ASC Name___________________________________________     Date________________________     Surveyor___________________________

SURGICAL AND ANESTHESIA RECORDS:Do 20 records for facility with monthly case volume > 50 patients.  Lower case volume facilities-do at least 10 records.  Review deaths, transfers, patients identified as having Adverse Drug Reactions, received blood, or if a reportable disease case.
	Patient Identifier
	
	
	
	
	
	

	SURGICAL PROCEDURE


	
	
	
	
	
	

	Q0162)  Medical Record Number and 

Patient’s Name


	
	
	
	
	
	

	Physician
	
	
	
	
	
	

	Q0162) H & P on record
	
	
	
	
	
	

	Q0261) H & P completed no more than 30 days 

Prior to surgery.
	
	
	
	
	
	

	Q0061)  A physician examined the patient

Immediately before surgery to evaluate

risk of anesthesia and surgery
	
	
	
	
	
	

	Q0063)  Anesthesia provided by a 

qualified provider
	
	
	
	
	
	

	Q0162)  Pre-operative diagnostic studies

entered before surgery is performed
	
	
	
	
	
	

	Q0162)  Findings/techniques of operation

including pathologists report on all tissues

removed during surgery documented
	
	
	
	
	
	

	Q0162)  All allergies and abnormal drug

reactions documented
	
	
	
	
	
	

	Q0162)  Record of anesthesia
	
	
	
	
	
	

	Q0162)  Documentation of properly

executed informed patient consent
	
	
	
	
	
	

	Q0162)  Discharge diagnosis documented
	
	
	
	
	
	

	Q0181)  Drug administered according to

established policy and procedure and standards of 

practice.
	
	
	
	
	
	


	Q0182)  Adverse reactions reported to 

Physician & documented in the medical record
	
	
	
	
	
	

	Q0183)  Blood products administered by 

RN or physician only
	
	
	
	
	
	

	Q0184)  Verbal orders signed by prescribing 

physician
	
	
	
	
	
	

	Q0042) If Emergency transfer of patient,  did facility 

Make proper arrangements (beyond calling 911)
	
	
	
	
	
	

	Q0060) Performed measures to prevent OR errors:

*All requested documents on chart

*Marked site

*Performed time out
	
	
	
	
	
	

	Q0062) Evaluation post anesthesia by Dr. or 

Anesthetist (does not apply to moderate or conscious 

Sedation)
	
	
	
	
	
	

	Q0201) Lab tests on chart or available to physician 

Prior to OR
	
	
	
	
	
	

	Q0202) Radiology exams in record, with interpretation

By appropriate staff prior to OR
	
	
	
	
	
	

	Q0221) Patient given their patient rights, both verbally

And in writing prior to OR
	
	
	
	
	
	

	Q0224)Advanced Directives provided in advance of OR
	
	
	
	
	
	

	Q0264) Documentation of post surgical condition,

Patient needs, and action taken to meet those needs

Documented in the medical record
	
	
	
	
	
	

	Q0265)Written D/C instructions provided

             Overnight supplies provided

              Follow-up physician appt. made
	
	
	
	
	
	

	Q0266) D/C order written by physician and in MR
	
	
	
	
	
	

	Q0267)Patient discharged accompanied by responsible

Adult.
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