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Core Objectives
By the end of this session, participants should be able to:

Documentation is clinical work, not clerical work.

Explain

How documentation shapes 
clinical signal, risk prediction, 
throughput, & care variation.

Document

In ways that support artificial 
intelligence (AI) models, 
predictive analytics, & care 
redesign.

Reduce friction

Across care teams by creating 
clarity, not simply filling gaps.
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AI Is the Umbrella
These are the parts that read your notes.

Large Language Models (LLMs)

• Summarize and draft from the narrative record
• Answer questions across long, messy charts
• Only as reliable as the language you write

Natural Language Processing (NLP)

• Extracts terms, findings, & negation from prose
• Feeds coding, quality, & risk adjustment logic
• Ambiguous wording becomes ambiguous data

Artificial Intelligence

Both read the same note. Neither can infer what you did not write.
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Why Documentation Matters More Now
Documentation is the raw material for care clarity, analytics, risk, quality, & operational performance.

Clinical Signal
Specific, timely documentation helps 
care teams see trajectory, acuity, 
response to therapy, & risk.

Operational Signal
The same record informs status, 
progression, barriers, avoidable 
days, & transition readiness.

Quality Signal
Documented clinical reality feeds 
quality measurement, outcomes 
analysis, & patient safety learning.

Financial Signal
Documentation impacts capture 
of patient complexity, defensibility, 
denials, & revenue integrity.

Future-forward documentation is not “more words.” It is more usable clinical evidence.
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Two Parallel Data Streams 
Most clinicians have never been shown which one their words land in.

Read directly & reliably. Fast, but shallow. It knows a diagnosis 
exists, not whether it is real, active, or improving.

Where the clinical reasoning lives. Rich, but only as good as the 
language used. Vague prose produces vague inference.

Structured

• Problem list & encounter diagnoses
• Orders & medications
• Vitals, flowsheets, I/O, & weights
• Lines, drains, airways
• Scales: MEWS/NEWS, CAM, Braden, Morse
• Labs, imaging, procedures, disposition

Unstructured

• HPI & assessment/plan narrative
• Daily progress notes
• Consultant impressions
• Operative & procedure notes
• Nursing & therapy narrative
• Care management & discharge summary

Signal exists where the two streams agree. That agreement is the work.

6



© 2026 Forvis Mazars, LLP. All rights reserved.

Four Properties of a Strong Clinical Signal

Specificity
What exactly is it?

Weak:  "Heart failure"

Strong: "Acute on chronic decompensated HFrEF, EF 25–30%, 
ischemic etiology"

Support
How do you know?

Weak: "Sepsis"

Strong: "Sepsis due to E. coli UTI — T 38.9, HR 118, WBC 18.4, 
lactate 3.2, MAP 62 requiring 30 mL/kg bolus"

Consistency
Does everyone say the same thing?

Weak: "Urosepsis"/"bacteremia without sepsis"

Strong: One reconciled term used by every author, or an explicit, 
reasoned disagreement

Recency
Where is it today, compared to what?

Weak: "Continue diuresis"

Strong: "Net −2.6 L over 48h; O₂ 4 L → 2 L; orthopnea 3 pillows → 1"

1 2

3 4
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From Clinical Note to Operational Insight
Structured & unstructured documentation both become data.

Step 1 Step 2 Step 3

Provider note Clinical indicators Structured fields

Step 4 Step 5 Step 6

Model input Team action Outcome learning

• Narrative explains clinical 
reasoning & context.

• Structured data enables 
measurement, modeling, 
dashboards, & alerts.

• The feedback loop is only 
as reliable as the 
documentation feeding it.

The record is both narrative & data infrastructure.
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The Four Anchors: 20 Seconds per Problem

Static documentation tells a reader—human or machine—nothing about direction. 
Direction is what everyone downstream is trying to determine.

Applied: "Dyspnea improved from at rest on admission to exertional beyond 30 feet today; net −1.8 L on IV furosemide 40 mg BID; 
oxygen weaned 4 L → 2 L."

1 2 3 4

Where is it today?

Current state in observable 
terms — dyspnea at 50 feet, 
oriented to person only, 3 L 
nasal cannula.

Compared to what?

Yesterday, admission, or 
stated baseline. A number 
without a reference point is 
not a trajectory.

What did you do?

Intervention with dose, route, 
frequency. This is also the 
intensity of service UR needs.

How did it respond?

"No improvement after 48 
hours of IV therapy" is a 
strong signal, not a failure to 
report.
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Four data points. One sentence.

Timestamp the Inflection Point

An inflection point is the moment the course changed direction. Deterioration models are built to detect this, & 
validity reviewers are looking for this. If it is not timestamped, neither can find it.

1 | The time    2 | The trigger    3 | The intervention    4 | The interval to response

Strong

"0410 — oxygen requirement escalated 2 L → 6 L with RR 30 
and accessory muscle use; ABG 7.29 / 64; BiPAP 14/6 initiated 
at 0425 with improved work of breathing within 30 minutes."

Weak

"Patient required BiPAP overnight."
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Make the Chronic Burden Visible
Acute-only documentation makes a complex patient read as a simple one.

The Predictable Results

• An unrealistic expected length of stay
• An unfair observed-to-expected ratio
• Post-acute authorization denied for lack of acuity
• A population health cohort the patient never enters
• A next clinician who inherits half the picture

Document With Status & Stage

• CKD with stage & eGFR · HF with type & EF
• Diabetes with control & named complications
• COPD with severity & home therapy
• Obesity with BMI · cognitive impairment with severity
• Device or support dependence: home O₂, BiPAP, dialysis, 

feeding tube, ICD

Two rules:  
1. Link conditions when a causal relationship exists & you believe it. 
2. Do not list what you are not addressing—40 active problems communicates nothing.
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Rewriting for Signal
Commonly Written Rewritten With Signal What Changes Downstream

"CHF exacerbation. Continue Lasix. 
Cardiology following."

"Acute on chronic decompensated HFrEF (EF 30%). Baseline 
NYHA II, now NYHA IV with orthopnea and PND. +8 lb over 
dry weight. Day 2: net −1.8 L on IV furosemide 40 mg BID, 
creatinine stable 1.1 → 1.2, O₂ 4 L → 2 L."

• Severity & response reach the risk model
• CM sees a home weight-monitoring need
• UR sees IV titration supporting inpatient status

"Altered mental status. Will monitor."

"Hyperactive delirium (CAM positive 7/14) superimposed on 
moderate dementia. Precipitants: E. coli UTI and tramadol — 
tramadol discontinued. Baseline per daughter: oriented, 
manages own medications."

• Delirium enters fall & deterioration models
• Acute separated from baseline
• Discharge plan can target reversibility

"Diabetes. Continue home meds."
"Type 2 diabetes, uncontrolled hyperglycemia (A1c 9.4%), 
with stage 3b diabetic CKD (eGFR 38) and peripheral 
neuropathy. Basal insulin adjusted for renal function."

• Chronic burden visible for risk adjustment
• Linkage supports CKD staging
• Ambulatory team can act on the control gap
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High-Value Clinical Descriptors
What clinicians document when they want the record to work harder.

Severity
Mild/moderate/severe; acute, chronic, acute-on-chronic; 
complication or comorbidity significance

Response
Response to fluids, diuresis, bronchodilators, antibiotics, 
oxygen, transfusion, procedures, therapy

Uncertainty
Differential diagnosis, rule-out logic, suspected condition, 
monitoring plan, why a diagnosis remains possible

Trajectory
Improving, worsening, fluctuating, refractory, resolved, 
expected course, discharge readiness

Risk Context
Frailty, cognition, functional baseline, caregiver support, 
social risk, clinical vulnerability

Clinical Rationale
Why inpatient care, observation, escalation, discharge delay, 
specialty consult, or additional testing is needed
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Interdisciplinary
Documentation Alignment

One record, many readers. Most rework is a 
translation failure, not a writing failure.
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One Record, Many Readers
Reader What They Need From Your Note What Breaks When It’s Missing

Next Treating Clinician Current status, trajectory, active plan, contingency if it fails Duplicated testing, plans reversed at handoff, 
delayed escalation

CDI Specificity, clinical indicators, linkage, resolution of uncertainty Queries, coding delays, unbilled days, validity 
exposure

Utilization Review Severity of illness & intensity of service—why this level of care 
today

Level-of-care mismatch, denials, patient 
financial harm

Case Management Baseline & current function, support at home, barriers with dates & 
owners

Late discharge planning, avoidable days, failed 
authorization

Ambulatory/PCP What changed, what is pending, what to follow & when Dropped follow-up, medication errors, 
readmission

Quality & Analytics Comorbidity burden, present-on-admission status, severity Distorted O/E ratios, misclassified outcomes, 
unfair reporting
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Avoidable Days Are Documented Into Existence—or Out of It

State discharge criteria on day one or two, not on the day of discharge. Every later note is then measured against a target the whole team can see.

Document the barrier when it appears, not when it resolves. A barrier documented three days late produces three days no reviewer can defend.

Barrier Action Taken Date & Time Owner Next Milestone

Strong

"Medically appropriate for SNF-level care as of 7/14. PT 
recommends SNF—max assist for transfers, unable to manage 
stairs. Insurance authorization submitted 7/14 at 1400, pending. 
Four facilities contacted; two declined for IV antibiotic 
requirement. Continues IV ceftriaxone q24h through 7/18. Next 
payer update expected 7/16."

Weak

"Awaiting SNF placement."
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Ambiguity Is a Safety Problem Before It’s a Data Problem
Ambiguous Term Why It Fails Write Instead

"Urosepsis" Means sepsis to one reader & a UTI to another Either "sepsis due to UTI" with indicators, or "UTI without 
sepsis—no organ dysfunction"

"Altered mental status" A symptom, not a diagnosis; masks delirium Name the syndrome & the baseline: delirium, 
encephalopathy with cause, dementia, intoxication

"Elevated troponin" A result, not an interpretation; the next clinician must 
re-adjudicate

State the attribution: type 2 MI from demand ischemia, 
myocarditis, or CKD without ACS

"History of" an active condition Reads as resolved & drops the condition from the 
picture

Reserve for resolved conditions; active chronic conditions 
get current status & stage

"Possible/likely/probable" 
at discharge Uncertainty is fine during the stay, not at the end of it Confirm, rule out, or state plainly that it is undetermined & 

what will settle it
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When the Record Argues With Itself
A hospitalist, a nephrologist, & an intensivist each describe the same physiology differently. Nobody 
reconciles it. The record now contains an unresolved argument, & a payor gets to choose which 
version to believe.

Disagree Explicitly, 
With Reasoning

"I do not believe the troponin elevation 
represents a type 1 MI: no ischemic 
ECG changes, no regional wall motion 
abnormality, and the rise is consistent 
with demand ischemia in rapid AF."

This is stronger documentation than 
silence, not weaker.

One Author per Problem, 
per Day

The consultant owns the assessment 
of their organ system. The attending 
owns synthesis.

Two simultaneous authoritative 
assessments of one problem create conflict 
by default.

Resolve on the Day 
of Resolution

Use the word "resolved" & the date, the 
moment it is true.

An acute diagnosis carried forward for six 
days looks either untreated or invented.

1 2 3
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Documentation for Predictive
Analytics & Risk Modeling

Your documentation now acts on the patient 
during the stay, not on the claim after it.
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From DRG Influence to Risk Influence

Then

Documentation as a Billing Artifact

• One reader, months later
• Which DRG? Which SOI & ROM?
• Will the claim survive review?
• Feedback arrived long after discharge

Getting it wrong costs money after the fact.

Now

Documentation as an Operational Input

• Many readers, continuously
• Deterioration & sepsis alerts; predicted LOS
• Readmission & mortality risk; palliative triggers
• Post-acute authorization; ambulatory rising-risk
• Ambient AI summaries other clinicians read instead of your note

Getting it wrong may change what happens to the patient 
in the next 12 hours.

Late or thin documentation produces late or thin prediction. 
Contradictory documentation produces false alarms the whole unit learns to ignore.
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These models are trained 
on the record you write. 
They cannot see the patient.
They can only see what you said about the 
patient, & they cannot tell the difference 
between a condition that resolved & a 
condition you forgot to remove.
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Predictive models do not fix poor signal. They amplify the signal they receive.

Documentation for Predictive Analytics & Risk Modeling
The shift is from DRG influence only to risk-of-deterioration, LOS prediction, readmission risk, and care redesign.

What Models Need

Specific, timely clinical 
conditions, severity, trajectory, 
labs/vitals, treatment intensity, 
& context

What Teams Need

Operationally useful risk 
strata that help prioritize 
work, escalation, & 
discharge planning

What Leaders Need

Reliable feedback loops for 
care variation, LOS, denials, 
quality, & resource planning
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Copy-Forward Noise
Old diagnoses, old status, old plans, 
stale medication statements

Non-Actionable Labels
Problem names without severity, 
treatment linkage, or clinical rationale

Contradictions
One section says acute, 
another says chronic or resolved

Late Documentation
Important facts entered after the 
window when teams needed them

Avoiding Data Pollution & Documentation Debt
Bad signal can be as harmful as missing signal.

Clean Signal Principles
• Update the active story daily.
• Resolve contradictions quickly.
• Link diagnoses to evidence & 

treatment.
• Get critical documentation into 

the record before decisions 
are made.
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High-Value Descriptors: Greatest Influence per Word Written

Severity & Stage
• EF & HF type
• NYHA
• GOLD & FEV1
• CKD stage with eGFR
• Child-Pugh 
• Cancer stage

Acuity & Timing
• Acute/chronic/acute-on-chronic
• Date of onset
• Present on admission vs. 

hospital-acquired

Support Dependence
• O₂ in L/min vs. home baseline
• BiPAP settings
• Pressors
• Dialysis
• Enteral or parenteral nutrition

Functional Status
• ADL dependence
• Assist level for transfers
• Ambulation distance
• Device
• Falls in the past year

Cognitive Status
• Documented baseline vs. current 
• Delirium screen result & date
• Capacity assessment

Nutrition
• BMI
• Percentage & interval of 

unintentional weight loss
• Malnutrition criteria, 

provider-affirmed

Care Intensity
• Frequency of reassessment
• Titratable IV therapy
• Continuous monitoring
• Why today

Social & Behavioral
• Caregiver availability
• Housing
• Transportation
• Medication cost 
• Health literacy

Goals of Care
• Code status
• Palliative involvement 
• Treatment limitations
• Without these, outcome models 

misread the trajectory

Function, 
cognition, nutrition, 
& social barriers 
are clinical 
findings. They 
carry more 
predictive weight 
than the primary 
diagnosis.
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Data Pollution: How the Record Suppresses Its Own Accuracy
Documentation that is present, plausible, & wrong—or right but stale. It is the dominant reason predictive tools 
underperform in real deployments, & it is entirely produced by well-intentioned clinicians under time pressure.

Where It Comes From

• Copy-forward carrying resolved problems & stale exams
• Problem lists that are never pruned
• Templated normal ROS that contradicts the narrative
• Auto-populated data making old text look current
• Placeholder or uncorrected dictation left in a signed note
• Diagnoses entered "to be safe" without indicators
• Conflicting assessments from multiple authors, same day

What It Costs

• Diluted severity: When everything is a problem, nothing is 
prioritized by the model or the next clinician.

• False positives, then alert fatigue: Staff dismiss the alert 
reflexively, including the true ones.

• Suppressed true risk: The deteriorating patient is buried in 
a population that all looks equally sick on paper.

• Validity denials & audit exposure: A record that 
contradicts itself hands a reviewer the contradiction for free.
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Six Countermeasures: Leave With One Commitment

1
Copy the Data, 
Write the Assessment
Rebuild the A/P daily; let the objective 
section auto-populate.

2
Resolve on the 
Day of Resolution
Type "resolved" with a date the moment 
it is true.

3
One Author per Problem, 
per Day
Consultant owns the organ system; 
attending owns synthesis.

4
No Placeholders in 
a Signed Note
Correct dictation errors the same day, 
before signature.

5
Prune the Problem List
Quarterly in ambulatory; at admission & 
discharge in acute care or follow your 
organizations policy

6
Affirm the Team’s Findings

Restate dietitian, therapy, & nursing findings 
in your own assessment.
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Case Scenarios
• Heart Failure
• COPD & Asthma
• Frailty & Cognitive Vulnerability
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Case Scenario A
Heart Failure: Functional Class & Volume Responsiveness

Rebuilt

"Acute on chronic decompensated HFrEF, EF 25–30%, ischemic etiology. 
Baseline NYHA II—walks two blocks without stopping; presented NYHA IV 
with three-pillow orthopnea and PND. Volume overload: 9 lb above dry weight 
of 78 kg, JVP 12 cm, 2+ pitting edema to the knees. Precipitant: dietary 
sodium plus five missed doses of torsemide—patient reports a copay barrier.

Hospital day 2: net −2.6 L, weight down 4 lb, creatinine 1.2 → 1.3 
(acceptable, continuing), K 3.4 repleted, oxygen 3 L → room air at rest, 
dyspnea now only with ambulation beyond 50 feet. Continue IV furosemide 40 
mg BID; convert to oral at dry weight.

Discharge criteria: room air at rest and with ambulation, 24 hours of stable 
weight on oral diuretic, medication-assistance enrollment completed, home 
health with weight monitoring arranged."

As Commonly Written

"72-year-old with CHF exacerbation. IV Lasix. Continue diuresis. 
Cardiology following."

What Is Missing?

• Type & ejection fraction
• Baseline functional class vs. current
• Volume assessment with a reference weight
• Diuretic dose & measured response
• Renal & electrolyte response
• Oxygen requirement & trend
• Precipitant
• Discharge criteria
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Risk Adjustment Severity & present-on-admission status reach the 
expected-mortality calculation

Readmission Model Receives two of its strongest predictors: functional class & 
a medication-cost adherence barrier

Case Management Can act on the copay barrier on day two instead of 
discovering it after readmission

Utilization Review Sees active IV titration with measured response: the 
intensity of service supporting inpatient status

PCP Inherits a dry weight, a target regimen, & a reason the 
patient decompensated

Teaching Points
• Always name type & EF. "CHF" alone is the highest-volume 

specificity gap in most organizations.

• Express functional class in distance or activity. "Two blocks" 
is data; "limited" is not.

• Document diuretic response with numbers: net balance, 
weight, creatinine, oxygen.

• Name the precipitant—the single most actionable element 
for preventing the next admission.

• State the dry weight. Nearly every post-discharge 
intervention depends on it, & it is usually absent.

Case Scenario A
Heart Failure: What Changed Downstream
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Case Scenario B
COPD & Asthma: Disease Severity & Home Therapy Needs

Rebuilt

"Acute exacerbation of severe COPD, GOLD group E—FEV1 38% predicted 
(3/2025), two exacerbations and one admission in the past twelve months. 
Chronic home therapy: oxygen 2 L continuous and nocturnal BiPAP 14/6.

Presented with RR 30, accessory muscle use, pH 7.31 and pCO₂ 62 against 
a baseline pCO₂ of approximately 50; BiPAP initiated in the ED at 2140.

Hospital day 2: off BiPAP for 14 hours, requiring 3 L—still above home 
baseline—RR 20, speaking in full sentences, ambulated 40 feet with SpO₂ 
nadir 88% on 3 L. Trigger: viral URI; smoking cessation maintained two years. 
RT assessment shows poor inhaler technique—re-education completed, 
spacer ordered.

Discharge criteria: back to home oxygen of 2 L with ambulation SpO₂ above 
88%, off daytime BiPAP, steroid course plan documented, pulmonary follow-
up within 7 days."

As Commonly Written

"COPD exacerbation. Steroids, nebs, continue current 
management."

What Is Missing?

• Baseline severity & exacerbation history
• Home oxygen & noninvasive ventilation baseline
• Degree of deviation from that baseline
• Escalation moment
• Trigger
• Inhaler technique & adherence
• Discharge criteria referenced to home therapy
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1

2

3

4Anchor Severity to Something Objective
FEV1, GOLD group, exacerbation & admission history, 
or prior intubation—not the word "exacerbation"

Document the Home Baseline First
Without it, no reader can tell how far from normal the 
patient actually is

Document Deviation, Not Just Abnormality
"3 liters" reads as normal until you say the 
patient lives on two.

Capture the Escalation Moment With a Time
A note that says "needed BiPAP" loses the entire 
inflection point

5 Technique & Adherence Are Clinical Findings
They belong in your assessment, not only in the 
respiratory therapy note.

Downstream: The timestamped escalation is what both the 
deterioration model & any later medical necessity review need; 
technique & follow-up interval feed readmission prediction.

Case Scenario B
COPD & Asthma: Teaching Points
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Case Scenario C
Frailty & Cognitive Vulnerability

Rebuilt

"Frailty: Clinical Frailty Scale 6 at baseline—per daughter, requires assistance 
with bathing and dressing, uses a walker indoors, stopped cooking six months 
ago.

Nutrition: unintentional weight loss of 7 kg over six months (9% of body 
weight); dietitian documents criteria for moderate malnutrition and I agree—
treating with oral supplementation and monitoring intake.

Cognition: moderate dementia at baseline (MoCA 16, 4/2025) with 
superimposed hypoactive delirium—CAM positive on admission 7/14; 
precipitants were E. coli UTI and oxybutynin, which has been discontinued. 
7/16: CAM negative, oriented to person and place, family confirms return to 
baseline.

Falls: two in the past six months, one with a wrist fracture; Morse score 65. 
Function: maximum assist for transfers on admission, now minimum assist; 
PT recommends SNF-level rehabilitation."

As Commonly Written

"Elderly, deconditioned, confused at times. PT to evaluate. Likely 
needs rehab."

What Is Missing?

• Baseline for both function & cognition
• Whether the confusion is acute or chronic
• Frailty & fall history
• Nutritional status
• Precipitants of any acute change
• Caregiver picture
• Trajectory of function during the stay
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Case Scenario C
Frailty & Cognition: Why This One Matters Most

Among the Strongest Predictors
Frailty, malnutrition, & functional dependence predict 
mortality, LOS, & readmission. None of them exist in the data 
if only the therapist writes them down.

Delirium Is Reversible; Dementia Is Not
Separating them keeps an acute, treatable problem from 
being recorded as a permanent baseline that follows the 
patient into every future encounter.

Baseline Makes Improvement Measurable
It is also exactly what post-acute authorization requires. 
Without it, the SNF request has nothing to stand on.

The Caregiver Detail Is the Discharge Plan
It is the difference between a safe discharge & a 
bounce-back.

The rule that closes the gap:  The provider must affirm dietitian & therapy findings in their own 
assessment for those findings to enter the data at all.
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A diagnosis appears in your narrative but was never 
added to the problem list. Most likely consequence?
It may be invisible to structured logic—cohort identification, 
rules-based risk stratification, quality abstraction.

Which is the strongest documentation 
of therapeutic response?
"Net −2.6 L over 48 hours; weight down 4 lb; oxygen 4 L → room 
air; orthopnea 3 pillows → 1."—state, comparison, intervention, 
measured response.

Why does an unpruned problem list degrade 
model performance?
It dilutes severity & generates false positives, driving alert 
fatigue & masking genuinely deteriorating patients.

A dietitian documents severe malnutrition criteria. 
What must happen next?
The provider must affirm the diagnosis in their own assessment & 
document treatment.

A patient waits three days for placement. 
What protects those days?
Daily documentation of the specific barrier, action taken, 
date & time, owner, & next milestone.

Which term should leave 
clinical documentation entirely?
"Urosepsis." It means sepsis to one reader & a UTI to another. 
Say which one you mean, with indicators.

Assessment
Knowledge Check

1 4

2 5

3 6
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The entire session, compressed into eight habits.

Takeaway
The Documentation Intelligence Checklist

Name It Precisely
Type, acuity, severity, stage, site, etiology

1 Show Your Evidence
Clinical indicators in the same note as the diagnosis

5

Give a Reference Point
Today vs. yesterday, admission, or stated baseline

2 Show the Response
The intervention & its measured effect—including none

6

Timestamp the Inflection
When the course changed, what triggered it, what you did

3 Make the Burden Visible
Chronic conditions being addressed—and only those

7
Resolve & Reconcile
"Resolved" with a date; explicit, reasoned disagreement

4 Write for the Next Reader
Would they know the direction of travel?

8
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In Closing…
The future of documentation is clarity that clinicians trust & systems can use.

Commitment Prompts:

• What is one documentation phrase we will standardize?
• Where is our highest-friction documentation handoff?
• Which team needs a better feedback loop?
• What can we remove from documentation that creates noise?

Clinical Documentation Intelligence Means:

The right clinical facts are present, specific, timely, consistent, 
& usable enough to support care, quality, operations, 
analytics, & audit defense.

Write the record you would want to inherit.
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Next in the Series
Defensible Documentation: 
Protecting Clinical 
Decisions

Real-world strategies for defending medical 
decision making, not just DRGs.

Part 1 taught how to make 
documentation useful. Part 2 teaches 
how to make it defensible. Every 
contradiction, ambiguity, & copied 
paragraph we discussed today is what 
a reviewer looks for first.

© 2026 Forvis Mazars, LLP. All rights reserved.



Contact

Forvis Mazars

The information set forth in this presentation contains the analysis and conclusions of the author(s) based upon his/her/their research and 
analysis of industry information and legal authorities. Such analysis and conclusions should not be deemed opinions or conclusions by 
Forvis Mazars or the author(s) as to any individual situation as situations are fact-specific. The reader should perform their own analysis 
and form their own conclusions regarding any specific situation. Further, the author(s)’ conclusions may be revised without notice with 
or without changes in industry information and legal authorities.
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