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Documentation Reference Guide

Appendix A: § 42 CFR 482.24 Conditions of Participation - Medical Record Services (Medicare)

Only references applicable to the documentation project are included below.

The hospital must have a medical record service that has administrative responsibility for medical records. A medical record must be maintained for every individual evaluated or treated in the hospital.

(c) Standard: Content of record. The medical record must contain information to justify admission and continued hospitalization, support the diagnosis, and describe the patient’s progress and response to medications and services.

(1) All entries must be legible and complete and must be authenticated and dated promptly by the person (identified by name and discipline) who is responsible for ordering, providing, or evaluating the service furnished.

(i)  
The author of each entry must be identified and must authenticate his or her entry.

(ii) 
Authentication may include signatures, written initials or computer entry.

(2) 
All records must document the following, as appropriate:

(i) 
Evidence of a physical examination, including a health history, performed no more than 7 days prior to admission or within 48 hours after admission.

(ii)  
Admitting diagnosis.

(iii)
Results of all consultative evaluations of the patient and appropriate findings by clinical and other staff involved in the care of the patient.

(iv)  

Documentation of complications, hospital acquired infections, and unfavorable

  
reactions to drugs and anesthesia.

(v)  
Properly executed informed consent forms for procedures and treatments specified by the medical staff, or by Federal or State law if applicable, to require written patient consent. 

(vi)   All practitioners’ orders, nursing notes, reports of treatment, medication records, radiology and laboratory reports, and vital signs and other information necessary to monitor the patient’s condition.

(vii) 
Discharge summary with outcome of hospitalization, disposition of case, and provisions for follow-up care.

(viii) 
Final diagnosis with completion of medical records within 30 days following discharge.
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Appendix B: Tennessee Minimum Standards - Standards for Hospitals (Rule 1200-8-1-.06), revised 11/04

Only references applicable to the documentation project are included below.
(5) Medical Records.  (Tennessee Minimum Requirements)  
(d)
The hospital must maintain a medical record for each inpatient and outpatient. Medical records must be accurate, promptly completed, properly filed and retained, and accessible. The hospital must use a system of author identification and record maintenance that ensures the integrity of the authentication and protects the security of all record entries.

(i)
The medical record must contain information to justify admission and continued hospitalization, support the diagnosis, and describe the patient’s progress and response to medications and services.  

(j) 
All entries must be legible, complete, dated and authenticated according to hospital policy.

(k) All records must document the following:

1.
Evidence of a physical examination, including a health history, performed and/or updated no more than forty-five (45) days prior to admission or within forty-eight (48) hours following admission;

2.
Admitting diagnosis;

3.
Results of all consultative evaluations of the patient and appropriate findings by clinical and other staff involved in the care of the patient;

4.
Documentation of complications, hospital acquired infections, and unfavorable reactions to drugs and anesthesia;

5.
Properly executed informed consent forms for procedures and treatments specified by hospital policy, or by federal or state law if applicable, as requiring written patient consent;

6.
All practitioners’ orders, nursing notes, reports of treatment, medication records, radiology, and laboratory reports, and vital signs and other information necessary to monitor the patient’s condition;

7.
Discharge summary with outcome of hospitalization, disposition of case and plan for follow-up care; and

8.
Final diagnosis with completion of medical records within thirty (30) days following discharge.

Appendix C: Technical Denials - 42CFR 476.90(b)(2) and QIO Manual, 4520, Revision 2, 7/11/03

Only references applicable to the documentation project are included below.
Technical Denials are denial determinations that are not subject to reconsideration or further appeal but may be subject to re-review/reopening.  The two primary types involved are: 

· Medical records or information not received in a timely manner (QIO Manual, 4520) 

· Request by the QIO for provision of medical records within 30 calendar days of the request (42 CFR 476.78(b)(2), (4520 A); or

· Request by the QIO for documentation within 15 calendar days of the request because a portion of the medical record needed for review is either missing or illegible  

· Billing errors (in these cases, the opportunity for discussion does not apply).  

Case Example - QSource makes a request for medical records from a provider and allows a 30-day timeframe for submission.  If the provider fails to respond or the entire medical record or other requested information is not received in a timely manner and it is determined that QSource is unable to perform its review functions, QSource will deny the claim and notify the Fiscal Intermediary to process an adjustment.  As a rule, most technical denials are reopened for review when the missing record is received.

