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MEDICAL RECORDS MANAGEMENT


Medical records shall be maintained in accordance with the following guidelines:
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1. The medical record shall contain sufficient information to identify and assess the patient and furnish evidence on the course of the patient’s health/medical care.
2. The record shall include accurate and legible documentation of any local health department activity involving or affecting the patient’s health to include but not be limited to assessment, tests, results, and treatment. Red or fluorescent allergy stickers may be displayed on the front of a medical record to alert the health care provider of a potential emergency that can interfere with a patient’s medical care or treatment. Allergies may also be written in red within a medical record.
3. All medical records must be maintained in a standard format with entries and forms filed in chronological order with the most recent on top.
4. Each form/document filed within the record shall include the patient’s name, identification number and clinic identifier. (The computer generated 1 or 2 label may be used.)
5. Each entry in the record shall contain the date of service, description of service, provider’s signature and title.
NOTE:	A service providers’ legend must be maintained which contains the signature, title of provider, provider’s initials and employee ID number. It is to be retained permanently and kept current of new certifications or license privileges. (See “Scope of Practice” in Administrative Reference (AR) Volume I, Personnel Section for instructions on updating license/certification of personnel.)


[bookmark: _Toc12783218][bookmark: _Toc12854867][bookmark: _Toc12855240][bookmark: _Toc12861534][bookmark: _Toc12872664][bookmark: _Toc16333241][bookmark: _Toc69638459][bookmark: _Toc69638917][bookmark: _Toc69640719][bookmark: _Toc71612776][bookmark: _Toc93121778][bookmark: filing_maintenance]Filing and Maintenance of Medical Records
1. Each patient receiving personal health services shall have a record initiated. 
	(Exception: anonymous HIV test/counseling patient.)
2. The medical record shall be maintained in the health department (service delivery site) where services are delivered.
3.	Medical records may be filed in alphabetical or numerical order. 
4.	A Master Patient Index shall be maintained permanently as a locator system for the records at each health center where the service was initiated/provided.
5.	The Master Patient Index must be in alphabetical order by patient’s last name.

6.	The patient index shall include the complete patient name, patient identification number, date of birth, gender, race, file number (if numeric system is used), father’s full name, mother’s full maiden name or legal guardian (if such information is necessary for identification of the patient), and location of record––if it is not in the active file.
7.	All documentation regarding the patient (including the CH-2 Immunization/Master Record with documentation) shall be filed in one record (unit record) with the exception of patients of the licensed home health agencies and if the local health department (LHD) elects to maintain Health Access Nurturing Development Services (HANDS) records separately.
8.	HANDS records may be maintained separately but LHDs are encouraged to integrate these records with the unit record.
9.	Documentation of immunizations must be made on the CH-2 (cardstock weight paper) Immunization Record/Master Record.
10.	Records for recipients of mass flu immunization clinics when only an influenza administration record is initiated and maintained are not required to be part of the index. They should be filed by year in alphabetical order by patient’s last name placed in a file drawer where they are secure and can be easily accessed.
11.	Records for the KIDS Smile Program shall be kept as follows:
a. If a child does not have a complete medical record and receives the dental varnish in the health department, the personal record for KIDS Smile shall be retained by the LHD in a folder marked KIDS Smile, 2004-2005 in alphabetical order, by patient name. These forms should be kept for fiscal year and not calendar year. For offsite Fluoride Varnish screenings and applications (schools, etc.), place the personal record for KIDS Smile and any related forms in a folder with the date (i.e. KIDS Smile 2004-2005) and keep in alphabetical order by the name of preschool/school or offsite location where the fluoride varnish was applied. Do not file these forms/records for offsite Fluoride Varnish screenings and application with the Patient Encounter Form (PEF) forms.
b. When services are provided in the clinic, the personal record (screening, application of fluoride varnish, providing a preventive health message and referral to a dentist if necessary) shall be retained in the child’s medical record if such a record exists.
12.	When the medical record is pulled from the active file for serving the patient or when working with the record, an “out guide” is to be used in the place of the record. The “out guide” identifies the location of the record and stays in the file until the folder/chart is filed back.
13.	Medical records are to be returned to the centralized record section upon completion of services and/or before the facility is closed on evenings, weekends, or holidays.
14.	Medical records shall be filed in a secure location that is locked during non-clinic hours to safeguard against loss, tampering, or use by unauthorized personnel. Care shall be given to assure that the area containing medical records is secured during clinic hours from patient or visitor access and that records are sufficiently distant from patient or visitor accessible areas to prevent viewing names or medical information. (For guidelines, see “Privacy and Security of Protected Health, Confidential and Sensitive Information Guidelines” in AR Volume I, Personnel Section.)
15.	Medical records shall be retained in accordance with the Local Health Department Record Retention and Disposal Schedule. 
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Ownership of Records
1.	The medical record is the property of the local health department. Records shall not be taken from the facility except by court order. This does not preclude the routing of copies of the patient’s records or portions thereof, including X-ray film, to physicians for consultation; or in those instances where delivery of services calls for it e.g., Home Health.
2.	When the LHD provides services off-site, such as in a private physician’s office, clinic, or schools the documentation/record of these services is property of the LHD and shall be maintained separately/apart from the medical record of the contracted agency/physician(s). 
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[bookmark: releasing_pt_info]Releasing Patient Information
1. All medical records shall be regarded as confidential.

2. Medical record information may be released only with the consent of the patient, parent or legal guardian of the patient, or as directed by law.

3.	Immunization information may be shared, without authorization from the patient or the patient’s parent or guardian, if the patient is a minor, if the person or agency requesting the information provides health related or education services on behalf of the patient or has a public health interest or is an institution which requires evidence of immunizations pursuant to state law. Some of those entities that may report and exchange information under this exemption are: LHDs within and outside the state, childcare facilities, pre-schools, public and private schools and other providers outside of the LHD who are providing health care to the patients simultaneously or subsequently. See Administrative Regulation 902 KAR 2:055 for a complete list of entities that may report and exchange immunization information.

4.	Patient information regarding Sexually Transmitted Diseases (STD), the HANDS program, mental health and drug and alcohol abuse shall be considered privileged information (protected health, confidential, personal or other sensitive information) and must be specifically authorized in the written release signed by the patient or legal guardian prior to the release of these records, unless other applicable laws apply.

5.	Policies and procedures regarding releases of information shall be established and a designated custodian and a designee appointed to handle day-to-day occurrences.

6.	The policies regarding the release of medical records shall be posted, according to the “Open Records” laws, in a conspicuous place for the public to see. Information regarding “Open Records” laws provided by the Kentucky Attorney General’s can be found on a document at the following link: http://ag.ky.gov/civil/orom/Documents/orom_outline.pdf 

7.	All matters relating to releasing information shall be referred to the designated custodian.

8.	The policies shall address each type of information the custodian can release and the conditions under which the information shall be released.

9.	In accordance with Kentucky Law, a patient who receives service from a local health department may have access to his/her medical record upon presentation of appropriate identification; however, the same law allows the health department up to three working days to decide if the request is appropriate.

10.	Medical records shall be made available, when requested, for inspection by duly authorized representatives of the Kentucky Cabinet for Health and Family Services. Any refusal to honor an authorization for the release of information shall be documented and the reason stated.

11.	For further guidelines and procedures for releasing patient information,              subpoenas and court orders, see Authorization for Use and Disclosure of Patient Health Information in this section.
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[bookmark: transferring]Transferring the Medical Record Within County School Sites
1. The medical record may be transferred from one school site to another within the same county.
2. When the record is transferred, the sending school site shall note the date of transfer and the name of the school site to which the record is being transferred on the Master Patient Index.
3. The medical record being transferred shall be placed in a sealed envelope to ensure confidentiality and safety while en route to the receiving health delivery site.
4.	Upon the student’s leaving the school system, the record should be returned to the health department and integrated with the health department chart if one is available.
5.	These records are to be retained in accordance with the current Records Retention Schedule.
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[bookmark: HIPAA_FERPA]“Health Insurance Portability and Accountability Act” (HIPAA) and the “Family Education Rights and Privacy Act” (FERPA)
Both HIPAA and FERPA provide equal protection. When schools handle information, they use FERPA. When health departments are in the school and providing information that will be put in the school files, the LHD acknowledges FERPA. However, the copy of information that is to be removed for health department filing is protected by HIPAA. 

When a school provides health care to students in the normal course of business, such as through its health clinic, it is also a “health care provider” as defined by HIPAA. If a school also conducts any covered transactions electronically in connection with that health care, it is then a covered entity under HIPAA. As a covered entity, the school must comply with the HIPAA Administrative Simplification Rules for Transactions and Code Sets and Identifiers with respect to its transactions.

However, many schools, even those that are HIPAA covered entities, are not required to comply
with the HIPAA Privacy Rule because the only health records maintained by the school are
“education records” or “treatment records” of eligible students under FERPA, both of which are
excluded from coverage under the HIPAA Privacy Rule. See the exception at paragraph (2)(i) and (2)(ii) to what is considered “protected health information” (PHI) at 45 CFR § 160.103. In addition, the exception for records covered by FERPA applies both to the HIPAA Privacy Rule, as well as to the HIPAA Security Rule, because the Security Rule applies to a subset of information covered by the Privacy Rule (i.e., electronic PHI). 

The term “education records” is broadly defined to mean those records that are: (1) directly related to a student, and (2) maintained by an educational agency or institution or by a party acting for the agency or institution. See 34 CFR § 99.3. “Treatment records” under FERPA, as they are commonly called, are records on a student who is eighteen years of age or older, or is attending an institution of postsecondary education,…”.  

However, maintaining the records by the school according to FERPA differs from a qualified medical professional actually providing the medical services and electronically billing those services. As a covered entity, all services provided (delivered) by a qualified medical provider and electronically billed are subject to HIPAA Administrative Simplification rules compliance. 

Information on the HIPAA Privacy Rule is available at:  http://www.hhs.gov/ocr/hipaa/. 

Information on the other HIPAA Administrative Simplification Rules is available at: http://www.cms.hhs.gov/HIPAAGenInfo/.

Information on Joint Guidance on the Application of the Family Educational Rights and Privacy Act (FERPA) and the Health Insurance Portability and Accountability Act of 1996 (HIPAA) to Student Health Records
http://www.hhs.gov/ocr/privacy/hipaa/understanding/coveredentities/hipaaferpajointguide.pdf)
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[bookmark: LHD_responsibilities]Local Health Departments (LHDs) are responsible for documentation of services and activities of their respective organization. Many of the programs within the Department for Public Health (DPH) furnish the required hard copy or electronic forms for documentation that collect information necessary to comply with their program’s current laws, regulations or guidelines for documentation purposes. Other programs have electronically developed the format and/or have succinctly identified data elements to record to enable the LHDs to create and/or print their own for documentation purposes.

When the DPH has not mandated use of the printed form or electronic form, or the format and the LHD has elected to develop its own, the LHD has the responsibility for assuring the form is current and contains the specific data elements required to comply with the current applicable laws, regulations and guidelines.

Best medical record practice dictates that documentation should not be duplicated in the medical record. If a LHD elects to collect/record duplicate information that results in inconsistencies, the LHD will be liable for audit exceptions that could result in loss of federal and state funds.

DOCUMENTATION/MEDICAL RECORD

A medical record is the documentation kept about the medical care of patients. It contains sufficient information to identify and assess patients and furnish evidence of the appropriate course of the patient’s health care by the provider(s) responsible for the delivery of the health care services.

Each patient receiving health care services shall have a record initiated. (Exception: anonymous HIV test/counseling patient and court-ordered HIV testing)

Medical record documentation has a universal effect on organizational operation, evaluation of care and services, compliance, and reimbursement. The quality, type of care, services, on-going planning and assessment delivered to the client are determined through documentation and rely heavily on the quality and accuracy of the medical record. The medical record is also used to serve as a source document for legal proceedings. 

[bookmark: legal_documentation][bookmark: 50]LEGAL DOCUMENTATION STANDARDS

This section will review the legal documentation standards for entries in and maintaining the medical record. Health information is collected in various formats – paper-based, electronic client records, and computerized client databases. The legal documentation standards have mainly applied to a paper medical record, however, most are also applicable to documentation in an electronic medical record as well. This section is divided into topics and will address the following issues:
1. Purpose of the medical record and definition of the legal medical record
2. Legal documentation standards that apply to medical records
3. Proper methods for handling errors, omissions, addendum, and late entries. 

I. [bookmark: 51]Purpose and definition of the Legal Medical Record
A patient's health record plays many important roles:
A. It provides a view of the client's health history - In other words, it provides, a record of the client's health status including observations, measurements, history and prognosis, and serves as the legal document describing the health care services provided to the patient. 
B. The medical record provides evidence of the quality of client care by - 
· Describing the services provided to the client
· Providing evidence that the care was necessary
· Documenting the client's response to the care and changes made to the plan of care
· Identifying the standards by which care was delivered
· Documenting adherence to standards of care and policies/procedures
· It provides a method for clinical communication and care planning among the individual healthcare practitioners serving the client.
· It provides supporting documentation for the reimbursement of services provided to the client.
· It is a source of data for clinical, health services, outcomes research as well as public health purposes. 
· It serves as a major resource for healthcare practitioner education.
· It serves as the legal business record for a health care organization and is used in support of business decision-making.

II. [bookmark: 52]Legal Documentation Standards
A. Defining Who May Document in the Medical Record:
· Anyone documenting in the medical record should be credentialed and/or have the authority and right to document as defined by facility policy. 
· Individuals must be trained and competent in the fundamental documentation practices of the facility and legal documentation standards. 
· All writers should be trained in and follow their agency policies and procedures for documentation (i.e. following timeframes for documentation).
B. Linking each entry to the client; Client Identification on Every Page/Screen
· Every page in the medical record or computerized record screen must be identifiable to the client by name and medical record number. 
· Client name and number must be on every page including both sides of the pages, every shingled form, computerized print out, etc. 
· Computer generated labels (C and D) that contain client’s name; identification number and clinic ID are available for print. All computer-generated labels contained in the medical record shall be printed in black ink.
· When double-sided forms are used, the client name and number should be on both sides since information is often copied and must be identifiable to the client. 
· Forms both paper and computer generated with multiple pages must also have the client name and number on all pages.
C. Date and Time on Entries
· Every entry in the medical record must include a complete date – month, day and year.
· Charting time as a block (i.e. 7-3) especially for narrative notes is not advised. 
· For assessment forms where multiple individuals are completing sections, the date and time of completion should be indicated as well as who has completed each section.
D. Timeliness of Entries
· Entries should be made as soon as possible after an event or observation is made. 
· An entry should never be made in advance. 
· Entries should always be dated and should be done at the same time as patient care.
· Late entries should reflect the date/time entry is made, and reflect date/time of the event being referenced.
· Make the late entry in the next available space, do not try to squeeze in or write in margins.
· Identify the entry as a late entry, and cross-reference to the part of the chart being supplemented.
E. Pre-dating and back-dating
· It is both unethical and illegal to pre-date or back-date an entry. 
· Entries must be dated for the date and time the entry is made. (See section on late entries, addendum, and clarifications). 
· If pre-dating or back-dating occurs it is critical that the underlying reason be identified to determine whether there are system failures. The cause must be evaluated and appropriate corrective action implemented. 
F. Authentication of Entries and Methods of Authentication
· Every entry in the medical record must be authenticated by the author – an entry should not be made or signed by someone other than the author. This includes all types of entries such as narrative/progress notes, assessments, flow sheets, orders, etc. whether in paper or electronic format. 
· Each facility must identify the proper and acceptable method of authentication for the type of entry taking into consideration state regulations and payer requirements.
· Entries are typically authenticated by a signature. At a minimum the signature should include the first initial, last name and title/credential. 
· A facility can choose a more stringent standard requiring the author’s full name with title/credential to assist in proper identification of the writer. 
· If there are two people with same first initial and last name both must use their full signatures (and/or middle initial if applicable).
· Facility policies should define the acceptable format for signatures in the medical record. 
G. Countersignatures 
· Countersignatures should be used as required by state law (i.e student nurses who are not licensed, therapy assistants, etc.). 
· The person who is making the countersignature must be qualified to countersign. For example, licensed nurses who don’t have the authority to supervise should not be countersigning an entry for a student nurse who is not yet licensed).
· Practitioners who are asked to countersign should do so carefully. If there is a procedure involved, there should be some observation (i.e. view treatment) to assure that it was done properly.
H. 
Initials 
· Any time a facility chooses to use initials in any part of the record for authentication of an entry there has to be corresponding full identification of the initials on the same form or on a provider legend. 
· Initials can be used to authenticate entries such as flow sheets, medication records or treatment records, but should not be used in such entries as narrative notes or assessments. 
· Initials should never be used where a signature is required by law.
I. Fax Signatures 
· Unless specifically prohibited by agency policy, fax signatures are acceptable. 
· When a fax document/signature is included in the medical record, the document with the original signature should be retrievable.
J. Electronic/Digital Signatures 
· Electronic signatures are acceptable providing the following standards are met: 
· Message Integrity: The message sent or entry made by a user is the same as the one received or maintained in the system. 
· Non-Repudiation: Assurance that the entry or message came from a particular user. It will be difficult for a party to deny the content of an entry or creating it. 
· Authentication: Confirms the identity of the user and verifies that a person really is who he says he is.
K. Authenticating Documents with Multiple Sections or Completed by Multiple Individuals: 
· Some documentation tools such as health history and physical assessments are set up to be completed by multiple staff members at different times. 
· At a minimum, there should be a signature area at the end of the document for staff to sign and date. Staff who have completed sections of the assessment should either indicate the sections they completed at the signature line or initial the sections they completed. 
L. Provider Legends
· A provider legend may be used to identify the author and full signature when initials are used to authenticate entries. 
· Each author who initials an entry must have a corresponding full signature on record. 
· A provider legend is to be maintained and readily available in the facility. 
· At a minimum the provider legend should contain the initials, full signature, and title of staff.
M. Permanency of Entries
· All Papers and forms in the chart must be secured. Sticky notes containing medical information, counseling, test results are subject to HIPAA Privacy Rules and should be transcribed into the medical record and destroyed after completion.
· All entries in the medical record regardless of form or format must be permanent (manual or computerized records). 
· For hard copy/paper records facilities shall document in black ink only. 
· No other colored ink should be used in the event any part of the record needs to be copied. 
· Red ink may be used to designate Immunizations that were given at an off-site agency. 
· Allergies may also be written in red ink within a medical record but must appear in a consistent location, i.e. top of the CH-12, CH-2 or History and Physical Forms.
· The ink should be permanent (no erasable or water-soluble ink should be used). 
· Never use a pencil to document in the medical record. 
N. Printers 
· When documentation is printed from a computer for entry in the medical record, the print must be permanent. (i.e. a laser printer is permanent vs. an ink jet printer which is usually water-soluble).
O. Fax Copies 
· When fax records are maintained in the medical record the assurance must be made that the record will maintain its integrity over time. For example, if thermal paper is used for the receipt of a fax that will become part of the medical record, a copy must be made for filing in the medical record since the print on thermal paper fades over time.
P. Photo Copies 
· The medical record should contain original documents whenever possible. There are times when it is acceptable to have copies of records and signatures particularly when records are sent from another health care facility or provider.
· The Medical record is a legal document and as such it is very important that all photographically reproduced records and any copies subsequently made from the reproductions are completely legible. 
Q. Use of Labels and Stickers in the Medical Record 
· Each form in the record must have the patient’s name, identification number and clinic identifier. These are available on the computer-generated labels C or D – through the CDP System. 
· All computer-generated labels contained within the medical record shall be printed in black ink. 
· When labels are computer-generated, the printer ink must be permanent 
· The use of adhesive labels in the medical record is an accepted practice. Labels or label paper (adhesive-backed paper) are used for a variety of reasons including, but not limited to, client demographics, transcription of dictated progress notes, printing of physician orders for telephone orders, known allergies, medication or treatment records. 
· Allergy status must be prominently displayed in a conspicuous location. Red or fluorescent allergy stickers are recommended for use on the front of a medical record to alert the health care provider of a potential emergency that can interfere with a patient’s medical care or treatment. 
· LHDs may use a color-coded sticker system on the outside of the Medical Record to denote “Tobacco Use Status”. A color-key must be kept at the LHD for reference.
· When labels are used in the record, the agency must assure:
· The labels retain their adhesiveness
· If the label is used for documentation such as a progress note or order, the date and signature should also be included on the label.
· If an error was made on a label, another label should never be placed over the original. Proper error correction procedures should be used for the entry.
· Labels must never be placed over other documentation in the medical record. This would be the equivalent of using whiteout or blacking out an entry in the record and is not acceptable.
· A pocket folder could help to contain any labels that may have become dislodged from the backing sheet over time.
R. Subjectivity
· In writing entries use language that is subjective rather than vague or generalized. 
· Do not speculate when documenting -- the record should always reflect factual information (what is known vs. what is thought or presumed) and be written using factual statements. 
· Examples of generalizations/vague words: Client doing well, appears to be, confused, anxious, status quo, stable, as usual.
S. Objectivity
· Chart the facts and avoid the use of personal opinions when documenting. By documenting what can be seen, heard, touched and smelled entries will be specific and objective. Describe signs and symptoms, use quotation marks to quote the client, and document the client’s response to care. 
· When documenting an observation, be able to back them up with facts, not conclusions.
· When documenting a patient’s behavior, be objective when describing noncompliant actions. Behavior is considered noncompliant when the patient’s actions are inconsistent with what has been prescribed or ordered, and not in the patient’s own best interests.
· Do not get personal in your entries. Never let your personal values or judgments about a patient or his/her behaviors enter your notes.
· Avoid use of derogatory adjectives, however if the patient’s appearance or behavior is relevant to the patient, his problems, treatment, and care, document in objective terms; i.e., rather than saying the “patient was rude and unresponsive”, record “patient did not respond to history questions and refused to allow blood to be drawn”.
· Where possible, use quotes from patients on important elements of history or complaints. Reflect the patient’s own words with quotation marks or if unable to recall exact words, try to paraphrase as closely as possible.
T. Appropriateness of Entries – Keep Documentation Relevant to Client Care 
· The medical record should only contain documentation that pertains to the direct care of the client. 
· Do not let emotions show up in charting. 
· Charting should be free from jousting statements that blame, accuse, or compromise other care givers, the client, or his/her family. 
· The medical record should be a compilation of factual and objective information about the client. 
· The record should not be used to voice complaints (about other care givers, departments, physicians or the facility), family fights, fights between disciplines, gripes, staffing issues, vendor issues, etc. 
U. Completeness
· Document all facts and pertinent information related to an event, course of treatment, client condition, response to care and deviation from standard treatment (including the reason for it). 
· Always be aware of “Not Charted-Not Done” – relying on “routine practice” to prove that something occurred in a given case is much less credible than if the event is charted specifically.
· Make sure entry is complete and contains all significant information. If the original entry is incomplete, follow guidelines for making a late entry, addendum, or clarification. 
V. Use of Abbreviations
· This reference sets a standard for acceptable abbreviations to be used in the medical record based on Marilyn Fuller DeLong’s Medical Acronyms, Eponyms & Abbreviations, 3rd Edition or later as well as sources that are nationally acceptable and published by such agencies as the Centers for Disease Control and Prevention, medical references, the MERCK Manual, and medical dictionaries such as Dorland’s Medical Dictionary. See abbreviations in this section.
· Each LHD should keep a log of non-medical abbreviations that are used in their agency, such as MCHS – Madison County High School, Tues. – Tuesday, CBH – Central Baptist Hospital, etc. 
· When there is more than one meaning for an approved abbreviation, facilities shall chose one meaning or identify the context in which the abbreviation is to be used.
· In instances where the abbreviations may be ambiguous or misleading, write out the word(s) in their entirety.
W. Legibility
· All entries in the medical record must be legible. 
· Illegible documentation can put the client at risk. 
· Readable documentation assists other caregivers and helps to assure continuation of the client’s plan of care. 
· If an entry cannot be read, the author should rewrite the entry on the next available line, define what the entry is for by referring back to the original documentation and legibly rewrite the entry. Example: "Clarified entry of (date)" and rewrite entry, date and sign. 
· The rewritten entry must be the same as the original.
· Printing documentation is acceptable when handwriting cannot be deciphered.
X. Continuous Entries
· Entries should be documented on the next available space – do not skip lines or leave blanks. 
· There must be a continuous flow of information without gaps or extra space between documentation. 
· A new form should not be started until all previous lines are filled. If a new sheet was started, the lines available on the previous page must be crossed off. 
· If an entry is made out of chronological order it should be documented as a late entry.
Y. Completing all Fields
· Some of the questions or fields on documentation tools such as assessments, flow sheets, checklist documents may not be applicable to the client. 
· Assure that all blank spaces and sections are filled in to meet the Core Clinical Service Guide program guidelines/protocols, coding and billing requirements, clinician discretion, or patient preferences. Sections may be “X’d out” if not appropriate to the service or designated as “deferred” if omitted because of patient preference. Leaving blank spaces exposes the health care provider to questions that information may have been “filled in” information or “tampered” with. 
· Fields left blank may be suspect to tampering or back-dating after the document has been completed and authenticated. 
· Tampering with the record involves any of the following: 
· Adding to the existing record at a later date without indicating the addition is a late entry
· Placing inaccurate information into the record, 
· Omitting significant facts, 
· Dating a record to make it appear as if it were written at an earlier time,
· Rewriting or altering the record
· Destroying records
· Adding to someone else's notes. 
· [bookmark: clues]Anyone making entries in a medical record can be prosecuted for falsifying a legal document. 
· Fraudulent addition to a record for the purposes of covering up an incident can be detected by current technology. This will enable them to detect differences in ink, look for indentations caused by writing on sheets above the questioned document, and perform chemical analysis of the document. There are clues used to detect altered records. 
· Tampering with the records complicates the successful defense of a malpractice case and raises questions about the quality of care that was rendered. Once the accuracy of the record is challenged, the integrity of the entire record becomes suspect. It can be argued in court that the records were intentionally altered or lost because of conspiracy or fraud. Successful arguing of "aggravated or outrageous conduct" can result in the granting of punitive damages
Z. Continuity of Entries – Avoiding Contradictions
· All entries should be consistent with the concurrent entries
· The progress notes are the “roadmap” for medical record documentation and should guide the health care worker in following the patient’s progress. Other forms in the medical record – the CH12, CH2, H&P forms, assessments, physician’s orders, medication and treatment records, etc. should be referenced in the progress notes as part of the visit if applicable. 
· Avoid repetitive (copy cat, canned or parrot) charting. The current entry should document current observations, outcomes/progress.
· If an entry is made that contradicts previous documentation, the new entry should elaborate or explain why there is a contradiction or why there has been a change.
· Every change in a client’s condition or significant client care issues must be noted and charted. Documentation that provides evidence of follow-through is critical and documentation of return to clinic (RTC) allows the next provider to monitor the patient’s plan of care. All appointments should be documented in the progress notes, dated, and signed by the appropriate staff, including any appointments that have been rescheduled. All telephone calls regarding the patient’s appointments should be documented, including dates of the conversation as well as the new appointment time. When the patient presents early for an appointment, it would be sufficient to document that the patient came in prior to their designated date and the original appointment would be cancelled in the system at that time.
AA. 
Notification or Communications
· If notification to the client’s physician or family is required, or a discussion with the client’s family occurs regarding the care of the client, all such communication (including attempts at notification) should be charted. 
· Medical records should always reflect “No Shows” (DNKA), when a patient is noncompliant in keeping appointments.
· Include the time and method of all communications or attempts. 
· The entry should include any orders received or responses, the implementation of such orders, if any, and the client’s response. Messages left on answering machines should be limited to a request to return call and does not meet the definition of notification
· Document all telephone conversations with the client. Documentation should include problem/reason of the call, and any advice or instruction given. The date and time of call should be noted as well.	
· Telephone calls should be treated no differently than an in-patient visit as far as documentation requirements.
· All telephone calls to a physician regarding a patient’s care should be documented in that patient’s medical record. The documentation should reflect that this conversation was by telephone with the patient’s physician, reason for the call, action taken and the date/time call was made or received.
AB. Delegation
· The lead nurse is responsible for ensuring that all entries by are complete and consistent within the medical record. 
· The lead nurse is responsible for all delegated nursing acts, including charting of such care in the client’s medical record.
· Delegation of health services can be done by MDs, APRNs, RNs or LPNs within their scope of practice. All disciplines should follow their professional standards and Board advisory opinions. It should be noted that LPNs have a scope of practice but need to function under the delegated authority of an APRN, RN, MD. The delegating physician or nurse must provide training and approve the delegation in writing and a copy is to be filed in that same employee’s personnel file. The LHD employee must acknowledge receipt of training in writing.
AC. Incidents
· When an incident occurs, document the facts of the occurrence in the progress notes. 
· Do not chart that an incident report has been completed or refer to the report in charting.
· See AR Incident Report section and OSHA Bloodborne Plan section in the AR Volume II.
 
III. [bookmark: legal]Legal guidelines for handling corrections, errors, omissions, and other documentation problems
There will be times when documentation problems or mistakes occur and changes or clarifications will be necessary. Proper procedures must be followed in handling these situations.
A. Proper Error Correction Procedure: 
· Draw line through entry (thin pen line). Make sure that the inaccurate information is still legible.
· Initial and date the entry. 
· State the reason for the error (i.e. in the margin or above the note if room). 
· Document the correct information. If the error is in a progress note, it may be necessary to enter the correct information on the next available line/space documenting the current date and time and referring back to the incorrect entry.
· Do not obliterate or otherwise alter the original entry by blacking out with marker, using white out, erasing, writing over an entry, etc. 
· Correcting an error in an electronic/computerized medical record system should follow the same basic principles. 
· The system must have the ability to track corrections or changes to the entry once the entry has been entered or authenticated. 
· When correcting or making a change to an entry in a computerized medical record system, the original entry should be viewable, the current date and time should be entered, the person making the change should be identified, and the reason should be noted. 
· In situations where there is a hard copy printed from the electronic record, the hard copy must also be corrected.
B. Handling Omissions in Documentation - Making a Late Entry 
· When a pertinent entry was missed or not written in a timely manner, a late entry should be used to record the information in the medical record. 
· Identify the new entry as a "late entry"
· Enter the current date and time – do not try to give the appearance that the entry was made on a previous date or an earlier time.
· Identify or refer to the date and incident for which late entry is written
· If the late entry is used to document an omission, validate the source of additional information as much as possible (where did you get information to write late entry). For example, use of supporting documentation on other forms.
· When using late entries document as soon as possible. There is not a time limit to writing a late entry, however, the more time that passes the less reliable the entry becomes. (General Rule of Thumb is “late entries should not be more than 24 hours after the service is provided”.)
C. Entering an Addendum 
· With this type of correction, a previous note has been made and the addendum provides additional information to address a specific situation or incident. 
· With an addendum, additional information is provided, but should not be used to document information that was forgotten or written in error. 
· When making an addendum -- Document the current date and time. Write "addendum" and state the reason for the addendum referring back to the original entry.
· Identify any sources of information used to support the addendum.
· When writing an addendum, complete it as soon after the original note as possible.
D. Entering a Clarification 
· Another type of late entry is the use of a clarification note. 
· A clarification is written to avoid incorrect interpretation of information that has been previously documented. For example, after reading an entry there is a concern that the entry could be misinterpreted. 
· To make a clarification entry – Document the current date and time.
· Write "clarification", state the reason and refer back to the entry being clarified.
· Identify any sources of information used to support the clarification.
· When writing a clarification note, complete it as soon after the original entry as possible.
E. Omissions on Medication, Treatment Records, other Flow sheets
· It is considered willful falsification and illegal to go back and complete and/or fill-in signature "holes" on medication and treatment records or other graphic/flow records in the medical record. 
· A time frame should be established in the agency’s policy in which the omissions can be completed. If the practitioner recalls administering the medication/treatment and no more than 24 hours go by, a practitioner may complete a medication/treatment only when there is a clear recollection of administering the medication/treatment or information pertinent to the medical record.
· LHDs should use concurrent monitoring to assure that documentation is complete and timely for all medications and treatments administered. When problems are identified corrective action should be implemented. If an omission is older than 24 hours or the staff member does not have a clear recollection or there is not supporting documentation (i.e. worksheets, medication records, drug delivery records, initials and dates, etc.), the record should be left blank. At no time should the records be audited after a period of time (i.e. end of month) with the intent of identifying omissions and filling in "holes."


[bookmark: language_accessible_services]LANGUAGE ACCESSIBLE SERVICES/
USE OF INTERPRETERS

A. LEP, Limited English Proficiency persons are defined as persons who cannot speak, read, write, or understand the English language at a level that permits them to interact effectively with providers. Other patients that need interpreters: persons who speak more English than they understand, persons who understand more than they speak, and those that request an interpreter. For any patient that demonstrates the above, use an interpreter.
B. Language access is defined as: Providing interpreter (verbal) and translation (written) services to those LEP persons at no cost and without unreasonable delay.
C. Working with an interpreter effectively even if the provider is not bilingual is possible. By learning about the roles of an interpreter, interpretation techniques, ethics of interpreters, professional instinct, and being aware of body language cues (especially side conversations that can take place between interpreter and patient) non-bilingual providers can maintain control of the interview and establish a good patient/provider rapport.
D. Use of a pre-session with all interpreters to establish your “ground rules” for the interpreted session.
E. The use of interpreters or translators must still provide the same level of confidentiality afforded to non-LEP customers of the LHD.
F. Using an interpreter correctly will ensure accurate documentation and provide for early intervention.
G. Children, intimate partners, friends and other family should not be used as interpreters if at all possible as this could compromise service effectiveness and result in breach of confidentiality.
H. Always speak directly to the patient. Avoid addressing the interpreter and saying, “ask her/him”. Remember, if your patient spoke English, you would address her/him directly. 
I. Speak in short sentences and remember not to use slang or jargon…there may not be a linguistic equivalent in the second language.
J. Ask the patient to repeat to you what you have discussed so that you can check for understanding.
K. The services of an interpreter or interpretive phone service must be utilized if LHD staff is unable to communicate with the customer well enough to provide services, even if the customer says that he/she does not need an interpreter and declines free interpretation services.


[bookmark: DocumentationforInterpreter][bookmark: guidelinesforInterpreter]GUIDELINES FOR DOCUMENTATION WHEN 
USING AN INTERPRETER 

A. Document the language that the patient speaks in the medical record on initial visit, then update as needed.
B. Document the steps taken to arrange for an interpreter.
C. A master list of names and phone numbers of available interpreters is recommended to be on file in the agency.
D. If an interpreter was used to obtain a patient’s consent, record the interpreter’s name in the medical record.
E. If a family member acted as an interpreter, record in the medical document that the patient agreed to this.
F. Document any language needs on referral forms to other providers of LEP persons.
G. If a LEP person declines free services and asks to use a relative or friend, staff must document in the medical record that the offer was declined and then request that a qualified interpreter sit in on the interview or use interpretive phone services to ensure accurate interpretation during the visit.
















[bookmark: soap]
SOAP DOCUMENTATION 

Documentation should contain the following, based on SOAP documentation:

S	Subjective information (e.g., what the patient or caregiver tells you)
O	Objective information (e.g., what is seen through laboratory results, etc.)
A	Assessment information (e.g., description of what you think is happening with the 
  	client and establishment of goals for the client)
P	Plan information (e.g., description of client goals, understanding, treatment, etc.)

A. HISTORY
	Reason for the encounter and relevant history (Subjective)
a) History of Present Illness
b) Review of Systems
c) Past, Family, and/or Social History. 

B. EXAM
a) Physical findings and prior or current diagnostic test results (Objective)
b) General Multisystem Exam, 
c) Diagnostic Procedures Ordered. 

C. DECISION-MAKING
a) Assessment and identification of health risk factors, clinical impression, or diagnosis, i.e., Presenting Problems Management Options Categories. (Assessment)
b) Plan for care, i.e., recommendations, prescriptions for medications, diet or exercise modification, health education and counseling, and a plan of return to clinic. i.e., Management Options. (Plan)

Date and legible identity of provider.


[bookmark: TypeofHistory]TYPES OF HISTORY
HISTORY OF PRESENT ILLNESS (HPI) - The HPI is a chronological description of the development of the patient’s present illness from the first sign and/or symptoms or from the previous encounter to the present.
a) LOCATION: Are s/s are diffused or localized, unilateral or bilateral, fixed or migratory? i.e. breast tenderness, rt. ankle swollen, discharge from left ear.
b) QUALITY: Specific pattern of complaint, or character/quality of the s/s. Ex. sharp, dull, throbbing, constant or intermittent, acute or chronic, stable, improving or worsening, malodorous, cloudy or clear, i.e. sharp abdominal pain, foul vaginal discharge.
c) SEVERITY: Presence, absence and/or severity of any condition/discomfort, sensation or pain? Or does the history indicate the absence of any condition/discomfort, s/s. i.e. no c/o’s today, denies pain with exercise, c/o headache, n/v. 
d) DURATION: Does the history indicate the duration of the s/s or problems? i.e. BTB x 3 mo., pain in left shoulder for 2 weeks.
e) TIMING: Does the history indicate the onset or cessation of the s/s or problems? i.e. LMP, EDC, pain started yesterday
f) CONTEXT: Does the history describe the patient’s locale or activity when the s/s began? When is the problem aggravated or relieved? i.e. pain with exercise, burning upon urination.
g) MODIFYING FACTORS: Does the history indicate what the patient has done to obtain relief? Has the patient used OTC drugs or attempted to see a MD and did it improve the condition? Exposure to STD/HIV, toxins TB, etc.? i.e. seen per MD for URI, Tylenol for headache.
h) ASSOCIATED S/S: Does the history list any associated s/s? such as n/v, headache, sweating, vaginal bleeding, rash, etc.?
i) CHRONIC/INACTIVE CONDITIONS: Does the history indicate the status of at least 3 chronic/inactive conditions? i.e. hypertension, diabetes, migraine headaches, arthritis, asthma, etc. These can be found primarily on the CH-13, CH-14. 

REVIEW OF SYSTEMS (ROS)
a) ROS is an inventory of body systems obtained through a series of questions seeking to identify signs and/or symptoms, which the patient may be experiencing or has experienced.
b) CONSTITUTIONAL SYMPTOMS: i.e., fever, weight change, appetite, fatigue. i.e. history of weight loss or gain, decreased or increased appetite, unexplained tiredness.
c) EYES: sclera, conjunctiva, pupils, etc.
d) CARDIOVASCULAR: lungs, heart, vascular, abdomen. i.e. SOB
e) RESPIRATORY: nose, mouth, lungs, heart, peripheral vascular, or skin (nails). i.e. history of asthma, TB contact.
f) GASTROINTESTIONAL: eyes – in relation to icterus, mouth & pharynx, lymphatic, abdomen, rectal, skin – in relation to jaundice, liver, gallbladder.
g) GENITOURINARY: breasts, abdomen, back, external genitalia, vagina, cervix, uterus, adnexa, ovaries, penis, scrotum, testicles/epididymis, prostate, spermatic cord.
h) MUSCULOSKELETAL: joints, muscles, bones, range of motion
i) INTEGUMENTARY: (skin and/or breast), lymphatic, peripheral vascular, sensory nerves
j) NEUROLOGICAL: higher cortial function, cranial nerves, motor nerves, coordination, gait and station
k) PSYCHIATRIC: orientation, mood and affect, thought flow, thought content, attention, concentration, knowledge, abstract reasoning, judgment, insight, pathological reflexes
l) ENDOCRINE: thyroid, goiter, tumors
m) HEMATOLOGIC/LYMPHATIC
n) ALLERGIC/IMMUNOLOGIC

PAST FAMILY AND SOCIAL HISTORY (PFSH)
a) Past History: The patient’s experience with illness, operations, injuries, and treatment.
· Current medications
· Prior major illness and injury
· Prior operations
· Prior hospitalizations
· Allergies 
· Genetic abnormalities
· Age appropriate immunization status
b) Family History: A review of medical events in the patient’s family, including diseases that may be hereditary or place the patient at risk.
· Health status 
· Genetic abnormalities 
· Cause of death of parents, siblings, children, father of baby
· Specific diseases related to problems identified in the chief complaint, history of present illness, and/or review of systems
c) Social History: An age appropriate review of past and current activities
· Marital status and/or living conditions
· Employment
· Occupational history
· Use of drugs, alcohol and tobacco
· Dietary habits
· Extent of education
· [bookmark: Exam]Sexual history

GENERAL MULTI-SYSTEM EXAMINATION
a) CONSTITUTIONAL: i.e. WN/WD (well nourished, well developed)
1.  Measurement of any 3 of the following 7 vital signs: 1) sitting or standing blood pressure, 2) supine blood pressure, 3) pulse rate and regularity, 4) respiration, 5) temperature, 6) height, 7) weight (May be recorded by ancillary staff)
2. General appearance of patient = i.e., development, nutrition, body habitus, deformities, attention to grooming.
b) EYES: 
1. Inspection of conjunctiva and lids
2. Examination of pupils and irises (i.e. reaction to light and accommodation, size and symmetry)
3. Ophthalmoscopic examination of optic discs (i.e. size, C/D ratio, and appearance) and posterior segments (i.e., vessel changes, exudates, hemorrhages)
c) EARS, NOSE, MOUTH AND THROAT:
1. External inspection of ears and nose (i.e., overall appearance, scars, lesions, masses)
2. Otoscopic examination of external auditory canals and tympanic membranes
3. Assessment of hearing (i.e., whispered voice, finger rub, tuning fork)
4. Inspection nasal mucosa, septum and turbinates
5. Inspection of lips, teeth, and gums
6. Examination of oropharynx, oral mucosa, salivary glands, hard and soft palates, tongue, tonsils and posterior pharynx
d) NECK:
1. Examination of neck (i.e., masses, overall appearance, symmetry, tracheal position, crepitus)
2. Examination of thyroid (i.e., enlargement, tenderness, mass)
e) RESPIRATORY:
1. Assessment of respiratory effort (i.e., intercostal retractions, use of accessory muscles, diaphragmatic movement)
2. Percussion of chest (i.e., dullness, flatness, hyperresonance)
3. Palpation of chest (i.e., tactile fremitus)
4. Auscultation of lungs (i.e., breath sounds, adventitious sounds, rubs)
5. Palpation of heart (i.e., location, size, thrills)
f) CARDIOVASCULAR:
1. Auscultation of heart with notation for abnormal sounds and murmurs
2. Examination of:
· Carotid arteries (pulse, amplitude, bruits)
· Abdominal aorta (size, bruits)
· Femoral arteries (pulse, amplitude, bruits)
· Pedal pulses (pulse, amplitude)
· Extremities for edema and/or varicosities
g) CHEST: 
1. (BREASTS) Inspection of breasts (symmetry, nipple discharge)
2. Palpation of breasts and axillae (masses or lumps, tenderness)
h) GASTROINTESTINAL: (ABDOMEN)
1. Examination of abdomen with notation of presence of masses or tenderness
2. Examination of liver and spleen
3. Examination for presence or absence of hernia
4. Examination of anus, perineum and rectum, including sphincter tone, presence of hemorrhoids, rectal masses
5. Obtain a stool sample for occult test when indicated
i) GENITOURINARY:
1. Male:
· Exam of scrotal contents (hydrocele, spermatocele, tenderness of cord, testicular mass)
· Exam of penis
· Digital rectal exam of prostate gland (size, symmetry, nodularity, tenderness)
2. Female:
· Pelvic exam with/without collection for smears and cultures
·  Exam of external genitalia (general appearance, hair distribution, lesions) and vagina (general appearance, estrogen effect, discharge, lesions, pelvic support, cystocele, rectocele)
· Exam of urethra (masses, tenderness, scarring)
· Exam of bladder (fullness, masses, tenderness)
· Cervix (general appearance, lesions, discharge)
· Uterus (size, contour, position, mobility, tenderness, consistency, descent or support)
· Adnexa/parametria (masses, tenderness, organomegaly, nodularity)
j) LYMPHATIC:
1. Palpation of lymph nodes in 2 or more areas:
2. Neck
3. Axillae
4. Groin 
5. Other
k) MUSCULOSKELETAL: 
1. Examination of gait and station
2. Inspection and/or palpation of digits and nails (clubbing, cyanosis, inflammatory conditions, petechia, ischemia, infections, nodes)
3. Examination of joints, bones, muscles of 1 or more of the following 6 areas: 1) head and neck, 2) spine, ribs, and pelvis, 3) right upper extremity, 4) left upper extremity, 5) right lower extremity, 6) left lower extremity
4. The examination of a given area includes:
· Inspection and/or palpation with notation of presence of any misalignment, asymmetry, crepitation, defects, tenderness, masses, effusions
· Assessment of range of motion with notation of any pain, crepitation or contracture
· Assessment of stability with notation of any dislocation (luxation), subluxation, or laxity
· Assessment of muscle strength and tone (flaccid, cog wheel, spastic) with notation of any atrophy or abnormal movements
l) SKIN: i.e. Skin w/d, no rashes or lesions
1. Inspection of skin and subcutaneous tissue (rashes, lesions, ulcers)
2. Palpation of skin and subcutaneous tissue (induration, subcutaneous nodules, tightening)
m) NEUROLOGICAL:
1. Test cranial nerves with notation of any deficits
2. Examination of deep tendon reflexes with notation of pathological reflexes (Babinski)
3. Examination of sensation (touch, pin, vibration)
n) PSYCHIATRIC: i.e. A & O x 4 (alert and oriented)
1. Description of patient’s judgment and insight
2. Brief assessment of mental status, including:
3. Orientation of time, place, person, and date
4. Recent or remote memory
5. Mood and affect (depression, anxiety, agitation)

[bookmark: DecisionMaking]DECISION MAKING - PRESENTING PROBLEMS MANAGEMENT OPTIONS CATEGORIES
RISK
1. Number of self limited or minor problems; i.e., cold, insect bite, tinea corporis, headache, lice, dermatitis; no apparent contraindications to immunizations/contraceptive methods.
2. Acute uncomplicated illness or injury, i.e., cystitis, URI, allergic rhinitis, pharyngitis, simple sprain, STD’s, OM.
3. Number of chronic illnesses with mild exacerbation, progression, or side effects of treatment, i.e., uncontrolled diabetes or hypertension.
4. Undiagnosed new problem with uncertain prognosis, i.e., lump in breast, abnormal pap smear, chest pain, developmental delay; true contraindication to immunization/contraceptive methods.
5. Acute condition or illness with systemic symptoms, i.e., pregnancy, pyelonephritis, pneumonitis, colitis, TB.
6. Acute complicated injuries, i.e., head injury with loss of consciousness
7. Number of chronic illnesses with severe exacerbation, progression, or side effects of treatment.
8. Acute or chronic condition, illness or injury that may pose a threat to life or bodily function, i.e., AIDS, high-risk pregnancy.
9. Abrupt change in neurological status, i.e., seizure, TIA, weakness or sensory loss.

DIAGNOSTIC PROCEDURES ORDERED - Labs performed or ordered
1. Laboratory tests, venipuncture/capillary; skin tests\
2. X-rays, chest/extremities; EKG/EEG; mammography; axial tomography
3. Cultures, i.e., strep Urinalysis, i.e., urine dip, pregnancy tests
4. Ultrasound, i.e., echocardiography
5. Cystologic/microscopic tests, i.e., Pap smears, wet preps, hemocults
6. Developmental tests, i.e., Denver, DASE Physiologic tests not under stress, i.e., pulmonary function, fetal non-stress, malabsorption allergy
7. Non-cardiovascular imaging studies with contrast or air injection, i.e., barium enema
8. Superficial needle biopsies. Skin biopsies.
9. Blood gases Physiologic tests under stress, i.e., cardiac stress test, fetal contraction test
10. Diagnostic endoscopies with no identified risks, i.e., colposcopy
11. Deep needle, incisional biopsy, excisional biopsy, i.e., conization, LEEP
12. Cardiovascular imaging studies with contrast and no identified risks, i.e., arteriogram, cardiac cath.
13. Obtain fluid from body cavity, i.e., lumbar puncture, thoracentesis, culdocentesis, aminocentesis, colposcopy
14. Cardiovascular imaging studies with contrast with identified risk factors
15. Cardiovascular electrophysiological tests
16. Diagnostic endoscopies with identified risks, i.e., arthroscopy, thoracoscopy, laproscopy
17. Discography, MRI

 MANAGEMENT OPTIONS SELECTED - Performed, Referred or Ordered
1. Rest, limit activity, guidance for follow-up care. i.e., RTC (appt. date)
2. Gargles, ointments, creams
3. Minor procedures – nonsurgical i.e., irrigation of wound or ear
4. Superficial dressings, bandaids, gauze, elastic bandages, i.e., ACE
5. Over-the-counter drugs, management/instructions. Ex Condoms
6. Minor surgery with no identified risk factors
7. Physical therapy; occupational therapy; skilled nursing (HH)
8. Counseling, i.e., general diet, behavioral risk, health education
9. IV fluids without additives
10. Minor surgery with identified risk factors; emergency room treatment; referral to specialist, i.e., OB/GYN, Pediatrician, etc.
11. Hospital admission with/without elective major surgery (no identified risk factors)
12. Medical nutritional counseling, referral to RD
13. Therapeutive nuclear medicine, i.e., radiation treatments
14. IV fluids with additives, prescriptive drug management, therapeutic injection, i.e., Rocephin, immunizations
15. Closed treatment of fracture or dislocation without manipulation
16. Subsequent E/M visits for intensive monitoring of high risk pregnancy
17. Elective major surgery (with identified risk factors)
18. Emergency major surgery 
19. Parenteral controlled substances, i.e., chemotherapy
20. Drug therapy requiring intensive monitoring for toxicity



The Core Clinical Service Guide and the Administrative Reference (Volumes I and II) contain the current specific data collection and documentation requirements that comply with state and federal laws, regulations and guidelines.



[bookmark: Consents]General Consent and Informed Consent for Health Services can be found in the Consent for Services section of the Administrative Reference Volume II. 



[bookmark: disclosure]
AUTHORIZATION FOR USE AND DISCLOSURE OF 
PATIENT HEALTH INFORMATION


[bookmark: authorization_to_release]Authorization to Release Information (Who May Sign)
The guidelines as to who may sign an authorization to release information are those applicable to the signing of consents for services. Consent/Authorization for Services is located in the Core Clinical Service Guide. The “Authorization to Release/Request Patient Information” Form (CH-23) is located in the Core Clinical Service Guide Forms Section.


[bookmark: exceptions][bookmark: _Exceptions_to_the]Exceptions to the Use of Written Release
In the event the local health department has a written agreement(s) with a hospital, private clinic, or primary care center, etc., to provide services which necessitate the sharing of medical information, a written release need not be completed provided the agreement states that confidentiality shall prevail and the patient (or legal representative) has been informed that the information will be exchanged only for the purpose of assuring “appropriate and continuous health care.” Patient records may be disclosed for Treatment, Payment, or Operations without the patient’s written consent. The HIPAA “minimum necessary rule” shall be followed.
· Other exceptions include:
· Research studies - Patient authorization is not required if identifying patient information is not released and/or included in research projects.
· Third party payors - Specifically Medicare and Medicaid. (Permission to share is given when assignment of benefits is properly executed [signature, date, and name of agency providing the information]).
· Sharing of childhood immunization information among providers.
· Sharing WIC screens, certification and issuance information with other Kentucky WIC sites.


[bookmark: other_considerations]Other Considerations
· When releasing the medical record, entries related to protected health, confidential, personal or other sensitive information, such as, STDs, Human Immunodeficiency Virus (HIV)/Acquired Immunodeficiency Syndrome (AIDS), HANDS, alcohol and drug abuse, or psychological/mental problems shall be omitted from the record unless specifically authorized in the written release signed by the patient or guardian. 

Exception: Any STD on a child under 12 years of age shall be reported to the local health department or Social Services Office as a possible child abuse case (http://www.lrc.ky.gov/KRS/620-00/030.PDF)
(http://www.lrc.ky.gov/KRS/510-00/CHAPTER.HTM)

KY laws relating to confidentiality of HIV and STDs:
http://www.lrc.ky.gov/KRS/214-00/420.PDF
http://www.lrc.ky.gov/KRS/214-00/181.PDF
http://www.lrc.ky.gov/KRS/214-00/625.PDF
http://www.lrc.ky.gov/KRS/214-00/645.PDF
http://www.lrc.ky.gov/KRS/214-00/995.PDF


· When confidential information is released over the telephone (e.g., to a physician, a hospital, or in a medical emergency), a reasonable attempt shall be made to verify the identity of the persons and/or facility receiving the information. Such information shall not be given to a patient or parent/legal guardian via telephone.

· When someone alleges they are the legal guardian or custodian of a child and wishes to see the child’s medical record, the individual must complete a written request for information and provide a copy of the court-ordered document verifying the guardianship or custodianship. The information shall be copied onto a personal immunization record and given to the individual. Other information such as the child’s address and phone number shall not be released. (It should be noted that a non-custodial parent may have a copy of his/her child’s medical record provided that the non-custodial parent’s parental rights have not been terminated.)

· When medical records are viewed or photocopied for release and the record contains a report and/or correspondence from other agencies, these external reports become a part of the medical record of the receiving agency and may be released as such.

· The Release of Information form shall serve as the official request of patient information and shall be filed in the medical record (Administrative Section). HIPAA requires a record of any disclosure of patient records be made available to the patient upon request.

· Workmen’s Compensation - Although consent for release of information is implied, the patient has the right to withhold consent in which instance the health department shall comply. (Workmen’s Compensation proceedings will cease at this point.)
· Certification(s) - Health departments may be requested to issue a “certification” of a specific service(s) they have provided (e.g., PPDs, to meet occupational requirements). Such certification shall be issued to the patient, who then has the responsibility to advise the employer. (No results of the service(s) shall be released to other than the patient without specific consent.) HIV test results are prohibited from use in employment or eligibility determination for health or life insurance.

· Upon a patient’s written request, the LHD shall provide without charge to the patient, a copy of the patient’s medical record. A copying fee, not to exceed one dollar ($1) per page, may be charged by the LHD for furnishing a second copy of the patient’s medical record upon request by the patient. For businesses, lawyers and others, the LHDs may charge a nominal and reasonable fee according to their agency’s policy.


[bookmark: coroner_cases]Coroner’s Cases
A Coroner is a public official whose duty it is to make inquiry into the causes and circumstances of all sudden, unexplained, unnatural, or suspicious deaths.

The Coroner has authority, according to KRS 72.020, to “take possession of any objects, medical specimens or articles which, in his opinion, may be helpful in establishing the cause of death, and he can make or cause to be made such tests and examination of said objects as may be necessary or useful in determining the cause of death.” KRS 72.415 gives coroners and deputy coroners the authority to “require the production of medical records” in carrying out their duties as peace officers in this state.


[bookmark: additional_resources]Additional Resources
For authorization and Coroner’s exemptions refer to the HIPAA privacy regulations 164.908 and 164.512(c).

http://coroners.ky.gov/, under “Forensic Library”







	
























[bookmark: Hipaa_omnibus]
HIPAA FINAL OMNIBUS RULE

On January 17, 2013 the U.S. Department of Health and Human Services (HHS) issued a press release announcing “the most sweeping changes to the HIPAA Privacy and Security Rules since they were first implemented in the form of the HIPAA Final Omnibus Rule.

The final rule is effective on March 26, 2013 and compliance must be achieved by September 23, 2013.

The changes in the final rulemaking provide the public with increased protection and control of personal health information.  Every covered entity and business associate (and now subcontractor to business associates), no matter the size, should have a reliable compliance program in place to meet these compliance obligations.

The Omnibus Rule provides changes in the following areas:
· Makes Business Associates (contractors and subcontractors) of covered entities directly liable for compliance with HIPAA Privacy and Security Rules’ requirements
· New definitions in the HIPAA rules have been added at section 160.103(3) which state that a Business Associate includes:  “(iii) A subcontractor that creates, receives, maintains, or transmits protected health information on behalf of the business associate.”
· Limitation on Use and Disclosures of PHI for marketing purposes
· The Final Rule requires authorization for all treatment and health care operations communications where the covered entity receives financial remuneration for making the communications from a third party whose product or service is being marketed.
· Existing prohibitions on marketing must be reviewed and a risk assessment conducted to determine if any treatment and health care communications are subsidized by third parties.
· Use and Disclosures of PHI for fundraising purposes
· Provision prohibiting the conditioning of treatment or payment on an individual’s choice with respect of the receipt of fundraising communications.
· The Notice of Privacy Practices must inform individuals that a covered entity may contact them to raise funds for the covered entity and an individual has a right to opt out of receiving such communications.
· Expands individuals’ rights to receive electronic copies of their patient health information (PHI)
· The Privacy Rules establishes, with limited exceptions, an enforceable means by which individuals have a right to review or obtain copies of their PHI, to the extent it is maintained in the designated records set(s) of a covered entity.
· The Privacy Rules requires covered entities to provide access to the PHI in the form or format requested by the individual, if it is readily producible in such form or format as agreed to by the covered entity and the individual.
· Covered entities that use electronic records (e.g., EHRs or electronic claims systems) will want to remain cognizant that the right of access applies regardless of the information’s format.
· The Privacy Rule’s specific standards also address individuals’ requests for access and timely action by the covered entity, including the provisions of access, denial of access, and documentation.
· The Privacy Rules supports covered entities’ offering individuals the option of using electronic means (e.g., e-mail, web portal) to make requests for access.
· Restricts disclosures to a health plan concerning treatment for which the individual has paid out-of-pocket in full
· When individuals pay by cash they can instruct their provider not to share information about their treatment with their health plan
· Require modifications to, and redistribution of, a covered entity’s Notice of Privacy Practices
· The Final Rules adopts the modification to 164.520(b)(1)(ii)(E), which requires certain statements in the NPP regarding uses and disclosures that require authorization.
· The NPP must contain a statement indicating that most uses and disclosures of psychotherapy notes, PHI for marketing purposes, and disclosures that constitute a sale of PHI require authorization, as well as a statement that other uses and disclosures not described in the NPP will be made only with authorization from the individual.
· The Privacy Rule allows covered entities to require individuals make requests for access in writing, provided they inform individuals of such a requirement.  The NPP should contain information of using electronic means, if applicable to the covered entity.
· NPP must contain a statement informing an individual their right to access of PHI in the format in which the covered entity maintains the PHI.
· NPP must inform individuals of their new right to restrict certain disclosures of PHI to a health plan where the individual pays out of pocket in full for the health care item or service.
· Covered entities are required to include in their NPP a statement of the right of affected individuals to be notified following a breach of unsecured PHI.
· HHS states these are “material changes” to the Notice of Privacy Practices that require re-distribution. 
· The revised NPP must be available to existing patients upon request, and must be posted both to the provider’s website (if your agency has a website) and in a prominent location on the premises. 
· Covered entities that are healthcare providers are only required to distribute the modified NPP to new patients.  
· Modify the individual authorization to facilitate research
· The Final Rule permits compound authorizations, or authorizations for more than one clinical trial, and authorizations for future, unspecified research.  This change permits a single document to include consent and authorization for a clinical trial and a future study, as long as the authorization contains a general description of the types of research that may be conducted.
· Creates the final rule modifying the HIPAA Privacy Rule as required by the Genetic Information Nondiscrimination Act of 2008 (GINA)
· The definition of “health information” is expanded to include genetic information
· GINA clarifies that genetic information is protected under the HIPAA Privacy Rule and prohibits most health plans from using or disclosing genetic information for underwriting purposes.
· 
Disclosure of child immunization proof to schools
· The Final Rules amends 164.512(b)(1) by adding a new paragraph that permits a covered entity to disclose proof of immunizations to a school where State of other law requires the school to have such information prior to admitting the student.  Written disclosure is no longer required to permit this disclosure.  The covered entity would still be required to get oral or written consent and document the agreement obtained.  KY law 902 KAR 2:055 allows for the exchange of immunization records for the above reason.
· Enable access to decedent information by family members or others
· The Final Rule defines that PHI extends to the information of a deceased person up to a period of 50 years after death
· The Final Rule amends 164.510(b) to permit covered entities to disclose a decedent’s PHI to family members and others who were involved in the care or payment for care of the decedent prior to death, unless doing so is inconsistent with any prior expressed preference of the individual that is known to the covered entity.
· Adopt the additional HITECH Act enhancements (such as, enforcement of noncompliance with the HIPAA Rules due to willful neglect)
· “Willful Neglect” is defined as “conscious, intentional failure or reckless indifference.”  
· The Final Rule also revised the definition of “reasonable cause” to “an act or omission in which a covered entity or business associate knew, or by exercising reasonable diligence would have known, that the act or omission violated an administrative simplification provision, by which the covered entity or business associate did not act with will neglect.”
· The civil penalty tiers remain unchanged:
· Did Not Know (and could not have known): $100-$50,000 per violation;
· Reasonable Cause: $1,00-$50,000 per violation;
· Willful Neglect – corrected within 30 days of discovery: $10,000-$50,000 per violation; and
· Willful Neglect – not corrected within 30 days of discovery: $50,000
· All violations of an identical provision in a calendar year shall not exceed a fine of $1,500,000.
· Creates the final rule on Breach Notification for Unsecured PHI under the HITECH Act (see information below)
· Incorporates the increased and tiered civil money penalty structure
· The Final Rule implements the penalty structure mandated by the HITECH Act for violations occurring after February 18, 2009, in which the amount of the penalty increase with the level of culpability, with maximum penalties of the same HIPAA provision of $1.5 million per year.


The Final Rule now presumes that any access to PHI which is not permitted by law, constitutes a breach unless the covered entity or business associate can demonstrate that there is a “low probability” that the PHI has been compromised based on a risk assessment of at least the following factors:
1. The nature and extent of the PHI involved, including the types of identifiers and the likelihood of re-identification
2. The unauthorized person who used the PHI or to whom the disclosure was made
3. Whether the PHI was actually acquired or viewed
4. The extent to which the risk to the PHI has been mitigated
Be prepared to defend any conclusion that a security event is not a reportable breach in the form of the investigative action plan, action review, and expert consultations and the potential impact on the consumers.  Breaches that cannot be defended through the above risk assessment outline must be reported to HHS.


[bookmark: _GoBack]Helpful Web Links:

US Health and Human Services (Health Information Privacy):
http://www.hhs.gov/ocr/privacy/hipaa/understanding/index.html

Omnibus HIPAA Rulemaking – Federal Register:         
http://www.gpo.gov/fdsys/pkg/FR-2013-01-25/pdf/2013-01073.pdf

Omnibus HIPAA Rulemaking – HHS Press Release:        
http://www.hhs.gov/news/press/2013pres/01/20130117b.html

(HHS) Business Associates Agreement provisions:
http://www.hhs.gov/ocr/privacy/hipaa/understanding/coveredentities/contractprov.html

(HHS) Information technology:
http://www.hhs.gov/ocr/privacy/hipaa/understanding/special/healthit/index.html
http://www.hhs.gov/ocr/privacy/hipaa/understanding/special/healthit/eaccess.pdf
http://www.hhs.gov/ocr/privacy/hipaa/understanding/special/healthit/phrs.pdf

(HHS) Enforcement:
[bookmark: _Toc12785452][bookmark: _Toc12854993][bookmark: _Toc12861661][bookmark: _Toc12872792][bookmark: _Toc16333390][bookmark: _Toc69638610][bookmark: _Toc69639067][bookmark: _Toc69640869][bookmark: _Toc71612958][bookmark: _Toc93121957][bookmark: _Toc12785437][bookmark: _Toc12854978][bookmark: _Toc12861646][bookmark: _Toc12872777][bookmark: _Toc16333375][bookmark: _Toc69638595][bookmark: _Toc69639052][bookmark: _Toc69640854]http://www.hhs.gov/ocr/privacy/hipaa/enforcement/sag/index.html

Electronic Code of Federal Regulations:
http://www.ecfr.gov/cgi-bin/ECFR?page=browse    (TITLE 45 – PUBLIC WELFARE)
http://www.ecfr.gov/cgi-bin/text-idx?tpl=/ecfrbrowse/Title45/45cfr164_main_02.tpl
http://www.ecfr.gov/cgi-bin/text-idx?c=ecfr&SID=854f982cc72c7da7205f8041d1bfdb73&rgn=div8&view=text&node=45:1.0.1.3.78.5.27.7&idno=45

[bookmark: _Toc71612959][bookmark: _Toc93121958]
SUBPOENAS AND COURT ORDERS 
(KRS 422.300 through KRS 422.330)


[bookmark: _Toc12785438][bookmark: _Toc12854979][bookmark: _Toc12861647][bookmark: _Toc12872778][bookmark: _Toc16333376][bookmark: _Toc69638596][bookmark: _Toc69639053][bookmark: _Toc69640855][bookmark: _Toc71612960][bookmark: _Toc93121959]
The subpoena is the typical mechanism for obtaining records from someone who is not a party to a case. A subpoena directs the person named in it to appear at a designated time and place, often with certain records. In responding, a health department and its employees must balance their duty to protect confidential information against their duty to respond to the subpoena’s commands.

A subpoena is usually not sufficient to authorize disclosure of confidential information. Most confidentiality laws, especially those dealing with medical information, impose stricter conditions; such as, entry of an order by a judge or prior notification of the individual who is the subject of the records. If you receive a subpoena for confidential information, you must consider the particular statute or regulation governing the information and determine the conditions under
which records may disclosed.

An attorney who issues a subpoena should likewise be wary of examining confidential information on the strength of the subpoena alone. In some circumstances, an attorney who reviews confidential information without appropriate authorization may be subject to sanctions or even civil liability.

[bookmark: subpoenas]The Two (2) Types Of Subpoenas
1. Subpoena
		The subpoena is a command to appear at a certain time and place to give testimony upon a certain matter.
A subpoena is valid if it:
	a.	Is issued by the court clerk or other authorized officer, but usually not the presiding officer of the court:
	b.	States the name of the court and the title of the action; and
	c.	Commands the person to whom it is directed to attend and give testimony at a time and place for a specified party.
2.	Subpoena Duces Tecum
		A subpoena duces tecum is a subpoena with the added command to bring along certain documents or papers pertinent to the issues of a controversy.

NOTE: For additional resources – Refer to HIPAA privacy regulations 164.512(e) and (f).
[bookmark: non_court_order][bookmark: _Toc12785439][bookmark: _Toc12854980][bookmark: _Toc12861648][bookmark: _Toc12872779][bookmark: _Toc16333377][bookmark: _Toc69638597][bookmark: _Toc69639054][bookmark: _Toc69640856][bookmark: _Toc71612961][bookmark: _Toc93121960]A subpoena issued by someone other than a judge, such as a court clerk or an attorney in a case, is different from a court order. A LHD may disclose information to a party issuing a subpoena only if the notification requirements of the Privacy Rule are met. Before the covered entity may respond to the subpoena, the Rule requires that it receive evidence that reasonable efforts were made to either:
· notify the person who is the subject of the information about the request, so the person has a chance to object to the disclosure (this would be an attached letter of assurance the individual has been notified of the request and has had reasonable amount of time to respond to the request), or to
· seek a qualified protective order for the information from the court.
The LHD may notify the individual of the request and seek written authorization to disclose.
A qualified protective order is an order of a court or a stipulation by the parties that prohibits the parties from using or disclosing the protected health information for any purpose other than the litigation or proceeding for which such information was requested; and requires the return to the covered entity or destruction of the protected health information (including any copies) at the end of the litigation or proceeding. The party requesting the information must provide a written statement and accompanying documentation that demonstrates:

· the parties to the dispute have agreed to a qualified protective order and have presented it to the court; or 
· the party seeking the protected health information has requested a qualified protective order from the court.
http://www.hhs.gov/ocr/privacy/hipaa/faq/judicial_and_administrative_proceedings/711.htmlhttp://www.hhs.gov/ocr/privacy/hipaa/faq/judicial_and_administrative_proceedings/706.html
[bookmark: court_order]Court Order
A LHD may disclose protected health information required by a court order. A court order is a command signed by the presiding judge of the court. However, the provider may only disclose the information specifically described in the order. Kentucky has specific laws regarding the disclosures of STD, HIV, Drug/Alcohol Treatment records, etc. 
For further information on this topic, please refer to 45 C.F.R. § 164.512(e) and US, HHS, OCR’s Frequently Asked Questions http://www.hhs.gov/ocr/privacy/hipaa/understanding/index.html
[bookmark: _Toc12785440][bookmark: _Toc12854981][bookmark: _Toc12861649][bookmark: _Toc12872780][bookmark: _Toc16333378][bookmark: _Toc69638598][bookmark: _Toc69639055][bookmark: _Toc69640857][bookmark: _Toc71612962][bookmark: _Toc93121961][bookmark: powertoissue]Power To Issue
The power to subpoena is given by statute to judges, clerks of courts, referees, arbitrators, municipal corporations, legislative committees, various boards and commissioners including the State Board of Medical Licensure.

[bookmark: _Toc12785441][bookmark: _Toc12854982][bookmark: _Toc12861650][bookmark: _Toc12872781][bookmark: _Toc16333379][bookmark: _Toc69638599][bookmark: _Toc69639056][bookmark: _Toc69640858][bookmark: _Toc71612963][bookmark: _Toc93121962][bookmark: respondingtosubpoena]Responding To A Subpoena
Recipient is the person named in the subpoena to appear or produce documents or other materials.

A subpoena may be served in accordance to the Kentucky Rules of Civil Procedure. The actions listed below were ascertained from “CR45.03 (Subpoena) Service; Notice, CR 4.01 Summons; issuance; by whom served and CR 4.04 Personal service; summons and initiating document” of the Rules. 

A subpoena may be served in person or by mail. 

· If by person, the person delivering the subpoena should be over eighteen (18) years of age and should deliver the subpoena to the person to whom it is directed. 
· If by mail, it should be as registered mail or certified mail return receipt requested with instructions to the delivering postal employee to deliver to the addressee only and show the address where delivered and the date of delivery. 

Further information about Kentucky Rules of Civil Procedures can be found at http://kybar.org/247

The service of a subpoena must be made to the person named in the subpoena. Service is valid when it is served within the territorial jurisdiction of the court that issued it.
· State - a subpoena issued by a state district or circuit court is valid only within the boundaries of the state in which the court is located.
· Federal - A subpoena issued by a federal court is valid within the federal court district or within one hundred (100) miles of the location where the witness is required to attend, even though the place of service may be outside of the federal court district.
[bookmark: _Toc12785442][bookmark: _Toc12854983][bookmark: _Toc12861651][bookmark: _Toc12872782][bookmark: _Toc16333380][bookmark: _Toc69638600][bookmark: _Toc69639057][bookmark: _Toc69640859][bookmark: _Toc71612964][bookmark: _Toc93121963]
[bookmark: responsibilitiyofrecipient]Responsibility Of Recipient
The named recipient at the local health department should require proper service. When a subpoena is received through the mail, is sent from outside the court’s jurisdiction, or is served improperly in any other way, the recipient should notify the attorney who initiated the subpoena of improper service. A form letter may be prepared to respond to such occasions.

[bookmark: _Toc12785443][bookmark: _Toc12854984][bookmark: _Toc12861652][bookmark: _Toc12872783][bookmark: _Toc16333381][bookmark: _Toc69638601][bookmark: _Toc69639058][bookmark: _Toc69640860][bookmark: _Toc71612965][bookmark: _Toc93121964][bookmark: contemptofcourt]Contempt Of Court
Failure to respond to a subpoena in Kentucky is punishable as contempt of court. Failure to compensate the witness for expenses is not sufficient grounds for failure to respond to a subpoena.

[bookmark: _Toc12785444][bookmark: _Toc12854985][bookmark: _Toc12861653][bookmark: _Toc12872784][bookmark: _Toc16333382][bookmark: _Toc69638602][bookmark: _Toc69639059][bookmark: _Toc69640861][bookmark: _Toc71612966][bookmark: _Toc93121965][bookmark: custodian]The Custodian Of Medical Records As Witness
When medical record information is subpoenaed, the custodian of medical records, i.e., either the medical record director or someone else with knowledge of the recipient’s record maintenance procedures, will be asked to testify as to the authenticity of the medical records either through deposition, appearance at court or written certification.

[bookmark: _Toc12785445][bookmark: _Toc12854986][bookmark: _Toc12861654][bookmark: _Toc12872785][bookmark: _Toc16333383][bookmark: _Toc69638603][bookmark: _Toc69639060][bookmark: _Toc69640862][bookmark: _Toc71612967][bookmark: _Toc93121966][bookmark: deposition]Deposition
A deposition is the testimony of a party or witness, made under oath but not in open court and written down or videotaped to be used during discovery or trial proceedings.
	
The deposition is a means of pretrial discovery. It may direct the response to questions and/or production of records related to the case.

The attorney issuing the subpoena for a deposition to discover medical records usually will call the medical record custodian to set a time and place for the disposition. Those present at the deposition are the following:

1. Custodian of medical records.

2. Attorney requesting the deposition.

3. Opposing attorney, and

4. Court reporter or person with a video camera commissioned to record the deposition proceedings.

[bookmark: _Toc12785446][bookmark: _Toc12854987][bookmark: _Toc12861655][bookmark: _Toc12872786][bookmark: _Toc16333384][bookmark: _Toc69638604][bookmark: _Toc69639061][bookmark: _Toc69640863][bookmark: _Toc71612968][bookmark: _Toc93121967]The medical record custodian will be sworn in and questioned in the same manner as if appearing in court. The attorney who issued the subpoena will be given the copy of the record when and if it is requested. If an attorney objects to the answering of a question during a deposition, the question is still answered. Whether or not an answer given during deposition will be introduced in court will be determined by the judge at a later time.

[bookmark: security]Safeguarding of Subpoenaed Records Prior to Court/Deposition 
A medical record subpoenaed for a legal case should be filed in a secure place until the case is terminated to prevent altering, tampering, or removing the record or any of its contents. Changes in the record occurring after the commencement of a lawsuit tends to display an admission of guilt. To provide the necessary security:

1. Number each page in the record.

2.	Make a clear copy of the record.

3.	File the original and the copy in a secure, locked place; and

4.	Allow the original record to be viewed only under proper supervision.

To prevent anyone from making changes in the record after a suit has been filed, it is recommended that a second copy of the record be used for viewing by appropriate parties instead of the original/first copy that will be sent to court.

[bookmark: appearance]Appearance In Court
Prior to appearance in court, the medical record custodian should:

1. Make a clear copy of the record,

2. Number the pages on the copy, and

3. Read through the entire record for familiarity with the terms should it become necessary that portions have to be read in court at the deposition.

On the day appearance in court is requested, the medical record custodian should:

1. Call the attorney who subpoenaed the record and verify the time to be present, and

2. Bring the original and the copy of the record along to court.

Upon arrival at the court the medical record custodian should:

1. Acknowledge the custodian’s presence to the subpoenaing attorney or the clerk of court.

2. Wait in the designated area until requested to take the witness stand and do not reveal the contents of the records to anyone until directed to do so by the judge.

The reasons a medical record custodian is asked to serve as a witness are to identify the record and answer questions needed to make the record admissible in court. Questions that must be answered positively for admissibility are:

1. Was the record made in the regular course of business; and

2. Was it the regular course of business to make such records at or near the time of the matter recorded?

When serving as a witness in court or at a deposition, the medical record custodian should answer questions briefly and directly. In addition to the two questions stated above, other usual questions are:

1. What is your full name and title?

2. For which facility do you work?

3. Do you have in your possession the medical records of _______________ __________________________?

In the event an attorney asks, “do you have ALL the records of _____________________ ________________________?” the custodian must think of the filing system used and determine if ALL records were brought, including the HANDS record if filed separately.
The medical record custodian may read parts of the record if asked, but may not interpret any medical information in the record. “I am not qualified to answer that,” is a perfectly acceptable response when questions fall beyond the area of competence. All answers are subject to cross examination(s) in a court of law.

If any attorney objects to a question, the question should not be answered until the judge rules whether or not the question is to be answered.

[bookmark: _Toc12785447][bookmark: _Toc12854988][bookmark: _Toc12861656][bookmark: _Toc12872787][bookmark: _Toc16333385][bookmark: _Toc69638605][bookmark: _Toc69639062][bookmark: _Toc69640864][bookmark: _Toc71612969][bookmark: _Toc93121968][bookmark: procedure_mailing_records]Procedure For Mailing Records To Court
KRS 422.300 through KRS 422.330 provide for the mailing or personal delivery of a certified copy of the medical record to the clerk of court, unless the record contains information regarding sexually transmitted diseases, HANDS, mental health or drug and alcohol abuse. In this event, the judge must be notified that privileged information on a specific patient is not subject to subpoena.

To comply with these statutes, the custodian of medical records or person charged with such responsibility shall promptly notify in writing the attorney causing service of the subpoena of the recipient’s decision to submit a certified copy. Also included would be the cost of reproducing the record.

Upon payment of the copying expenses:
1.	Prepare a certification with the following information:
a. Full name of the patient;
b. Patient’s medical record number;
c. Number of pages in the medical record; and
d. This statement:
“The copies of records for which this certification is made are true and complete reproductions of the original (or microfilmed) records which are housed in (name of facility). The original records were made in the regular course of business, and it was the regular course of (name of facility) to make such records at or near the time of the matter recorded. This certification is given pursuant to KRS 422.300 – KRS 422.330 by the custodian of the records in lieu of personal appearance.”

2.	Notarize the certification;

3.	Enclose the copies and notarized certification in an inner envelope labeled with the following:
a. Copies of medical records;
b. Title and number of the legal action or proceeding;
c. Date of the subpoena;
d. Name of the provider;
e. Full name of the patient;
f. Patient’s medical record number, and
g. Name and business phone number of the employee signing the certification.
4.	Seal the envelope and enclose the inner envelope containing the copies and certification into an outer envelope and address it to the attorney causing service of the subpoena or to the clerk of the court; and

5.	Promptly deliver either personally or by certified or registered mail to the addressee.
If delivered personally, have the person receiving the records sign a receipt containing the following information and retain the receipt as proof of the delivery:
a. Name of the facility;
b. Full name of the patient;
c. Patient’s medical record number and;
d. The date the copies were delivered. When delivered via mail, retain the receipt issued by the post office and signed by the court representative as proof of delivery.

[bookmark: _Toc12785448][bookmark: _Toc12854989][bookmark: _Toc12861657][bookmark: _Toc12872788][bookmark: _Toc16333386][bookmark: _Toc69638606][bookmark: _Toc69639063][bookmark: _Toc69640865][bookmark: _Toc71612970][bookmark: _Toc93121969][bookmark: original_record]Original Record To Be Left In Court
If the original record is to be left in the court, the medical record custodian should obtain a receipt from the clerk of court indicating that the record will be retained in the clerk’s custody and that arrangements will be made for the return of the record when the case is terminated.

[bookmark: _Toc12785449][bookmark: _Toc12854990][bookmark: _Toc12861658][bookmark: _Toc12872789][bookmark: _Toc16333387][bookmark: _Toc69638607][bookmark: _Toc69639064][bookmark: _Toc69640866][bookmark: _Toc71612971][bookmark: _Toc93121970][bookmark: microfilmed]Microfilmed Records In Court
If a subpoenaed record is on microfilm and it is necessary for the custodian to appear in court, the film containing the records should be taken to court with copies of the filmed records. If copies are legible, the filmed records ordinarily are not needed.

Should the court request the viewing of film that contains records of other patients, the custodian should explain that violation of the confidentiality of other patients’ records is at stake. Such film should not be left with the court since the records may be needed for patient care.

Upon the admission of microfilm records in court, the medical record custodian may be asked if the original records were destroyed in the regular course of business. Records are destroyed “in the regular course of business” when they are destroyed in a routine manner after microfilming and not for the purpose of destroying evidence.

[bookmark: _Toc12785450][bookmark: _Toc12854991][bookmark: _Toc12861659][bookmark: _Toc12872790][bookmark: _Toc16333388][bookmark: _Toc69638608][bookmark: _Toc69639065][bookmark: _Toc69640867][bookmark: _Toc71612972][bookmark: _Toc93121971][bookmark: interrogatories]Interrogatories
Interrogatories are a set or series of written questions asked by one party of another party or witness in a lawsuit. The person receiving the interrogatory is requested to answer the questions in writing and to sign an oath that all answers are correct to the best of his/her knowledge. Answers are mainly used to discover evidence; however, the answers themselves may be admitted as evidence.

A recipient of a subpoena who is asked to answer an interrogatory or set of interrogatories should turn the questions over to his/her legal counsel for response.

[bookmark: _Toc12785451][bookmark: _Toc12854992][bookmark: _Toc12861660][bookmark: _Toc12872791][bookmark: _Toc16333389][bookmark: _Toc69638609][bookmark: _Toc69639066][bookmark: _Toc69640868][bookmark: _Toc71612973][bookmark: _Toc93121972][bookmark: waiver]Waiver of Privilege
A privilege may be waived only by the person whose information is held to be privileged. The recipient of the subpoena should never assume that a patient has waived privilege, for example, when a psychiatric patient sues his psychiatrist. Only the presiding officer of a court may determine that a patient has waived privilege.
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PROCEDURES FOR IMPLEMENTING THE RECORDS RETENTION AND DISPOSAL SCHEDULE FOR 
MEDICAL RECORDS

[bookmark: _Toc12785454][bookmark: _Toc12854995][bookmark: _Toc12861663][bookmark: _Toc12872795][bookmark: _Toc16333393][bookmark: _Toc69638612][bookmark: _Toc69639069][bookmark: _Toc69640871][bookmark: _Toc71612947][bookmark: _Toc93121946]
[bookmark: rentention_timeperiod]Retention Time Period for Medical Records
If the patient was less than 18 years of age on his/her last date of service, the record must be kept until he/she reaches age 18 plus 5 years, or 10 years whichever is the longer time period.* 

If the patient was 18 years of age or older on his/her last date of service, the record must be kept for 10 years from the last date of service. * 
* 	For all patients (without regard to age), the immunizations (other than influenza), positive Purified Protein Derivative (PPD)s and any patient record with documentation of Tuberculosis (TB) infection or disease treatment must be kept permanently.
Note: If information on completed/ recommended treatment regimen, allergies, and sensitivities, regarding TB, is extracted and entered on the permanent immunization/master record, the record may be destroyed when it reaches the assigned retention period.
[bookmark: _Toc12785455][bookmark: _Toc12854996][bookmark: _Toc12861664][bookmark: _Toc12872796][bookmark: _Toc16333394][bookmark: _Toc69638613][bookmark: _Toc69639070][bookmark: _Toc69640872][bookmark: _Toc71612948][bookmark: _Toc93121947][bookmark: masterpatientindex]Master Patient Index
The Master Patient Index is the locator system for the medical records and is to be kept permanently. It shall be all-inclusive to contain the name and location of all active, inactive and destroyed patient records. When the record is removed from the active file, a notation on the index shall indicate where the record is and if the record is reactivated, a notation is to be made. If the record meets the retention period and is destroyed, a note is to be included to indicate the record was destroyed and the date of destruction.
[bookmark: _Toc12785456][bookmark: _Toc12854997][bookmark: _Toc12861665][bookmark: _Toc12872797][bookmark: _Toc16333395][bookmark: _Toc69638614][bookmark: _Toc69639071][bookmark: _Toc69640873][bookmark: _Toc71612949][bookmark: _Toc93121948][bookmark: proceduresforarchiving]Procedures for Archiving
Following are procedures to use in archiving medical records in accordance with the December, 2001 Records Retention Schedule:
The medical records retention schedule is based on three factors:
	(1) The last date of service; (2) patient’s age (minor – less than 18 years of age and adult – 18 years of age and older); and (3) type of service the patient has received, i.e., Immunizations and positive tuberculosis (TB) test and TB infection or disease treatment.
The record retention criteria necessitate the date of birth being included on the label of the folder. 
· When the patient has not received a service within the past five years, the record is considered inactive and may be removed from the active files.
· In establishing the inactive files, consider the following:
(1) Minor patient records;
(2) Adult patient records; and
(3) Permanent records. 
[bookmark: _Toc12785457][bookmark: _Toc12854998][bookmark: _Toc12861666][bookmark: _Toc12872798][bookmark: _Toc16333396][bookmark: _Toc69638615][bookmark: _Toc69639072][bookmark: _Toc69640874][bookmark: _Toc71612950][bookmark: _Toc93121949][bookmark: locationofinactiverecords]
Location of Inactive/Archived Records
Local health departments are responsible for the storage of inactive/archived records. The records must be stored in an orderly, accessible manner and in a secure location. The State Archives Center may not be used for storing local health department records. 
Inactive/ Archived Records and/or Reports may be retained in electronic formats to provide a better source of storage to local health departments. The access should be easy, fast, and readily available when needed. The inactive/archived records and/or reports should be maintained according to the records retention schedule and properly disposed of once the retention period has ended. 
[bookmark: _Toc12785458][bookmark: _Toc12854999][bookmark: _Toc12861667][bookmark: _Toc12872799][bookmark: _Toc16333397][bookmark: _Toc69638616][bookmark: _Toc69639073][bookmark: _Toc69640875][bookmark: _Toc71612951][bookmark: _Toc93121950][bookmark: destruction]Destruction of Medical Records
If the medical record has met the required retention period, it should be destroyed. To destroy the record, it must be burned or shredded. A Records Destruction Certificate (Form PRD-50) is to be completed and mailed to the Department for Libraries and Archives, 300 Coffee Tree Road, Frankfort, Kentucky 40602. The PRD-50 forms may be obtained from the Department for Public Health Record Officer, Administration and Financial Management Division, phone number 502-564-7213. A copy of the Destruction Certificate is to be permanently maintained at the local health department. 

[bookmark: rentention_schedule_website]LOCAL HEALTH DEPARTMENT RECORDS RETENTION SCHEDULE 
See the link below for the most up-to-date KDLA Local Health Records Retention Schedule.

http://kdla.ky.gov/records/recretentionschedules/Documents/Local%20Records%20Schedules/LocalHealthDepartmentRecordsRetentionSchedule.pdf 
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 GUIDELINES FOR LHD MEDICATION PLANS

I.	Every Local Health Department should have in place a medication plan, in accordance with KRS 212.275 that:
· Is developed in consultation with the Local Board of Health pharmacist or designee;
· Is approved by the Local Board of Health;
· Includes purchasing, storage, inventory, dispensing, and reporting of medication errors; and
· Is consistent with the Department for Public Health, Board of Pharmacy and other relevant laws and guidelines.
· Only additional in-house medications that are specific to the Local Health Department must be included in their Medication Policy.  Medications listed throughout the CCSG need only be referenced in their local policy as “all medications listed in the CCSG.”

II.	CHFS legal counsel has advised that LHDs prescribing drugs not in the CCSG assume responsibility specific to the service being provided and do so under local authority and individual licensees (physicians, nurse practitioners, etc.) without the specific endorsement by or liability to CHFS or DPH. The LHD also assumes responsibility for conforming to pharmacy and other relevant statutes.

III.	Definitions and additional guidelines for nurses regarding medication prescribing, dispensing, delivering, and administering*:

A.	Prescription means an authorization to obtain a prescription drug.
1. This authorization can be given to a pharmacist via piece of paper or telephone call.
2. An MD, PA, or an APRN (within their scope of licensed practice and collaborative agreements) may authorize a prescription.

B. Dispense means to give a patient a drug to consume or use later.
1. The drug must be packaged, labeled and recorded according to the Pharmacy Law.
2. Dispensing is legal for RNs and APRNs only in LHDs following the CCSG and the DPH approved drug lists.
3. Dispensing of sample drugs within their scope of practice is legal only for APRNs.

	C.	Administer means to put a drug into a patient’s body.
1. This can occur by giving an injection, oral medication, applying a cream or ointment, or use of an inhaler.
		2.	Administration of a single dose is legal for LPNs, RNs, and APRNs upon the 			      authorization of an MD or APRN.

	D.	Deliver means hand over a previously dispensed drug.
1. LPNs and unlicensed personnel may deliver meds that have been properly dispensed.
2. It is recommended that this be done in the LHD under the delegated authority of an APRN or RN.
3. For DOT guidelines, see TB section in the CCSG.


*	1.	Also included are other brands or generic forms of medications containing identical amounts of the same active drug ingredient in the same dosage form (this needs to be considered).
2.	Dosages may be adjusted based on weight and age.
3.	For DOT Guidelines, see TB section in the CCSG.
4.	Before crushing or giving any medicaton mixed with food, check with the prescribing 			clinician for instructions.
[bookmark: abbreviations]
MEDICAL ABBREVIATIONS

At present, the only approved medical abbreviations that are acceptable for LHD documentation are in this sectionand Marilyn Fuller Delong’s Medical Acronyms, Eponyms & Abbreviations, 3rd Edition or later. The following list has been compiled from sources that are nationally acceptable and are taken from documents that are published by such agencies as the Centers for Disease Control and Prevention, medical references, the MERCK Manual, and medical dictionaries such as Dorland’s Medical Dictionary. Each LHD should keep a log of non-medical abbreviations that are used in their agency, such as MCHS – Madison County High School, Tues. – Tuesday, CBH – Central Baptist Hospital, etc.  
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Symbols

	2 times a day
	BID

	3 times a day
	t.i.d.

	4 times a day
	QID

	1st heart sound
	S1

	2nd heart sound
	S2

	3rd heart sound
	S3

	4th heart sound
	S4

	Ask, Advise, Assess, Assist, Arrange
	5 A’s

	[bookmark: A]A

	a drop
	gt

	abdomen, abdominal
	Abd

	Abdominal pain, Chest pain, Headaches, Eye problems, Severe leg pain
	ACHES

	abnormal
	Abn, ABNL

	abortion
	ab, AB

	absent without leave
	AWOL

	absent, absence
	abs

	absolute bed rest
	ABR

	acceleration
	accel

	acceptable daily intake
	ADI

	according
	acc

	accumulation
	accum

	Acetylsalicylic acid (aspirin)
	ASA

	Acid Fast Bacilli
	AFB

	Acidophilus and Bifidum
	A&B

	Acquired Immunodeficiency Syndrome
	AIDS

	Acromioclavicular
	AC

	activated clotting time
	ACT

	activities of daily living
	ADL

	activity
	act

	Acute Lymphoblastic Leukemia
	ALL

	Acute Myeloid Leukemia
	AML

	Acute Otitis Media
	AOM

	Acute Respiratory Disease
	ARD

	Acute Respiratory Distress Syndrome
	ARDS

	adequate
	adeq

	to be administered
	adhib

	administered, administrator, admission
	adm

	Adrenocorticotropic hormone
	ACTH

	Adult Treatment Panel III
	ATP III

	Advanced Beneficiary Notice	
	ABN

	Advanced Life Support
	ALS

	Advanced Practice Registered Nurse
	APRN

	advised
	adv

	Advisory Committee on Immunization Practices
	ACIP

	Advisory Opinion Statement
	AOS

	after (post)
	post, p

	after meals (post cibos)
	pc

	after surgery
	Post-op

	agglutinate, agglutination
	agg, aggl

	AIDS-Related Complex
	ARC

	Alanine Aminotransferase
	ALT

	alcohol
	alc

	alcohol like substance on breath
	ALSOB

	alcohol on breath
	AOB

	alcohol, tobacco, and other drugs
	ATOD

	Alcoholics Anonymous
	AA

	alert and oriented
	A/O

	alert and oriented to time, person, place, and date
	A+Ox4

	alive and well
	A&W

	Alpha-Fetoprotein
	AFP

	alternate
	alt

	Ampoule
	amp

	Amyotrophic Lateral Sclerosis
	ALS

	anatomy
	anat

	anatomy and physiology
	A&P

	annual family planning
	AFP, ANF

	anterior
	ant

	antibiotics
	abx

	antibody
	Ab

	Antibody to Hepatitis A Virus
	anti-HAV

	Antibody to Hepatitis B Core Antigen
	anti-HBc

	Antibody to Hepatitis B Surface Antigen
	anti-HBs

	Anticipatory Guidance
	AG

	Anticubital
	AC

	antigen, silver
	Ag

	Anti-Rabies Serum
	ARS

	apparent
	appar

	application, applied
	appl

	appropriate for gestational age
	AGA

	aqua – water 
	aq, aqu

	Area Agency on Aging and Independent Living
	AAAIL

	Argininemia							
	ARG

	arteriosclerosis
	AS

	artery
	art

	artificial
	artif

	as directed (modo praescripto)
	emp, mp

	as much as desired
	qp, qv, qu

	as needed (pro re nata)
	prn

	as soon as possible
	ASAP

	as tolerated
	as tol

	ascorbic acid
	Vitamin C

	Ask-Advise plus Refer
	2A’s + R

	Aspartate Aminotransferase
	AST

	aspirin
	ASA

	aspirin/caffeine
	APC

	asymptomatic
	asx

	at bedtime
	hd, hs

	Atherosclerotic Cardiovascular Disease
	ACVD

	Atrial Septal Defect
	ASD

	Atrioventricular
	AV

	atrophy
	atr

	Attention Deficit Disorder
	ADD

	Atypical Glandular Cells of Undetermined Significance
	AGC

	Atypical Squamous Cells – Cannot Exclude High-Grade Lesion
	ASC-H

	Atypical Squamous Cells of Undetermined Significance
	ASC-US

	auditory
	AUD

	auscultation
	ausc, auscul

	Auscultation and Palpation
	A&P

	auxillary
	aux

	axillary
	Ax, ax
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	baby teeth
	A-T

	Bacille Calmette-Guerin Vaccine
	BCG

	back up method
	BUM

	backache
	B/A

	bacterial
	bact

	Bacterial Vaginosis
	BV

	bag of waters
	BOW

	balance
	bal

	barbiturates
	barbs

	barium
	Ba

	Bartholins, Urethral & Skenes gland
	BUS

	basal body temperature
	BBT

	basal cell cancer
	BCC

	basal energy expenditure	
	BEE

	basal metabolic rate
	BMR

	battered child syndrome
	BCS

	battered woman syndrome
	BWS

	because of
	B/O

	bed rest
	BR

	before
	ā

	before dinner
	ap

	before meals
	a.c.

	before surgery
	Pre-op

	begin, began, beginning
	beg

	benign prostatic hypertrophy
	BPH

	between
	bet

	Bicarbonate
	Bicarb, HCO3

	Bi-chloroacetic acid
	BCA

	bilateral
	bilat

	bilateral breath sounds
	BBS

	Bilateral Otitis Media
	BOM

	Bilateral Salpingo-Oophorectomy
	BSO

	Bilateral Serous Otitis Media
	BSOM

	biopsy
	Bx, bx

	Biotinidase Deficiency
	BIOT

	birth control
	BC

	birth control clinic
	BCC

	birth control pills
	BCP

	birthmark
	BMK

	black box warning
	BBW

	blood
	Bl, bld

	blood alcohol
	BA

	blood alcohol level
	BAL

	Blood Assay for Mycobacterium Tuberculosis
	BAMT

	blood brain barrier
	BBB

	blood glucose
	BG

	blood lead level
	BLL

	blood pressure
	BP

	blood sugar
	BS

	blood sugar level
	BSL

	blood urea nitrogen
	BUN

	Blood volume
	Q

	body mass index
	BMI

	body surface area
	BSA

	body weight
	BW

	bone
	os

	bone mineral density
	BMD

	born
	b

	both ears, each ear
	AU

	bottle
	bot

	bowel movement
	BM

	bowel sounds normal
	BSN

	breakthrough bleeding
	BB, BTB

	Breast and Cervical Cancer Treatment Program
	BCCTP

	Breast Imaging Reporting and Data System
	BI-RADSTM

	breast self exam
	BSE

	Breastfeeding Woman
	BF

	breath
	br

	breath sounds bilateral
	BSB

	bright red blood
	BRB

	brought in by
	BIB

	buccal
	B

	By mouth (per os)
	po

	[bookmark: C]C

	“cut down”, “annoyed”, “guilty”, and “eye-opener”
	CAGE

	calcium
	Ca

	calorie
	cal

	cancelled
	canc

	cancer, carcinoma
	Ca, CA

	Cancer Screening Education Materials
	CSEM

	capillary
	cap

	Capillary Blood Lead Level
	CBLL

	capsule
	cap

	carbohydrate
	CH20, CHO, COH

	carcinoma-in-situ
	CIS

	cardiopulmonary resuscitation
	CPR

	cardiovascular disease
	CV, CVD, CD

	cardiovascular heart disease
	CHD

	cardiovascular system
	CVS

	Carnitine acylcarnitine translocase deficiency
	CACT

	Carnitine palmitoyl II deficiency
	CPT-II

	Carnitine Uptake Defect
	CUD

	case unknown
	CU

	Casual Blood Sugar
	CBS

	catheter
	cath

	caucasian
	cauc

	cavity
	cav

	centigrade
	cent

	Centigrade/Celsius
	C

	centigram
	cg, Cgm

	central nervous system
	CNS

	cephalopelvic disproportion
	CPD

	Cerebral Palsy
	CP

	Cerebral Spinal Fluid
	CSF

	Cerebrovascular Accident
	CVA

	Certificate of Need
	CON

	Certified Medical Assistant
	CMA

	Certified Nurse Midwife
	CNM

	certified, certificate
	cert, crt

	cervical
	cerv, C

	Cervical Intraepithelial Neoplasm
	CIN

	cervical motion tenderness
	cmt

	cervical spine
	C-spine

	cervix
	cerv, Cx

	Cesarean Delivery
	CD

	Cesarean Section
	CS, C-section

	chemical, chemistry
	chem

	chest
	ch

	chest pain
	CP

	chest x-ray
	CXR

	chest-back
	C-B

	chicken pox
	ch px

	chief complaint
	C.C., CC

	child
	ch

	Child Advocacy Centers
	CAC

	child fatality review
	CFR

	Childhood Lead Poisoning Prevention Program Nurse
	CLPPP

	Chlamydia Trachomatis/Neisseria Gonorrhea
	CT/GC

	Chlamydia Test
	CT

	chlorine
	Cl

	cholesterol
	CH, chol

	cholesterol/triglyceride ratio
	C/TG

	Chorionic Gonadotropin
	CG

	chromium
	Cr

	chronic
	chr

	chronic liver disease
	CLD

	chronic obstructive pulmonary disease
	COPD

	chronic serous otitis media
	CSOM

	chronic tuberculosis
	CTB

	circulate, circumference
	circ

	circumcision
	circ, circum

	Citrullinemia type I						
	CIT-I

	Citrullinemia type II
	CIT-II

	clear to auscultation
	CTA

	clear to auscultation bilaterally
	CTA(B)

	clinic, clinical
	clin

	Clinical Assessment Software Application
	CASA

	clinical breast exam
	CBE

	Clinical Laboratory Improvement Act
	CLIA

	Clinical Nurse Specialist
	CNS

	clue cells
	CC

	coagulation
	coag

	cold knife conization
	CKC

	combined oral contraceptives (estrogen & progestin)
	COCs

	communicable disease
	commun dis, CD

	Community Health Nurse
	CHN

	compare, compound
	comp

	complains of
	C/O, ℅

	complete
	compl

	complete blood count
	CBC

	complication
	complic

	compound
	compd

	Compressions-Airway-Breathing		
	CAB

	computer-aided detection
	CAD

	computerized axial tomography
	CAT scan

	concentrated, concentration
	conc

	condition
	cond

	confirmed & compatible
	C&C

	congenital
	cong

	Congenital Adrenal Hyperplasia
	CAH

	congenital heart disease
	CHD

	Congenital Hypothyroidism
	CH

	Congenital Polycystic Disease
	CPD

	Congenital Rubella Syndrome
	CRS

	congestive heart failure
	CHF

	conjugated
	conjug

	Consistent with
	C/w

	constant
	const

	contact
	C

	Continue with
	C/W

	continuing education
	CE

	continuing education unit
	CEU

	Contraceptive Technology
	CT

	Contraction Stress Test
	CST

	contractions
	contrx

	control
	ctr

	copper
	Cu

	coronary care unit
	CCU

	correct, correction
	corr

	counterclockwise
	CCW

	cryosurgery, cryotherapy
	cryo

	cubic micron
	CU

	culture
	cult

	Culture Filtrate Protein-10
	CFP-10

	culture & sensitivity
	C&S

	current
	cur

	current diagnosis
	cd

	current procedural terminology
	CPT-4

	cutting in to
	-otomy

	Cystic Fibrosis
	CF

	cystoscopy
	cysto

	Cytomegalovirus
	CMV
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	date of admission
	D/A

	date of birth
	D/B, DOB

	date of death
	DOD

	date of service
	DOS

	date
	D

	daughter
	dau

	decameter
	dkm

	deceased
	Dec, dec’d

	deceleration
	decel

	decibal
	dB

	decigram
	dg, dgm

	deciliter
	dL

	decimeter
	dm

	decrease, decreased
	decr

	deep tendon reflex
	DTR

	deep vein thrombosis
	DVT

	deficiency
	def

	deformity
	deform

	degeneration
	degen

	degree
	Deg, deg

	delayed-type hypersensitivity
	DTH

	delivery, delivered
	del

	Denver Articulation Screening Examination
	DASE

	Denver Development Screening Tool
	DDST

	Deoxyribonucleic Acid
	DNA

	Department for Community Based Services
	DCBS

	Department for Public Health
	DPH

	dependent
	dep

	Depot-medroxyprogesterone acetate
	DMPA

	derive, derivative
	deriv

	descent, descending
	desc

	development
	Dev, devel

	developmental age
	DA

	developmental disability
	DD

	developmental quotient
	DQ

	Devereux Early Childhood Assessment
	DECA

	deviated nasal septum
	DNS

	diabetes
	diab

	Diabetes Centers of Excellence
	DCOE

	Diabetes Mellitus
	DM

	Diabetes Self Management Training
	DSMT

	Diabetic Ketoacidosis
	DKA

	diagnosis
	Dx, diag

	diagram
	diagm

	diameter
	diam

	diarrhea and vomiting
	D & V

	diastolic blood pressure
	DBP

	did not keep appointment
	DNKA

	diet as tolerated
	DAT

	dietary reference intakes
	DRI

	Diethylstilbestrol
	DES

	differential blood count
	dif

	dilation and curettage
	D & C

	dilation and evacuation
	D & E

	diminish, dimension
	dim

	Diphtheria
	diph

	direct, direction, director
	dir

	direct fluorescent antibody
	DFA

	directly observed preventative therapy
	DOPT

	directly observed therapy
	DOT

	disabled
	dis

	discharge
	disch, D/C, DC, dc

	discontinue
	disc, D/C, d/c

	Discussed with
	D/W

	disease
	dis

	Disease Intervention Specialist
	DIS

	dislocate, dislocation
	disloc

	dispense
	disp

	disseminated
	dissem

	Disseminated Gonococcal Infection
	DGI

	dissolved
	dissd

	distal
	D

	distal pulses
	DP

	distance
	dis

	distribute, disturbance
	dist

	divide, division
	div

	Division of Administration & Financial Management	
	AFM

	Division of Laboratory Services
	DLS

	Division of Maternal & Child Health
	MCH

	Division of Prevention & Quality Improvement
	PQI

	Doctor’s orders
	DO

	domestic violence
	DV

	domestic violence/sexual assault
	DV/SA

	dominant
	dom

	Dorsalis pedis pulse
	DP

	dose, dosage
	D,dos

	double vision
	dv

	Down’s Syndrome
	DS

	dram
	dr

	dressing
	Drsg, dsg

	drink
	bib

	driving under influence
	DUI

	drop by drop
	guttat

	drops
	gtt

	drug history
	D/H

	drug of choice
	DOC

	dry dressing
	DD

	duck embryo vaccine
	DEV

	Ductal Carcinoma in situ – type of breast cancer
	DCIS

	duplication, duplicate
	dup

	durable medical equipment
	DME

	dysfunctional uterine bleeding
	DUB
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	each eye
	OU

	ear, nose, (and) throat
	ENT

	early periodic screening diagnosis and treatment
	EPSDT

	ears, eyes, nose, throat
	EENT

	ectopic pregnancy
	EP

	educate, education
	educ

	effect, effective
	eff

	effective dose
	ED

	egg, ovary
	ov

	elbow
	elb

	elect, elective
	el, elect

	elective termination of pregnancy
	ETP

	electrocardiogram
	ECG, EKG

	electroencephalogram
	EEG

	Electronic Disease Notification
	EDN

	electronic fetal monitor
	EFM

	elevated blood lead level
	EBLL

	eligible
	elig.

	embryo
	Emb

	emergency
	emer

	emergency contraception
	EC

	emergency contraceptive pills
	ECP

	emergency operations plan
	EOP

	emergency room
	ER

	emotional
	emot

	EndoCervical Curretage
	ECC

	Endometrial Biopsy
	EMB

	enhanced-potency Inactivated Poliovirus Vaccine
	eIPV

	enlarged
	enl

	environment
	environ

	Environmental Smoke Exposure
	ETS

	Enzyme Immunoassay
	EIA

	Enzyme-linked Immunoadsorbent Assay
	ELISA

	eosinophil
	eos

	epidemiology
	epi

	episiotomy
	epis

	epithelial
	EPITH

	Epstein-Barr Virus
	EBV

	equal
	eq

	equal bilateral breath sounds
	EBBS

	equipment
	equip

	equivalent
	equiv

	erectile dysfunction
	ED

	erythrocytes per deciliters					
	ery/dL

	Erythromycin
	EES

	Escherichia coli
	E coli

	essential
	ess

	estimated blood loss
	EBL

	estimated date of confinement
	EDC

	estimated fetal weight
	EFW

	estimated gestational age
	EGA

	estradiol
	E2

	estrogen
	E, ESG

	estrogen replacement therapy
	ERT

	Ethanol or Ethyl alcohol
	EtOH, EOH

	Ethinyl estradiol
	EE

	Ethmbutol
	EMB

	evacuate, evacuation
	evac

	evaluate and advise
	E&A

	every 2 hours
	q2h

	every 3 hours
	q3h

	every 4 hours
	q4h

	every 5 hours
	q5h

	every 8 hours
	q8h

	every day
	qd

	every four hours
	qqh

	every hour, each hour
	qh

	every morning
	qam, qm

	every night
	qn, qpm

	every other day
	qod

	every other hour
	qoh

	every other night
	qon

	examination
	Ex, exam

	except, excision
	exc

	Expanded Role Registered Nurse
	ERRN

	expected date of delivery
	EDD

	expected, expired
	exp

	expire, expiration
	expir

	expressed breast milk
	EBM

	exterior, external
	ext

	extremity
	ext

	eye
	E

	[bookmark: F]F

	face-to-face
	En face

	failure to thrive
	FTT

	family
	fam

	family support worker
	FSW

	Family Educational Rights and Privacy Act
	FERPA

	family goal sheet
	FGS

	family history
	F/H, FH, FHx

	family nurse practitioner
	FNP

	family planning
	FP

	family planning education materials
	FPEM

	family resource youth services center
	FRYSC

	fasting blood glucose
	FBG

	fasting blood sugar
	FBS

	fasting lipid panel
	FLP

	fasting plasma glucose
	FPG

	fat free
	FF

	father
	F

	fecal occult blood test
	FOBT

	Federal Trade Commission
	FTC

	feeding
	fdg

	fee-for-service
	FFS

	female 
	Fe

	female genital tract
	FGT

	fertility awareness methods
	FAM

	fetal alcohol syndrome
	FAS

	fetal heart rate
	FHR

	fetal heart sounds
	FHS

	fetal heart tones
	FHT

	fetal movements
	FM

	fever of unknown origin
	FUO

	fibrocystic breast 
	FCB

	Fibromyalgia Syndrome
	FMS

	fine needle aspiration (cytology)
	FNA(c)

	finger stick blood glucose/sugar
	FSBG or FSBS

	first menstrual period
	FMP

	flexion
	flex

	fluid
	Fl, fld

	fluorescent treponemal antibody absorption test
	FTA-ABS

	Fluoroquinolone
	FQN

	foam and condoms
	F&C

	folic acid
	FA, B9

	follicle-stimulating hormone
	FSH

	force fluids
	ff

	follow-up
	F/U, FU

	follow-up nutrition education by kiosk
	FNEK

	follow-up nutrition education per protocols 
(wic abbreviation)
	FNEPP

	foot, feet
	ft

	for further appointment
	FFA

	for your information
	FYI

	forearm
	FA

	four times a day
	qid

	fracture
	frac, fx

	fragment
	frag

	from
	fr

	full mouth series
	FMS

	full range of motion
	FROM

	full strength
	FS

	full term
	FT

	full term normal delivery
	FTND

	function
	func

	fungal elements
	FE
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	Galactosemia
	GAL

	gallbladder
	GB

	Gamma Globulin
	GG

	Gastroesophageal Reflux
	GER

	Gastroesophageal Reflux Disease 
	GERD

	gastrointestinal
	GI

	genitourinary
	GU

	genitourinary system
	GUS

	gestational diabetes mellitus
	GDM

	gland
	gl

	Glaxo Smith Kline
	GSK

	glomerular filtration rate				
	  GFR	

	glucose
	glu

	glucose challenge test
	GCT

	glucose insulin tolerance test
	GITT

	glucose tolerance test
	GT, GTT

	Glutaric academia type II
	GA-II

	gluteus maximus
	glut max

	gold
	Au

	Gonadotropin-releasing hormone
	GnRH

	Gonococcal Isolate Surveillance Project
	GISP

	Gonococcal Urethritis
	GU

	gonococcus/gonorrhea
	gc, GC

	government
	govt

	gradual, gradually
	grad

	grain
	gr

	gram
	g, gm

	gram negative
	GN

	gram negative bacillus
	GNB

	gram negative cocci
	GNC

	gram negative diplococci
	GND

	gram per deciliter					
	g/dL

	gram positive
	GP

	gram positive cocci
	GPC

	grandfather
	GF

	grandmother
	GM

	Gravida
	G

	gravity
	grav

	Group A streptococcus
	GAS

	Group B beta-hemolytic streptococcus
	GBBS

	Group B streptococcus
	GBS

	Growing Great Families
	GGF

	Growing Great Kids
	GGK

	growth hormone
	GH

	guide, guidance
	guid

	Guillain-Barré Syndrome
	GBS

	gynecologist, gynecology
	Gyn, GYN
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	half
	Hf

	half gallon
	HG

	hard of hearing
	HOH

	head and neck
	H&N

	head, eyes, ears, nose, and throat
	HEENT

	headache
	HA, h/a

	Health Access, Nurturing Development Services
	HANDS

	Health Care Provider
	HCP

	health care worker
	HCW

	Health Insurance Portability & Accountability Act
	HIPAA

	health maintenance organization
	HMO

	health risk assessment
	HRA

	healthy balance
	HB

	heart disease
	HD

	heart rate, heart risk
	HR

	heart sounds
	HS

	Hemagglutination Inhibitor
	HI

	Hemagglutinin
	H

	Hematocrit
	crit, Hct, HCT

	Hemoglobin
	HB, Hb, Hgb, Hg

	Hemoglobin A
	HbA

	Hemoglobin A and Hemoglobin S (Sickle cell trait)
	HbAS

	Hemoglobin B
	HbB

	Hemoglobin C; a variant/abnormal hemoglobin
	HbC

	Hemoglobin F
	HbF

	Hemoglobin S
	HbS

	Hemoglobin S-C
	HbS-C

	Hepatitis A antibody
	Anti-HAV

	Hepatitis A virus
	HAV

	Hepatitis B core antigen
	HBcAg

	Hepatitis B eantibody (Antibody to HBeAg)
	Anti-HBe

	Hepatitis B e Antigen
	HBeAg

	Hepatitis B immune globulin
	HBIG

	Hepatitis B surface antibody (Antibody to HBsAg)
	Anti-HBs

	Hepatitis B surface antigen
	HbsAg

	Hepatitis B virus 
	HBV

	Hepatitis C Virus
	HCV

	Hepatitis D virus
	HDV

	Hepatitis E virus
	HEV

	Herpes Simplex
	HS

	Herpes Simplex Virus
	HSV

	Herpes Simplex, Genitalis
	HSG

	Herpes zoster virus
	HZV

	hertz
	Hz

	high
	hyper

	high blood pressure
	HBP

	high density lipoprotein
	HDL, HDLP

	high density lipoprotein cholesterol
	HDL-C

	high efficiency particulate air filtration
	HEPA

	high grade squamous intraepithelial lesion 
	HSIL

	history
	Hx

	history and physical
	H&P

	history of
	h/o, H/O

	history of present illness
	HPI

	HIV – postexposure prophylaxis
	HIV-PEP

	HIV Counseling and Testing 
	HIVCT

	home blood glucose monitoring
	HBGM

	home visitor
	HV

	Homocystinuria
	HCY

	horizontal bitewings
	BW

	hormone replacement therapy
	HRT

	hospital
	hosp

	Home Visit
	HV

	Human Chorionic Gonadotropin
	HCG

	Human Delta Virus
	HDV

	Human diploid cell rabies vaccine
	HDCV

	Human Immunodeficiency Virus
	HIV

	Human Papillomavirus
	HPV

	Human Rabies Immune Globulin
	HRIG

	Human T-cell Leukemia Virus, Type 1
	HTLV-1

	husband
	husb.

	hydrogen 
	H

	hygiene
	hyg

	Hypermethioninemia
	MET

	Hyperphenylalaninemia	
	H-PHE

	hypertension
	Hpn, HPN, HTN

	hypertensive cardiovascular disease
	HCVD

	hypodermic injection
	hypo

	hysterectomy
	hyst
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	ideal body weight
	IBW

	immediate, immediately (at once)
	immed, stat

	Immune Globulin
	IG

	Immune Serum Globulin
	ISG

	immunization
	imm

	Immunization Action Coalition
	IAC

	Immunofluorescence Assay
	IFA

	Immunoglobulin
	Ig

	Immunoglobulin A
	IgA

	Immunoglobulin G
	IgG

	Immunoglobulin M
	IgM

	impaired fasting glucose
	IFG (pre-diabetes)

	impaired glucose tolerance
	IGT (pre-diabetes)

	impaired, impairment
	impair

	important 
	import

	impression
	imp

	Inborn error of metabolism
	IEM

	inch
	in

	Incisal
	I

	incision and drainage
	I&D

	incompatible
	incompat

	incomplete
	incompl

	increase
	inc, incr

	increment
	incre

	independent
	ind

	indicate, indication
	indic

	infant
	Inf, I

	Infant of diabetic mother
	IDM

	infect, infection
	infect, infx

	inflammation
	inflam

	influence
	infl

	Influenza A
	H1N1

	information
	info

	ingestion
	ingest

	inguinial
	ing

	inhalation
	inh, inhal

	inhibit, inhibitor
	inhib

	initial family planning
	IFP, INF 

	initial office visit
	IOV

	Initial Preventive Physical Exam
	IPPE

	injecting drug user
	IDU

	injection
	inject, inj

	injury
	inj

	inspection, palpation, percussion and auscultation
	IPPA

	inspiration
	insp

	Inspiratory/expiratory
	I/E

	instructor, instructed
	instr

	instrument
	inst

	insufficient
	insuff

	insulin dependent diabetes
	IDD

	insulin dependent diabetes mellitus
	IDDM

	intake and output
	I&O

	Intensive Care Unit
	ICU

	Interferon Gamma Release Assay
	IGRA

	Interferon-gamma
	INF-γ

	Intermittent positive pressure
	IPP

	Intermittent positive pressure breathing
	IPPB

	International Board Certified Lactation Consultant
	IBCLC

	Interproximal
	Interprox.

	intestine
	intest

	intoxication
	Intox

	Intra Uterine Fetal Demise
	IUFD

	intra-amniotic
	IA

	intra-arterial
	IA

	intradermal, intradermally
	ID

	intramuscular, intramuscularly
	IM

	intrauterine device
	IUD

	intrauterine growth retardation 
	IGR, IUGR

	intrauterine system
	IUS

	intravenous
	IV

	Intravenous pyelography
	IVP

	iodine
	I

	iron
	Fe

	Iron-deficiency anemia
	IDA

	irrigate, irrigation
	irrig

	Irritable Bowel Syndrome
	IBS

	isolation
	isol

	Isoniazid 
	INH

	Isovaleric Acidemia
	IVA
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	jaundice
	jaund

	joint
	jnt, jt

	juvenile
	juv

	Juvenile Onset Diabetes Mellitus
	JODM

	Juvenile Rheumatoid Arthritis
	JRA

	[bookmark: K]
K

	Kentucky AIDS Drug Assistance Program
	KADAP

	Kentucky Children’s Health Insurance Program
	KCHIP

	Kentucky Department of Education
	KDE

	Kentucky Diabetes Prevention and Control Program
	KDPCP

	Kentucky Domestic Violence Association
	KDVA

	Kentucky Early Intervention System
	KEIS

	Kentucky Health Insurance Assistance Program
	KHIAP

	Kentucky HIV Care Coordinator Program
	KHCCP

	Kentucky Revised Statutes
	KRS

	Kentucky Vaccines Program
	KVP

	Kentucky Women’s Cancer Screening Project
	KWCSP

	Ketoacidosis
	KA

	Ketone bodies
	KB

	kilocalorie
	kcal

	Kosher	
	K

	Kosher-Dairy
	K-D

	Kentucky Association of Sexual Assault Programs
	KASAP

	Kentucky Association of Child Advocacy Centers
	KACAC

	Kentucky Department of Aging and Independent Living
	DAIL

	[bookmark: L]L

	laboratory procedure
	lab proc

	lactating
	lact

	lactation amenorrhea method
	LAM

	lactic acid
	LA

	Lactic dehydrogenase
	LDH

	large
	lg, mag

	large-for-gestational-age
	LGA

	Laryngotracheo bronchitis
	LTB

	last (normal) menstrual period
	LNMP

	last menstrual period
	LMP

	latent TB infection
	LTBI

	lateral
	lat

	lead
	Pb

	left arm
	LA

	left deltoid
	LD

	left eye
	LE

	left forearm
	LFA

	left leg
	LL

	left lower lobe
	LLL

	left lower quadrant
	LLQ

	left lung
	LL

	Left Otitis Media, Suppurative, Acute
	LOMSA

	Left Otitis Media, Suppurative, Chronic
	LOMSCH

	Left quadrant
	LQ

	left to right
	L-R, L/R

	Left upper lobe
	LUL

	left upper quadrant
	LUQ

	left, length
	L, lt

	lethal dose
	LD

	Levodopa
	L-dopa

	Levovogestrel IUD
	LNG IUD

	Licensed Practical Nurse
	LPN

	Light and Accommodation
	L&A

	limited
	Lmtd

	Limited English Proficiency (Title VI)
	LEP

	lithium
	Li

	Live Attenuated Influenza Vaccine
	LAIV

	live birth
	LB

	live vaccine
	LV

	liver function test
	LFT

	Local Health Operations Branch		
	LHO

	Long Acting						
	LA

	Long-acting thyroid stimulator
	LATS

	Long-acting thyroid stimulator protector
	LATS-P

	Long-chain acyl-CoA dehydrogenase deficiency	
	LCAD

	Loop Electrosurgical Excision Procedure
	LEEP, LOOP, LETZ

	loss of consciousness
	LOC

	loss of motion
	LOM

	Lost to Follow-up
	LTF

	low birth weight
	LBW

	low blood pressure
	LBP

	low carbohydrate
	LoCHO

	low cholesterol
	LoChol

	low density lipoprotein
	LDL, LDLP

	low density lipoprotein cholesterol
	LDL-C

	low fat diet
	LFD

	low grade squamous intraepithelial lesion 
	LSIL

	low or below
	hypo

	low sodium
	LoNa

	lower arch of the jaw
	MAND

	lower extremity
	LE

	Lunelle
	MPA/E2C

	lung
	L

	Lupus Erythematosus
	LE

	Luteinizing Hormone
	LH

	Lymphogranuloma venerum
	LGV

	[bookmark: M]M

	magnesium
	Mag, Mg

	Magnetic Resonance Imaging
	MRI

	Make Yours A Fresh Start Family
	MYFSF

	mammogram
	Mammo

	mandibular
	md.

	manifest
	manif

	Maple Syrup Urine Disease (WIC abbreviation)
	MSUD

	Marginal, margin
	Marg.

	marijuana
	MJ

	mastectomy
	mast

	Master Patient Index
	MPI

	Master’s Degree in Nursing
	MSN

	Masters of Public Health
	MPH

	Material Safety Data Sheets
	MSDS

	Maternal and Child Health Services
	MCH

	maternal grandfather/grandmother
	MGF, MGM

	Maxillary
	mx.

	median
	md

	medical history
	M/Hx

	medical nutrition therapy
	MNT

	medical record
	MR

	medical technologist
	MT

	Medium-chain acyl-CoA dehydrogenase deficiency
	MCAD

	Medroxyprogesterone acetate and estradiol cypionate
	MPA/E2C

	megahertz
	mHz

	member
	mem

	membrane
	memb

	Memorandum of Agreement
	MOA

	menstrual
	menst

	menstrual history
	MH

	menstrual period
	MP

	mental age
	MA

	mental health
	MH

	Mercury
	Hg

	metabolic, metabolism
	metab

	metastasis, metastasize
	M, metas

	Methotrexate
	MTX

	Methylmalonyl-CoA mutase deficiency
	MUT

	Microgram
	mcg

	microgram – 0.000001 gram
	ug

	Microhemagglutination assay for antibody to Treponema pallidum
	MHA-TP

	midline
	mid

	Milk of Magnesia
	MOM

	milliequivalent
	mEq, meq

	milliequivalent per liter
	mEq/l

	milligrams per deciliter
	mg/dL

	milligrams per kilogram
	mg/kg

	millimeters of mercury
	mm Hg, mmttg

	millimicron
	m

	minim
	min

	minimal effective dose
	MED

	minimum inhibitory concentration
	MIDC

	misoprotol
	MIS

	missed opportunity
	MO

	mitral valve
	MV

	mitral valve prolapse
	MVP

	mixture
	mixt

	Mobilizing for Action through Planning and Partners
	MAPP

	monoamine oxidase
	MAO

	monocytes
	monos

	Mononucleosis
	mono

	Monosodium glutamate
	MSG

	Monozygotic
	MZ

	months old
	MO

	mother
	M

	mother & father
	M&F

	mouth
	os

	moves all extremities
	MAE

	moves all extremities well
	MAEW

	Mucopurulent cervicitis
	MPC

	Mucous Membrane
	MM

	Multi-drug resistant
	MDR

	Multi-drug resistant TB
	MDR TB

	Multipara
	multip

	multiple
	mult

	Multiple carboxylase deficiency 	
	MCD

	Multiple Sclerosis
	MS

	Multi-Vitamin
	MVI

	murmur
	mm

	muscle
	musc

	musculoskeletal
	MS

	Mycobacteria other than TB
	MOTT

	Mycobacterium avium complex
	MAC

	Mycobacterium Tuberculosis
	MTB

	Myocardial infarction
	MI

	[bookmark: N]N

	nanogram
	ng

	nanoliter
	nl

	nanometer
	nm

	nanosecond
	ns

	natural family planning
	NFP

	nausea and vomiting
	N&V

	nausea, vomiting, diarrhea
	NVD

	Necrotizing enterocolitis
	NEC

	Negative Intraepithelial Lesion
	NIL

	Neonatal Intensive Care Unit
	NICU

	nervous
	nerv

	nervous system
	NS

	Neural Tube Defect
	NTD

	New tuberculin (tuberculin residue)
	TR

	newborn
	NB

	Newborn, Term, Normal, Female/Male
	NBTNF/M

	nickel
	Ni

	Nicotine Replacement Therapy
	NRT

	nitrogen
	N

	nitroglycerin
	NTG

	no acute distress or no apparent distress
	NAD

	no complaints
	N/C

	no evidence of disease
	NED

	no known drug allergies
	NKA, NKDA

	no previous complaints
	NPC

	no previous history
	NPH

	nocturnal, night
	Noc, noct

	non stress test
	NST

	nondistended
	ND

	Nongonococcal urethritis
	NGU

	Nonketotic Hyperglycinemia
	NKHG

	Non-Insulin Dependent Diabetes Mellitus
	NIDDM

	Non-nucleoside reverse transcriptase inhibitors
	NNRTI

	Nonspecific urethritis
	NSU

	Nonsteroidal anti-inflammatory analgesic
	NSAIA

	Nonsteroidal anti-inflammatory drug
	NSAID

	non-tender
	NT

	Non-tender/Nondistended
	NT/ND

	Nontuberculosis mycobacteria
	NTM

	normal
	N, n, NL, norm

	normal full term delivery
	NFTD

	normal record
	NR

	normal shape, size & consistency
	nssc

	normal sinus rhythm
	NSR

	normal spontaneous (full term) delivery
	NSD, NSFTD

	normal spontaneous vaginal delivery
	NSVD

	normal vaginal delivery
	NVD

	not elsewhere classified
	NEC

	not known
	NK

	not significant
	ns

	not yet diagnosed
	NYD

	nothing by mouth
	NPO

	nothing per mouth (at night)
	npo, npo/hs

	Nucleic Acid Amplification
	NAA

	Nucleoside reverse transcriptase inhibitors
	NRTI

	nulliparous
	Nullip

	Nurse Case Manager
	NCM

	Nurse Practitioner
	NP

	nursing
	nsg

	Nutrition Education Per Protocols (WIC abbreviation)
	NEPP

	Nutritional Risk Criteria Code
	NRCC

	[bookmark: O]O

	observation and examination
	O&E

	observed
	obsd

	obstruct, obstruction
	obst

	occasional
	occ, occas

	occlusal
	O

	occlusal radiograph
	OR

	oculus dexter – right eye
	OD

	oculus sinister – left eye
	OS

	office visit
	OV

	ointment
	oint, ung

	Old Tuberculin
	OT

	once a day
	id

	on examination
	O/E

	one-half
	ss

	opening
	opg

	ophthalmology, ophthalmoscope
	Oph, Ophth

	opposite
	opp

	optimal
	opt

	oral contraceptive
	OC

	oral contraceptive pills
	OCP

	Oral Glucose Tolerance Test
	OGTT

	Oral Poliovirus vaccine, live, trivalent
	OPV

	organization
	org

	oriented
	Orx

	Orthodox Union					
	OU

	osteo myelitis
	osteo

	other
	O, o

	Otitis Externa
	OE

	Otitis Media
	OM

	otoscope
	oto

	ova and parasites
	O&P

	oxygen
	O, O2

	Oxytocin Challenge Test
	OCT

	[bookmark: P]P

	pack per day
	ppd

	pair
	pr

	palatal
	P

	palpable
	palp

	panoramics
	PAN

	Papanicolaou smear
	pap

	Papillary
	Pap.

	Para-aminobenzoid acid
	PABA

	Para-aminosalicyclic acid
	PAS

	Parathyroid hormone
	PH

	parent visitor
	PV

	parity
	PARA

	partial thromboplastin time
	PTT, ptt

	parts per million
	ppm

	past family and social history
	PFSH

	past history
	PH

	past medical history
	PMH

	paternal grandfather/grandmother
	PGF, PGM

	pathologist
	path

	patient complains of
	pt ℅

	patient, patients
	Pat, pt, pts

	pediatrician
	PED

	pediatrics
	Peds

	Pelvic Inflammatory Disease
	PID

	penicillin
	PCN, pen

	per high density field					
	/hdf

	per low density field
	/ldf

	percussion and auscultation
	P&A

	perforation
	perf

	periapicals
	PA

	perimeter
	perim

	Period late, abnormal bleeding; Abdominal pains, pain with intercourse; Infection, STD, abnormal discharge; Not feeling well, fever, chills; String missing, shorter or longer
	PAINS

	periodic
	per

	peripheral
	periph

	permanent
	perm

	permanent teeth
	1-32 

	Pertussis vaccine
	P

	Pervasive Development Disorder
	PDD

	pharmacy
	pharm

	Phenylketonuria
	PKU

	phone order
	PO

	phosphate
	phos, HPO4

	phosphorus
	P

	Pneumocystis carinii pneumonia
	PCP

	pneumothorax
	Pnx

	point of entry
	POE

	Poliomyelitis
	polio

	Polycystic kidney disease
	PKD

	Polycystic Ovarian Syndrome
	PCOS

	Polymerase chain reaction
	PCR

	Polysaccharide-ribitol-phosphate vaccine
	PRP

	Positive Pregnancy Test	
	PPT

	positive pressure breathing
	PPB

	possible
	poss

	post-exposure prophylaxis
	PEP

	post nasal drip 
	PND

	posterior
	post

	posterior/anterior
	P/A

	postpartum
	P.P., PP

	postprandial
	PP

	Postprandial Blood Sugar
	PPBS

	potassium
	K, K+

	potassium chloride
	KCL

	Potassium hydroxide
	KOH

	Prausnitz-kűstner test
	PK test

	Pregnancy Induced Hypertension
	PIH

	pregnancy, pregnant
	Pg, preg

	Pregnancy Test Education Materials
	PTEM

	Premature Rupture of Membranes
	PROM

	premenstrual tension
	PMT

	prenatal
	PN

	pre-pregnancy weight
	PPW

	prescription
	Rx

	present illness
	PI

	Presumptive Eligibility
	PE

	Preventative Medicine
	PM

	prevention, preventive, previous
	prev

	previous menstrual period
	PMP

	Primary Care Physician
	PCP

	primipara
	primip

	private medical doctor
	PMD

	probable, problem
	prob

	Progestin-only contraceptive pills
	POPs

	prognosis
	Px

	progress
	progr

	Propionic Acidemia	
	PA

	Prostrate specific antigen
	PSA

	Protease inhibitors
	PI

	protein
	Prot

	Protein bound iodine
	PBI

	Protein Energy Malnutrition
	PEM

	Prothrombin time
	proTime, PT

	proximal
	prox

	psychiatry, psychology
	psy, psych

	Public Health Nurse
	PHN

	pulmonary
	pul, pulm

	pulmonary embolism
	PE

	pulse
	P

	pulse and respiration
	P & R

	pupils equal and react to light
	PERL

	pupils equal, round, reactive to light and accommodation
	PERRLA

	pupils equally round and reactive to light
	PERRL

	purified chick embryo cell
	PCEC

	purified protein derivative (tuberculin)
	PPD

	Pyrazinamide
	PZA

	Pyridoxine
	Vitamin B6, B6

	[bookmark: Q]Q

	quadrant
	quad

	quality control
	QC

	Quality Improvement Section				
	QIS

	QuantiFERON-TB Gold In-Tube test®	
	QFT-GIT

	quantitative
	quant

	quantity not sufficient
	QNS

	quantity sufficient
	qs

	Quinolone-resistant Neisseria gonorrhoeae
	QRNG

	[bookmark: R]R

	Rabies Immune globulin
	RIG

	Rabies vaccine, adsorbed
	RVA

	radium
	Ra

	range of motion, rupture of membranes
	ROM

	rapid eye movement
	REM

	Rapid plasma reagent (test), Rapid Plasma Regain
	RPR

	rate
	R, r

	rate and rhythm
	R&R

	reaction
	react

	ready to feed
	RTF

	recommendation
	recc

	recommended dietary allowance
	RDA

	Recurrent vulvovaginal candidiasis
	RVVC

	red blood cells
	RBC

	reflex
	refl

	refuse(s) medical assistance
	RMA

	Registered Dietician
	RD

	Registered Nurse
	RN

	Registered Therapist
	RT

	regular rate and rhythm
	RRR

	respiratory rate
	RR

	related, relative
	rel

	related to
	r/t

	release of information
	ROI

	Report of Verified Case Tuberculosis
	RVCT

	residue
	res

	Respiration
	R

	Respiratory Distress Syndrome
	RDS

	resuscitation
	resc

	return to clinic
	rtc, RTC

	reverse, review
	rev

	review of systems
	ROS

	Rhesus (blood factor)
	Rh

	riboflavin
	Vitamin B2, B2

	Ribonucleic acid
	RNA

	rifabutin
	RFB

	rifampin
	RIF

	Rifapentine
	RPT

	right
	D, R, rt

	right arm
	RA

	right deltoid
	RD

	right eye
	RE

	right leg
	RL

	right lower lobe
	RLL

	right to left
	R-L, R/L

	right upper leg
	RUL

	right upper lobe
	RUL

	risk management
	RM

	Rocky Mountain Spotted Fever
	RMSF

	roentgenogram
	X-ray

	rule out
	R/O, r/o

	rupture
	rupt
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	Salicylic acid
	SA

	Sanofi Pasteur
	SP

	Saquinavir
	SAQ

	science
	sci

	screen, ask, validate, evaluate/educate
	SAVE

	second, secondary
	sec, 2˚

	second hand smoke
	SHS

	seizure
	Sz

	self breast examination
	SBE

	self monitoring blood glucose
	SMBG

	self testicular exam
	STE

	sensitivity
	sens

	sequence
	seq

	Serologic Test for Syphilis
	STS

	Serous Otitis Media
	SOM

	Serum glutamicoxaloacetic transaminase
	SGOT

	Severe Acute Respiratory Syndrome
	SARS

	Severe Combined Immunodeficiency
	SCID

	sexual assault
	SA

	Sexual Assault Medical Forensic Exam
	SAFE

	Sexual Assault Nurse Examiner
	SANE

	Sexual Maturity Rating
	SMR

	Sexually Transmissible Infection
	STI

	Sexually Transmitted Disease
	STD

	Short-chain acyl-CoA dehydrogenase deficiency		
	SCAD

	shortness of breath
	SOB

	shortness of breath on exertion
	SOBE

	shoulder
	shld

	sibling
	sib

	sickle cell trait
	AS, A/S

	sickle-cell hemoglobin
	HbS

	side effects
	S/E

	signal
	sig

	signature
	sign.

	signs and symptoms
	S/S

	Silver Nitrate
	AgNO3

	simultaneously
	simul

	slight
	sl

	small
	sm

	small for dates
	SFD

	small for gestational age
	SGA

	social history
	SH

	social worker
	SW

	sodium
	Na

	Sodium Bicarbonate
	NaHCO3

	Sodium chloride
	NaCl

	son
	S

	South Eastern National Tuberculosis Center		
	SNTC

	space
	sp

	specific gravity
	sp gr

	specimen
	spec

	spontaneous
	spont

	Spontaneous abortion
	SAB, spon AB

	Squamous Intraepithelial Lesions
	SIL

	standard of care
	SOC

	standard operating procedures
	SOP

	staphylococcus
	staph

	status post
	s/p

	Stavudine
	d4t

	Steroidal Anti-Inflammatory Drugs
	SAID

	stillborn
	stb

	stimulation
	stim

	straight
	st

	Strategic National Stockpike
	SNS

	streptococcus
	strep

	streptomycin
	SM

	structure
	struct

	Study of Tamixofen and Raloxifene
	STAR

	subcutaneous, subcutaneously
	SQ, subcu, SC

	Subjective, Objective, Assessment and Plan
	SOAP

	substance
	subst

	Sudden Infant Death Syndrome
	SIDS

	sulfate
	SO4

	sulfur
	S

	sulfuric acid
	H2SO4

	sunlight protection factor
	SPF

	superior, supervision
	supr

	surgery
	surg, Sx

	symmetrical
	sym

	symptoms
	Sx, symp

	syndrome
	syn

	synthetic
	synth

	syphilis
	syph

	syringe
	syr

	[bookmark: T]
T

	tablet
	tab

	Tachycardia
	tachy

	TB skin test
	TST

	telephone call
	t.c.

	telephone order
	TO

	temperature
	T

	temperature, Pulse, Respiration
	TPR

	term birth, live child
	TBLC

	terminal
	term

	Tetanus antitoxin
	TAT

	Tetanus immune globulin
	TIG

	Tetanus toxoid
	TT

	Tetracycline 
	TC

	the same
	id

	therapeutic abortion
	TAB

	therapeutic lifestyle changes
	TLC

	therapeutic, therapy
	ther

	Thiamin
	Vitamin B1, B1

	thigh
	fem

	three times a day
	tid

	three times a night
	tin

	three times a week
	tiwk

	through
	per

	Thyroid Stimulating Hormone
	TSH

	Thyroxine
	T4

	to be taken 3x a day
	tds

	tolerance, tolerate
	tol

	too numerous to count
	TNTC

	Toxic Shock Syndrome
	TSS

	toxic, toxicity, toxicology
	tox

	Toxoplasmic encephalitis
	TE

	Toxoplasmosis, Other, Rubella, Cytomeglovirus, Herpes simplex (titer)
	TORCH

	trachea, tracheotomy
	trach

	Transformation Zone
	TZ

	Transient Ischemic Attack
	TIA

	transverse
	trans

	treatment
	tr, Tr, Treat, Tx

	Trichloroacetic acid
	TCA

	Trichomonas
	Trich

	Triglycerides
	Trig

	tubal ligation
	TL

	Tubercle Bacillus
	TB

	Tuberculin Units
	TU

	Tuberculosis
	TB

	twice
	b

	twice a day
	bd, bid

	twice a week
	bi-wk

	Tympanic Membrane
	TM

	Tyrosinemia type-III
	TYR-3

	[bookmark: U]U

	ultimate
	ult

	ultrasound
	U/S, US

	ultraviolet germicidal irradiation
	UVGI

	umbilical, umbilicus
	umb

	unchanged
	UC

	unilateral
	unilat.

	unknown
	unk

	up to date
	UTD

	upper and lower
	U/L

	upper arch of the jaw
	MAX

	upper gastrointestinal
	UGI

	upper respiratory
	UR

	upper respiratory infection
	URI

	upper respiratory tract infection
	URTI

	upper right quadrant
	URQ

	urinalysis
	UA, U/A

	urinary chorionic gonadotropin
	UCG

	urinary output
	UOP

	urinary tract infection
	UTI

	urine
	U, ur

	urogenital
	UG

	[bookmark: V]V

	vaccine administrator
	VA

	Vaccine Adverse Reporting System
	VAERS

	Vaccines for Children
	VFC

	Vaccine Information Sheet or Statements
	VIS

	Vaccinia Immune Glogulin
	VIG

	vagina, vaginal
	vag

	vaginal birth after delivery
	VBAC

	vaginal contraceptive film
	VCF

	vaginal hysterectomy
	Vag Hyst

	valve
	val

	variation, variety
	var

	Varicella zoster Virus
	VZV

	Varicella-zoster Immune Globulin
	VZIG

	vascular
	vasc

	Venereal Disease Research Laboratory Non-treponemal test for Syphilis
	VDRL

	venipuncture
	VP

	Venous Thromboembolism
	VTE

	Ventricular Septal defect
	VSD

	Verbal Lead Risk Assessment
	VLRA

	verbal order
	VO

	verification of certification
	VOC

	vertical bitewings
	VBW

	very high density lipoprotein
	VHDL

	Very Long-chain acyl-CoA dehydrogenase deficiency	
	VLCAD

	very low birth weight
	VLBW

	very low density lipoprotein
	VLDL

	Victims Identification and Notification Everyday	
	VINE

	vision
	vis

	vital signs
	VS, V/S, v/s

	Voucher Pick-up
	VP

	Vulvovaginal candidiasis
	VVC

	[bookmark: W]W

	warm and dry
	w/d

	warm, pink, dry (skin signs)
	WPD

	well developed
	WD

	well developed, well nourished
	WD/WN

	well nourished
	WN, w/n

	Western blot
	WB

	wet mount
	WM

	white
	wh

	white blood cells, white blood count
	WBC

	white female
	W/F, wf

	white male
	W/M, wm

	WIC Food Instruments (WIC abbreviation)
	WICFI

	with
	 c, w, w/

	within normal limits
	WNL or wnl

	within the uterus
	in utero

	without
	ŝ, w/o

	woman who has given birth
	para

	Women, Infants, & Children
	WIC

	Women’s Health Nurse Practitioner
	WHNP

	work up
	w/u

	wound
	wd

	[bookmark: Y][bookmark: Z]Z

	zero
	Z

	Zidovudine
	ZDV

	zinc
	Zn



[bookmark: Symbols]SYMBOLS

	birth
	*

	change
	∆

	death
	†

	difference between
	~

	female
	♀, O

	male
	♂

	microgram
	µg

	microliter
	µl

	micrometer
	µm

	micromicro-
	µµ

	mu, micro-
	µ

	once a day
	i/d

	one
	I

	one half
	ss

	pending
	(p)

	primary
	1°

	secondary
	2°
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