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Introduction.
EHR refers to a digital version of a patient’s paper chart which are patient-centered records that avail information securely and instantly to the authorized users. However, the system does not provide medical or treatment histories of patients but rather it is built to go beyond normal clinical data collected in provider’s office and can include a broader view of a patient’s care. The main feature of the system is that the health information can be created and also managed by authorized providers in the digital platform which is capable to be shared among other users across the organization.
Functions of EHRs
First, the HER system is made to identify and maintain a single patient record for the individual patient. Secondly, the system captures and manages demographic information which is appropriate, clinically relevant and trackable and reportable over time. Thirdly, the system creates and maintains patient-individual medical and problem list. Fourth, it manages the history of patients, clinical documents and notes. Another function is to capture external medical documents and present guidelines, care plans and the protocols. Finally, the HER generates and also archives patient-specific directives (Lehmann, 2011). 
Advantages of using EHRs
Use of an electronic health records system gives the following clinical advantages. First, it makes it easier to access medical data with no bulky paper records to either store, manage or retrieve.  Secondly, the ability to establish and also maintain effective medical workflow (Bieber, Richards & Walker, 2015). That is to say, fewer medical errors are encountered and hence improves the safety of the patient with strong support for clinical decision making. In addition, it offers an opportunity to pool and analyses patient’s data that enables outreach to the discreet population.  Finally, it provides an opportunity to interact effortlessly with affiliated clinics, hospitals, pharmacies, and labs. 
Discuss three to four forms used to keep patient information in EHRs and their purposes.
The forms used to keep patients data in EHRs are HIPAA consent forms, consent to treatment and discharge forms. For individuals admitted to the emergency room, hospital or obtaining a physical exam at the doctor’s office, then a consent form is used. Those forms offer consent to the physician or clinic to treat the patient. The patient can either give consent if they want treatment or even do not consent if they refuse to have treatment. HIPAA consent form is the form whereby patient acknowledges receipt of the notice of privacy practices. Such consent might be combined or included in the registration form. Discharge forms are the ones used for the patients who have been hospitalized for more than 48 hours.
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