Protecting your Practice

Documentation and the Health Care Record

The health care record is a legal document and serves many purposes in addition to those involved in caring for a patient where documentation of the patient’s health history, health status, observations, and prognosis are recorded. 

The health care record serves as the legal business record 
for your practice. 
The roles of the legal health care record are to:

· Support the revenue sought from third-party payors 

· Support the decisions made in a patient’s care 

· Provide the basis for legal testimony regarding the patient’s illness or injury, treatment and response to treatment 

· Serve as a method of communication among healthcare providers

High standards for documentation, coding, billing and compliance have been established for all healthcare professionals.  To assist you in meeting these high standards, this self-audit was developed by our Continuous Quality Improvement (CQI) Committee with assistance from our contracted payors.  
HNS policies are based on industry standards, contracted payor policies, the policies/practice guides of applicable state licensing boards and are consistent with state and federal laws.  All services provided and billed through HNS should be consistent with these policies and applicable laws.  
Strict adherence to the following core policy can help you protect your practice with respect to post payment audits, utilization concerns, and can minimize your malpractice risk.
All services provided and billed to a payor should be 
medically necessary, consistent with the patient's chief 
complaint/clinical findings, diagnoses and treatment plan, and must be consistent with the Practice Guides issued by the NC BOCE and HNS payor policies.  Services should be accurately documented in the patient’s health care record and properly reported using the most appropriate CPT, HCPCS and ICD-9 codes.

HNS Health Record Audit Form





Revised 04/01/11
Patient Name:___________________________________

Date audit completed: ____________________________

Provider: _______________________________________
Reviewed by: ___________________________________
History 
· Is past history documented?
· Is family history documented?
· Is social history included?  (Should include occupation, 

      recreational interests and hobbies.)

· Is the date history taken documented?
· Does the health care record include past and present medical/chiropractic TX for this condition and TX outcomes?

· Is the chief complaint clearly documented?
· Does the record reflect a review of the chief complaint?
· Are details, timing and intensity of complaint documented?
· Is causation (accident, injury, and etiology) documented?
Initial Examination 
Clinical examination findings must objectively substantiate the medical necessity of the services billed to the payor and those services must be consistent with the patient's chief complaint, diagnoses and treatment plan. 

· If an examination was billed to the payor, is it documented in the 

   record?
· Did the examination include an exam of the area(s) of 
      chief complaint?
· Are locations of specific subluxations clearly documented? 

· Are vital signs documented?
· Were appropriate tests performed to establish the extent and severity of injury or condition documented?

· Are the specific tests performed documented as well as test results?

· Was the correct E/M code reported to the payor?
· Is the E/M code supported by appropriate documentation?

· If consultation codes were reported for initial examination, does the health care record include the required information to substantiate the billing of a consult code? (including the name of the referring entity, date referral received, and a copy of the letter back to the referring entity informing him of findings)

Radiographs
Radiographs billed to the payors must be consistent with the patient's chief complaint, clinical findings, diagnoses and treatment plan. 

· Were all x-rays billed to the payor documented in the record?

· Were initial radiographs consistent with the chief complaint and clinical findings? 

· Was the date of the study documented?

· Was there a written, signed radiology report documenting the provider’s interpretation of all radiograph(s)?
· Are subsequent x-rays consistent with the patient’s complaint, 

      clinical findings, diagnoses and treatment plan? 

· If repeat x-rays taken, were they clinically indicated?

· Was the rationale for repeat x-rays clearly documented?

Diagnostic Impression

The diagnosis or diagnostic impression must be reasonable based on the patient’s chief complaint(s), clinical findings, diagnostic tests and/or other available documented information.

· Are all diagnostic impressions documented?

· Is each diagnosis supported by the patient’s chief complaint and clinical findings?

· Is there an appropriate diagnosis in the record to support each service provided?

· Given the results of the diagnostic tests and other available information, is the diagnosis reasonable?  

· If diagnosis changed, does the health care record include a modified or new treatment plan?

Treatment Plan
There must be an appropriate treatment plan for each patient. The recommended treatment must be consistent with the chief complaint, clinical findings and diagnoses.  
· Does the record include a treatment plan?

· Does the treatment plan include the expected duration and 

      frequency of visits?

· Does the treatment plan include the CMT recommended,

      including specific areas to be manipulated with reference to 

      frequency and duration?

· Does the treatment plan include objective measures to evaluate 

      treatment effectiveness?

· Does the treatment plan include specific, objective measurable 

     goals, both short and long term, that are expected to improve a 

     functional loss?

· When modalities are included, does the treatment plan include 

      areas of application, rationale for modalities, as well as frequency and 

   duration?

· If time based therapies, does the treatment plan include length of 

      time the service will be provided?

· Does the treatment plan include recommended DME?

· If there is a change to the working diagnosis, was the treatment plan modified and/or a new treatment plan prepared?

Informed Consent

Informed consent should be obtained from the patient prior to treatment and HNS requires evidence of the informed consent via a form signed by the patient. This form must be maintained in the patient’s health care record.

· Does the record include written informed consent signed by patient 

      or parent/legal guardian if patient was a minor?

Medical Necessity

To establish medical necessity for services provided and billed to HNS payors, those services must be consistent with the patient’s chief complaint, clinical findings, diagnoses, treatment plan and HNS payor corporate medical policies.  Clinical examination findings must objectively substantiate the medical necessity of services provided and billed to HNS contracted payors. 

· Was the diagnosis supported by the chief complaint and objective clinical exam findings?

· Were all services billed to the payor consistent with the chief complaint, clinical findings, diagnoses and treatment plan and documented in the record?
· Was the treatment consistent with the specific, objective, measurable goals outlined in the treatment plan?
· Does the documentation show that patient progress was measured for objective improvement and effectiveness of treatment?
· Was the frequency and duration of CMTs billed supported by the chief complaint, clinical findings, diagnoses and treatment plan? 
· Was the frequency, duration of modalities/therapies billed supported by the chief complaint, clinical findings, diagnoses and treatment plan?

· Did the provider consistently re-evaluate the appropriateness of further care after 12 visits or 4 weeks of care, whichever came first?
· Did the health care record demonstrate objective improvement before an additional treatment cycle was initiated?
· If the re-evaluation failed to demonstrate additional improvement after any two consecutive treatment cycles, did the health care record show that the patient was switched to maintenance/supportive care, referred or released?
Chiropractic Manipulation Treatment
Subluxations must be demonstrated by one of two methods: x-ray or physical examination. To demonstrate a subluxation based on a physical examination, two of the four criteria below are required, one of which must be asymmetry/misalignment or range of motion abnormality.

1. Pain/tenderness evaluated in terms of location, quality and intensity. 
2. Asymmetry/misalignment identified on a sectional or segmental level.
3. Range of motion abnormalities (changes in active, passive, and accessory joint 
   movements resulting in an increase or decrease of sectional or segmental mobility).
4. Tissue changes in the characteristics of contiguous or associated soft tissues; 
    including skin, fascia, muscle, and ligament.
· Did the documentation establish that subluxation was demonstrated either by x-ray or physical exam – per above requirements?
· Are all CMTs billed to the payor documented in the record?

· Did the provider only bill for manipulations that were medically necessary and supported by the chief complaint, clinical findings, diagnoses and treatment plan?
· Did the clinical findings and diagnosis support the level of CMT code that was reported?

· Are specific spinal segments that were manipulated clearly documented?

· Did the provider appropriately bill the correct level of CMT code?

· If a manipulation was performed for maintenance/supportive care and billed to the payor, was it correctly billed using HCPCS S8990? 

· If extra-spinal manipulation was performed, was it supported by chief complaint, clinical findings and diagnoses?

· If extra-spinal manipulations were reported, did the documentation include the specific regions?

Therapies/modalities
When performed and billed to a payor, modalities/therapies must be medically necessary and consistent with the chief complaint, clinical findings, diagnoses and treatment plan. 

· Are all therapies billed to the payor documented in the health care 

record?

· Does the documentation show that the therapies billed to the payor 

were medically necessary, consistent with the patient’s chief complaint, 

clinical findings, diagnoses and treatment plan? 
· Does the health care record clearly show the location of therapy performed and the specific muscle groups, if applicable?

· If time-based codes reported, are times properly 

      documented? (Ex: 15 minutes or 1 unit)
· For modalities/therapies reported, does the health care record show the medical necessity to support the duration and frequency that the services were provided?

· If neuromusculoskeletal re-education is billed, does the 


documentation appropriately support the need for this service?

· Is there a decrease in number of therapies as patient improves?

Re-examinations

Reexaminations to evaluate the appropriateness of further care should be performed approximately every twelve office treatments or four weeks of care (i.e., one treatment cycle) whichever comes first.

· Are all re-examinations billed to the payor documented in the health care record?

· Throughout the patient’s care, were reexaminations performed per above requirements? 
· Were appropriate tests performed at the re-examination?

· Are the specific tests performed and test results clearly documented?

· Are changes in measurable outcomes documented?

· Did the clinical findings clearly support the need for additional care?
· Was the correct E/M code reported to the payor?

· Is the E/M code supported by appropriate documentation?

Subsequent visits
· Are all subsequent visits and treatments billed to the payor documented 


in the health care record?

· Do all subsequent visits include S.O.A.P. notes?

· Was the treatment plan followed? 

· If there are changes or alterations to the course of treatment that differ 


from the initial treatment plan, are these changes clearly documented 


including rationales?

· If significant changes in subjective complaints, such as, frequency


and intensity of pain, were these changes documented? 

· Is patient progress clearly documented?

· If indicated by clinical findings at re-exam, was the treatment plan 

modified? 

· Do all subsequent visits reference the patient’s progress as it relates to the treatment plan?
· Was patient education/instructions documented in the health care record? Is the prognosis documented?

· Was the final diagnosis and patient status upon discharge 


documented?
DME

· Was all DME billed to the payor documented in the health care record?

· If DME is billed to the payor, was the medical necessity for the DME 

clearly documented and consistent with the patient’s chief complaint,


clinical findings, diagnoses and treatment plan? 

· Is patient education/instructions documented, if applicable?

Coding and Billing 

· Were all services provided and billed to the payor documented in the health care record? 

· Were any co-pays/deductibles/co-insurance waived or reduced? 

· If so, does the health care record include an appropriate financial hardship form? 
· Were any free services provided or any services provided at a discount?

· Were all covered services billed to the payor?

· Were any non-covered services billed to the payor?

· If non covered services were provided, does the health care record include signed waivers for the non-covered service provided?

· Was the patient only charged for applicable co-pays, deductibles and co-insurance?

·  If any covered services were not billed to the payor, is there documentation in the health care record that the patient specifically requested that their claims not be filed to their health insurer? 
·  If so, did the patient pay in full at the time of service? 
· Is the name of the provider who rendered services as shown in the health care record, the same as the name of the provider included on the claim form?

· Were all CPT’s, modifiers and ICD-9 codes reported on the health insurance claim appropriate and supported by documented medical necessity, consistent with the patient’s chief complaint, clinical findings, diagnoses and treatment plan? 

General Documentation Guides
· Does the health care record include notes for all services 


provided? 
· Are the results of all diagnostic studies signed and dated by the 


rendering/reviewing provider?

· Is the health care record legible to other health care professionals?
· Does each page of the health care record include the name of the 
      patient? 

· Does each page of the health care record include the signature of rendering provider with professional designation (DC)?
· Is the date of each service documented?  
· Does the patient health care record include documentation for all 

communication and 
correspondence from other sources regarding the 

patient and was it signed by the treating physician?  (consultations, test 

results, reports, letters, notes from phone conversations with 


patients, etc.)
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