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POLICY:  A medical record is considered a legal document used to protect the legal interest of a patient as well as the health care provider.  Information maintained within the record serves as a basis for review, study and evaluation of the care rendered to the patient.  It is essential that ____ County Health Department (____ CHD) medical records are neat, legible, accurate and readily accessible for purposes of service delivery, audit and possible litigation proceedings. The medical record shall be locked in a container and handled and transported in a manner that ensures the security and confidentiality of the record at all times.
PURPOSE:  Clinical record entries must be complete, legible and accurate.  Inaccurate documentation can lead to errors in the treatment of the patient, which could put the patient at significant risk of harm.  The ____ County Health Department will strive for complete, legible and accurate documentation on all patient records and will follow specific guidelines to ensure accurate documentation.

APPLICABILITY:  This policy is applicable to all employees of the ____ County Health Department.

1. Good charting practices will be used at all times to protect the patient, improve the quality of care rendered and serve as an accurate resource for ____ County Health Department in case of litigation or professional malpractice.
2. As a health care provider, ____ County Health Department recognizes a patient’s right to understand and control how their health information is used.  All services rendered will be conducted with primary concern for the patient.  A patient’s legal right to privacy will be protected.  The ____ County Health Department employees must conform to the established confidentiality code.
3. Requests for medical information will be released according to federal and state statutes, HIPAA and the Medical Record Release Policy adopted by the ____ County Board of Health.
PROCEDURES:

1. Standard Charting Procedures
a. All documentation in the medical records must be written in black ink and must be legible.  Alert notifications will be documented in red ink.
b. All entries will be dated and signed.  Signatures/initials in the clinical records will be recorded in accordance with the agency’s legal signature list.  No alterations will be permitted.  If an Interpreter is used for patient interaction the interpreter must sign the entry along with the provider of the service.
c. Narrative notes are to be numbered with the most recent pages on the top progressing  to earliest entry on the bottom.
d. Each page in the chart is to include name (last, first, middle/maiden), date of birth and patient number.
e. All patient/client encounters are documented in the medical record noting the type of contact, e.g. Home Visit, Telephone Call, Clinic Visit. 
f. Entries are to be made within the margins and to the end of the line.  If unable to fill the line, draw a line to the end.  There is to be no crowding or writing in the margins, and no unfilled lines between entries. All unused lines will be crossed out between documentation.
g. All telephone encounters will be documented in the client’s clinical record on the note sheet in chronological order.
h. Each personal health program is responsible for providing program specific documentation guidelines and monitoring/reviewing those guidelines according to Quality Assurance. 
i. The employee who provided the service will document all patient data collection and service provided. Provider must initial and date on the laboratory reports when reviewed.
j. The Medical Records Policy adheres to guidelines regarding content, access, storage, removal and retention of medical records to ensure that the agency abides by statutes and regulations pertaining to legality, privacy and security.  
k. Late entries made out of chronological order must be recorded as soon as possible in the next available chart space, as a “note out of sequence”. The late entries should have time of entry and must have two dates, the date the entry was made and date of the encounter along with the reason for the late entry.
l. Clinical records will be reviewed periodically by an audit review committee to determine compliance with policies and procedures.
m. Records found to be incomplete or in need of clarification will be returned to the appropriate staff member.  A note labeled “addendum” will document that information was inadvertently omitted if the record was incomplete or to clarify what is written in a previous note.  The date on the narrative note will be the day it is written and will reference back to the note in question.
2. Correction of documentation
a. Documentation error will be corrected by drawing a single line through the incorrect documentation, initialing and dating the mistake and continuing with the note.  The error will remain legible.
b. The reader must be able to discern what the incorrect entry states. 
c. The person who documents the original information corrects the documentation. At no time should another discipline correct documentation or strike through documentation made by the original author. 
d. Correction fluid or erasers will not be used to correct documentation in the patient’s record. 
3. Use of abbreviations
a. Only abbreviations and symbols recognized and approved by the _________ County Health Department may be used in the client’s clinical record. (See attached approved list of  abbreviations and symbols)

b. Other abbreviations maybe used when documenting in charts only after the word/term is first written out completely followed by the abbreviation in parenthesis (must appear on each page where abbreviation is used). 
c. Initials and abbreviations of the provider’s discipline are acceptable. 
d. All abbreviation keys on specific chart forms will be followed as printed.  
4. Standing Orders

a. Used as a guide in preparation for and carrying out medical and surgical procedures within the health department.

b. Authorizes nurses to administer treatments and medications when a physician or clinician is not present. 
c. Standing orders are specific to each program or service and describe the parameters of specified situations under which a nurse may act, including untoward reactions and indicators for referral to the physician in lieu of providing the service. 
d. The physician is contacted by the nurse for all questions/concerns regarding medical care. 
e. Each program within the health department maintains current physician standing orders. These orders are annually reviewed, updated, and signed by the medical consultant for ____ County Health Department. 
5. Initials and Signature
a. Charting Signature will include first initial, last name, and designation of discipline (exception: Targeted Case Management). Provider’s discipline can be abbreviated. Initials (first, middle, and last) may be required on some chart forms. Sign all entries in case of clinical note with your legal signature.  Example:
1) RN:  first initial, full surname and RN
2) PA II, III, IV:  first initial, full surname and PA II, III, or IV
b. A Signature Log for Medical Records is maintained by the Office Work Unit Supervisor in order to identify the provider of care for patients/clients. 
c. New employees who will be documenting in charts will sign the Signature Log.  Employees will review log annually and be responsible for updating any legal name changes.
6. Physician Orders 
a. Written, verbal, telephone, and fax orders are accepted from approved physicians by an RN or LPN only. 
b. The public health nurse will delay provision of a procedure when an order is unclear or questionable. 
c. Physician orders received by fax will require receipt of the original signed document.  Fax orders will be implemented only after verbal contact with the physician/physician extender or the physician’s office nurse. 
7. Name Changes and Determination of Race
a. Name changes are to be verified by review of a legal/official document (birth certificate, court order, driver’s license, social security card, and adoption) and properly documented in chart.
b. Race of an individual is to be stated by the individual, parent, or legal guardian, and entered as stated.
8. Records 
a. Chart Maintenance – Central Filing:  The central files must be kept up-to-date at all times in order to serve its purpose.
1) Ragged or damaged folders will be replaced with new ones.
2) Include these steps in preparing for filing:
a) All charts are placed in alphabetical order.
b) Remove all paper clips or notes (review and remove if not required).
b. All charting to be completed on day of client visit and returned to central filing or pending file by 4:45 p.m. 
c. The staff is not allowed to keep charts in their own personal filing cabinets or offices.
9. Filing of Records
a. Medical records are first filed alphabetically following a color-coded system based on the first two letters of the patient's last name. All active records will be maintained in the medical records area when not needed for delivery service. All in-active records are kept in locked files in the conference room; which is locked at closing. All records must be returned to medical records area after the delivery of service or by the end of the workday to ensure security of medical information.  When a medical record is outside the medical records area it must be handled in a secure manner to protect the medical information from being disclosed to unauthorized persons.
b. Notes, reports, medical forms, etc. will be secured inside each individual patient’s folder according to the order specified by the agency.  All note and problem pages in the medical record will be sequentially numbered and each page will have patient identification information.
10. Security of Records
a. As legal custodians of medical records generated in our agency, proper care will be exercised to assure that the records themselves and their contents are properly safeguarded and secure at all times.  Employees, temporary/contractual staff, students and volunteers assigned to the ____ County Health Department will review the confidentiality policy at least annually or when changes are made and sign the confidentiality statement.  All of these individuals shall be made aware that access is allowed only to those records pertinent to official function or service delivery.  Intrusion into a record for curiosity purposes at no time will be tolerated and appropriate disciplinary action will result or termination of access to records.  All records must be properly signed out using out-guides with a label reflecting the patient’s name, name of person or clinic needing records and date retrieved.  Authorized personnel who signed out record(s) will be responsible for returning the record (s) when finished working with them or at the end of the workday.  Records will not be left available for public viewing at any time and records must be secured to prevent accessibility to unauthorized persons.
b. Ordinarily medical records will not be removed from the Health Department unless it is deemed necessary to provide patient care.  Records will not be removed from the building except by authorized personnel who can transport records according to agency transportation procedure for use at other clinic sites, for court proceedings or for agency related activities.
METHOD FOR TRAINSPORTING MEDICAL RECORDS OUTSIDE THE HEALTH DEPARTMENT
When a medical record is authorized to be removed from the ____ County Health Department, the following procedure will be used to ensure the security of the medical information being transported.

1. Medical record shall be signed out by authorized personnel, to the person responsible for transporting the medical record.
2. Records will be placed in a locked box for transportation.  Records shall be transported in a locked trunk, or in the event that the vehicle doesn’t have a trunk the vehicle shall be locked at all times to ensure security of the medical records.
3. Records shall be returned to the Health Department as soon as possible after use at the outside location or at least by the end of the workday.
4. In the event that the authorized personnel in charge of the records is unable to return records to the Health Department by the designated time, the medical records supervisor shall be notified concerning the location and security of the records.  The medical records supervisor shall arrange for the medical record to be returned to the Health Department as soon as possible in a secure manner.
5. On return to the Health Department records shall be logged in and accounted for.

CENTRAL FILING
1. Central Filing system is a system that contains all patient records filed alphabetically in one (2) locations.  The file is composed of two (2) categories:
a. Active patients-material for currently active patients is filed in individual folders. The folders are filed alphabetically.
b. Inactive patients-filed in same manner in a separate file in another location.
RETENTION/DISPOSITION SCHEDULE
1. Records:  Since our records are used in Child Health, Family Planning, Sick Clinic, Adult Health (includes BCCCP and WiseWoman), STD and WIC, some variations occur.  The charts are plain manila with metal brad used to hold pages in place.
a. Left Side Format (Top to bottom)
1) Patient Information/Patient Eligibility
2) Labels
3) HIPAA Release
4) Release of Information
5) Problem List
6) Medication Flow Sheet (if applicable)
7) Notes
8) History
9) Immunizations
b. Right Side Format (Top to bottom)
1) Current Flow Sheet
2) Growth Chart
3) Lab tests (attached to white page)
4) BCCCP, WW records (if applicable)
5) Old records
6) Records received from other agencies
c. Exceptions by Program
1) TB
a) Record of TB Skin Test: Administration & Screening
b) Drug book replaces flow sheet
c) Problem
d) Note
e) Blank Sheet for Labs
2) HIV Test
a) Left Side Format (Top to Bottom) 
(1) Patient Information/Financial Eligibility
(2) Problem
(3) Note
b) Right Side Format (Top to Bottom)

(1) Risk Assessment

(2) Consent Sheet

(3) Lab Report
(4) Blank Sheet for Additional Labs
c) STD

(1) STD replaces flow sheet
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	Legal Signature/Discipline
(First, MI, Last, Discipline)
	Charting Signature & Discipline
(First Initial, Last Name, Discipline)
	Initials
(F,M,L)

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



