Checklist:  Medical Record and Health Care Documentation Program

(Updated: 26 January 2007)

	Item
	Description:  Medical Record and Health Care Documentation Program 
	Y
	N

	1
	Do you have written procedures regarding record handling?  Release of information?  Are they present?
	
	

	2
	Has everyone undergone HIPAA training?
	
	

	3
	Who has access to the records room?
	
	

	4 
	Do you have logs or system of tracking who requested access or reviewed a record?  Please explain
	
	

	5
	Has the MTF developed a Plan to improve the accountability and control of outpatient medical records to substantiate the healthcare provided in ambulatory settings? [Memorandum, HQ, MEDCOM, MCHO-CL-P, 26 September 2000, subject:  Custody and Control of Outpatient Medical Records].
	
	

	6
	Is there a current SOP on disclosure procedures for medical records with specific individuals responsible for disclosing medical information and annual in-service to educate all staff on disclosure procedures? [AR 40-66, para 1-4 and 2-2]
	
	

	8
	Are State laws adhered to when determining if records of minors in programs for drug/alcohol abuse, venereal disease, birth control, or abortion can be released? [AR 40-66 para 2-6]
	
	

	9
	Do MTF Commanders approve requests by personnel in their commands for access to medical records for research purposes; ensure that requests for information on treatment, identity, prognosis, or diagnosis of alcohol or drug abuse patients are handled per AR 600-85 and chapter 7 this AR; and ensure that information on HIV is handled properly?  [AR 40-66 para 2-7, 2-1, 3-10]
	
	

	10
	Are locally produced overprints from MTFs supported by a letter of authorization from the designated authority in the MTF?  [AR 40-66 para 3-3]
	
	

	11
	Are all entries on medical documents signed, legible, and dated, and if erroneous, corrected properly with date and signature?  Are medical record entries dated and authenticated in greater then 91% of the sampled medical records?  [AR 40-66 para 3-4, JCAHO Management of Information:  IM.7.8]
	
	

	12
	Are the abbreviations used in the records authorized by appendix B or by a locally approved supplement?  [AR 40-66 para 3-8]
	
	

	13
	Are injuries details thoroughly recorded when both battle and non-battle injuries occurred?  [AR 40-66 para 3-12
	
	

	15
	Is each death documented on a State death certificate and or DA Form 3894 including the immediate cause of death and any underlying causes of death?  [AR 40-66 para 3-13
	
	

	16
	Is there a current SOP for maintenance of health records for all Army personnel?  [AR 40-66 para 5-3] What are the dates of the SOPs?
	
	

	17
	Is the inpatient treatment record prepared for every admission, liveborn infant, still birth, and CRO cases?  [AR 40-66 para 9-1]
	
	

	18
	Is there a system in place where a patient is informed of the right to formulate advance directives?  [JCAHO Patient Rights and Organizational Ethics:  RI.1.2.5]
	
	

	19
	Are medical records reviewed to ensure documentation is present as appropriate, accurate, timely, and complete?  Are records reviewed quarterly?   [JCAHO Management of Information:  IM.3.2.1]
	
	

	20
	In a sampling of outpatient medical records, is there a master problem list in greater than 91% of the records?  [JCAHO Management of Information:  IM.7.4]
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


