



STANDARDS FOR MEDICAL RECORDS
Greenville Free Medical Clinic
The primary purpose of medical records at Greenville Free Medical Clinic is to document the concerns and medical problems of our patients, evidence gathered by our providers to evaluate patient problems (including pertinent history, physical examinations, and diagnostic testing) and the treatment rendered by clinic providers, including plans for follow-up.

The following guidelines pertain:

1. Medical records should be complete and legible.  All entries in the patient’s records should be made with ink, dated, and signed.  Correction fluid should not be used in patient’s records.  Corrections should be made with single line through the words to be deleted, followed by the initials of the person making the corrections.

2. The documentation of each encounter should include: the reason for the encounter, relevant history, physical examination findings, and prior diagnostic testing, the providers’ assessment of the patients condition, clinical impressions, or diagnoses, a plan of care (treatment plan), the date and signature of the provider (physician, nurses, etc.). 
3. If not documented, the rational for ordering diagnostic and other ancillary services should be easily inferred.

4. Past and present diagnoses should be accessible to the treating and / or consulting physician.  A list of all medications taken for chronic conditions should be maintained, including the date prescribed and any changes in dosage.

5. Appropriate health risk factors and any known allergies should be identified.

6. The patient’s progress, response to treatment, and changes in the treatment or diagnosis should be documented.
7. Only staff and volunteers who are authorized to review and document a patient medical chart will have access to records.
All staff and volunteers will receive routine training and review of these expectations and standards of medical record documentation, access and privacy. 
8. 
FORMS

There are multiple forms in each chart.  These forms are to be kept up to date by clinic providers, nursing staff, (and to a lesser degree) the administrative staff.  The following are routinely presented in patient charts.

· Patient Information Sheet:  When a patient checks in, the volunteer or staff screener will verify with the patient if there have been any changes in their personal data.  If so a new personal information sheet will be updated, and copies of new verification documentation will be added.  This information will be located on the left side of the first section of the chart.  Outdated information should have a line marked through it and placed underneath current information.  
· Medical history:  Generally, nurses are responsible to obtain family and past medical history, generally summarized on a Med History form.  This information will be located on the right side of the first section of the chart, behind the Problem List.
· Medication List:  This orange form is to be kept updated each visit by the provider or nurse.  It is located on the right side of the second section of the chart.

· Other flow sheets:  Clinic providers may also keep flow sheets for management and follow up of diabetes mellitus, and for managing anticoagulation.  These forms should generally be placed underneath the medication list.  In charts where this is foremost medical issue, the disease specific flow sheet may overlie the medication list.

· Progress Notes:  A note is to be made in the chart documenting each encounter with a patient or telephone conversation no matter how seemingly insignificant it is.  Any staff member may make an entry.  Each entry is to be dated (including the year), signed by the person making the entry.  Those making entries are to make an effort to be sure that the entry is in chronological order.  Blue progress notes are to be placed on the left side of the second section of the chart with the most recent entry on top.  

· Diagnostic and Lab Reports:  Laboratory and diagnostic testing reports are placed directly under the medication list, in reverse chronological order (i.e., the most recent results on top).
· Consults and Outside Medical Records:  All other information coming from outside clinical resources is to be placed behind diagnostic test results order by clinic providers.
Nursing Notes: Notations on the Blue Progress Notes by nursing staff must be dated and signed by staff, but do not require co-signature by a provider unless they document that a verbal order was carried out, authorize a prescription refill, or if new information is presented that warrants provider review.   When a nurse performs an act authorized by a standing order, a co-signature is also unnecessary, assuming that the staff may write “flu vaccine given per clinic’s protocol”, followed by his or her signature.  



· Nursing Staff should be alert of patients returning for recurrent nursing services without being seen by a provider.  
Storage  
Medical Record files are stored in cabinets not accessible to the public.  When records are in use, every effort will be made for the record to not be available for casual viewing of the patient or the public.  Computers that contain patient information can not be accessed by anyone except authorized personnel only.

Location of the Medical Records
The Medical Records storage area is located in a central location and all active charts are filed alphabetically in this area.  Patient’s records with pending follow-up or scheduling may be kept in a secure area in the Nursing department.   At the end of a clinic session, charts are to be returned to the Medical Records storage area for proper re-filing.


Retention of Medical Records
Greenville Free Medical Clinic will retain medical records of patients after discharge using the following procedure:

· Adult charts:  Retain for at least 10 years after last visit date.

· Inactive patient charts will be stored downstairs in the basement storage area. A computerized data base is maintained indicating the basic information in the stored patient charts.
· All purged records will be shredded by a commercial document management company.
Copying of Medical Records
The appropriate release of information sheet must be completed by the patient before medical records can be copied and released.  The standard charge allowed by the State of South Carolina will be billed to insurance companies, attorney offices and SCVR.   Patients should authorize any release of medical information when being referred to another provider or facility.  Patient records may be reviewed as part of the QA Program to evaluate need for changes or revisions in patient records.
Privacy of Medical Records
Confidentiality is a keystone of the patient relationship, and as such requires the efforts of all employees.  All information about patients, their illnesses, or their personal lives must be kept in strict confidence.  Patient records are not for casual viewing; and only those who have specific reason should read charts.  Conversations with patients at the front desk, nurse’s stations, lab, and exam rooms should be held in such a way as to protect the patient’s privacy and confidentiality.  When talking to a patient about any matter, try to do it such a way that other patients or volunteers can not overhear.  Case histories, confidential papers, and even the appointment book should be kept where passing patients will not see them.  It is improper to reveal any information about a patient even to family members of the patient.  Since medical information obtained by a provider is confidential, it cannot be released to any individual or agency without specific, written permission of the patient or as stipulated by the law.

Example of Mandatory Disclosure:

· Communicable diseases, including HIV infection.

· Labs must report findings of tuberculosis, gonorrhea, syphilis, or other communicable diseases.

· Cancer (Central Cancer Registry)

Example of Legal Disclosure:

· Bullet/gunshot wounds, poisoning, knife wound or any other injury involving grave bodily harm or illness if it appears to be the result of criminal violence.

· Sudden or unusual deaths.

· Disabled adult in need of protective services.

· Abuse of minors.
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