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such year) that the EP continues to 
meet the criteria of paragraph (a) of 
this section. 

(c) Requirements for nonhospital-based 
EPs. An EP determined nonhospital- 
based must— 

(1) Continue to meet all applicable 
requirements to receive an incentive 
payment, including meeting all re-
quirements for meaningful use; and 

(2) Demonstrate meaningful use 
using all encounters at all locations 
equipped with Certified EHR Tech-
nology, including those in the inpa-
tient and emergency departments of 
the hospital. 

EFFECTIVE DATE NOTE: At 77 FR 54149, 
Sept. 4, 2012, § 495.5 was added, effective Nov. 
5, 2012. 

§ 495.6 Meaningful use objectives and 
measures for EPs, eligible hospitals, 
and CAHs. 

(a) Stage 1 criteria for EPs—(1) General 
rule regarding Stage 1 criteria for mean-
ingful use for EPs. Except as specified in 
paragraphs (a)(2) and (a)(3) of this sec-
tion, EPs must meet all objectives and 
associated measures of the Stage 1 cri-
teria specified in paragraph (d) of this 
section and five objectives of the EP’s 
choice from paragraph (e) of this sec-
tion to meet the definition of a mean-
ingful EHR user. 

(2) Exclusion for non-applicable objec-
tives. (i) An EP may exclude a par-
ticular objective contained in para-
graphs (d) or (e) of this section, if the 
EP meets all of the following require-
ments: 

(A) Must ensure that the objective in 
paragraph (d) or (e) of this section in-
cludes an option for the EP to attest 
that the objective is not applicable. 

(B) Meets the criteria in the applica-
ble objective that would permit the at-
testation. 

(C) Attests. 
(ii) An exclusion will reduce (by the 

number of exclusions applicable) the 
number of objectives that would other-
wise apply. For example, an EP that 
has an exclusion from one of the objec-
tives in paragraph (e) of this section 
must meet four (and not five) objec-
tives of the EP’s choice from such 
paragraph to meet the definition of a 
meaningful EHR user. 

(3) Exception for Medicaid EPs who 
adopt, implement or upgrade in their first 
payment year. For Medicaid EPs who 
adopt, implement, or upgrade certified 
EHR technology in their first payment 
year, the meaningful use objectives and 
associated measures of the Stage 1 cri-
teria specified in paragraphs (d) and (e) 
apply beginning with the second pay-
ment year, and do not apply to the 
first payment year. 

(b) Stage 1 criteria for eligible hospitals 
and CAHs—(1) General rule regarding 
Stage 1 criteria for meaningful use for eli-
gible hospitals or CAHs. Except as speci-
fied in paragraphs (b)(2) and (b)(3) of 
this section, eligible hospitals and 
CAHs must meet all objectives and as-
sociated measures of the Stage 1 cri-
teria specified in paragraph (f) of this 
section and five objectives of the eligi-
ble hospital’s or CAH’s choice from 
paragraph (g) of this section to meet 
the definition of a meaningful EHR 
user. 

(2) Exclusions for nonapplicable objec-
tives. (i) An eligible hospital or CAH 
may exclude a particular objective 
that includes an option for exclusion 
contained in paragraphs (f) or (g) of 
this section, if the hospital meets all of 
the following requirements: 

(A) The hospital meets the criteria in 
the applicable objective that would 
permit an exclusion. 

(B) The hospital so attests. 
(ii) An exclusion will reduce (by the 

number of exclusions received) the 
number of objectives that would other-
wise apply. For example, an eligible 
hospital that is excluded from one of 
the objectives in paragraph (g) of this 
section must meet four (and not five) 
objectives of the hospital’s choice from 
such paragraph to meet the definition 
of a meaningful EHR user. 

(3) Exception for Medicaid eligible hos-
pitals that adopt, implement or upgrade in 
their first payment year. For Medicaid 
eligible hospitals that adopt, imple-
ment, or upgrade certified EHR tech-
nology in their first payment year, the 
meaningful use objectives and associ-
ated measures of the Stage 1 criteria 
specified in paragraphs (f) and (g) of 
this section apply beginning with the 
second payment year, and do not apply 
to the first payment year. 
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(c) Many of the objective and associ-
ated measures in paragraphs (d) 
through (g) of this section rely on 
measures that count unique patients or 
actions. 

(1) If a measure (or associated objec-
tive) in paragraphs (d) through (g) of 
this section references paragraph (c) of 
this section, then the measure may be 
calculated by reviewing only the ac-
tions for patients whose records are 
maintained using certified EHR tech-
nology. A patient’s record is main-
tained using certified EHR technology 
if sufficient data was entered in the 
certified EHR technology to allow the 
record to be saved, and not rejected due 
to incomplete data. 

(2) If the objective and associated 
measure does not reference this para-
graph (c) of this section, then the 
measure must be calculated by review-
ing all patient records, not just those 
maintained using certified EHR tech-
nology. 

(d) Stage 1 core criteria for EPs. An EP 
must satisfy the following objectives 
and associated measures, except those 
objectives and associated measures for 
which an EP qualifies for an exclusion 
under paragraph (a)(2) of this section 
specified in this paragraph: 

(1)(i) Objective. Use computerized pro-
vider order entry (CPOE) for medica-
tion orders directly entered by any li-
censed healthcare professional who can 
enter orders into the medical record 
per state, local and professional guide-
lines. 

(ii) Measure. Subject to paragraph (c) 
of this section, more than 30 percent of 
all unique patients with at least one 
medication in their medication list 
seen by the EP have at least one medi-
cation order entered using CPOE. 

(iii) Exclusion in accordance with para-
graph (a)(2) of this section Any EP who 
writes fewer than 100 prescriptions dur-
ing the EHR reporting period. 

(2)(i) Objective. Implement drug-drug 
and drug-allergy interaction checks. 

(ii) Measure. The EP has enabled this 
functionality for the entire EHR re-
porting period. 

(3)(i) Objective. Maintain an up-to- 
date problem list of current and active 
diagnoses. 

(ii) Measure. More than 80 percent of 
all unique patients seen by the EP have 

at least one entry or an indication that 
no problems are known for the patient 
recorded as structured data. 

(4)(i) Objective. Generate and trans-
mit permissible prescriptions elec-
tronically (eRx). 

(ii) Measure. Subject to paragraph (c) 
of this section, more than 40 percent of 
all permissible prescriptions written by 
the EP are transmitted electronically 
using certified EHR technology. 

(iii) Exclusion in accordance with para-
graph (a)(2) of this section Any EP who 
writes fewer than 100 prescriptions dur-
ing the EHR reporting period. 

(5)(i) Objective. Maintain active medi-
cation list. 

(ii) Measure. More than 80 percent of 
all unique patients seen by the EP have 
at least one entry (or an indication 
that the patient is not currently pre-
scribed any medication) recorded as 
structured data. 

(6)(i) Objective. Maintain active medi-
cation allergy list. 

(ii) Measure. More than 80 percent of 
all unique patients seen by the EP have 
at least one entry (or an indication 
that the patient has no known medica-
tion allergies) recorded as structured 
data. 

(7)(i) Objective. Record all of the fol-
lowing demographics: 

(A) Preferred language. 
(B) Gender. 
(C) Race. 
(D) Ethnicity. 
(E) Date of birth. 
(ii) Measure. More than 50 percent of 

all unique patients seen by the EP have 
demographics recorded as structured 
data. 

(8)(i) Objective. Record and chart 
changes in the following vital signs: 

(A) Height. 
(B) Weight. 
(C) Blood pressure. 
(D) Calculate and display body mass 

index (BMI). 
(E) Plot and display growth charts 

for children 2–20 years, including BMI. 
(ii) Measure. Subject to paragraph (c) 

of this section, more than 50 percent of 
all unique patients age 2 and over seen 
by the EP, height, weight and blood 
pressure are recorded as structured 
data. 

(iii) Exclusion in accordance with para-
graph (a)(2) of this section. Any EP who 
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either see no patients 2 years or older, 
or who believes that all three vital 
signs of height, weight, and blood pres-
sure of their patients have no relevance 
to their scope of practice. 

(9)(i) Objective. Record smoking sta-
tus for patients 13 years old or older. 

(ii) Measure. Subject to paragraph (c) 
of this section, more than 50 percent of 
all unique patients 13 years old or older 
seen by the EP have smoking status re-
corded as structured data. 

(iii) Exclusion in accordance with para-
graph (a)(2) of this section. Any EP who 
sees no patients 13 years or older. 

(10)(i) Objective. Report ambulatory 
clinical quality measures to CMS or, in 
the case of Medicaid EPs, the States. 

(ii) Measure. Subject to paragraph (c) 
of this section, successfully report to 
CMS (or, in the case of Medicaid EPs, 
the States) ambulatory clinical quality 
measures selected by CMS in the man-
ner specified by CMS (or in the case of 
Medicaid EPs, the States). 

(11)(i) Objective. Implement one clin-
ical decision support rules relevant to 
specialty or high clinical priority 
along with the ability to track compli-
ance with that rule. 

(ii) Measure. Implement one clinical 
decision support rule. 

(12)(i) Objective. Provide patients with 
an electronic copy of their health in-
formation (including diagnostics test 
results, problem list, medication lists, 
medication allergies) upon request. 

(ii) Measure. Subject to paragraph (c) 
of this section, more than 50 percent of 
all patients who request an electronic 
copy of their health information are 
provided it within 3 business days. 

(iii) Exclusion in accordance with para-
graph (a)(2) of this section. Any EP that 
has no requests from patients or their 
agents for an electronic copy of patient 
health information during the EHR re-
porting period. 

(13)(i) Objective. Provide clinical sum-
maries for patients for each office 
visit. 

(ii) Measure. Subject to paragraph (c) 
of this section, clinical summaries pro-
vided to patients for more than 50 per-
cent of all office visits within 3 busi-
ness days. 

(iii) Exclusion in accordance with para-
graph (a)(2) of this section. Any EP who 

has no office visits during the EHR re-
porting period. 

(14)(i) Objective. Capability to ex-
change key clinical information (for 
example, problem list, medication list, 
medication allergies, and diagnostic 
test results), among providers of care 
and patient authorized entities elec-
tronically. 

(ii) Measure. Performed at least one 
test of certified EHR technology’s ca-
pacity to electronically exchange key 
clinical information. 

(15)(i) Objective. Protect electronic 
health information created or main-
tained by the certified EHR technology 
through the implementation of appro-
priate technical capabilities. 

(ii) Measure. Conduct or review a se-
curity risk analysis in accordance with 
the requirements under 45 CFR 
164.308(a)(1) and implement security up-
dates as necessary and correct identi-
fied security deficiencies as part of its 
risk management process. 

(e) Stage 1 menu set criteria for EPs. An 
EP must meet five of the following ob-
jectives and associated measures, one 
of which must be either paragraph 
(e)(9) or (e)(10) of this section, except 
that the required number of objectives 
and associated measures is reduced by 
an EP’s paragraph (a)(2) of this section 
exclusions specified in this paragraph: 

(1)(i) Objective. Implement drug-for-
mulary checks. 

(ii) Measure. The EP has enabled this 
functionality and has access to at least 
one internal or external formulary for 
the entire EHR reporting period. 

(iii) Exclusion in accordance with para-
graph (a)(2) of this section. Any EP who 
writes fewer than 100 prescriptions dur-
ing the EHR reporting period. 

(2)(i) Objective. Incorporate clinical 
lab-test results into EHR as structured 
data. 

(ii) Measure. Subject to paragraph (c) 
of this section, more than 40 percent of 
all clinical lab tests results ordered by 
the EP during the EHR reporting pe-
riod whose results are either in a posi-
tive/negative or numerical format are 
incorporated in certified EHR tech-
nology as structured data. 

(iii) Exclusion in accordance with para-
graph (a)(2) of this section. An EP who 
orders no lab tests whose results are ei-
ther in a positive/negative or numeric 
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format during the EHR reporting pe-
riod. 

(3)(i) Objective. Generate lists of pa-
tients by specific conditions to use for 
quality improvement, reduction of dis-
parities, research, or outreach. 

(ii) Measure. Subject to paragraph (c) 
of this section, generate at least one 
report listing patients of the EP with a 
specific condition. 

(4)(i) Objective. Send reminders to pa-
tients per patient preference for pre-
ventive/follow-up care. 

(ii) Measure. Subject to paragraph (c) 
of this section, more than 20 percent of 
all patients 65 years or older or 5 years 
old or younger were sent an appro-
priate reminder during the EHR report-
ing period. 

(iii) Exclusion in accordance with para-
graph (a)(2) of this section. An EP who 
has no patients 65 years old or older or 
5 years old or younger with records 
maintained using certified EHR tech-
nology. 

(5)(i) Objective. Provide patients with 
timely electronic access to their health 
information (including lab results, 
problem list, medication lists, and al-
lergies) within 4 business days of the 
information being available to the EP. 

(ii) Measure. At least 10 percent of all 
unique patients seen by the EP are pro-
vided timely (available to the patient 
within four business days of being up-
dated in the certified EHR technology) 
electronic access to their health infor-
mation subject to the EP’s discretion 
to withhold certain information. 

(iii) Exclusion in accordance with para-
graph (a)(2) of this section. Any EP that 
neither orders nor creates any of the 
information listed at 45 CFR 170.304(g) 
during the EHR reporting period. 

(6)(i) Objective. Use certified EHR 
technology to identify patient-specific 
education resources and provide those 
resources to the patient if appropriate. 

(ii) Measure. More than 10 percent of 
all unique patients seen by the EP are 
provided patient-specific education re-
sources. 

(7)(i) Objective. The EP who receives a 
patient from another setting of care or 
provider of care or believes an encoun-
ter is relevant should perform medica-
tion reconciliation. 

(ii) Measure. Subject to paragraph (c) 
of this section, the EP performs medi-

cation reconciliation for more than 50 
percent of transitions of care in which 
the patient is transitioned into the 
care of the EP. 

(iii) Exclusion in accordance with para-
graph (a)(2) of this section. An EP who 
was not the beneficiary of any transi-
tions of care during the EHR reporting 
period. 

(8)(i) Objective. The EP who transi-
tions their patient to another setting 
of care or provider of care or refers 
their patient to another provider of 
care should provide summary care 
record for each transition of care or re-
ferral. 

(ii) Measure. Subject to paragraph (c) 
of this section, the EP who transitions 
or refers their patient to another set-
ting of care or provider of care provides 
a summary of care record for more 
than 50 percent of transitions of care 
and referrals. 

(iii) Exclusion in accordance with para-
graph (a)(2) of this section. An EP who 
neither transfers a patient to another 
setting nor refers a patient to another 
provider during the EHR reporting pe-
riod. 

(9)(i) Objective. Capability to submit 
electronic data to immunization reg-
istries or immunization information 
systems and actual submission accord-
ing to applicable law and practice. 

(ii) Measure. Performed at least one 
test of certified EHR technology’s ca-
pacity to submit electronic data to im-
munization registries and follow up 
submission if the test is successful (un-
less none of the immunization reg-
istries to which the EP submits such 
information has the capacity to receive 
the information electronically). 

(iii) Exclusion in accordance with para-
graph (a)(2) of this section. An EP who 
administers no immunizations during 
the EHR reporting period or where no 
immunization registry has the capac-
ity to receive the information elec-
tronically. 

(10)(i) Objective. Capability to submit 
electronic syndromic surveillance data 
to public health agencies and actual 
submission according to applicable law 
and practice. 

(ii) Measure. Performed at least one 
test of certified EHR technology’s ca-
pacity to provide electronic syndromic 
surveillance data to public health 
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agencies and follow-up submission if 
the test is successful (unless none of 
the public health agencies to which an 
EP submits such information has the 
capacity to receive the information 
electronically). 

(iii) Exclusion in accordance with 
paragraph (a)(2) of this section. An EP 
who does not collect any reportable 
syndromic information on their pa-
tients during the EHR reporting period 
or does not submit such information to 
any public health agency that has the 
capacity to receive the information 
electronically. 

(f) Stage 1 core criteria for eligible hos-
pitals or CAHs. An eligible hospital or 
CAH must meet the following objec-
tives and associated measures except 
those objectives and associated meas-
ures for which an eligible hospital or 
CAH qualifies for a paragraph (b)(2) of 
this section exclusion specified in this 
paragraph: 

(1)(i) Objective. Use CPOE for medica-
tion orders directly entered by any li-
censed healthcare professional who can 
enter orders into the medical record 
per State, local, and professional 
guidelines. 

(ii) Measure. (A) Subject to paragraph 
(c) of this section, more than 30 percent 
of all unique patients with at least one 
medication in their medication list ad-
mitted to the eligible hospital’s or 
CAH’s inpatient or emergency depart-
ment (POS 21 or 23) have at least one 
medication order entered using CPOE. 

(B) Subject to paragraph (c) of this 
section, more than 30 percent of medi-
cation orders created by the authorized 
providers of the eligible hospital or 
CAH for patients admitted to their in-
patient or emergency departments 
(POS 21 or 23) during the EHR report-
ing period are recorded using comput-
erized provider order entry, or the 
measure specified in paragraph 
(f)(1)(ii)(A) of this section. 

(2)(i) Objective. Implement drug-drug 
and drug-allergy interaction checks. 

(ii) Measure. The eligible hospital or 
CAH has enabled this functionality for 
the entire EHR reporting period. 

(3)(i) Objective. Maintain an up-to- 
date problem list of current and active 
diagnoses. 

(ii) Measure. More than 80 percent of 
all unique patients admitted to the eli-

gible hospital’s or CAH’s inpatient or 
emergency department (POS 21 or 23) 
have at least one entry or an indica-
tion that no problems are known for 
the patient recorded as structured 
data. 

(4)(i) Objective. Maintain active medi-
cation list. 

(ii) Measure. More than 80 percent of 
all unique patients admitted to the eli-
gible hospital’s or CAH’s inpatient or 
emergency department (POS 21 or 23) 
have at least one entry (or an indica-
tion that the patient is not currently 
prescribed any medication) recorded as 
structured data. 

(5)(i) Objective. Maintain active medi-
cation allergy list. 

(ii) Measure. More than 80 percent of 
all unique patients admitted to the eli-
gible hospital’s or CAH’s inpatient or 
emergency department (POS 21 or 23) 
have at least one entry (or an indica-
tion that the patient has no known 
medication allergies) recorded as struc-
tured data. 

(6)(i) Objective. Record all of the fol-
lowing demographics; 

(A) Preferred language. 
(B) Gender. 
(C) Race. 
(D) Ethnicity. 
(E) Date of birth. 
(F) Date and preliminary cause of 

death in the event of mortality in the 
eligible hospital or CAH. 

(ii) Measure. More than 50 percent of 
all unique patients admitted to the eli-
gible hospital’s or CAH’s inpatient or 
emergency department (POS 21 or 23) 
have demographics recorded as struc-
tured data. 

(7)(i) Objective. Record and chart 
changes in the following vital signs: 

(A) Height. 
(B) Weight. 
(C) Blood pressure. 
(D) Calculate and display body mass 

index (BMI). 
(E)(1) Plot and display growth charts 

for children 2–20 years, including BMI. 
(2) For 2013, plot and display growth 

charts for patients 0–20 years, includ-
ing body mass index, or paragraph 
(f)(7)(i)(E)(1) of this section. 

(3) Beginning 2014, plot and display 
growth charts for patients 0–20 years, 
including body mass index. 
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(ii) Measure. (A) Subject to paragraph 
(c) of this section, for more than 50 per-
cent of all unique patients age 2 and 
over admitted to the eligible hospital’s 
or CAH’s inpatient or emergency de-
partment (POS 21 or 23), height, 
weight, and blood pressure are recorded 
as structured data. 

(B) For 2013— 
(1) Subject to paragraph (c) of this 

section, more than 50 percent of all 
unique patients admitted to the eligi-
ble hospital’s or CAH’s inpatient or 
emergency department (POS 21 or 23) 
during the EHR reporting period have 
blood pressure (for patients age 3 and 
over only) and height/length and 
weight (for all ages) recorded as struc-
tured data; or 

(2) The measure specified in para-
graph (f)(7)(ii)(A) of this section. 

(C) Beginning 2014, only the measure 
specified in paragraph (f)(7)(ii)(B)(1) of 
this section. 

(8)(i) Objective. Record smoking for 
patients 13 years old or older. 

(ii) Measure. Subject to paragraph (c) 
of this section, more than 50 percent of 
all unique patients 13 years old or older 
or admitted to the eligible hospital’s 
inpatient or emergency department 
(POS 21 or 23) have smoking status re-
corded as structured data. 

(iii) Exclusion in accordance with para-
graph (b)(2) of this section. Any eligible 
hospital or CAH that admits no pa-
tients 13 years or older to their inpa-
tient or emergency department (POS 21 
or 23). 

(9)(i) Objective. (A) Report hospital 
clinical quality measures to CMS or, in 
the case of Medicaid eligible hospitals, 
the States. 

(B) Beginning 2013, this objective is 
reflected in the definition of a mean-
ingful EHR user in § 495.4 and no longer 
listed as an objective in this paragraph 
(f). 

(ii) Measure. (A) Subject to paragraph 
(c) of this section, successfully report 
to CMS (or, in the case of Medicaid eli-
gible hospitals or CAHs, the States) 
hospital clinical quality measures se-
lected by CMS in the manner specified 
by CMS (or, in the case of Medicaid eli-
gible hospitals or CAHs, the States). 

(B) Beginning 2013, this measure is 
reflected in the definition of a mean-
ingful EHR user in § 495.4 and no longer 

listed as a measure in this paragraph 
(f). 

(10)(i) Objective. Implement one clin-
ical decision support rule related to a 
high priority hospital condition along 
with the ability to track compliance 
with that rule. 

(ii) Measure. Implement one clinical 
decision support rule. 

(11)(i) Objective. (A) Provide patients 
with an electronic copy of their health 
information (including diagnostic test 
results, problem list, medication lists, 
medication allergies, discharge sum-
mary, procedures), upon request. 

(B) Beginning 2014, this objective is 
no longer required as part of the core 
set. 

(ii) Measure. (A) Subject to paragraph 
(c) of this section, more than 50 percent 
of all patients of the inpatient or emer-
gency departments of the eligible hos-
pital or CAH (POS 21 or 23) who request 
an electronic copy of their health in-
formation are provided it within 3 busi-
ness days. 

(B) Beginning 2014, this measure is no 
longer required as part of the core set. 

(iii) Exclusion in accordance with para-
graph (b)(2) of this section. Any eligible 
hospital or CAH that has no requests 
from patients or their agents for an 
electronic copy of patient health infor-
mation during the EHR reporting pe-
riod. 

(12)(i) Objective. (A) Provide patients 
with an electronic copy of their dis-
charge instructions at time of dis-
charge, upon request. 

(B) Beginning 2014, provide patients 
the ability to view online, download, 
and transmit information about a hos-
pital admission. 

(ii) Measure. (A) Subject to paragraph 
(c) of this section, more than 50 percent 
of all patients who are discharged from 
an eligible hospital or CAH’s inpatient 
or emergency department (POS 21 or 
23) and who request an electronic copy 
of their discharge instructions are pro-
vided it. 

(B) Beginning 2014, subject to para-
graph (c) of this section, more than 50 
percent of all patients who are dis-
charged from the inpatient or emer-
gency department (POS 21 or 23) of an 
eligible hospital or CAH have their in-
formation available online within 36 
hours of discharge. 
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(iii) Exclusion in accordance with para-
graph (b)(2) of this section. (A) Any eligi-
ble hospital or CAH that has no re-
quests from patients or their agents for 
an electronic copy of the discharge in-
structions during the EHR reporting 
period. 

(B) Beginning 2014, this exclusion is 
no longer available. 

(13)(i) Objective. (A) Capability to ex-
change key clinical information (for 
example, problem list, medication list, 
medication allergies, and diagnostic 
test results), among providers of care 
and patient authorized entities elec-
tronically. 

(B) Beginning 2013, this objective is 
no longer required as part of the core 
set. 

(ii) Measure. Performed at least one 
test of certified EHR technology’s ca-
pacity to electronically exchange key 
clinical information. 

(B) Beginning 2013, this measure is no 
longer required as part of the core set. 

(14)(i) Objective. Protect electronic 
health information created or main-
tained by the certified EHR technology 
through the implementation of appro-
priate technical capabilities. 

(ii) Measure. Conduct or review a se-
curity risk analysis in accordance with 
the requirements under 45 CFR 
164.308(a)(1) and implement security up-
dates as necessary and correct identi-
fied security deficiencies as part of its 
risk management process. 

(g) Stage 1 menu set criteria for eligible 
hospitals or CAHs. Eligible hospitals or 
CAHs must meet five of the following 
objectives and associated measures, 
one which must be specified in para-
graph (g)(8), (g)(9), or (g)(10) of this sec-
tion, except that the required number 
of objectives and associated measures 
is reduced by a hospital’s paragraph 
(b)(2) of this section exclusions speci-
fied in this paragraph. Beginning 2014, 
eligible hospitals or CAHs must meet 
five of the following objectives and as-
sociated measures, one which must be 
specified in paragraph (g)(8), (9), or (10) 
of this section: 

(1)(i) Objective. Implement drug-for-
mulary checks. 

(ii) Measure. The eligible hospital or 
CAH has enabled this functionality and 
has access to at least one internal or 

external formulary for the entire EHR 
reporting period. 

(2)(i) Objective. Record advance direc-
tives for patient 65 years old or older. 

(ii) Measure. Subject to paragraph (c) 
of this section, more than 50 percent of 
all unique patients 65 years old or older 
admitted to the eligible hospital’s or 
CAH’s inpatient (POS 21) have an indi-
cation of an advance directive status 
recorded as structured data. 

(iii) Exclusion in accordance with para-
graph (b)(2) of this section. An eligible 
hospital or CAH that admits no pa-
tients age 65 years old or older during 
the EHR reporting period. 

(3)(i) Objective. Incorporate clinical 
lab-test results into EHR as structured 
data. 

(ii) Measure. Subject to paragraph (c) 
of this section, more than 40 percent of 
all clinical lab test results ordered by 
an authorized provider of the eligible 
hospital or CAH for patients admitted 
to its inpatient or emergency depart-
ment (POS 21 and 23) during the EHR 
reporting period whose results are ei-
ther in a positive/negative or numer-
ical format are incorporated in cer-
tified EHR technology as structured 
data. 

(4)(i) Objective. Generate lists of pa-
tients by specific conditions to use for 
quality improvement, reduction of dis-
parities, research, or outreach. 

(ii) Measure. Subject to paragraph (c) 
of this section, generate at least one 
report listing patients of the eligible 
hospital or CAH with a specific condi-
tion. 

(5)(i) Objective. Use certified EHR 
technology to identify patient-specific 
education resources and provide those 
resources to the patient if appropriate. 

(ii) Measure. More than 10 percent of 
all unique patients admitted to the eli-
gible hospital’s or CAH’s inpatient or 
emergency department (POS 21 or 23) 
are provided patient-specific education 
resources. 

(6)(i) Objective. The eligible hospital 
or CAH who receives a patient from an-
other setting of care or provider of care 
or believes an encounter is relevant 
should perform medication reconcili-
ation. 

(ii) Measure. Subject to paragraph (c) 
of this section, the eligible hospital or 
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CAH performs medication reconcili-
ation for more than 50 percent of tran-
sitions of care in which the patient is 
admitted to the eligible hospital’s or 
CAH’s inpatient or emergency depart-
ment (POS 21 or 23). 

(7)(i) Objective. The eligible hospital 
or CAH that transitions their patient 
to another setting of care or provider 
of care or refers their patient to an-
other provider of care should provide 
summary care record for each transi-
tion of care or referral. 

(ii) Measure. Subject to paragraph (c) 
of this section, the eligible hospital or 
CAH that transitions or refers their pa-
tient to another setting of care or pro-
vider of care provides a summary of 
care record for more than 50 percent of 
transitions of care and referrals. 

(8)(i) Objective. (A) Capability to sub-
mit electronic data to immunization 
registries or immunization information 
systems and actual submission accord-
ing to applicable law and practice. 

(B) Beginning 2013, Capability to sub-
mit electronic data to immunization 
registries or immunization information 
systems and actual submission except 
where prohibited and according to ap-
plicable law and practice. 

(ii) Measure. Performed at least one 
test of certified EHR technology’s ca-
pacity to submit electronic data to im-
munization registries and follow up 
submission if the test is successful (un-
less none of the immunization reg-
istries to which the eligible hospital or 
CAH submits such information has the 
capacity to receive the information 
electronically). 

(iii) Exclusion in accordance with para-
graph (b)(2) of this section. An eligible 
hospital or CAH that administers no 
immunizations during the EHR report-
ing period or where no immunization 
registry has the capacity to receive the 
information electronically. 

(9)(i) Objective. (A) Capability to sub-
mit electronic data on reportable (as 
required by State or local law) lab re-
sults to public health agencies and ac-
tual submission according to applica-
ble law and practice. 

(B) Beginning 2013, capability to sub-
mit electronic data on reportable (as 
required by State or local law) lab re-
sults to public health agencies and ac-
tual submission except where prohib-

ited according to applicable law and 
practice. 

(ii) Measure. Performed at least one 
test of certified EHR technology’s ca-
pacity to provide electronic submission 
of reportable lab results to public 
health agencies and follow-up submis-
sion if the test is successful (unless 
none of the public health agencies to 
which an eligible hospital or CAH sub-
mits such information has the capacity 
to receive the information electroni-
cally). 

(iii) Exclusion in accordance with para-
graph (b)(2) of this section. No public 
health agency to which the eligible 
hospital or CAH submits such informa-
tion has the capacity to receive the in-
formation electronically. 

(10)(i) Objective. (A) Capability to sub-
mit electronic syndromic surveillance 
data to public health agencies and ac-
tual submission according to applica-
ble law and practice. 

(B) Beginning 2013, capability to sub-
mit electronic syndromic surveillance 
data to public health agencies and ac-
tual submission except where prohib-
ited and according to applicable law 
and practice. 

(ii) Measure. Performed at least one 
test of certified EHR technology’s ca-
pacity to provide electronic syndromic 
surveillance data to public health 
agencies and follow-up submission if 
the test is successful (unless none of 
the public health agencies to which an 
eligible hospital or CAH submits infor-
mation has the capacity to receive the 
information electronically). 

(iii) Exclusion in accordance with para-
graph (a)(2) of this section. No public 
health agency to which the eligible 
hospital or CAH submits information 
has the capacity to receive the infor-
mation electronically. 

(h) Stage 2 criteria for EPs. Beginning 
when final regulations for Stage 2 are 
effective, an EP must satisfy the fol-
lowing objectives and associated meas-
ures: 

(1)(i) Objective. Use computerized pro-
vider order entry (CPOE) for medica-
tion orders directly entered by any li-
censed healthcare professional who can 
enter orders into the medical record 
per state, local and professional guide-
lines. 
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(ii) Measure. More than 60 percent of 
all unique patients with at least one 
medication in their medication list 
seen by the EP have at least one medi-
cation order entered using CPOE. 

(iii) Exclusion. Any EP who writes 
fewer than 100 prescriptions during the 
EHR reporting period. 

(2) [Reserved] 
(i) Stage 2 criteria for eligible hospitals 

or CAHs. Beginning when final regula-
tions for Stage 2 are effective, an eligi-
ble hospital or CAH must satisfy the 
following objectives and associated 
measures: 

(1)(i) Objective. Use computerized pro-
vider order entry (CPOE) for medica-
tion orders directly entered by any li-
censed healthcare professional who can 
enter orders into the medical record 
per state, local and professional guide-
lines. 

(ii) Measure. More than 60 percent of 
all unique patients with at least one 
medication in their medication list ad-
mitted to the eligible hospital’s or 
CAH’s inpatient or emergency depart-
ment (POS 21 or 23) have at least one 
medication order entered using CPOE. 

(2) [Reserved] 

[75 FR 44565, July 28, 2010, as amended at 75 
FR 81887, Dec. 29, 2010; 77 FR 54149, Sept. 4, 
2012] 

EFFECTIVE DATE NOTE: At 77 FR 54149, 
Sept. 4, 2012, § 495.6 was amended by redesig-
nating paragraph (a)(2)(ii) as paragraph 
(a)(2)(ii)(A); adding paragraph (a)(2)(ii)(B); 
redesignating paragraph (b)(2)(ii) as para-
graph (b)(2)(ii)(A); adding paragraph 
(b)(2)(ii)(B); in paragraphs (c) introductory 
text and (c)(1), the references ‘‘paragraphs 
(d) through (g)’’ are removed and the ref-
erences ‘‘paragraphs (d) through (m)’’ is 
added in their place; redesignating para-
graph (d)(1)(ii) as paragraph (d)(1)(ii)(A); add-
ing paragraph (d)(1)(ii)(B; redesignating 
paragraph (d)(4)(iii) as paragraph 
(d)(4)(iii)(A); adding a paragraph 
(d)(4)(iii)(B); redesignating paragraph 
(d)(8)(i)(E) as paragraph (d)(8)(i)(E)(1); adding 
paragraphs (d)(8)(i)(E)(2) and (3); redesig-
nating paragraph (d)(8)(ii) as paragraph 
(d)(8)(ii)(A); adding paragraphs (d)(8)(ii)(B) 
and (C); redesignating paragraph (d)(8)(iii) as 
paragraph (d)(8)(iii)(A); adding paragraphs 
(d)(8)(iii)(B) and (C); redesignating paragraph 
(d)(10)(i) as paragraph (d)(10)(i)(A); adding 
paragraph (d)(10)(i)(B); redesignating para-
graph (d)(10)(ii) as paragraph (d)(10)(ii)(A); 
adding a paragraph (d)(10)(ii)(B); redesig-
nating paragraph (d)(12)(i) as paragraph 
(d)(12)(i)(A); adding a paragraph (d)(12)(i)(B); 

redesignating paragraph (d)(12)(ii) as para-
graph (d)(12)(ii)(A); adding a paragraph 
(d)(12)(ii)(B); redesignating paragraph 
(d)(12)(iii) as paragraph (d)(12)(iii)(A); adding 
a paragraph (d)(12)(iii)(B); redesignating 
paragraph (d)(14)(i) as paragraph (d)(14)(i)(A); 
adding a paragraph (d)(14)(i)(B); redesig-
nating paragraph (d)(14)(ii) as paragraph 
(d)(14)(ii)(A); adding a paragraph 
(d)(14)(ii)(B); in paragraph (e) introductory 
text—; removing the colon and adding a pe-
riod in its place; adding a sentence at the 
end of the paragraph; redesignating para-
graph (e)(5)(i) as paragraph (e)(5)(i)(A); add-
ing a paragraph (e)(5)(i)(B); redesignating 
paragraph (e)(5)(ii) as paragraph (e)(5)(ii)(A); 
adding paragraph (e)(5)(ii)(B); redesignating 
paragraph (e)(9)(i) as (e)(9)(i)(A); adding para-
graph (e)(9)(i)(B); redesignating paragraph 
(e)(10)(i) as (e)(10)(i)(A); adding paragraph 
(e)(10)(i)(B); revising paragraphs (h) and (i); 
adding new paragraphs (j) through (m), effec-
tive Nov. 5, 2012. For the convenience of the 
user, the added and revised text is set forth 
as follows: 

§ 495.6 Meaningful use objectives and meas-
ures for EPs, eligible hospitals, and 
CAHs. 

* * * * * 

(a) * * * 
(2) * * * 
(ii) * * * 
(B) Beginning 2014, an exclusion does not 

reduce (by the number of exclusions applica-
ble) the number of objectives that would oth-
erwise apply in paragraph (e) of this section 
unless five or more objectives can be ex-
cluded. An EP must meet five of the objec-
tives and associated measures specified in 
paragraph (e) of this section, one of which 
must be either paragraph (e)(9) or (10) of this 
section, unless the EP has an exclusion from 
five or more objectives specified in para-
graph (e) of this section, in which case the 
EP must meet all remaining objectives and 
associated measures in paragraph (e) of this 
section. 

* * * * * 

(b) * * * 
(2) * * * 
(ii) * * * 
(B) Beginning 2014, an exclusion does not 

reduce (by the number of exclusions applica-
ble) the number of objectives that would oth-
erwise apply in paragraph (g) of this section. 
Eligible hospitals or CAHs must meet five of 
the objectives and associated measures spec-
ified in paragraph (g) of this section, one 
which must be specified in paragraph (g)(8), 
(9), or (10) of this section. 

* * * * * 
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(d) * * * 
(1) * * * 
(ii) * * * 
(B) Subject to paragraph (c) of this section, 

more than 30 percent of medication orders 
created by the EP during the EHR reporting 
period are recorded using computerized pro-
vider order entry, or the measure specified in 
paragraph (d)(1)(ii)(A) of this section. 

* * * * * 

(4) * * * 
(iii) * * * 
(B) Beginning 2013, any EP who does not 

have a pharmacy within their organization 
and there are no pharmacies that accept 
electronic prescriptions within 10 miles of 
the EP’s practice location at the start of his/ 
her EHR reporting period, or the exclusion 
specified in (d)(4)(iii)(A) of this section. 

* * * * * 

(8)(i) * * * 
(E) * * * 
(2) For 2013, plot and display growth charts 

for patients 0–20 years, including body mass 
index, or paragraph (d)(8)(i)(E)(1) of this sec-
tion. 

(3) Beginning 2014, plot and display growth 
charts for patients 0–20 years, including body 
mass index. 

(ii) * * * 
(B) For 2013—(1) Subject to paragraph (c) of 

this section, more than 50 percent of all 
unique patients seen by the EP during the 
EHR reporting period have blood pressure 
(for patients age 3 and over only) and height/ 
length and weight (for all ages) recorded as 
structured data; or 

(2) The measure specified in paragraph 
(d)(8)(ii)(A) of this section. 

(C) Beginning 2014, only the measure speci-
fied in paragraph (d)(8)(ii)(B)(1) of this sec-
tion. 

(iii) * * * 
(B) For 2013, either of the following: 
(1) The exclusion specified in paragraph 

(d)(8)(iii)(A) of this section. 
(2) The exclusion for an EP who— 
(i) Sees no patients 3 years or older is ex-

cluded from recording blood pressure; 
(ii) Believes that all three vital signs of 

height/length, weight, and blood pressure 
have no relevance to their scope of practice 
is excluded from recording them; 

(iii) Believes that height/length and weight 
are relevant to their scope of practice, but 
blood pressure is not, is excluded from re-
cording blood pressure; or 

(iv) Believes that blood pressure is relevant 
to their scope of practice, but height/length 
and weight are not, is excluded from record-
ing height/length and weight. 

(C) Beginning 2014, only the exclusion spec-
ified in paragraph (d)(8)(iii)(B)(2) of this sec-
tion. 

* * * * * 

(10)(i) * * * 
(B) Beginning 2013, this objective is re-

flected in the definition of a meaningful EHR 
user in § 495.4 and is no longer listed as an ob-
jective in this paragraph (d). 

(ii) * * * 
(B) Beginning 2013, this measure is re-

flected in the definition of a meaningful EHR 
user in § 495.4 and no longer listed as a meas-
ure in this paragraph (d). 

* * * * * 

(12)(i) * * * 
(B) Beginning 2014, provide patients the 

ability to view online, download, and trans-
mit their health information within 4 busi-
ness days of the information being available 
to the EP. 

(ii) * * * 
(B) Beginning 2014, subject to paragraph (c) 

of this section, more than 50 percent of all 
unique patients seen by the EP during the 
EHR reporting period are provided timely 
(available to the patient within 4 business 
days after the information is available to the 
EP) online access to their health informa-
tion subject to the EP’s discretion to with-
hold certain information. 

(iii) * * * 
(B) Beginning 2014, any EP who neither or-

ders nor creates any of the information list-
ed for inclusion as part of this measure. 

* * * * * 

(14)(i) * * * 
(B) Beginning 2013, this objective is no 

longer required as part of the core set. 
(ii) * * * 
(B) Beginning 2013, this measure is no 

longer required as part of the core set. 

* * * * * 

(e) * * * Beginning 2014, an EP must meet 
five of the following objectives and associ-
ated measures, one of which must be either 
paragraph (e)(9) or (10) of this section unless 
the EP has an exclusion from five or more 
objectives in this paragraph (e), in which 
case the EP must meet all remaining objec-
tives and associated measures in paragraph 
(e) of this section. 

* * * * * 

(5)(i) * * * 
(B) Beginning 2014, this objective is no 

longer included in the menu set. 
(ii) * * * 
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(B) Beginning 2014, this measure is no 
longer included in the menu set. 

* * * * * 

(9)(i) * * * 
(B) Beginning 2013, capability to submit 

electronic data to immunization registries 
or immunization information systems and 
actual submission except where prohibited 
and according to applicable law and practice. 

* * * * * 

(10)(i) * * * 
(B) Beginning 2013, capability to submit 

electronic syndromic surveillance data to 
public health agencies and actual submission 
except where prohibited and according to ap-
plicable law and practice. 

* * * * * 

(f) * * * 
(1) * * * 
(ii) * * * 
(B) Subject to paragraph (c) of this section, 

more than 30 percent of medication orders 
created by the authorized providers of the el-
igible hospital or CAH for patients admitted 
to their inpatient or emergency departments 
(POS 21 or 23) during the EHR reporting pe-
riod are recorded using computerized pro-
vider order entry, or the measure specified in 
paragraph (f)(1)(ii)(A) of this section. 

* * * * * 

(7) * * * 
(i) * * * 
(E) * * * 
(2) For 2013, plot and display growth charts 

for patients 0–20 years, including body mass 
index, or paragraph (f)(7)(i)(E)(1) of this sec-
tion. 

(3) Beginning 2014, plot and display growth 
charts for patients 0–20 years, including body 
mass index. 

(ii) * * * 
(B) For 2013—(1) Subject to paragraph (c) of 

this section, more than 50 percent of all 
unique patients admitted to the eligible hos-
pital’s or CAH’s inpatient or emergency de-
partment (POS 21 or 23) during the EHR re-
porting period have blood pressure (for pa-
tients age 3 and over only) and height/length 
and weight (for all ages) recorded as struc-
tured data; or 

(2) The measure specified in paragraph 
(f)(7)(ii)(A) of this section. 

(C) Beginning 2014, only the measure speci-
fied in paragraph (f)(7)(ii)(B)(1) of this sec-
tion. 

* * * * * 

(9) * * * 

(i) * * * 
(B) Beginning 2013, this objective is re-

flected in the definition of a meaningful EHR 
user in § 495.4 and no longer listed as an ob-
jective in this paragraph (f). 

(ii) * * * 
(B) Beginning 2013, this measure is re-

flected in the definition of a meaningful EHR 
user in § 495.4 and no longer listed as a meas-
ure in this paragraph (f). 

* * * * * 

(11) * * * 
(i) * * * 
(B) Beginning 2014, this objective is no 

longer required as part of the core set. 
(ii) * * * 
(B) Beginning 2014, this measure is no 

longer required as part of the core set. 
(12) * * * 
(i) * * * 
(B) Beginning 2014, provide patients the 

ability to view online, download, and trans-
mit information about a hospital admission. 

(ii) * * * 
(B) Beginning 2014, subject to paragraph (c) 

of this section, more than 50 percent of all 
patients who are discharged from the inpa-
tient or emergency department (POS 21 or 
23) of an eligible hospital or CAH have their 
information available online within 36 hours 
of discharge. 

(iii) * * * 
(B) Beginning 2014, this exclusion is no 

longer available. 

* * * * * 

(13) * * * 
(i) * * * 
(B) Beginning 2013, this objective is no 

longer required as part of the core set. 
(ii) * * * 
(B) Beginning 2013, this measure is no 

longer required as part of the core set. 

* * * * * 

(g) * * * Beginning 2014, eligible hospitals 
or CAHs must meet five of the following ob-
jectives and associated measures, one which 
must be specified in paragraph (g)(8), (9), or 
(10) of this section: 

* * * * * 

(8)(i) * * * 
(B) Beginning 2013, Capability to submit 

electronic data to immunization registries 
or immunization information systems and 
actual submission except where prohibited 
and according to applicable law and practice. 

(9)(i) * * * 
(B) Beginning 2013, capability to submit 

electronic data on reportable (as required by 
State or local law) lab results to public 
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health agencies and actual submission ex-
cept where prohibited according to applica-
ble law and practice. 

(10)(i) * * * 
(B) Beginning 2013, capability to submit 

electronic syndromic surveillance data to 
public health agencies and actual submission 
except where prohibited and according to ap-
plicable law and practice. 

* * * * * 

(h) Stage 2 criteria for EPs–(1) General rule 
regarding Stage 2 criteria for meaningful use for 
EPs. Except as specified in paragraph (h)(2) 
of this section, EPs must meet all objectives 
and associated measures of the Stage 2 cri-
teria specified in paragraph (j) of this section 
and 3 objectives of the EP’s choice from 
paragraph (k) of this section to meet the def-
inition of a meaningful EHR user. 

(2) Exclusion for nonapplicable objectives. (i) 
An EP may exclude a particular objective 
contained in paragraph (j) or (k) of this sec-
tion, if the EP meets all of the following re-
quirements: 

(A) Must ensure that the objective in para-
graph (j) or (k) of this section includes an op-
tion for the EP to attest that the objective 
is not applicable. 

(B) Meets the criteria in the applicable ob-
jective that would permit the attestation. 

(C) Attests. 
(ii)(A) An exclusion will reduce (by the 

number of exclusions applicable) the number 
of objectives that would otherwise apply in 
paragraph (j) of this section. For example, an 
EP that has an exclusion from one of the ob-
jectives in paragraph (j) of this section must 
meet 16 objectives from such paragraph to 
meet the definition of a meaningful EHR 
user. 

(B) An exclusion does not reduce (by the 
number of exclusions applicable) the number 
of objectives that would otherwise apply in 
paragraph (k) of this section unless four or 
more exclusions apply. For example, an EP 
that has an exclusion for one of the objec-
tives in paragraph (k) of this section must 
meet three of the five nonexcluded objectives 
from such paragraph to meet the definition 
of a meaningful EHR user. If an EP has an 
exclusion for four of the objectives in para-
graph (k) of this section, then he or she must 
meet the remaining two nonexcluded objec-
tives from such paragraph to meet the defi-
nition of a meaningful EHR user. 

(i) Stage 2 criteria for eligible hospitals and 
CAHs–(1) General rule regarding Stage 2 criteria 
for meaningful use for eligible hospitals or 
CAHs. Except as specified in paragraph (i)(2) 
of this section, eligible hospitals and CAHs 
must meet all objectives and associated 
measures of the Stage 2 criteria specified in 
paragraph (l) of this section and three objec-
tives of the eligible hospital’s or CAH’s 
choice from paragraph (m) of this section to 

meet the definition of a meaningful EHR 
user. 

(2) Exclusions for nonapplicable objectives. (i) 
An eligible hospital or CAH may exclude a 
particular objective that includes an option 
for exclusion contained in paragraphs (l) or 
(m) of this section, if the hospital meets all 
of the following requirements: 

(A) The hospital meets the criteria in the 
applicable objective that would permit an 
exclusion. 

(B) The hospital so attests. 
(ii)(A) An exclusion will reduce (by the 

number of exclusions applicable) the number 
of objectives that would otherwise apply in 
paragraph (l) of this section. For example, an 
eligible hospital that has an exclusion from 
1 of the objectives in paragraph (l) of this 
section must meet 15 objectives from such 
paragraph to meet the definition of a mean-
ingful EHR user. 

(B) An exclusion does not reduce (by the 
number of exclusions applicable) the number 
of objectives that would otherwise apply in 
paragraph (m) of this section. For example, 
an eligible hospital that has an exclusion for 
one of the objectives in paragraph (m) of this 
section must meet three of the five non-
excluded objectives from such paragraph to 
meet the definition of a meaningful EHR 
user. 

(j) Stage 2 core criteria for EPs. An EP must 
satisfy the following objectives and associ-
ated measures, except those objectives and 
associated measures for which an EP quali-
fies for an exclusion under paragraph (h)(2) 
of this section specified in this paragraph (j). 

(1)(i) Objective. Use computerized provider 
order entry for medication, laboratory, and 
radiology orders directly entered by any li-
censed healthcare professional who can enter 
orders into the medical record per State, 
local, and professional guidelines. 

(ii) Measures. Subject to paragraph (c) of 
this section— 

(A) More than 60 percent of medication or-
ders created by the EP during the EHR re-
porting period are recorded using computer-
ized provider order entry; 

(B) More than 30 percent of laboratory or-
ders created by the EP during the EHR re-
porting period are recorded using computer-
ized provider order entry; and 

(C) More than 30 percent of radiology or-
ders created by the EP during the EHR re-
porting period are recorded using computer-
ized provider order entry. 

(iii) Exclusions in accordance with paragraph 
(h)(2) of this section. (A) For the measure 
specified in paragraph (j)(1)(ii)(A) of this sec-
tion, any EP who writes fewer than 100 medi-
cation orders during the EHR reporting pe-
riod. 

(B) For the measure specified in paragraph 
(j)(1)(ii)(B) of this section, any EP who 
writes fewer than 100 laboratory orders dur-
ing the EHR reporting period. 
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(C) For the measure specified in paragraph 
(j)(1)(ii)(C), any EP who writes fewer than 100 
radiology orders during the EHR reporting 
period. 

(2)(i) Objective. Generate and transmit per-
missible prescriptions electronically (eRx). 

(ii) Measure. Subject to paragraph (c) of 
this section, more than 50 percent of all per-
missible prescriptions, or all prescriptions, 
written by the EP are queried for a drug for-
mulary and transmitted electronically using 
Certified EHR Technology. 

(iii) Exclusion in accordance with paragraph 
(h)(2) of this section. Any EP who— 

(A) Writes fewer than 100 permissible pre-
scriptions during the EHR reporting period; 
or (B) Does not have a pharmacy within 
their organization and there are no phar-
macies that accept electronic prescriptions 
within 10 miles of the EP’s practice location 
at the start of his or her EHR reporting pe-
riod. 

(3)(i) Objective. Record all of the following 
demographics: 

(A) Preferred language. 
(B) Sex. 
(C) Race. 
(D) Ethnicity. 
(E) Date of birth. 
(ii) Measure. More than 80 percent of all 

unique patients seen by the EP during the 
EHR reporting period have demographics re-
corded as structured data. 

(4)(i) Objective. Record and chart changes in 
the following vital signs: 

(A) Height/Length. 
(B) Weight. 
(C) Blood pressure (ages 3 and over). 
(D) Calculate and display body mass index 

(BMI). 
(E) Plot and display growth charts for pa-

tients 0–20 years, including body mass index. 
(ii) Measure. Subject to paragraph (c) of 

this section, more than 80 percent of all 
unique patients seen by the EP during the 
EHR reporting period have blood pressure 
(for patients age 3 and over only) and height/ 
length and weight (for all ages) recorded as 
structured data. 

(iii) Exclusion in accordance with paragraph 
(h)(2) of this section. Any EP who— 

(A) Sees no patients 3 years or older is ex-
cluded from recording blood pressure; 

(B) Believes that all three vital signs of 
height/length, weight, and blood pressure 
have no relevance to their scope of practice 
is excluded from recording them; 

(C) Believes that height/length and weight 
are relevant to their scope of practice, but 
blood pressure is not, is excluded from re-
cording blood pressure; or 

(D) Believes that blood pressure is relevant 
to their scope of practice, but height/length 
and weight are not, is excluded from record-
ing height/length and weight. 

(5)(i) Objective. Record smoking status for 
patients 13 years old or older. 

(ii) Measure. Subject to paragraph (c) of 
this section, more than 80 percent of all 
unique patients 13 years old or older seen by 
the EP during the EHR reporting period have 
smoking status recorded as structured data. 

(iii) Exclusion in accordance with paragraph 
(h)(2) of this section. Any EP who sees no pa-
tients 13 years old or older. 

(6)(i) Objective. Use clinical decision sup-
port to improve performance on high pri-
ority health conditions. 

(ii) Measures. (A) Implement five clinical 
decision support interventions related to 
four or more clinical quality measures at a 
relevant point in patient care for the entire 
EHR reporting period. Absent four clinical 
quality measures related to an EP’s scope of 
practice or patient population, the clinical 
decision support interventions must be re-
lated to high-priority health conditions; and 

(B) The EP has enabled and implemented 
the functionality for drug-drug and drug-al-
lergy interaction checks for the entire EHR 
reporting period. 

(iii) Exclusion in accordance with paragraph 
(h)(2) of this section for paragraph (j)(6)(ii)(B) 
of this section. An EP who writes fewer than 
100 medication orders during the EHR re-
porting period. 

(7)(i) Objective. Incorporate clinical lab test 
results into Certified EHR Technology as 
structured data. 

(ii) Measure. Subject to paragraph (c) of 
this section, more than 55 percent of all clin-
ical lab tests results ordered by the EP dur-
ing the EHR reporting period whose results 
are either in a positive/negative affirmation 
or numerical format are incorporated in Cer-
tified EHR Technology as structured data. 

(iii) Exclusion in accordance with paragraph 
(h)(2) of this section. Any EP who orders no 
lab tests whose results are either in a posi-
tive/negative affirmation or numerical for-
mat during the EHR reporting period. 

(8)(i) Objective. Generate lists of patients 
by specific conditions to use for quality im-
provement, reduction of disparities, re-
search, or outreach. 

(ii) Measure. Generate at least one report 
listing patients of the EP with a specific con-
dition. 

(9)(i) Objective. Use clinically relevant in-
formation to identify patients who should re-
ceive reminders for preventive/follow-up care 
and send these patients the reminder, per pa-
tient preference. 

(ii) Measure. Subject to paragraph (c) of 
this section, more than 10 percent of all 
unique patients who have had two or more 
office visits with the EP within the 24 
months before the beginning of the EHR re-
porting period were sent a reminder, per pa-
tient preference when available. 

(iii) Exclusion in accordance with paragraph 
(h)(2) of this section. Any EP who has had no 
office visits in the 24 months before the be-
ginning of the EHR reporting period. 
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(10)(i) Objective. Provide patients the abil-
ity to view online, download, and transmit 
their health information within 4 business 
days of the information being available to 
the EP. 

(ii) Measures. (A) More than 50 percent of 
all unique patients seen by the EP during 
the EHR reporting period are provided time-
ly (available to the patient within 4 business 
days after the information is available to the 
EP) online access to their health informa-
tion subject to the EP’s discretion to with-
hold certain information; and 

(B) More than 5 percent of all unique pa-
tients seen by the EP during the EHR report-
ing period (or their authorized representa-
tives) view, download or transmit to a third 
party their health information. 

(iii) Exclusion in accordance with paragraph 
(h)(2) of this section. Any EP who— 

(A) Neither orders nor creates any of the 
information listed for inclusion as part of 
the measures in paragraphs (j)(10)(ii)(A) and 
(B) of this section, except for ‘‘Patient 
name’’ and ‘‘Provider’s name and office con-
tact information,’’ is excluded from both 
paragraphs (j)(10)(ii)(A) and (B) of this sec-
tion; or 

(B) Conducts 50 percent or more of his or 
her patient encounters in a county that does 
not have 50 percent or more of its housing 
units with 3Mbps broadband availability ac-
cording to the latest information available 
from the FCC on the first day of the EHR re-
porting period is excluded from paragraph 
(j)(10)(ii)(B) of this section. 

(11)(i) Objective. Provide clinical summaries 
for patients for each office visit. 

(ii) Measure. Subject to paragraph (c) of 
this section, clinical summaries provided to 
patients or patient-authorized representa-
tives within 1 business day for more than 50 
percent of office visits. 

(iii) Exclusion in accordance with paragraph 
(h)(2) of this section. Any EP who has no of-
fice visits during the EHR reporting period. 

(12)(i) Objective. Use clinically relevant in-
formation from Certified EHR Technology to 
identify patient-specific education resources 
and provide those resources to the patient. 

(ii) Measure. Patient-specific education re-
sources identified by Certified EHR Tech-
nology are provided to patients for more 
than 10 percent of all unique patients with 
office visits seen by the EP during the EHR 
reporting period. 

(iii) Exclusion in accordance with paragraph 
(h)(2) of this section. Any EP who has no of-
fice visits during the EHR reporting period. 

(13)(i) Objective. The EP who receives a pa-
tient from another setting of care or pro-
vider of care or believes an encounter is rel-
evant should perform medication reconcili-
ation. 

(ii) Measure. Subject to paragraph (c) of 
this section, the EP performs medication 
reconciliation for more than 50 percent of 

transitions of care in which the patient is 
transitioned into the care of the EP. 

(iii) Exclusion in accordance with paragraph 
(h)(2) of this section. Any EP who was not the 
recipient of any transitions of care during 
the EHR reporting period. 

(14)(i) Objective. The EP who transitions 
their patient to another setting of care or 
provider of care or refers their patient to an-
other provider of care provides a summary 
care record for each transition of care or re-
ferral. 

(ii) Measures. (A) Subject to paragraph (c) 
of this section, the EP that transitions or re-
fers their patient to another setting of care 
or provider of care provides a summary of 
care record for more than 50 percent of tran-
sitions of care and referrals; 

(B) Subject to paragraph (c) of this section, 
the EP that transitions or refers their pa-
tient to another setting of care or provider 
of care provides a summary of care record for 
more than 10 percent of such transitions and 
referrals either— 

(1) Electronically transmitted using Cer-
tified EHR Technology to a recipient; or 

(2) Where the recipient receives the sum-
mary of care record via exchange facilitated 
by an organization that is a NwHIN Ex-
change participant or in a manner that is 
consistent with the governance mechanism 
ONC establishes for the nationwide health 
information network, and 

(C) Subject to paragraph (c) of this section 
an EP must satisfy one of the following: 

(1) Conducts one or more successful elec-
tronic exchanges of a summary of care 
record meeting the measure specified in 
paragraph (j)(14)(ii)(B) of this section with a 
recipient using technology to receive the 
summary of care record that was designed by 
a different EHR developer than the sender’s 
EHR technology certified at 45 CFR 
107.314(b)(2); or 

(2) Conducts one or more successful tests 
with the CMS designated test EHR during 
the EHR reporting period. 

(iii) Exclusion in accordance with paragraph 
(h)(2) of this section. Any EP who transfers a 
patient to another setting or refers a patient 
to another provider less than 100 times dur-
ing the EHR reporting period. 

(15)(i) Objective. Capability to submit elec-
tronic data to immunization registries or 
immunization information systems except 
where prohibited, and in accordance with ap-
plicable law and practice. 

(ii) Measure. Successful ongoing submis-
sion of electronic immunization data from 
Certified EHR Technology to an immuniza-
tion registry or immunization information 
system for the entire EHR reporting period. 

(iii) Exclusion in accordance with paragraph 
(h)(2) of this section. Any EP that meets one 
or more of the following criteria: 

(A) Does not administer any of the immu-
nizations to any of the populations for which 
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data is collected by their jurisdiction’s im-
munization registry or immunization infor-
mation system during the EHR reporting pe-
riod. 

(B) Operates in a jurisdiction for which no 
immunization registry or immunization in-
formation system is capable of accepting the 
specific standards required for Certified EHR 
Technology at the start of his or her EHR re-
porting period. 

(C) Operates in a jurisdiction where no im-
munization registry or immunization infor-
mation system provides information timely 
on capability to receive immunization data. 

(D) Operates in a jurisdiction for which no 
immunization registry or immunization in-
formation system that is capable of accept-
ing the specific standards required by Cer-
tified EHR Technology at the start of his or 
her EHR reporting period can enroll addi-
tional EPs. 

(16)(i) Objective. Protect electronic health 
information created or maintained by the 
Certified EHR Technology through the im-
plementation of appropriate technical capa-
bilities. 

(ii) Measure. Conduct or review a security 
risk analysis in accordance with the require-
ments under 45 CFR 164.308(a)(1), including 
addressing the encryption/security of data 
stored in Certified EHR Technology in ac-
cordance with requirements under 45 CFR 
164.312(a)(2)(iv) and 45 CFR 164.306(d)(3), and 
implement security updates as necessary and 
correct identified security deficiencies as 
part of the EP’s risk management process. 

(17)(i) Objective. Use secure electronic mes-
saging to communicate with patients on rel-
evant health information. 

(ii) Measure. A secure message was sent 
using the electronic messaging function of 
Certified EHR Technology by more than 5 
percent of unique patients (or their author-
ized representatives) seen by the EP during 
the EHR reporting period. 

(iii) Exclusion in accordance with paragraph 
(h)(2) of this section. Any EP who meets one 
or more of the following criteria: 

(A) Has no office visits during the EHR re-
porting period. 

(B) Who conducts 50 percent or more of his 
or her patient encounters in a county that 
does not have 50 percent or more of its hous-
ing units with 3Mbps broadband availability 
according to the latest information available 
from the FCC on the first day of their EHR 
reporting period. 

(k) Stage 2 menu set criteria for EPs. An EP 
must meet 3 of the following objectives and 
associated measures, unless the EP has an 
exclusion from 4 or more objectives in this 
paragraph (k) of this section, in which case 
the EP must meet all remaining objectives 
and associated measures. 

(1)(i) Objective. Imaging results consisting 
of the image itself and any explanation or 

other accompanying information are acces-
sible through Certified EHR Technology. 

(ii) Measure. Subject to paragraph (c) of 
this section, more than 10 percent of all tests 
whose result is one or more images ordered 
by the EP during the EHR reporting period 
are accessible through Certified EHR Tech-
nology. 

(iii) Exclusion in accordance with paragraph 
(h)(2) of this section. Any EP who meets one 
or more of the following criteria. 

(A) Orders less than 100 tests whose result 
is an image during the EHR reporting period. 

(B) Has no access to electronic imaging re-
sults at the start of the EHR reporting pe-
riod. 

(2)(i) Objective. Record patient family 
health history as structured data. 

(ii) Measure. More than 20 percent of all 
unique patients seen by the EP during the 
EHR reporting period have a structured data 
entry for one or more first-degree relatives. 

(iii) Exclusion in accordance with paragraph 
(h)(2) of this section. Any EP who has no of-
fice visits during the EHR reporting period. 

(3)(i) Objective. Capability to submit elec-
tronic syndromic surveillance data to public 
health agencies, except where prohibited, 
and in accordance with applicable law and 
practice. 

(ii) Measure. Successful ongoing submis-
sion of electronic syndromic surveillance 
data from Certified EHR Technology to a 
public health agency for the entire EHR re-
porting period. 

(iii) Exclusion in accordance with paragraph 
(h)(2) of this section. Any EP that meets one 
or more of the following criteria: 

(A) Is not in a category of providers who 
collect ambulatory syndromic surveillance 
information on their patients during the 
EHR reporting period. 

(B) Operates in a jurisdiction for which no 
public health agency is capable of receiving 
electronic syndromic surveillance data in 
the specific standards required for Certified 
EHR Technology at the start of their EHR 
reporting period. 

(C) Operates in a jurisdiction where no 
public health agency provides information 
timely on capability to receive syndromic 
surveillance data. 

(D) Operates in a jurisdiction for which no 
public health agency that is capable of ac-
cepting the specific standards required by 
Certified EHR Technology at the start of 
their EHR reporting period can enroll addi-
tional EPs. 

(4)(i) Objective. Capability to identify and 
report cancer cases to a public health central 
cancer registry, except where prohibited, and 
in accordance with applicable law and prac-
tice. 

(ii) Measure. Successful ongoing submis-
sion of cancer case information from Cer-
tified EHR Technology to a public health 
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central cancer registry for the entire EHR 
reporting period. 

(iii) Exclusion in accordance with paragraph 
(h)(2) of this section. Any EP who meets one 
or more of the following— 

(A) Does not diagnose or directly treat 
cancer. 

(B) Operates in a jurisdiction for which no 
public health agency is capable of receiving 
electronic cancer case information in the 
specific standards required for Certified EHR 
Technology at the start of their EHR report-
ing period. 

(C) Operates in a jurisdiction where no 
public health agency provides information 
timely on capability to receive electronic 
cancer case information. 

(D) Operates in a jurisdiction for which no 
public health agency that is capable of re-
ceiving electronic cancer case information in 
the specific standards required for Certified 
EHR Technology at the beginning of their 
EHR reporting period can enroll additional 
EPs. 

(5)(i) Objective. Capability to identify and 
report specific cases to a specialized registry 
(other than a cancer registry), except where 
prohibited, and in accordance with applica-
ble law and practice. 

(ii) Measure. Successful ongoing submis-
sion of specific case information from Cer-
tified EHR Technology to a specialized reg-
istry for the entire EHR reporting period. 

(iii) Exclusion in accordance with paragraph 
(h)(2) of this section. Any EP who meets one 
or more of the following criteria: 

(A) Does not diagnose or directly treat any 
disease associated with a specialized registry 
sponsored by a national specialty society for 
which the EP is eligible, or the public health 
agencies in their jurisdiction; 

(B) Operates in a jurisdiction for which no 
specialized registry sponsored by a public 
health agency or by a national specialty so-
ciety for which the EP is eligible is capable 
of receiving electronic specific case informa-
tion in the specific standards required by 
Certified EHR Technology at the beginning 
of their EHR reporting period; 

(C) Operates in a jurisdiction where no 
public health agency or national specialty 
society for which the EP is eligible provides 
information timely on capability to receive 
information into their specialized registries; 
or 

(D) Operates in a jurisdiction for which no 
specialized registry sponsored by a public 
health agency or by a national specialty so-
ciety for which the EP is eligible that is ca-
pable of receiving electronic specific case in-
formation in the specific standards required 
by Certified EHR Technology at the begin-
ning of his or her EHR reporting period can 
enroll additional EPs. 

(6)(i) Objective. Record electronic notes in 
patient records. 

(ii) Measure. Enter at least one electronic 
progress note created, edited, and signed by 
an EP for more than 30 percent of unique pa-
tients with at least one office visit during 
the EHR reporting period. The text of the 
electronic note must be text-searchable and 
may contain drawings and other content. 

(l) Stage 2 core criteria for eligible hospitals or 
CAHs. An eligible hospital or CAH must meet 
the following objectives and associated 
measures except those objectives and associ-
ated measures for which an eligible hospital 
or CAH qualifies for an exclusion under para-
graph (i)(2) of this section. 

(1)(i) Objective. Use computerized provider 
order entry for medication, laboratory, and 
radiology orders directly entered by any li-
censed healthcare professional who can enter 
orders into the medical record per State, 
local, and professional guidelines. 

(ii) Measures. Subject to paragraph (c) of 
this section, more than— 

(A) Sixty percent of medication orders cre-
ated by authorized providers of the eligible 
hospital’s or CAH’s inpatient or emergency 
department (POS 21 or 23) during the EHR 
reporting period are recorded using comput-
erized provider order entry, 

(B) Thirty percent of laboratory orders cre-
ated by authorized providers of the eligible 
hospital’s or CAH’s inpatient or emergency 
department (POS 21 or 23) during the EHR 
reporting period are recorded using comput-
erized provider order entry, and 

(C) Thirty percent of radiology orders cre-
ated by authorized providers of the eligible 
hospital’s or CAH’s inpatient or emergency 
department (POS 21 or 23) during the EHR 
reporting period are recorded using comput-
erized provider order entry. 

(2)(i) Objective. Record all of the following 
demographics: 

(A) Preferred language. 
(B) Sex. 
(C) Race. 
(D) Ethnicity. 
(E) Date of birth. 
(F) Date and preliminary cause of death in 

the event of mortality in the eligible hos-
pital or CAH. 

(ii) Measure. More than 80 percent of all 
unique patients admitted to the eligible hos-
pital’s or CAH’s inpatient or emergency de-
partment (POS 21 or 23) during the EHR re-
porting period have demographics recorded 
as structured data. 

(3)(i) Objective. Record and chart changes in 
the following vital signs: 

(A) Height/Length. 
(B) Weight. 
(C) Blood pressure (ages 3 and over). 
(D) Calculate and display body mass index 

(BMI). 
(E) Plot and display growth charts for pa-

tients 0–20 years, including body mass index. 
(ii) Measure. Subject to paragraph (c) of 

this section, more than 80 percent of all 
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unique patients admitted to the eligible hos-
pital’s or CAH’s inpatient or emergency de-
partment (POS 21 or 23) during the EHR re-
porting period have blood pressure (for pa-
tients age 3 and over only) and height/length 
and weight (for all ages) recorded as struc-
tured data. 

(4)(i) Objective. Record smoking status for 
patients 13 years old or older. 

(ii) Measure. Subject to paragraph (c) of 
this section, more than 80 percent of all 
unique patients 13 years old or older admit-
ted to the eligible hospital’s or CAH’s inpa-
tient or emergency department (POS 21 or 
23) during the EHR reporting period have 
smoking status recorded as structured data. 

(iii) Exclusion in accordance with paragraph 
(i)(2) of this section. Any eligible hospital or 
CAH that admits no patients 13 years old or 
older to their inpatient or emergency depart-
ment (POS 21 or 23) during the EHR report-
ing period. 

(5)(i) Objective. Use clinical decision sup-
port to improve performance on high pri-
ority health conditions. 

(ii) Measures. (A) Implement five clinical 
decision support interventions related to 
four or more clinical quality measures at a 
relevant point in patient care for the entire 
EHR reporting period. Absent four clinical 
quality measures related to an eligible hos-
pital or CAH’s patient population, the clin-
ical decision support interventions must be 
related to high-priority health conditions; 
and 

(B) The eligible hospital or CAH has en-
abled and implemented the functionality for 
drug-drug and drug-allergy interaction 
checks for the entire EHR reporting period. 

(6)(i) Objective. Incorporate clinical lab test 
results into Certified EHR Technology as 
structured data. 

(ii) Measure. More than 55 percent of all 
clinical lab tests results ordered by author-
ized providers of the eligible hospital or CAH 
for patients admitted to its inpatient or 
emergency department (POS 21 or 23) during 
the EHR reporting period whose results are 
either in a positive/negative affirmation or 
numerical format are incorporated in Cer-
tified EHR Technology as structured data. 

(7)(i) Objective. Generate lists of patients 
by specific conditions to use for quality im-
provement, reduction of disparities, research 
or outreach. 

(ii) Measure. Generate at least one report 
listing patients of the eligible hospital or 
CAH with a specific condition. 

(8)(i) Objective. Provide patients the ability 
to view online, download, and transmit infor-
mation about a hospital admission. 

(ii) Measures. (A) More than 50 percent of 
all patients who are discharged from the in-
patient or emergency department (POS 21 or 
23) of an eligible hospital or CAH have their 
information available online within 36 hours 
of discharge; and 

(B) More than 5 percent of all patients who 
are discharged from the inpatient or emer-
gency department (POS 21 or 23) of an eligi-
ble hospital or CAH (or their authorized rep-
resentative) view, download or transmit to a 
third party their information during the 
EHR reporting period. 

(iii) Exclusion in accordance with paragraph 
(i)(2) of this section. Any eligible hospital or 
CAH that is located in a county that does 
not have 50 percent or more of its housing 
units with 3Mbps broadband availability ac-
cording to the latest information available 
from the FCC on the first day of the EHR re-
porting period is excluded from paragraph 
(l)(8)(ii)(B) of this section. 

(9)(i) Objective. Use clinically relevant in-
formation from Certified EHR Technology to 
identify patient-specific education resources 
and provide those resources to the patient. 

(ii) Measure. More than 10 percent of all 
unique patients admitted to the eligible hos-
pital’s or CAH’s inpatient or emergency de-
partment (POS 21 or 23) are provided patient- 
specific education resources identified by 
Certified EHR Technology. 

(10)(i) Objective. The eligible hospital or 
CAH that receives a patient from another 
setting of care or provider of care or believes 
an encounter is relevant should perform 
medication reconciliation. 

(ii) Measure. Subject to paragraph (c) of 
this section, the eligible hospital or CAH 
performs medication reconciliation for more 
than 50 percent of transitions of care in 
which the patient is admitted to the eligible 
hospital’s or CAH’s inpatient or emergency 
department (POS 21 or 23). 

(11)(i) Objective. The eligible hospital or 
CAH that transitions their patient to an-
other setting of care or provider of care or 
refers their patient to another provider of 
care provides a summary care record for 
each transition of care or referral. 

(ii) Measures. (A) Subject to paragraph (c) 
in this section, the eligible hospital or CAH 
that transitions or refers their patient to an-
other setting of care or provider of care pro-
vides a summary of care record for more 
than 50 percent of transitions of care and re-
ferrals, 

(B) Subject to paragraph (c) in this section, 
the eligible hospital or CAH that transitions 
their patient to another setting of care or 
provider of care provides a summary of care 
record for more than 10 percent of such tran-
sitions and referrals either— 

(1) Electronically transmitted using Cer-
tified EHR Technology to a recipient; or 

(2) Where the recipient receives the sum-
mary of care record via exchange facilitated 
by an organization that is a NwHIN Ex-
change participant or in a manner that is 
consistent with the governance mechanism 
ONC establishes for the nationwide health 
information network; and 
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(C) Subject to paragraph (c) of this section 
an eligible hospital or CAH must satisfy one 
of the following: 

(1) Conducts one or more successful elec-
tronic exchanges of a summary of care 
record meeting the measure specified in 
paragraph (l)(11)(ii)(B) of this section with a 
recipient using technology to receive the 
summary of care record that was designed by 
a different EHR developer than the sender’s 
EHR technology certified at 45 CFR 
107.314(b)(2); or 

(2) Conducts one or more successful tests 
with the CMS designated test EHR during 
the EHR reporting period. 

(12)(i) Objective. Capability to submit elec-
tronic data to immunization registries or 
immunization information systems except 
where prohibited, and in accordance with ap-
plicable law and practice. 

(ii) Measure. Successful ongoing submis-
sion of electronic immunization data from 
Certified EHR Technology to an immuniza-
tion registry or immunization information 
system for the entire EHR reporting period. 

(iii) Exclusion in accordance with paragraph 
(i)(2) of this section. Any eligible hospital or 
CAH that meets one or more of the following 
criteria: 

(A) The eligible hospital or CAH does not 
administer any of the immunizations to any 
of the populations for which data is collected 
by their jurisdiction’s immunization registry 
or immunization information system during 
the EHR reporting period. 

(B) The eligible hospital or CAH operates 
in a jurisdiction for which no immunization 
registry or immunization information sys-
tem is capable of accepting the specific 
standards required for Certified EHR Tech-
nology at the start of their EHR reporting 
period. 

(C) The eligible hospital or CAH operates 
in a jurisdiction where no immunization reg-
istry or immunization information system 
provides information timely on capability to 
receive immunization data. 

(D) Operates in a jurisdiction for which no 
immunization registry or immunization in-
formation system that is capable of accept-
ing the specific standards required by Cer-
tified EHR Technology at the start of their 
EHR reporting period can enroll additional 
eligible hospitals or CAHs. 

(13)(i) Objective. Capability to submit elec-
tronic reportable laboratory results to public 
health agencies, where except where prohib-
ited, and in accordance with applicable law 
and practice. 

(ii) Measure. Successful ongoing submis-
sion of electronic reportable laboratory re-
sults from Certified EHR Technology to a 
public health agency for the entire EHR re-
porting period. 

(iii) Exclusion in accordance with paragraph 
(i)(2) of this section. Any eligible hospital or 

CAH that meets one or more of the following 
criteria: 

(A) Operates in a jurisdiction for which no 
public health agency is capable of receiving 
electronic reportable laboratory results in 
the specific standards required for Certified 
EHR Technology at the start of their EHR 
reporting period. 

(B) Operates in a jurisdiction for which no 
public health agency provides information 
timely on capability to receive electronic re-
portable laboratory results. 

(C) Operates in a jurisdiction for which no 
public health agency that is capable of ac-
cepting the specific standards required by 
Certified EHR Technology at the start of 
their EHR reporting period can enroll addi-
tional eligible hospitals or CAHs. 

(14)(i) Objective. Capability to submit elec-
tronic syndromic surveillance data to public 
health agencies, except where prohibited, 
and in accordance with applicable law and 
practice. 

(ii) Measure. Successful ongoing submis-
sion of electronic syndromic surveillance 
data from Certified EHR Technology to a 
public health agency for the entire EHR re-
porting period. 

(iii) Exclusion in accordance with paragraph 
(i)(2) of this section. Any eligible hospital or 
CAH that meets one or more of the following 
criteria: 

(A) Does not have an emergency or urgent 
care department. 

(B) Operates in a jurisdiction for which no 
public health agency is capable of receiving 
electronic syndromic surveillance data in 
the specific standards required for Certified 
EHR Technology at the start of their EHR 
reporting period or can enroll additional eli-
gible hospitals or CAHs. 

(C) Operates in a jurisdiction for which no 
public health agency provides information 
timely on capability to receive syndromic 
surveillance data. 

(D) Operates in a jurisdiction for which no 
public health agency that is capable of ac-
cepting the specific standards required by 
Certified EHR Technology at the start of 
their EHR reporting period can enroll addi-
tional eligible hospitals or CAHs. 

(15)(i) Objective. Protect electronic health 
information created or maintained by the 
Certified EHR Technology through the im-
plementation of appropriate technical capa-
bilities. 

(ii) Measure. Conduct or review a security 
risk analysis in accordance with the require-
ments under 45 CFR 164.308(a)(1), including 
addressing the encryption/security of data 
stored in Certified EHR Technology in ac-
cordance with requirements under 45 CFR 
164.312(a)(2)(iv) and 45 CFR 164.306(d)(3), and 
implement security updates as necessary and 
correct identified security deficiencies as 
part of the eligible hospital’s or CAH’s risk 
management process. 
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(16)(i) Objective. Automatically track medi-
cations from order to administration using 
assistive technologies in conjunction with an 
electronic medication administration record 
(eMAR). 

(ii) Measure. Subject to paragraph (c) of 
this section, more than 10 percent of medica-
tion orders created by authorized providers 
of the eligible hospital’s or CAH’s inpatient 
or emergency department (POS 21 or 23) dur-
ing the EHR reporting period for which all 
doses are tracked using eMAR. 

(iii) Exclusion in accordance with paragraph 
(i)(2) of this section. Any eligible hospital or 
CAH with an average daily inpatient census 
of fewer than 10 patients. 

(m) Stage 2 menu set criteria for eligible hos-
pitals or CAHs. An eligible hospital or CAH 
must meet the measure criteria for three of 
the following objectives and associated 
measures. 

(1)(i) Objective. Record whether a patient 65 
years old or older has an advance directive. 

(ii) Measure. Subject to paragraph (c) of 
this section, more than 50 percent of all 
unique patients 65 years old or older admit-
ted to the eligible hospital’s or CAH’s inpa-
tient department (POS 21) during the EHR 
reporting period have an indication of an ad-
vance directive status recorded as structured 
data. 

(iii) Exclusion in accordance with paragraph 
(i)(2) of this section. Any eligible hospital or 
CAH that admits no patients age 65 years old 
or older during the EHR reporting period. 

(2)(i) Objective. Imaging results consisting 
of the image itself and any explanation or 
other accompanying information are acces-
sible through Certified EHR Technology. 

(ii) Measure. Subject to paragraph (c) of 
this section, more than 10 percent of all tests 
whose result is an image ordered by an au-
thorized provider of the eligible hospital or 
CAH for patients admitted to its inpatient or 
emergency department (POS 21 or 23) during 
the EHR reporting period are accessible 
through Certified EHR Technology. 

(3)(i) Objective. Record patient family 
health history as structured data. 

(ii) Measure. More than 20 percent of all 
unique patients admitted to the eligible hos-
pital or CAH’s inpatient or emergency de-
partment (POS 21 or 23) during the EHR re-
porting period have a structured data entry 
for one or more first-degree relatives. 

(4)(i) Objective. Generate and transmit per-
missible discharge prescriptions electroni-
cally (eRx). 

(ii) Measure. More than 10 percent of hos-
pital discharge medication orders for permis-
sible prescriptions (for new, changed and re-
filled prescriptions) are queried for a drug 
formulary and transmitted electronically 
using Certified EHR Technology. 

(iii) Exclusion in accordance with paragraph 
(i)(2) of this section. Any eligible hospital or 
CAH that does not have an internal phar-

macy that can accept electronic prescrip-
tions and there are no pharmacies that ac-
cept electronic prescriptions within 10 miles 
at the start of its EHR reporting period. 

(5)(i) Objective. Record electronic notes in 
patient records. 

(ii) Measure: Enter at least one electronic 
progress note created, edited and signed by 
an authorized provider of the eligible hos-
pital’s or CAH’s inpatient or emergency de-
partment (POS 21 or 23) for more than 30 per-
cent of unique patients admitted to the eligi-
ble hospital or CAH’s inpatient or emergency 
department during the EHR reporting pe-
riod. The text of the electronic note must be 
text-searchable and may contain drawings 
and other content. 

(6)(i) Objective. Provide structured elec-
tronic lab results to ambulatory providers. 

(ii) Measure. Hospital labs send structured 
electronic clinical lab results to the ordering 
provider for more than 20 percent of elec-
tronic lab orders received. 

§ 495.8 Demonstration of meaningful 
use criteria. 

(a) Demonstration by EPs. An EP must 
demonstrate that he or she satisfies 
each of the applicable objectives and 
associated measures under § 495.6 of 
this subpart as follows: 

(1) For CY 2011—(i) Attestation. At-
test, through a secure mechanism, in a 
manner specified by CMS (or for a Med-
icaid EP, in a manner specified by the 
State), that during the EHR reporting 
period, the EP— 

(A) Used certified EHR technology, 
and specify the technology used; 

(B) Satisfied the required objectives 
and associated measures under § 495.6(d) 
and § 495.6(e) of this subpart; 

(C) Must specify the EHR reporting 
period and provide the result of each 
applicable measure for all patients 
seen during the EHR reporting period 
for which a selected measure is appli-
cable; 

(ii) Additional requirements for Med-
icaid EPs. For Medicaid EPs, if, in ac-
cordance with § 495.316 and § 495.332, 
CMS has approved a State’s revised 
definition for meaningful use, in addi-
tion to meeting paragraphs (a)(1)(i) 
through (ii) of this section, the EP 
must also demonstrate meeting the 
State revised definition using the 
method approved by CMS; and 

(iii) Exception for Medicaid EPs. If a 
Medicaid EP has adopted, implemented 
or upgraded certified EHR technology 
in the first payment year, the EP need 
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