
Student Provider Document Creation in Cerner 

 

 

Introduction 

 

Student Providers include medical, PA, and NP students. 

 

Student Providers will be allowed to document in the Electronic Medical Record (EMR) in one 

of two ways: 

 

A.  Student providers may create notes that are primarily educational in nature, which will 

fall under the Note Type of Student Provider Note as cataloged in the Cerner EMR.  All 

student providers are allowed to use this method. 

 

B.  Student providers may function as scribes for their supervising licensed providers.  The 

supervising provider will be the author of record for the note, which will be cataloged in the 

Cerner EMR by the type of note created (e.g., Internal Medicine Progress Note, Pediatrics 

Office Clinic Note, History and Physical, etc.).  The explicit goal of this method is to 

provide the most meaningful educational experience possible for the student provider in 

clinical settings where the Student Provider Note method would less-effectively facilitate 

this experience.  First and second year medical students are NOT allowed to use this 

method. 

 

Student providers will be instructed at the beginning of each clinical rotation which method is to 

be employed, or if this decision will be left up to each supervising provider.  The Student 

Provider Note method will be the default unless the student provider is explicitly instructed to 

utilize the Student Provider As Scribe method. 

 

There are two approaches to creating notes in Cerner Millennium:  Dynamic Documentation 

(AKA DynDoc) and PowerNote.  The newer DynDoc method will be used in most cases, while 

there are some clinical settings where PowerNote will still be used in at least the near future.  

Students will be told on each clinical rotation which approach to follow.  Other lessons will go 

into detail about each of these approaches.  Illustrations below use the DynDoc approach. 

 

STUDENT PROVIDER NOTE METHOD 

 

This approach creates primarily educational notes, though attendings may choose to reference 

the review of systems and past family/social/medical history from the student provider’s note if 

desired.  Residents are NOT to reference student provider notes; residents are expected to create 

original documentation. 

 

This method will be the norm on rotations that include student providers, residents, and 

attendings. 

 

Student providers will participate in the “gathering” of structured data, just like other staff 

members.  This includes information like allergies, current medications, past 



medical/surgical/family/social history, etc., which can be accessed via the Table of Contents 

Menu or via workflow tabs: 

 
(In the future, some of this information may actually be directly entered by the patient, via 

patient portal or tablet devices in the office.) 

 

When it is time to create a visit note (inpatient or outpatient), begin by opening the 

Documentation section, either on the Table of Contents or a workflow tab: 

 
 

In most venues, we’ll be using the DynDoc method of note creation.  Begin by clicking +Add: 



 
 

In a few venues, PowerNote will be used for the near future.  (You’ll be instructed to do this on 

rotations where this is expected.)  To create a PowerNote, notice that the dropdown arrow next to 

+Add gives you the ability to create a PowerNote: 

 
 

But for the rest of this illustration, we’ll use DynDoc. 

 

After clicking +Add, a New Note tab will open.  The Note Type List Filter may be set to 

Position: 

 
 

This gives you a very short list of Type options: 



 
 

For this method of documentation, select Student Provider Note.  (If the Note Type List Filter 

is set to All you’ll see a much longer list, which is sometimes necessary, but you can still find 

Student Provider Note.) 

 

Note Type helps categorize notes on document lists; think of them as file folder tabs for things 

like Pediatrics Office Visit Note, History and Physical, Discharge Summary, etc.  In this case, 

student provider’s documents will be filed under the category of Student Provider Note. 

 

To the right is a list of available Note Templates.  As the name implies, these are templates that 

determine the structure or layout of the note.  Examples are Admission H&P, Office Visit Note, 

Progress Note, etc: 

 
You’ll have to scroll down to see all of the possibilities. 

 

At first it’s hard to keep Note Type and Note Template straight.  To reiterate, Note Type is the 

heading the note is filed under; Note Template is the structure or layout of the note. 



 

Often, you’ll only need to use a small handful of Note Templates.  You can click the Star to add 

them to your Note Template Favorites list: 

 
 

When you click on the Favorites tab, you’ll see a shorter list with just your Favorites: 

 
 

Whether using the All or the Favorites tabs, double-click the template you wish to use.  In this 

example, we’ll use Office Visit Note: 

 
 

The note will generate.  Often there are sections with all of the “structured data,” seen here on 

the right, and other sections with all of the information specific to this visit, here seen on the left:  



 
 

Information that has been entered on the workflow tabs will display under appropriate headings.  

But you don’t have to enter anything in those workflow tabs—you can generate the note, and 

directly add the information here, via typing, AutoText, or potentially via voice transcription.  

We’ll flesh out some information for this example: 

 
 

If you’re interrupted or need to work on something else, you can Save the note and come back to 

it.  But when you’re done, click Sign/Submit. 

 

In the following window, select the attending, either by searching or use of the Recent or 

Favorites contacts lists: 



 
You might instead select a resident, if instructed to do so by rotation supervisors/instructors. 

 

After that click Submit, and the student provider is done. 

 

We’ll now review the supervising provider’s workflow to sign off this note 

 

The student provider’s note will come to your inbox: 

 



 

In general, Student Provider Notes are not considered part of the official medical record, and are 

just here to be discussed/reviewed with the student for educational purposes.  After doing so, the 

resident or the attending simply signs them off as you would any other note. 

 

Residents may sometimes be asked to assist in this teaching function.  However, residents are 

NOT to use any part of Student Provider Notes as part of their own documentation; residents 

should create their own notes separately. 

 

When attendings are working directly with student providers, with no resident involved, the most 

straightforward workflow is to do the same thing:  Don’t reference the student provider note at 

all, and create your own note separately. 

 

However, it is permissible for attendings to reference certain portions of a Student Provider Note 

to support the attending’s documentation.  The allowed sections are: 

 

Review of systems 

Past medical, family, and social histories. 

 

HPI, physical exam, and assessment/plan sections of the note must be documented independently 

by the attending.  (Structured data like med and allergy lists will be automatically incorporated 

into the note if used in the chosen document template.) 

 

If an attending chooses to reference these permissible Student Provider Note sections, the 

attending must apply the proper attestation, which can be called up via AutoText by typing the + 

sign: 

 
 

Select +attest_StudProv*, which adds this statement: 

 
 

But again, you only need to do this if the attending is creating his/her own note, and wishes to 

reference the student provider’s ROS/PFSH.  If you’re not doing that, simply sign off the note 

without adding an attestation. 

 

 



STUDENT PROVIDER AS SCRIBE METHOD 

 

In some settings the above approach may not be especially practical.  This is particularly true 

when student providers are working directly with attendings, with no residents involved.  In 

these cases, we allow the option for the student provider to function as a scribe for the attending, 

to afford the student provider a more hands-on educational experience.  Student providers will be 

instructed whether or not this method will be used at the onset of each clinical rotation, and/or by 

the supervising provider.  Student providers will never, however, function as scribes for 

residents. 

 

As before, the student provider may participate in the gathering and entering into the EMR of 

structured data elements—past medical history including medication and allergy lists, social 

history, and family history.  The student provider may also assist the supervising provider in the 

navigation of the EMR and the location and retrieval of information. 

 

Typical workflow might be for the student provider to see the patient, collect, and document 

structured data elements listed above.  The student provider could then discuss history of present 

illness with the patient, perform a physical exam, and think through an assessment and plan—but 

not yet document these HPI, PE, and A&P items.  The student provider would next present the 

patient to the supervising provider, and then go into the room with the supervising provider as 

HPI, PE, and A&P are confirmed and further clarified.  After the supervising provider has 

ascertained these details, the supervising provider will instruct the student provider to document 

these items as discussed, using the Note Type instructed.  An illustration follows utilizing 

Dynamic Documentation; if using PowerNote, while the note creation method will be different, 

the attestation steps will be the same. 

 

Having received those instructions, the student provider begins documentation as before, through 

the Documents or Documentation link on the workflow tab or Table of Contents: 

 
 

Click +Add: 

 
 



After clicking +Add, a New Note tab will open.  If necessary, set the Note Type List Filter to 

All: 

 
 

The Type list will be very long: 



 
 

~~~~~~~~~~~~~~~~ 

TIP:  See the Note Type lesson for a way to create a short Personal Note Type List for Note 

Types you use frequently. 

~~~~~~~~~~~~~~~~ 

 

For this example, we’ll say the student provider is working with an attending in the Family 

Medicine office, and the attending instructs to use the Family Medicine Office Clinic Note.  

Rather than scrolling through the long list, type fam, and you’ll jump down to that part of the 

list, where you’ll only need to scroll a couple clicks more to select Family Medicine Office 

Clinic Note: 



 
Double-click that. 

 

The student provider will be instructed which template to use to construct the note.  In this 

example we’ll use the Office Visit Note template: 



 
 

In the example above we’ve also clicked the Star, to add it to your favorites so you can find it 

faster the next time. 

 

Double-click Office Visit Note to create the note: 

 
 

The start of the note is generated.  Many note templates will contain all of the “structured data” 

parts of the medical record, such as the problem list, med list, allergies, and past 

medical/family/social history.  Often those will be the items on the right side of the chart, with 

notes specific to today’s encounter on the left.  On the left, the review of systems might be 



complete if it was done earlier by the staff or student provider, but the HPI, physical exam, and 

assessment/plan sections will be blank, since the student provider has only just now been 

instructed what to document there by the supervising provider. 

 

The student provider adds the necessary data as jointly discussed with the supervising provider.  

(Details of DynDoc creation are covered in other training materials.): 

 
 

If you’re interrupted or need to work on something else, you can Save the note and come back to 

it later.  But when the note is complete, scroll down to the Attestation area.  Type +a, which will 

bring up the list of attestations we use: 

 
 



Double-click +attest_StudProvScribe, to add this statement: 

 
 

Change (INSERT PROVIDER NAME) to your supervising provider.  Then click Sign/Submit: 

 
 

This brings up the Sign/Submit screen: 

 
 

Add your supervising attending, either through searching, your recent contacts list, or favorites: 



 
 

Then click Submit, and the student provider is done. 

 

We’ll now review the Attending’s workflow to sign off this note 

 

The student provider’s note will come to your inbox: 

 
 

Double-click the sign-off request to open it in a new window: 



 
 

You can review the note here if you like.  To sign off the note, click the Modify button at the 

top, shown above.  That opens the note in a manner where you can review it further, and add 

further notes, deletions, or corrections as necessary via typing, AutoText, or Dragon 

transcription. 

 

When done, place your cursor in the Attestation section under the student provider’s line: 

 
Type +a to bring up the attestation AutoTexts, and double-click +attest_ScribeAttd: 

 
 

This inserts the attending attestation line needed to be paired with the student provider’s line to 

comply with requirements for scribed documentation.  (This same attestation is used when 

working with an employed scribe as well.): 

 
 



When done, click Sign/Submit.  The Sign/Submit window opens.  You can create a letter, or 

forward the note to other providers if desired.  But when done, click Sign to complete the sign-

off process: 

 
 

When viewed on a document list, the attestation and electronic signature for both the student 

provider and supervising provider will display: 

 
 



(Yes, it would be nice if each person’s signature fell directly under that person’s attestation, but 

it just doesn’t work out that neatly.  But all the required elements are there, and that’s what’s 

most important.) 

 

A FEW WORDS ABOUT ORDERS 

 

Regardless of how notes are created, student providers are allowed to “propose” (AKA “pend”) 

orders if directed to do so by the supervising provider.  Such orders are not visible to staff, and 

thus are not executable, until they have been signed off by the supervising provider. 

 

It is left to the clinical rotation’s policies and/or the supervising provider’s preference as to 

whether to employ this workflow.  In reality, in most cases the attending (or residents when 

available) will likely be able to directly place orders as fast or faster than they could sign off a 

student provider’s proposed orders, especially using Quick Orders or Favorites. 

 

During a downtime scenario when a paper order process has been implemented, student 

providers will not be allowed to propose orders. 

 

 


