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~ An accurate and complete clinical record or chart
shall be maintained on each patient. The record
- or chart shall contain sufficient information to
~ satisfy the diagnosis or need for the medical or
surgical service. It shall include, but not limited
. to the following:
1. Patient identification;
2. Admitting information, including a patient
- history and physical examination;
3. Signed consent;
4. Confirmation of pregnancy; and
< 5. Procedure report to include:
a. Physician orders;
. b. Laboratory tests, pathologist's report of
tissue, and radiologist's report of x-rays;
¢. Anesthesia record;
d. Operative record;
e. Surgical medication and medical treatments;
f. Recovery room notes;
g. Physician and nurses' progress notes,
h. Condition at time of discharge,
- i. Patient instructions, preoperative and
" postoperative; and
J- Names of referral physicians or agencies.

¢ This RULE: is not met as evidenced by:
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. Based on document review and interview the

- agency staff failed to ensure the condition of 5 of
10 patients (Patient #1, 2, 4, 5 and 9) was

. documented in the medical record at the time of

- discharge and failed to have a dated and timed
order for discharge from the physician for 10 of 10

- patients (Patients #1,2 3,4, 5,6, 7, 8, 9 and 10)

The findings include:

On 3/16/15 the medical records of Patient # 1, 2,
4, 5 and 9 were reviewed. The records had an
‘- area to document the Patients' conditions at the
time of discharge; non of the medical record had
. any documentation.

Staff Member #2 stated, "I must have been rushed
and forgot to fill that in."

- During the review of Patients #1,2 3, 4,5, 6, 7, 8,
9 and 10's medical records on 3/16/15 an order
’ for discharge could not be found.
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