
 

 

 

CMS 138 Preventive Care and Screening: Tobacco Use 
 
Documentation Step-by-Step   
 
Users must document using a billable visit for a patient with a CPT code that 
qualifies for the measure (this is most routine CPT codes). 
 
Workflow: Patients tab > Screenings > Tobacco > Add Tobacco Screening 
 

 

 
 
Below options are available for Current Smoking Status and Historical Smoking 
Status: 

 Current, Every Day Smoker  
 Current, Some Day Smoker  
 Former Smoker  
 Never Smoker  
 Smoker, Current Status Unknown  
 Unknown if Ever Smoked  
 Heavy Tobacco Smoker  
 Light Tobacco Smoker  



 

 

 

The options in bold will designate the patient as a tobacco user. Non-bolded options 
will designate the patient as a non-tobacco user. Once the appropriate selection is 
designated, a date range will then populate for the user to document the dates of 
tobacco use. Once complete, click Sign Screening to save the results. 
 

 
 

 
 
If the patient is identified as a tobacco user, then a Tobacco Cessation Intervention 
should be completed. Schedule the Tobacco Cessation Intervention by navigating to 
the Patient or Employee Schedule and selecting the task. 
 

 
 
The most recent tobacco screening will flow into the task. There, the user can 
document the intervention. Options available are: 

 Counseling 
 Pharmacotherapy 



 

 

 

 

 
 
Specific details can be documented as well. 
 

 
 
This measure has an exception for any patient who has received hospice services 
during the measure period. If the user documents a hospice referral in the 
Coordination of Care section within any visit, this will capture the information 
necessary to exclude the patient from the measure criteria. 
 
Workflow: Any visit with a Coordination of Care section > Hospice Referral 


