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EndoVault® automates and streamlines a clinician’s daily workflow by giving them the ability to capture, store and access patient data across 
multiple care sites leading to better quality and coordination of care.

EndoVault® includes a built in e-prescription program (EndoVault® Rx), a CPOE with order sets, full procedure documentation, as well as an 
integrated PACS and DICOM viewer for image storage and retrieval. 

Powered by EndoSoft
Designed and powered by EndoSoft, EndoVault® was developed by EndoSoft’s team of medical software engineers and renowned practicing 
physicians.   Together they developed the most advanced EHR application on the market today.  

EndoSoft applications allow your administrative, business, clinical data and image management system to be fully integrated offering you 
increased efficiency, enhanced quality of care, cost savings and promotes evidenced based medicine. 
 
From a solo physician’s office to large multi-site medical centers, EndoSoft applications are used by over 15,000 clinical users worldwide and 

Capture, Store and Access Patient Demographics, Medical History, Medications, 
Vitals, Lab Tests, Procedure/Operative Reports, Images, Video & More!

www.EndoVault.com

EndoVault® is the Most Advanced 
EHR Application on the Market Today!

P Manage Patient Information and Order Entry

P Comprehensive Documentation

P Specialty Specific Clinical Content

P Review and Compare Results

P Care Management Support



Meaningful Use Certified
Maximize Your Stimulus Reimbursement Potential

(ONC-ATCB Certification# 03102011-4397-6) 

EndoVault® Meets all EHR Technology Qualifications for the 
CMS Meaningful Use Reimbursement Incentive Program

EndoVault R

Quality Improvement Registries & Reporting
EndoVault® was designed to meet hospital and practice based 
specialty specific registries and quality improvement standards.

Statistical data analysis, benchmarking reports and outcomes for 
clinical registries along with 150 prebuilt reports are all available 
with EndoVault®.  An easy to use tool also allows you to build 
custom reports based on your personal workflow and select 
parameters.

CPOE
Integrated CPOE module with specialty specific order sets helps 
to reduce medical errors, and improve efficiency and quality of 
care. 

e-Prescribing
EndoVault® Rx e-prescription application reduces healthcare costs 
and improves patient safety and office efficiency.  EndoVault® Rx 
is certified by Surescripts®. 

Clinical Content
Built-in specialty specific templates allow for streamlined 
documentation of patient history, procedures, assessments, typical 
reports and more.

Advanced Security
Permission-based user log-ins and audit trails prevent unauthorized 
access to patient records and maintain data integrity.  HIPAA 
compliant.

Clinical Decision Support
Access to a real-time clinical knowledge base for diagnosis, 
recommendations, medicines, teaching material and more.

Interoperability
EndoVault® EHR utilizes HL7, CCD and IHE for standards-based 
interoperability.

Patient Portal
Secure internet-based Patient Portal offers patients direct access to 
medical questionnaires and forms, laboratory test results, electronic 
messaging and much more.

P Improve Quality, Safety & Efficiency of Patient Care

P Achieve Better Clinical Outcomes & Care Coordination

P Engage and Empower Patients

P Maintain Privacy & Security of Patient Health Information

P Increased Efficiency & Transparency



EndoVault R

www.EndoVault.com

Streamlined e-Prescribing
Millions of prescriptions are written every day all around the world  to improve 
and save lives. With EndoVault® Rx, clinicians reduce healthcare costs and 
improve the safety and efficiency of the prescription process. 

Improved Clinical Workflow
With EndoVault® Rx, writing prescriptions is faster and easier than ever 
before.  EndoVault® Rx automatically checks a patient’s prescription benefit 
information, medical and medication history for potential adverse drug 
reactions, then walks you through the simple prescribing process.  The 
prescription is automatically sent to a patient’s pharmacy or can be printed 
for them to take with them.  

e-Prescribing Incentive Program
Currently there are federal, state and regional programs that can help 
offset the costs of e-prescribing implementation.  These programs will 
provide practices with financial incentives for the adoption and utilization of 
e-Prescribing software.

EndoVault® Rx
Surescripts® Certified Prescription Application

Meet the Criteria for Physician Quality Reporting Measures Improved the Quality, Safety & Efficiency of your Overall Prescribing Process



EndoVault® Rx
Surescripts® Certified Prescription Application

The EndoVault Reporting Tool provides a standardized 
reporting system to assist health care providers in adhering 
to quality measures.   Over 100 standard reports and custom 
reporting tools, instantly turns patient data into expert reports.  
Reports can be generated to monitor Quality of Care, identify 
specific elements for PQRS, prepare for audit inspections, 
analyze productivity and more. 

GIQuIC 
EndoSoft is a certified GIQuIC vendor. Endoscopy Quality 
Measures can be uploaded directly to the GIQuIC endoscopy 
data repository.

Pay for Performance
EndoSoft accurately captures key data elements for Physician 
Quality Reporting System (PQRS) measures. 

Clinical Research & Education
Key data elements are easily exported to a variety of formats 
and pie charts and bar graphs give a visual overview.

EndoVault® Reporting System
Quality Measures Data Reporting  

EndoVault R

Meet the Criteria for Physician Quality Reporting Measures 

www.EndoVault.com

EndoSoft®

Midazolam from 01/06/2011 - 5/3/2011

Procedure Name  Medication   Average
Colonoscopy   Midazolam   3.9
Flexible Sigmoidoscopy  Midazolam   2.78
Gastroscopy   Midazolam   3.48
Limited Colonoscopy  Midazolam   5
Upper GI Bleed OGD  Midazolam   2.75 

EndoSoft®

Procedures per Endoscopist 05/03/2011

Endoscopist    Procedure Performed   Number Performed
John Smith
     Colonoscopy    68
     Flexible Sigmoidoscopy   13
     Gastroscopy    64
     Limited Colonoscopy   1
     Upper GI Bleed OGD - Inpatient  11
    
     Total:     157



EndoVault® PACS provides accelerated image retrieval, economical storage, and simultaneous access to images across multiple healthcare 
sites.  Having an integrated PACS reduces the dependence on film, paper, storage space and processing time, reducing overhead and 
improving overall office efficiency, giving medical professionals more time to focus on patient care.

www.EndoVault.com

EndoVault R

Image Acquisition Specific 
Procedure details and imaging methods are imbedded and 
saved as permanent digital files.

Image Archiving 
Files are saved and attached to the patient’s Electronic 
Health Record (EHR) for future reference. 

Image Compression & File Backup
File size of images are optimized for quality and server 
storage space.  Regular server backups ensure retrieval of 
images safely and securely.

Image Display & Routing 
With EndoVault® PACS, pulling patient images from paper 
files is a thing of the past.  Now all images can be retrieved 
and viewed through a computer workstation safely and 
securely anytime. You can even view images via the 
internet though your handheld or tablet device. Share 
images among attending or referring physicians or any 
parties concerned with the care of the patient with the click 
of a button.

Modality Compatibility
Compatible with all modalities (ES, CT, MRI, NM, US, XA, MG, CR 
etc.), all manufacturers and all DICOM 3.0 and NEMA 2 file types.

EndoVault® Integrated PACS

Reduces Overhead and Improves Overall Office Efficiency



The EndoVault® Physician Dashboard is a centralized and systematic list of all physician activities to be completed each day.  The 
Dashboard gives an overall view of all clinical activity within the office, promoting and improving overall practice performance.  All items 
that need to be addressed by a physician are organized in one central display area, giving them real-time access to daily schedules, tasks, 
prescription refill requests, unsigned lab results, unsigned consults and unsigned procedure reports.  Each physician can customize their 
Physician Dashboard based their personal workflow, preferences and clinical specialty.

The Physician Dashboard also includes an inter-office communication and messaging system that tracks and documents all office 
correspondence and patient care.  Messages associated directly with patients can be directly embedded in the patients EHR chart.  This 
functionality gives physicians and staff more flexibility and convenience and eliminates lost or illegible notes.

EndoVault® Physician Dashboard
Centralized Daily Activity List

P Schedule

P Pending Tasks

P Messages

P Pending Orders

P Lab Results for Review

P Unsigned Procedures

www.EndoVault.com



EndoVault® Patient Portal

The  EndoVault® Patient Portal is a web based application integrated directly into a practice’s website which allows patients and doctors to 
communicate easily, safely and securely over the Internet.   The Patient Portal gives patients direct access to medical questionnaires and 
forms, laboratory test results, electronic messaging and much more.
 
Customizable Options
Each medical practice can define which elements a patient can access and which information from the Patient Portal flows into the EndoVault® 

EHR.  Based on your criteria, patients have the ability to:

Secure Communication
Patients can access the Patient Portal via the internet 24/7.  The Patient Portal helps maintain a seamless communication channel between 
the patients and the provider, improving overall efficiency of the delivery of care.  The Patient Portal uses a secure Internet connection which 
adheres to all HIPAA mandates and standards.

www.EndoVault.com

EndoVault R

Web Based Patient Access  

P Request appointments
P Update insurance information, family history, medical history, active      
       medication list, demographic information & other confidential information 
P View lab results
P Request prescription refills 
P Print forms
P Send notes to staff via electronic messaging
P Enter self-reported chief complaints prior to an office visit
P Receive health reminders & patient education resources



www.EndoVault.com

EndoSoft® is a Meaningful Use Certified (ONC-ATCB EHR Modular) procedure documentation application.   With EndoSoft®, healthcare 
providers quickly and accurately document each visit of a patient from consent to discharge. 

EndoSoft® was designed with departmental workflow in mind and offers fully customizable reports, image and HD video capture as well as 
database management. 

Integrated Procedure Reporting & Imaging

www.EndoVault.com

Procedure Documentation

P Developed Based on CMS and Professional Organization     
      Guidelines
P Fully Customizable by Each Physician 
P Integrated ICD & CPT® Codes
P Canned Reports for PQRS & Pay-for-Performance
P Inventory Management & Tracking
P Quality Indicators & Statistical Data Reporting
P Cancer Registry Forms
P Seamless Interface with HIS & PACS 
P Optional Speech Recognition Tool  
P Developed in Line with HIPAA & 
       The Joint Comission rules and regulations   
P DICOM and HL7 Compliant

EndoVault R

Procedure Report                                              Percutaneous Transluminal Coronary Angioplasty

EndoSoft  Medical Center
135 Broadway
Schenectady, NY 12144

Pati ent Name:   Mary Blue
Date of Birth:   09/15/1955
Record Number:   0159876
Date / Time of Procedure:  5/18/2010, 07:56:49
Referring Physician:  Frank Black, MD
Cardiologist:   Debbie Doe, MD

INDICATIONS FOR EXAM:  Angina Pectoris, Coronary Atherosclerosis

PROCEDURE PERFORMED:  Percutaneous Transluminal Coronary Angioplasty

PROCEDURE TECHNIQUE: Under local anesthesia a 6F introducer was placed into the right femoral 
artery.  Following placement of the arterial sheath, 10000 units of Heparin was administered as 
a bolus followed by a conti nuous infusion at the rate of 2000 units per hour. Left  heart cath was 
performed. Coronary arteriography and left  ventriculography were then performed. Following the 
procedure, the sheath was left  in place. The pati ent tolerated the procedure well. Angioplasty and 
stenti ng was performed on the LAD and Left  Circum ex lesions that were found.

FINDINGS:
Diagnosti c Catheterizati on
Diagnosti c Coronary Angiography:  Yes   Diagnosti c Cath Status: Electi ve
Left  Heart Cath: Yes  Cardiac Transplant Evaluati on: No

Measurements:
Pressures:
Left  Ventricle: Peak: 150 mm Hg Early Diastolic: 16 mmHg End diastolic: 8 mm HG
Aorta: Peak: 127 mm Hg Diastolic: 69 mm Hg Mean: 91mm Hg

Saturati ons:
LV: 95% Aorti c: 95%

Cardiac output: 4.8L /min
LV Ejecti on Fracti on: 40%

Coronary Anatomy:
Arterial Segment    Stenosis   Characteristi cs   Interventi ons
Left  Main Coronary Artery   0%   Normal    None
Left  Anterior Descending Artery  99%   Thrombus   Balloon Dilatati on, Stent
Left  Circum ex Artery   100%   Calci ed Thrombus  Balloon Dilatati on, Stent
Right Main Coronary Artery   0%   Normal    None

PCI Procedure:
PCI Status: Urgent
Pre-PCI LVEF: 40
Cardiogenic Shock at the ti me of PCI: No
PCI Indicati on: PCI for STEMI (stable aft er successful full-dose Thrombolysis)
Number of Lesions: 2

05/18/2010  07:56:49 AM          PHOTOREPORT® by EndoSoft ®

Procedure Report                                                                                Tonsillectomy
EndoSoft  Surgery Center
135 Broadway
Schenectady, NY 12144

Pati ent Name:   Mary Smith
Date of Birth:   09/15/1998
Record Number:   0159876
Date / Time of Procedure:  5/18/2010, 07:56:49
Referring Physician:  Frank Black, MD
Surgeon:    Debbie Doe, MD

PROCEDURE PERFORMED: 

Tonsillectomy

INDICATIONS FOR EXAM: 

Acute tonsilliti s for 1 month.

Instruments: Laryngoscope-001

Medicati ons: Midazolam, Lidocaine

Extent of Exam: Epiglotti  s

Limitati ons: None

PROCEDURE TECHNIQUE:
A standard intubati on and general anesthesia inducti on was applied.  The tonsil was grasped in rou-
ti ne fashion with a tenaculum and the TW forceps was  rst applied to the mucosa above the superior 
pole of the tonsil. The ti ssue between the ti nes of forceps was pinched while simultaneously depress-
ing the “cut”, or right, foot pedal.  Once the initi al incision was made, the ti ne of the forceps were 
placed beneath the mucosa.  The forceps were then gently closed and advanced inferiorly in the “cut-
ti ng” mode.  Once the anterior pillar mucosa was incised, the tonsil was retracted medially, further 
exposing the underlying fascial plane.  If any blood vessels had been visually identi  ed, the forceps 
would have been applied laterally on the vessel and the “coagulati on”, or left  foot pedal would have 
been depressed for 3-5 seconds.  Once the blood vessels were sealed, the forceps were reapplied 
medially and used to sever the vessel using the “cut” or right, foot pedal.

Aft er the complete removal of both tonsils, the tonsillar fossae were thoroughly inspected for any 
evidence of bleeding. 

FINDINGS:
Diff use and bilateral purulent enlargement of both tonsils.  Acti ve bleeding noted.  Biopsy obtained, 
results pending.  Complete hemostasis achieved with epinephrine injecti on.

POST PROCEDURE DIAGNOSIS:
Chronic tonsilliti s.

RECOMMENDATIONS:
Offi  ce Follow-up 
Amoxicillin 500mg TID x 10 Days

Signature: _________________________________________________ Debbie Doe, MD

ICD Code:   

28.2 Tonsillectomy without adenoidectomy

CPT Code:  

42825 <12 Tonsillectomy
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Procedure Report                                                                              Colonoscopy

EndoSoft  Surgery Center
135 Broadway
Schenectady, NY 12144

Pati ent Name:  John Smith
Date of Birth:  09/15/1950
Record Number:  0159834
Date / Time of Procedure: 5/7/2012, 07:56:49
Referring Physician: Frank Black, MD
Endoscopist:  Debbie Doe, MD

PROCEDURE PERFORMED:   Colonoscopy - complete to terminal ileum.

INDICATIONS FOR EXAMINATION:   Blood in stool.

INSTRUMENTS: CF 180 254875
MEDICATIONS:    Versed 3mg IVP, Fentanyl 100 mg IV
VISUALIZATION:   Good TOLERANCE:      Good                COMPLICATIONS:  None
EXTENT OF EXAM: Terminal ileum
LIMITATIONS:   None

PROCEDURE TECHNIQUE:  A physical exam was performed. Informed consent was obtained from 
the pati ent aft er explaining all of the risks (perforati on, bleeding, infecti on and adverse eff ects to the 
medicati on), bene ts and alternati ves to the procedure which the pati ent appeared to understand 
and so stated. The pati ent was connected to the monitoring devices and placed in the left  lateral posi-
ti on. Conti nuous oxygen was provided with a nasal cannula and IV medicine administered through an 
indwelling cannula. Aft er adequate conscious sedati on was achieved, a digital exam was performed 
and the colonoscope introduced into the rectum and advanced under direct visualizati on to the 
terminal ileum.

The terminal ileum was identi  ed by visual landmarks. The scope was subsequently removed slowly
while carefully examining the color, texture, anatomy and integrity of the mucosa on the way out. In
the rectum, the scope was retro exed to evaluate for internal hemorrhoids and anorectal pathology. 
The pati ent was subsequently transferred to the recovery area in sati sfactory conditi on.

FINDINGS:    
Normal to the terminal ileum
Internal hemorrhoids

ENDOSCOPIC DIAGNOSIS: 
Normal colon
Internal hemorrhoids without complicati on

RECOMMENDATIONS: 
Follow-up procedure in 10 years
Conti nue current medicati ons
High  ber diet
Await biopsy results

CPT Code:     
45384 Colonoscopy,  exible, proximal to splenic  exure; with removal     
of tumor(s), polyp(s), or other lesion(s) by hot biopsy forceps or bipolar     
cautery.

ICD Code:    
578.1 Blood in stool

455.0 Internal hemorrhoids without complicati on

5/7/2012, 07:56:49 AM          PHOTOREPORT® by EndoSoft ®

Procedure Report                                                                                Appendectomy

EndoSoft  Surgery Center
135 Broadway
Schenectady, NY 12144

Pati ent Name:   Mary Smith
Date of Birth:   09/15/1975
Record Number:   0159876
Date / Time of Procedure:  5/18/2010, 07:56:49
Anesthesiologist:   George Blue, MD
Referring Physician:  Frank Black, MD
Surgeon:    Debbie Doe, MD

PROCEDURE PERFORMED: 

Appendectomy - laproscopic appendectomy

INDICATIONS FOR EXAM: 

Acute abdominal pain with guarding in the right lower quadrant for 2 days

PROCEDURE TECHNIQUE:
Risks and bene ts were clearly explained to the pati ent and the consent form was signed.  The pati ent 
was brought in the operati on room in the supine positi on.  General anesthesia was administered 
with sati sfacti on.  Aft er the routi ne prep and drape on the abdomen, a low skin crease incision (Lanz) 
centered on the McBurney’s point was taken as favor of a bett er cosmeti c result.  The super cial fascia 
was then incised and the three musculo-aponeuroti c layers of the abdominal wall were split along the 
line of the  bers.  The peritoneum was then lift ed and opened and revealed pus/mucopurulent watery 
 uid; a swab of this is taken for microscopy and culture.  The appendix was perforated and located 
digitally and delivered into the wound.  Then, its blood supply in the meso-appendix was divided 
between clips and ligated.  The appendix base was crushed with a haemostat distally, an absorbable 
ligature was then ti ed around the crushed area.  Aft er this preparati on, the appendix was then excised.  
A “purse-string” suture is usually placed in the cecum near the appendix base, the appendix was 
inverted and the sutured ti ed.

As the appendix was perforated and gangrenous and pus was found, a thorough peritoneal toilet was 
performed.  A sump sucker was guided down into the pelvis with a  nger to remove any  uid, and the 
area was gently swabbed with gauze to remove any adherent infected material, then 500 ml normal 
saline was applied for a thorough lavage.  The peritonium, internal oblique and external oblique were 
each closed with three absorbable sutures.  Drainage was not administered as there was no thick-
walled abscess cavity.

The pati ent tolerated the procedure well and was sent to the recovery room safely.

FINDINGS:
2cm friable, in amed mucosa in the appendix.  Acti ve bleeding noted, Biopsy obtained. Results 
pending.

POST SURGERY DIAGNOSIS:
Acute appendiciti s

RECOMMENDATIONS:
As per discharge instructi ons. Cipro 500 mg x10 days. Clear liquid diet.

Signature: _________________________________________________ Debbie Doe, MD

ICD Code:   

540.1 Acute appendiciti s with peritoneal abscess

CPT Code:  

44970 Laparoscopy, surgical, appendectomy
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Procedure Report

EndoSoft  Surgery Center
135 Broadway, Schenectady, NY 12305

Pati ent Name:  Sarah Doe
Date of Birth:   01/01/1980
Record Number:   A5384095
Referring Physician:      Johanna Black
Procedure Date/Time:   06/21/2008/ 10:19:05 AM
Ultrasound Technician: Sandra Blue

LMP: 12/10/2009 Gestati onal Age: 24 weeks EDD: 09/17/2010

PROCEDURE PERFORMED:
Obstetric Ultrasound - Ultrasound, pregnant uterus, real ti me with image 
documentati on, fetal and maternal evaluati on, aft er  rst trimester 
(> or = 14 weeks 0 days), transabdominal approach; single or  rst gestati on

INDICATIONS FOR THE PROCEDURE:
Placental Localizati on

FINDINGS:
Number of Gestati ons: Single
Fetal Cardiac Acti vity: Observed normal
Fetal Lie: Longitudinal
Fetal Presentati on: Vertex
Amnioti c Fluid: Normal
Placenta: Lower Segment
Fetal Assessment:

BIOPHYSICAL PROFILE:
Amnioti c Fluid: 2
Fetal Movement: 2
Fetal Breathing: 2 Biophysical Pro le Score: 10/10
Fetal Tone: 2
Non Stress Test: 2

FETAL BIOMETRY:
Biparietal Diameter (BPD): 61 G.Age: 24w 7d
Head Circumference (HC): 221 G.Age: 24w 1d
Abdominal Circumference (AC): 197 G.Age: 24w
Femur Length (FL): 44 G.Age: 23w 1d
Average Gestati onal Age by Ultrasound: 24w
EDD: 09/21/2010
Esti mated Fetal Weight: 692.85 gms ;1.53 lbs 
Cranium: Normal
Cerebral Ventricles: Normal
Posterior Fossa: Normal
Heart: Normal
Cardiac Situs: Normal
Heart Axis: Normal
Cardiac Outf low Tracts: Normal

RECOMMENDATIONS:
Follow-up in 1 month.
Diet rich in protein and iron.

Physician Signature: _____________________________________ Sandra Blue, MD

CPT:  
76805 Ultrasound, pregnant uterus, real ti me with image documentati on, fetal and
maternal evaluati on, aft er  rst trimester (> or = 14 weeks 0 days), transabdominal
approach; single or  rst gestati on

ICD:  
None

Obstetric Ultrasound Scan

01/10/2010  10:21:39 AM PHOTOREPORT® by EndoSoft®

Procedure Report                                                                                  SLAP Repair

EndoSoft  Surgery Center
135 Broadway
Schenectady, NY 12144

Pati ent Name:  Mary Doe
Date of Birth:  09/15/1950
Record Number:  0159834
Date / Time of Procedure: 5/18/2010, 07:56:49
Referring Physician: Frank Black, MD
Surgeon:   Debbie Doe, MD
Anesthesiologist:  James Smyths, MD 

PREOPERATIVE DIAGNOSIS: Complete rupture of rotator cuff .

POSTOPERATIVE DIAGNOSIS: Complete rupture of rotator cuff .

PROCEDURE PERFORMED: Shoulder rotator cuff  repair.

ALLERGIES: None

INDICATIONS FOR EXAMINATION: Shoulder pain refractory to conservati ve pain treatment.

PATIENT POSITION:  Modi ed beach chair positi on.

EXAMINATION UNDER ANESTHESIA: Full range of moti on.

PROCEDURE TECHNIQUE: Risks and bene ts were clearly explained to the pati ent and the consent
form was signed.  The pati ent was put in the modi ed beach chair positi on with the shoulder site well 
exposed and the landmarks of clavicle head, acromion were marked for procedure orientati on.  

Aft er the pati ent was prepped, draped and anesthesia sati s ed (regional block + general anesthesia), the 
ports were positi oned at back and up, size at 6mm each; normal saline in- lled to distend the space for 
vision, arthroscope inserted through the back port.

The att enti on was focused on the glenoid humeral joint, SLAP lesions: the superior labral was found parti ally 
detached from the bone and parti al SLAP tear was found at the very front of the shoulder, the socket was 
stable, the long head of the biceps tendon was healthy but there was a bit of fraying of the rotator cuff  but 
not signi cant damage.

The shaver was applied to remove some of the frayed and degenerati ve-looking ti ssue at the very top of 
the shoulder and then cleaned up some of the soft  ti ssue near the boney att achment where the labral was 
supposed to be att ached to.  Holes were drilled on the bone and anchors were used for att achment of the 
detached labral socket, nice and stable to the bone.

Next, the att enti on was on the upper rotator ruff  area and AC joint: subacromial space: the bursa was found 
in amed and thickened with a reddish appearance followed by a clearing out of the frayed soft  ti ssue for a 
clear view of the acromion; a great big spurs were demonstrated followed by power burr used to remove the 
bone spur.  Meanti me a sucti on on the hand piece to remove the bone debris yielding the acromion a nice, 
 at smooth structure from all diff erent perspecti ves.  The decompression was done.

There was not any arti cular carti lage remaining on the AC joint.  A large sized bicep tendon tear was noti ced, 
but not appearing to be terribly retracted.  The in amed bursa ti ssue was removed to expose the proximal 
humerus, and the greater tuberosity where the rotator cuff , followed by a double row  xati on applied for the 
repair.  The clavicle was with arthriti s changes of spur and the spur was reamed with same too burr, 1-1.2 cm 
was resected and thus space expanded.

Dressing routi nely and the operati on was done without complicati ons.

FINDINGS:  At the glenoid humeral joint the superior labral was found parti ally detached from the bone and 
parti al SLAP tear was found at the very front of the shoulder, the socket was stable, the long head of the 
biceps tendon was healthy but there was a bit of fraying of the rotator cuff  but not signi cant damage.
The long head of biceps tendon looks healthy, at the rotator cuff  area and the AC joint, the subacromonial 
space bursiti s was detected.

Signature: _________________________________________________ Debbie Doe, MD

ICD Code:   727.61 Complete rupture of rotator cuff . 

CPT Code:  29827 Arthroscopy, shoulder, surgical; with rotator cuff  repair.
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Procedure Report                                                                           Transforaminal Epidural Injecti on

EndoSoft  Surgery Center
135 Broadway
Schenectady, NY 12144

Pati ent Name:   Mary Smith
Pati ent Sex:   Female
Date of Birth:   09/15/1982
Record Number:   0159876
Date / Time of Procedure:  5/18/2010, 07:56:49
Referring Physician:  Frank Black, MD
Procedure Performed by:  Debbie Doe, MD

PROCEDURE PERFORMED:
TRANSFORAMINAL EPIDURAL INJECTION
PRE-OPERATIVE DIAGNOSIS: Lumbar spinal stenosis, Right lumbar radiculiti s
POST-OPERATIVE DIAGNOSIS: Lumbar spinal stenosis, Right lumbar radiculiti s
ANESTHESIA: Conscious sedati on
ALLERGIES: Sulfa

JUSTIFICATION FOR PROCEDURE:
Pati ent is a 75 year old female with c/o pain in the lower back radiati ng to the right lower 
extremity. The pain is fairly severe and increases with acti vity and is not well relieved with pain 
medicati on. Acti viti es of daily living are severely aff ected. MRI done showed spinal stenosis and 
facet arthropathy multi level in the lower lumbar spine with neural foraminal encroachment at 
L2-3 and L4-5 and L5-S1.  Pati ent is here today for a right lumbar transforaminal epidural steroid 
injecti on at L3, L4 and L5.  Risks and bene ts were discussed in detail and pati ent agreed to 
proceed.

PROCEDURE TECHNIQUE:
Aft er informed consent, the pati ent was taken to the OR and placed in a prone positi on. Monitors 
were applied, ti me out called and IV sedati on ti trated.  When the pati ent was comfortable, the 
lower back was prepped in sterile fashion with betadine and draped. Then for an L5 transforaminal 
block, the endplates of L5 and S1 were aligned and the C-arm was ti lted obliquely to the RIGHT 
and 1% 3cc PF lidocaine skin wheal was raised with a 27G needle lateral to the midline. Then L5-
S1 foramen on the RIGHT was negoti ated under direct intermitt ent  uoroscopy with a 22G short 
bevel needle without using the pedicle and superior arti cular process as a guide. Lateral view was 
used to con rm needle placement and depth. Negati ve aspirati on con rmed for blood and csf. 
No parasthesias. In the AP view 1/2 cc of contrast omnipaque 240 showed good spread of dye 
along the L5 nerve root on the RIGHT and through the L5-S1 foramen into the axillary recess of the 
betamethasone and 1 cc of 0.25% PF naropin was injected without adverse eff ect.

Then for L4 transforaminal block, the end plates of L4 and L5 were aligned and the C-arm was 
ti lted obliquely to the RIGHT and 1% 3cc PF lidocaine skin wheal was raised with 27G needle lateral 
to the midline. Then the L4-L5 foramen on the RIGHT was negoti ated under direct intermitt ent 
 uoroscopy with a 22G short bevel needle without diffi  culty using the pedicle and superior 
arti cular process as a guide. Lateral view was used to con rm needle placement and depth. 
Negati ve aspirati on con rmed for blood and csf. No parasthesias. In the AP view 1/2 cc of contrast
omnipaque 240 showed good spread of dye along the L4 nerve root on the left  and through L4-L5 
foramen into the axillary recess of the epidural space without any vascular uptake. Then 1/2cc 
of PF nonparti culate betamethasone and 1cc of 0.25% PF naropin was injected without adverse 
eff ect.
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Procedure Report                                                                              Bronchoscopy

EndoSoft  Surgery Center
135 Broadway
Schenectady, NY 12144

Pati ent Name:  Robert Smith
Date of Birth:  09/15/1950
Record Number:  0159834
Date / Time of Procedure: 5/18/2010, 07:56:49
Referring Physician: Frank Black, MD
Pulmonologist:  Debbie Doe, MD

PROCEDURE PERFORMED:     Flexibility bronchoscopy

INDICATIONS FOR EXAMINATION:   Large airway obstructi on in the left  main stem for one month.

INSTRUMENTS: Loaner
MEDICATIONS:    Demerol 25 mg, Versed 1 mg
VISUALIZATION:   Good TOLERANCE:      Good                COMPLICATIONS:  None
EXTENT OF EXAM: All segments visualized to subsegmental
LIMITATIONS:   None

PROCEDURE TECHNIQUE:  Flexible bronchoscopy: A physical exam was performed and an informed 
consent was obtained from the pati ent aft er explaining the risks, (pneumothorax, life threatening 
bleeding, infecti on and adverse eff ects due to medicati ons) bene ts and alternati ves to the 
procedure which the pati ent appeared to understand and so stated.  The pati ent was connected 
to the monitoring devices.  Conti nuous oxygen was provided with a nasal cannula and IV medicine 
administered through an indwelling IV catheter.  Lidocaine 2%, viscous lidocaine, Demerol 25 mg, 
Versed 1 mg were used for local anesthesia and conscious sedati on.  The bronchoscope was inserted 
and the airway examined.

FINDINGS:   Extrinsic compression stricture begins left  mainstem bronchus to the left  lower lobe 
extending for the length of 3cm.   Scope could be advanced beyond the stricture.  The esti mated 
diameter of the lumen was 8mm.

Simple weblike stricture begins LUL entrance with 70% stenosis.  Scope could not be advanced 
beyond the stricture.  The esti mated diameter of the lumen was 4mm.  This was esti mated using the 
scope diameter comparison technique.  Diff use erythema and friable ti ssue submucosal in ammati on 
was located in the LUL entrance with 80% stenosis.

PULMONOLOGIST DIAGNOSIS:   Malignancy, primary lung, small cell in left  main stem.  Benign 
stricture, radiati on  brosis in the LUL entrance.  Small cell carcinoma of the lung.

RECOMMENDATIONS: 

Follow-up with your Primary Care provider in 2 weeks

Signature: _________________________________________________ Debbie Doe, MD

ICD Code:     

162.8 Malignant neoplasm of other parts of bronchus or lung

CPT Code:    

31622 Bronchoscopy
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Procedure Report                                                                                                                 Cystoscopy

EndoSoft  Surgery Center
135 Broadway
Schenectady, NY 12144

Pati ent Name:   Mike Smith
Pati ent Sex:   Male
Date of Birth:   09/15/1952
Record Number:   0159876
Date / Time of Procedure:  5/18/2010, 07:56:49
Referring Physician:  Frank Black, MD
Surgeon:    Debbie Doe, MD

PROCEDURE PERFORMED: 
Cystoscopy - Cystourethroscopy

INDICATIONS FOR EXAM: 
Hematuria

Instruments: 2000778 TF140F
Medicati ons: None
Extent of Exam: Right Ureter
Limitati ons: None

PROCEDURE TECHNIQUE:
A physical exam was performed.  Informed consent was obtained from the pati ent  aft er explaining 
all the risks (perforati on, bleeding, infecti on and adverse eff ects to the medicine), bene ts and 
alternati ves.  The pati ent understood and so stated.  The pati ent was connected to the monitoring 
devices and placed in the dorsal lithotomy positi on, prepared and draped.  A 8Fr red rubber catheter 
was inserted into the bladder, residual urine was: 42 cc’s.  A 7Fr dual-lumen cystometrogram catheter 
was introduced under direct vision and connected to a OM-5 urodynamic machine.  Using sterile 
water, at a  ow rate of 66 cc’s / min, the bladder was  lled to capacity.  The  rst urge to urinate 
occurred at a volume of: 103 cc’s with a capacity of: 310 cc’s.

A leak-point pressure was performed by asking the pati ent to cough at a volume of 9cm H
2O.  Aft er 

removing the catheter, the pati ent was placed under conscious sedati on by the anaesthesiologist.  
A Cystoscopy was performed using 2000778 TF140F and the Cystoscope was introduced into the 
urethra and bladder.  A thorough examinati on was performed.  Using sterile water, the bladder was 
 lled via gravity to capacity, while under anaesthesia.  The pati ent was subsequently transferred to 
the recovery area in sati sfacti on conditi on.  The following  ndings were noted:

FINDINGS:
Friable 2 cm prostate weighing 17g.  Lateral Lobes: in amed.  Biopsy obtained, results pending.

POST PROCEDURE DIAGNOSIS:
Hematuria.

RECOMMENDATIONS:
Cystourethroscopy in 6 months.

Signature: _________________________________________________ Debbie Doe, MD

CPT Code:   
52000 Cystourethroscopy (Sep Proc)

ICD Code:    
599.7 Hematuria
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Endosoft applications are designed with Windows technology using MS SQL database and are compatible with Microsoft Server 2008, Virtual 
Server and Citrix.  All applications operate on Microsoft Windows operating systems (Windows XP & Windows 7) and are Windows Active 
Directory (AD/LDAP) compliant. 

Integration
Endosoft is a member of IHE and actively participates in IHE 
Connectathons and the HIMSS Interoperability Showcases to 
demonstrate the breadth of Endosoft’s interface experience with 
various HIS and devices and vendors.

Endosoft applications are HL7 (Version 2.5), XML, DICOM, XDS 
(i),  XDS (b)  and ODBC compliant. 

Applications readily interface with other applications that are 
HL7 compliant for segments such as ADT, SIU, ORM, ORU, 
DFT, etc.  

Applications are DICOM compliant for work list and storage and 
also support DICOM Visible Light and DICOM encapsulated 
PDF. 

Endosoft is capable of converting .jpg images into DICOM and 
pushing them to a PACS.

Imaging
Video & Still Image Capture:       
Endosoft’s leading edge technology captures still and HD video 
images with ease through the many sources used in the clinical 
environment.  HD video can be captured using RGB, Composite, 
S-Video, HDMI, Firewire and USB outputs in native resolution.

Streaming Video:             
Broadcast streaming video and audio in real time to remote 
locations using the intranet or internet for second opinions, live 
workshops, or student education.  

Security:
EndoSoft applications are designed with advanced security 
systems to protect patient privacy. Endosoft applications are 
HIPPA compliant and are Meaningful Use certified including for 
the security measures established by CMS.  System security 
safeguards of password protection, encrypted passwords and 
EndoSoft Audit Trail are incorporated into the system to ensure 
data integrity and confidentiality of the stored patient and 
business information.

     - Voice Recognition

     - Barcode & RFID Read Write Compliant e-Signature

      - Scanning: Document Scanning & ID Card Scanning &  
        Reading 

     - Vital Sign Monitor Interface:  Interfaces with Most Vital Sign    
       Monitors on the Market  

     - Built-in Fax

Technology & Interfaces


