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	Patient/Client Name:
	
	MR #:
	
	Unit:
	
	

	
	Date of Admission:
	
	Time of Admission:
	
	Date of Discharge:
	
	

	
	Date of MR Review:
	
	Reviewer:
	
	

	




	Medical Record Review Element
	Yes
	No
	Comments

	RC.01.01.01 Clinical/case record includes:

	

	· Information required to support the diagnosis or condition of the individual           served (EP 5)
	
	  
	

	· Information required to justify the care, treatment, or services provided to the individual served (EP 5)

	
	
	

	· Documentation that supports the course and result of the care, treatment, or services provided to the individual served (EP 5)

	
	
	

	· Information that promotes continuity among staff and providers about the care, treatment, or services provided to the individual served (EP 5)
	
	
	

	· Standardized formats are used to document the care, treatment, or services provided to individuals served. (EP 6)
	
	
	

	· All clinical/case record entries are dated. (EP 7)
	
	
	

	RC.01.02.01 All entries in the clinical/case record are authenticated
	
	
	

	· Authorized staff make entries in the clinical/case record. (EP 1)
	
	
	

	· The types of entries in the clinical/case record made by staff that require countersigning, in accordance with law and regulation are defined by the organization. (EP 2)
	
	
	

	· Each clinical/case record entry is identified by the author in the clinical/case record. (EP 3)
	
	
	

	· All entries in the clinical/case record are authenticated by the author. Including information introduced into the clinical/case record through transcription or dictation.  Note 1: Authentication can be verified through electronic signatures, written signatures or initials, rubber-stamp signatures, or computer key.
Note 2: For paper-based records, signatures entered for purposes of authentication after transcription or for verbal orders are dated when required by law or regulation or organization policy. For electronic records, electronic signatures will be date-stamped. (EP 4)
	
	
	

	· Only the staff identified by the signature stamp or method of electronic authentication uses it. (EP 5)
	
	
	

	RC.01.03.01 Documentation is entered in the clinical/case record in a timely manner.   
	

	· There is an organization defined the time frame for completion of the clinical/case record following discharge. (EP 1)
	
	
	

	· The organization’s written policy requiring timely entry of information into the clinical/case record of the individual served is followed. (EP 2)
	
	
	

	RC.02.01.02 The clinical/case record includes the information that reflects the care, treatment, or services provided to the individual served.
	

	The clinical/case record includes the following demographic information (EP 1)
	
	
	

	· Name, address, date of birth, and sex of the individual served 
	
	
	

	· Name and contact information for the individual's family and any legally authorized representative
	
	
	

	· Preferred language and any special communication needs of the individual served, including sign language
	
	
	

	The clinical/case record contains the following information (EP 2)
	
	
	

	· Initial diagnosis, diagnostic impression(s), condition(s), or circumstances requiring care or services
	
	
	

	· Findings of assessments and reassessments
	
	
	

	· Food allergies 
	
	
	

	· Medication allergies 
	
	
	

	· Conclusions or impressions derived from the medical history and physical examination
	
	
	

	· Diagnoses or conditions found during the course of care, treatment, or services
	
	
	

	· Consultation reports
	
	
	

	· Relevant observations to care, treatment, or services
	
	
	

	· Response to care, treatment, or services
	
	
	

	· Emergency care, treatment, or services provided prior to arrival
	
	
	

	· Progress notes
	
	
	

	· All Medications ordered or prescribed
	
	
	

	· All Medications administered, including the strength, dose, route, date and time of administration
	
	
	

	· All access sites for medication, administration devices used, and rate of administration (for intravenous therapy)
	
	
	

	· All adverse drug reactions
	
	
	

	· Goals of Care, treatment, or service 
	
	
	

	· Plan of care and all revisions to the plan of care, treatment, or services
	          
	
	

	· Diagnostic and therapeutic tests and procedures orders and their results 
	
	
	

	As needed to provide care, treatment, or services, the clinical/case record contains the following additional information (EP 4)
	
	
	  

	· Advance directives
	
	
	

	· Informed consent
	
	
	

	· Documentation of protective services as needed
	
	
	

	· Records of communication with the individual served, such as telephone calls or e-mail
	
	
	

	· Documentation of involvement in care, treatment, or services by the individual served and, when necessary, their family
	
	
	

	· Information on unusual occurrences, such as complications; accidents or injuries to the individual served; procedures that place the individual served at risk or cause pain; other illnesses or conditions that affect care, treatment, or services; or the death of the individual served
	
	
	

	· Indications for and episodes of special procedures
	
	
	

	· The clinical/case record contains the individual’s race and ethnicity for the purpose of identifying disparities in care, treatment, or services. (EP 26)
	
	
	

	RC.02.03.07 Staff who are qualified receive and record verbal orders. Note: Verbal orders may include medication, laboratory tests, dietary, or restraint and seclusion.
	
	
	

	· Staff who are authorized to receive and record verbal orders, in accordance with law and regulation are identified in writing. (EP 1)
	
	
	

	· Only staff who are authorized receive and record verbal orders. (EP 2)
	
	
	

	· Verbal orders includes the date and the names of staff who gave, received, recorded, and implemented the orders. (EP 3)
	
	
	

	· Verbal orders are authenticated within the time frame specified by law and regulation. (EP 4)
	
	
	

	RC.02.04.01  The clinical/case record contains discharge information.
	
	
	

	The clinical/case record includes the following
	
	
	

	A succinct discharge summary that includes 
	
	
	

	· The reason(s) for acceptance for care, treatment, or services
	
	
	

	· The care, treatment, or services provided
	
	
	

	· The condition at discharge of the individual served
	
	
	

	· Information provided to the individual served and their family (for example, written discharge instructions; medication taken by the individual; follow-up care, treatment, or services)
Note 1: A discharge summary is not required when individuals served are seen for brief interventions or services. In these instances, a final progress note may be substituted for the discharge summary.
Note 2: When individuals served are transferred to a different program within the organization, and staff change, a transfer summary may be substituted for the discharge summary. If the staff do not change, a progress note may be used.
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Medical Record Review Element  Yes  No  Comments  

RC.01.01.01   C linical/case record includes :     

-   Information  required   to support the diagnosis or condition of the individual             served   (EP 5)        
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-   D ocument ation   that supports  the course and result of the care, treatment,  or services provided to the individual served   (EP 5)       
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-   T he types of entries in the clinical/case record made by staff that require  countersigning, in accordance with law and regulation   are defined by the  organization .   (EP 2)     

-   E ach clinical/case record entry is identified  by the author  in the  clinical/case record.   (EP 3)     

-   All  e ntries in the clinical/case record are authenticated by the author.  I ncluding  i nformation introduced into the clinical/case record through  transcription or dictation .   Note 1: Authentication can be verified through    

