It is also possible to insert information into the dialogue using a macro, 

without deleting any already displayed (useful for taking action on 

search results) 

 

From the diary menu you can also use P to display past appointment 

details over the past year. 

 

·  Use L from the main medical record menu  to open practice notes (used 

for sending an message within the practice, with linked patient details). 

This will be covered in a later section 

·  Use W, from the extended menu, to open the word processor. This will 

also be covered in a later section 

 


