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JOINT COMMISSION ON ACCREDITATION OF HOSPITALS

MEDICAL RECORD SERVICES

PRINCIPLE

The hospital shall maintain such facilities and services as are adequate to provide medical records

that are accurately documented, readily accessible and easily used for retneving and compiling
mformation

I. REQUIREMENTS AND PURPOSES

GTANDARD

An adequate medical record shall be maintalned for every person admitted as an inpatient, out
pationt or emergency pationt,

1. A medical record is maintained for every.
(Mark thie box [ of cach applicable term.)
A, DAt CN et eat et arereaarenaerennereatrns Grtereeanns _
b. Outpationt (organized OPD CHNICS) .......cccocmrreiriiiiiiniieiiiiierinveseasrioriereneseanies
c. Emergency pationt not admitted ............cccoovveiriiiionreeeiiireeesressssseeessesmrreesens

K.1. 1(3)

.

0T
BEI}SL

2. Are medical record entries dated? ................ooeiviiiiieieeee e eeretreeeee s e reeeseneseeeessin 2.

=
by

-
~

1. Routinely.
2. Occasionally,
3. Never.

3. Are entries in the medical record authenticated by means of signature, initials,
stamp of signature or computer key? ......... ettt ettt er e eteeeberean. 3. [_[_]
1. Routinely.
2. Occasionally.
3. Seldom.
4. Never.

it U VvL

4. Has the medical staff approved a list of symbols and abbreviations for use ln
medical records

>
i
"o

Yes.
No, but such a list is being-prepared.

No, symbols and abbreviations are not used.
No.

(S

-
1
AL

\~
o

5. If a list of approved symbols and abbreviations is maintained it is: ;
"~ (Mark the box [ of each applicable term or statement.) K.1.5(4)

"o

ADDRESS

a. A part of tho medical record a. Od0
b. In paticnt care areas ................ccoeeeeeiviiiiinnennn, S PP IS F PR RS TRRS . b. Ek
c. In the medical record department ... PR c. jSL
d d O

/]

..........................................................................

LGN U PR W

. The hospital does not need such a fist ...................cccce i, reieseviaerrae ey o

6. Is the final diagnosis recorded in full, without the use of symbols or abbreviations? ' 6.

1. Routinely.

2. Occasionally, .

3. Soldom,

4, Novor, \ ‘86q30
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7. When a patient is transforred to another medical facllity, appropriate medical,
nursing and social information is transferred to the site of continued care: ........ 7. | _Z_[
1. Routinely.
2. Occasionally.
* 3. Seldom.

4. Never.
8. Does the hospital use a standard pracedure for the transfer of medical record n
information to other health care facilities? ..............c.ccooococcviinnninninncncnnrins 8. )
K18

1. Yes.

2. Such a procedure is being developed.

3. No.

/ 9. Indicate the methods used for transfer of medical record information to other

health care facliities: (Mark the box I3 of each applicabla term or statement) - K.1.8(5)

a. Abstract of record prepared by medical records personnel ..........cooecuveninnn a. O

b. Clinical resume prepared by the responsible physiclan ..............cccccevvivvnnns b. ﬂ\

c. Copy of all or of part of medical record ..................ccoviveeeeieeereereeessrseesesesas c. |

d. Approved transfer fOrm .. ........coooiiiiiiiie i reeee d.

e. Other (specify) i i e. O
\ 10. Medical records are used in: (Mark the box [ of each applicable term.) ' X.1.1003)

a, Retrospective study and medical care evaluation .................cccocevecvnniieennnnan, . a. 'Rf

b, Educalion ... e ey b. X

€. ROSGAICR . i b st s s e s st e c.

C 1l Commonts by Rospondont.

Uso this space to clarify any of the questions in this portion of the questlonnalre.
When doing so, refer to the question by number.

li. BASIC CONTENT

STANDARD

The medical record shall contain sufficient information to identify the patient clearly, to 1ushfy
the diagnosis and treatment and to document the resuits accurately.

v

‘1. The completed medical record of each inpatient contains the following:
’ (Mark the box ¥ of each applicable term or statement.)

’ a. ldentification data and consent forms. : ' K.2.1.1(5)
' 1. Patient’s name ............ccccveiiviiiiiiini e [ 1. ﬁ
2. Patient’'s address ..........ccooooiiiiiiiiii e 2.
3. Patient’s @B .......occoieieii it ettt rrenaane 3. g
4. Next of kin ..., PRSP NI 4. |
5. Appropriate authorizations and consents ................ et e reraaer s essnaatraes 5. 3
b. History. C R2.1.20
. 1. Chief complaint .......cocccorriviiviiirenineinnnies Heruere et s 1. IQ’
2. Details of present illN@SS ..............cccciiininiiiinn 2.9
3. INVENLONY Of SYSTOMS .cvoeeovrviviieiiieeeeeeers e s eaesereseeeatsaeasnsasberanets 3. S
_— 4, Medical RiStOrY ....ooecoocevenieriiiiic ittt snane reeseeroieend 4.
] 8 0031 5. SOCHA! MISTOMY .evvenreecestieressseessass st s sssse st ceses s ssesssepasessasestsesassntsssen 5.3
. T 6. Family BISTOTY .ooooioioiiieeccee et versererensaeaes 6. 15—

' Medical Record Services Page 2 of 9
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" 4. Are reports of diagnostic procedures performed by a source outside the hospital

C. Report of physical examination.
1. Rclevant findings from assessmenf of all systems ..........cccceeveerviirinninnn,
d. Diagnostic and therapeutic orders.
1. Orders written by authorized hbuse officers and by individuals granted
clinical PrivilegOS ... e s
2. Authenticated transcriptions of verbal orders ..................oovvvvivvevrmniiiininnas

o. Obscrvations.

1. Progress notes ... s
2. Consultation reports ... e eensa

J~Nurses’ notes ...,
4. Entries made by allied health Personuer ............ccovvsriicierseerresresrerireeserenn

/1. Reports of actions and findings, where applicable,

Pathology and clinlcal laboratory reports ...............
Radiologic examination reports ............cccooovien i, Cerreeereeniens
. Other diagnostic procedures e ,'...' .................. i
Therapeutic ProCeUIES . ... iiiiiiiiiivieeieeir e iereaie s st ssssesvsssssarrranessssens
Preoperativo diagnosis authenticated by surgeon ................cccceuns Vreseerieis
Oporative roport, containing

ao Findiops e e et
. Doscilption of lochniquo used . ... ... e e e
c. Roport of tissuo romoved or altered .....................ococeeenes e eveerteeen
d. Postoperative diagnosis ..........cooeeviiriiiiiiinnnin vrresisessrans
e. Report on patient’s condition at conclusion of procedure .......... vervesenee
7. Obstetrical report, incliuding

L o e

a. Prenatal report ... .. e s se e

b. Report of delivery . ...t s s e
C. POStNAtal TEPOIt . ..ot eeeee et sere e ee s aenees ceresnrennaees Y

g. Conclusion. )
1. Provisional diagnosis at time of admission ........................ eeeerneereennienaeres

2. FiNal QIABNOSIS «.vivioeeeeie e est et e et eneee s ses st e se st naenes e sas b cesneasans
3. Clinical resume, including

a. Reason for patient’'s admisSion ........c.ccceiiiiiiiimenimmiinn e .

Significant findings (examinations and reports) ......ccccccocevviienniinnneens

aovw

Patient’s condition on diSCharge ...............coocvvvviciinnniminnineniiesrnncsnnenes
e. Plans for future care ...............coceeviivennnennenns F T PR
4 Necropsy protoCol ... ....o..occiimviiiiiiiiiiiiniin e rcraaaeee reeerensestssretestniesrasons

2. Are verbal orders so identified in the medical record? ............ resrrserenieen errrreen

, 1. Yes.
2. No.
3. Verbal orders are not accepted.

3. Does the entry for a verbal order show the date on which the entry was authen-
ticated by the responsible practitioner? ...............cccccviinininiiiiiiien ST reserees .
1. Routinely.
2. Occasionally.
3 Seldom or never.
4. Verbal orders are not accepted.

aCCePlablel ... e e s ereannneesenense

1. Yes, if the source is a'pprﬁved by the medical staff.
2. Yes, from any source.
3. No.

Madiral Rarnrd Qarvirace Paoa 2 nf Q

Treatment received in the hosp.ital ................................................ e _

X.2.1.2
1. yf
K.2.1.4(2)
1 o
2.

K.2.1.5(4

=

bW
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K.2.1.6(13)
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7.

Aro discharpa diagnoses recorded in the terminology of a recognized system of
discase nomenclature?

1. Routinely. .
2. Occasionally.
3. Never.

Does the provisional anatomic diagnosis following nacropsy become part of the
medical record within 72 hOurs? ................ccccoevvvniiiiiiiivnnvnennnieinins s
1. Routinely. ' |

2. Occasionaily.

3. Never,

Does the complete necropsy protocol become part of the medical record within
3 months? ... e

IEETRREYIR) Geoaaetaerrlfriciacortateneigita

1. Routinely,
2. Occaslonaily, .
3. Nover. '

Is a copy of tho clinical resume sent, with the batient'a written consent, to any
known practitioner or agency who will be responsible for the patient’'s future

modical Care? . e et eeie .
1. Yes, routinaly, -

2. Yes, upon requost of the practitioner or agency.

3. No.

Is responsibility for regular analysis of medical records as documents vested In.
a medical staff committee? ............coooiviii e, eerecesrneesnrane
1. Yes. ' ._ '

2. No. , =

IF YOUR ANSWER TO QUESTION 9 WAS NO, PROCEED TO TITLE Ill
CHARACTERISTICS OF ACCEPTABLE RECORDS.

10.

T 1k

The committee responsible for the adequacy of medical records 6ncludes'
(Mark the box X of each applicable term.) .

a. Medical staff members ... e
b. Medical record lbrarian .. ... ... e e e s ‘
c. Nursing services reprejentatives .................................................................
d. Others (specify) fpl‘m-inl ArL nwjtl'q&w

" The medical records committee performs the following tasks:
. (Mark the box @ of each applicable statement.)

+ a. Reviews and approves medical record forms ...

12,

b. Develops and reviews policies covering the recording of mformatlon in the
medical record ... ferreeraeteeaaaaane
c. Ensures proper storage, filing, indexing and availability of all records ............
d. Reviews entries for acceptability of terminology ...l
e. Reviews recording of diagnoses with reference to identification of site and
B O OB oo e
f. Reviews content of medical records with reference to adequacy of recorded
information for effective medical care evaluation ...............oooveiiiiniiiiieennns
g. Scans current inpatient records for compliance with existing medical staff

FUL B S o e ettt ettt e e et s ete e a s reas e as st rantrores dediatnennivesss

The committee reviews and evaluates emergency department records sresesaniagannenee

_ 1. Routinely.

~~

2. Occasionally.
3. Soldom or novor.

. '4. The hospital has no emergoncy dopartmont.

Medical Recortf Services Page 4 of 9
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13. The committee reviews and ovaluates outpatient records from the hospltal'('
organized outpatient department .. ... ... 13, |/

1. Roulinely. » k.2.12 i
2. Occasionally. ‘
3. Seldom or never.
4

The hospital has no organized outpatient department.

14. Indicate the approximate number of completed medical records reviewed each (

month by the committee: ... 14, If’ﬂ /| aR

15. Comments by Respondent.

e e e e et s ' -

Use this spate to clarify any of the questions in this portion of the questionnaire,
When doing so, refer to the question by number.

-~

VN '/lp.1 //((-’L St'/‘w.{. v /VO/ Ga_0 fifinis ~rt/ A-(//a V/M#u?l"" . t_ _“_\'
7 7 o

/.1,';‘/"1/"_ fia §U-"Z/‘<‘y/ A S 4)/33/?///0/ Srrvices '
7

Hl. CHARACTERISTICS OF ACCEPTABLE RECORDS

STANDARD
Medical records shall be confidential, current and accurate.

1. Are there written policies and procedures governing the release of medical /
record information? ............c.cccooviiiniinrnnnn, TR 1. |/]

‘1. Yos. ] o K3
2. No,

P SagiRee)

2. Medical record information is released upon:
(Mark the box & of each applicable term or statement.)
a. Written consent ¢f the pationt ................cccooviiiioiie et s e . a. [Z]‘
b. Receipt of @ court order ..o e b |
¢. Other (specify) c. d

3. The patient’s history and report of the physical examination aré routinely made _ @
part of the medical record: : : 3

................................................ I TR R I N PR P PP PTRT Y]

" 1. Within 24 hours after admission. ;
2. Within 48 hours after admission. R
.3. Other (specity)

/’4. A signed operative report becomes a part of the medical record within 24 hours .
after the operation: ... s 4. ||
1. Routinely.
2. Occasionally.
3. Seldom.

=
W
-
'

ADDRESS

[ I S &

“\,
)

"5, ndicate the approximate number of current inpatient records reviewed each

month by the medical records COMMILEEO: .............ooviiveceeiiiesiessireeeernr e sreesneeans 8. ]DM | 'Jj - ‘
(XK -
6. Are records of discharged patients completed within 15 days following discharge? 6. [_[J‘
RS
1. Routinely.
2. Somotimeos.
3. Soldom.
4. Nover.

- Medical Record Services Page 5 of 9



‘ ‘ 8 0 q 3 5 i g?t.\er (specify)

7. Is a list or file of incomplete medical records malntalned? ................................ 7. [__/_]

1. Yes. xa7

2. No.
8. Indicate the number of medical records which are presently incomplete: ........ 8. |0l /10]
~ LEE

9. Describe briefly the chief reasons records are incomplete:

Jheidicil recocd Leeph open wihif alf Lol wock f4is boens catored
(’/L(.( red ,'0,(;1(/ [‘?gag}use 1)/_. //0]/;1/((A /"ij’.f'(/ £11c8804 80 /a/}’le‘/C

Cthay e 7@ 1- hoorr Pxtewsive Fhoa v Otmmmon Ty, //z/i/n//

—

10. The parts of the medical record that are the primary responsibility of the medical

practitioner are authenﬂcated by him when these are entared by members of the
house staff ... e brrereereen VT e 10.

1. Routinely, K210

2. Sometimes.
3. Soldom.
4. Nover.

11. Comments by Respondent.

Use this space to clarify any of the questions in this portion of the questionnaire.
Whan doing so, refor 1o the question by number. \

'd

J Y rr)L/,(/ Sl ce : .
0 Ao S*’ﬁ/rwi/f '/)ousw _(/4// ! »
— 4

'

IV. ORGANIZATION, STAFFING AND FACILITIES

STANDARD

The medical record department shall be adequately directed, staffed and equipped to facilitate the
accurate processing, checking, indexing and filing of all medical records,

1. "The Chief Medical Record Librarianis .............. eereeesereseseene Wrervevesesssttnasnsasnssmase 1.
1. A registered record librarian. ,
2. An accredited record technician.
3. Neither of the above.
2. The services of a registered record librarian are available ..............ccccocoveriiumnnnne. . 2 [_é]
. ’ K42
1. Full time.
2. Part time.
* 3. As a consultant,
" 4, Such services are not available.
3. Indicate the number of hours in the usual work week of a full time emplayes In 3
YOUT JOPAIIMONL ..oovvveveiieerierserseeiisiirieeeesssiosiseareetaesesessssarasnssssns reererseesesssersaanane 3. -
nas
1. 35.
2, 371,,

Medical Record Services Page 6 of 9
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4. Pleaso give the following Information for Medical Record Servicos personnel
presently employed.

Personnel
No. of : No. of Tota! Hrs. par Waak
- Full Time Part Time Worked by Part Time
. Employess Empl Employnas
Position , KA4.0(11) K.A43(11) K.4.4.3011)
", Chief Medical Record Librarian Cloll ] L1 N
b. Other supervisory personnel ‘ '
1. RRL e L] [ 1] LI bt
2. ART L . ’ - L 1] L
3. Other ... o ‘ l l I | | L_L_l__!
¢ ¢ Medical secretaries ................ . 128 ol/ WA
' d. Medical stenographers
| or transcriptionists ............ lo] /] el /) AERN
e. Coding personnel .................... - '
, I L1 1]
f. Dischargo analysis clerks ........ ] | | 1] | .
g. Abstractors for insurance
(clerks) i, . ] [ | | l | L__l__L__'
h. Messengers .. ..........ccccoeevinns ] ] | ] I l | ._' 1 _L_J
i. All other personnel .................. L L1 L1
J. Total, all categories ................ Aol A Lol ol 2] Lol 2[5]of
K444 K445 K448
5. Indicate the number of hours per day the medical record department {s open
and staffed. . XASW)
a. Monday through FRday ............cccccoeiiiiiveinienc e seeesnee s s saaneesane e a. | @] f‘][
B, SatURAAY oot et e S ereenerereees b. | |
¢, Sunday ..., e s C. [ | |
d. Holidays ... etrerernrenerranee oo d l l |
6. Medical record service personnel provide transcription service for:
(Mark the box X of each applicable term.) K.4.6(10)
A, Clinical TESUMES ... s a "Ej.'
T D, CONSURALION FEPOMS oottt ee e seeereeestaaneereestrnesennrbbtrsnanensarerens b.
€. Electrocardioram FePOTES . .....cooooiiiiiiiiiie e e ccccar e e st br e ssan e s srrnae s earanes c. [
d. EMErgency Service FBPOIES ............cccocccovveirimeimiciiiinniiiiisieiseersaisiiissssssssiensenasss d. O
e. Histories and physical examination reports ... e. (O
f. OPerative TEPOMES ...ttt ieri et e ar s cerie e s ss s s st rst s s e nareases 1. O
. B Outpaticnt Clinic F@POMS .........co.coiviviviirrrerseieis s g O,
S hy Pathologly 1eports ..o e s B h. Q
'_._’ 1. RAGIOIOEY FEPOMS ..ottt e ree e s e s e e e et eenter it st v e s sneoerssstasasastaannns I B
J. Other (specify) j. O
7. Statistical information maintained includes:
(Mark the box & of each applicable term or statement.) ‘ X.4.7012)
A, TOtal AMISSIONS .ooveois ottt esre e st e e abe e eeae s ereeaartesscasacesressaneerasasn a. EL
b. Total diSCharges ...t arra s e e anar e b. 1.
c. Admissions by service or department ... TP SR c. EI
d. Discharges by service or department ...............coiiiiiniienn e d. /’D.
e, Discharges by patient @ge ... e e e. O
f. Cateporization by primary (principal) discharge dlagnosis ..................eiiees f. .D
g. Average length of stay ... eriaerenen g &
h. Average length of stay by diagnosis .................coocciiin e h. O
I, Occupancy rate ............... TSR U U PRSP ORI . O
Joo MORRLRY FARO .ooviieit i e J. O
K, AULOPSY TBYE ...ttt ee st e e st 9 k. O
I, Other (specify) (R D

\.

\\—u‘n' nay alruve



8. Indicate which of the 1o|lowmg indexes /registrics are maintained by the medical
record scmco (Mark the box & of each applicable term.)

D : Hosplts!-Based Subacription te
T | b eqEEAee  SHLD
- indax or Reglstry X K. 4 8.1(8) K.4.8.2(8) K.4.8.3(8)
i a. Master patient indeX ............ccceeciinnienn ‘ BK O O
¥ . _ b. Discase and operative index E :
co (maintained cither individually
b or in combination) .........ccoiiiinerninecnnne )ﬁ a ]
N c. Physician's indexX ............cccomvminiiiins W 0 0O
' , d. Patient number registry ...................... vevenn ¢ : E‘ 0
; _e. Birth registry ........... rerr et e s e e e ey rartetaees a O .0
' -1, Death registry .o 0 0 O
g. TUMOF TEEISTY .oooviiiictei e [} ] O
h. Other (specify) *FSO{cN* Padex
o W a]

i

: 9. Do medical record services personnel participate in educational programs? ........
’ . . Y
\: 1. Roulinoly,
2. Occasionally,
3. Soldom. )
4, Ncver.
10. Indicate the type of programs offered. (Mark the box [ of each applicable term.) ©KAL00)
‘ A, Orientation .. e st e b . a0 )
& : b. Inservice education ...........cccccovermiriiiiiiinncnenne ettt et e aer e b tes . b. O
¢ C. Continuing @dUCAtION ..........iiviiiiiiiiiiieeeee e st e s i c. O
G 11. Comments by Respondent. K

- Use this space to clarify any of the questions in this portion of the questlonnaim. _'
When doing so, refer to the question by number.

V. RETRIEVAL SYSTEM

STANDARD

The medical record department shall maintain a system of Identification and fillng to facilitate the
prompt location of a patient's medical record.

1. Are the patient's name and Identification number recorded on each shoet of the ‘ ’
MediCal TECOTAT .......coocvevererreecererisircieesies e sressssesr s aias vererebisseduseenienedes ' 1. ‘IZ‘
o Rt o 5.1

1. Yes.
2. No.

o 2. |s a master index by patient name maintained? ... - . o2

1. Yes. _ .
2. No. o

3. Is medical record information on inpatients and outpatients (with the possible
exception of outatients referred for diagnostic tests only) concentrated in a

Il 80 Q37 single record? ..........coooiiinnn. e cerrnens - 3.

1. Yes.
2. No.

£

e ——

ey o o




4, Indicate the system used to idontify modical records,
(Mark tho box {3 of cach applicable torm.)

a. Unit aumbering ...l ST PP PPN
"b. Modificd unit NUMBETING ..o
¢. Other (specify)

5. Is there an established method of recording the withdrawal of medical records? ....

1. Yes.
2. No.

6. Records of emergency service patients who are not admitted as inpatients are:
(Mark the box & of each applicable statemént.)

- - '/ a. Filed in the emergency service area ... et
' © b, Flled In tha medieal record depariment with any other records pertalning to
‘ / the patient ... ettt et bbb sttt naas e nenssaaae s

d. Tha hospital does not provide emergency services ........................ Ceevsreneraines

7. Tho discase and operative classification used is:
(Mark tho box [ of ecach applicable term.)

a. ICDAB .. ... et erreterreeereeeh et et ettt e asrr e e bbb ab bbbt erbaerrerree sessnesrerens ,
B, HA DA s ar e ererererrerens .
¢. Standard Nomonclature of Disease and Operations ................cccccveviievvrnnnnnn, ,

d. Othor (specify)

8. Indicate the approximate number of months for which disease and operative
indexing is backlogged. ' .
1. 2 months or less.
2. 3-5 months,
" 3. 6-11 months.
4, 12 months or more.

‘9. How are Inactive medical records preserved? ............c.cccceveviiiinivnirecremreenrassnes

1. lIn original form.
2. Microfilmed,
3. Other (specify)

10. Commeonts by Respondent.

“Use this space to clarify any of the questions in this portion of the questionnaire.
When doing so, refer to the question by number,

P
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c. Filed in the medical record department as a separate record .........cooniriniinr '
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