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Policy:

To ensure consistency and accessibility of data, charts will be organized. All documents in the medical record will be fastened into the chart in a pre-defined manner.  

Procedure:

The following is a general guideline, however we recognize there are department specific policies.  Please refer to those policies.

1. Outside cover 

a. Current year sticker (e.g.,'02, '03, ’04, ‘05)

b. Name label 

c. Alpha or Numeric filing labels

2. Left side of chart:  from bottom to top

a. General release of information and permission to bill form

b. Most current patient demographic registration form

c. Patient correspondence in date order including:
i. Copies of all requested forms

ii. Letters to and from patient

d. Informed consent document

e. Advance directives document

f. Medication history

g. Immunization record

h. Health maintenance record (Preventive History)

i. Patient problem record (allergies, significant medications, history summary)

3. Right side of chart:  from bottom to top
a. Previous provider's records

b. Specialty/hospital reports

c. Diagnostic test reports

d. Radiology reports

e. Laboratory reports

f. Progress notes including nurse’s notes and phone communication

4. Excluded contents

a. The following items should not be stored in the medical record:

i. Encounter forms

ii. Explanation of Benefits

iii. Multiple copies of the same test results
The most recent documents are always on top of previous documents (of the same type).  Patient name, date of birth and or chart number should be on each document in the chart.  If you remove any document place it back in the designated section of the chart.  All patient charts should be reviewed and updated upon each return visit of the patient.
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