
Central Maine Medical Center 
Lewiston, Maine 

  
Medical Staff Policy 
 
SUBJECT:  MEDICAL RECORDS 

1.0 SCOPE  
 
This Policy applies to the Medical Staff of the Hospital and affiliated clinics 

2.0 PURPOSE 

The purpose of this Policy is to provide guidance with respect to: (i) general guidelines; (ii) 
history and physical documentation; (iii)operative reports ; (iv) anesthesia documentation (v) 
progress notes; (vi)discharge summaries; (ix) completion of Medical Records; (x) AMA 
discharge documentation; and (xi) other requirements of Medical Records.  

3.0 GENERAL GUIDELINES 

A. A Medical Record shall be maintained for every individual who is evaluated and treated at the 
Hospital or affiliated practices and sites. Each Staff member providing services to a patient is 
responsible for preparing such portions of the Medical Record which are appropriate and 
necessary to the services provided. 

B.  All health records must be legible and contain the follow ing: (i) patient identification data; (ii) 
medical history, (iii) Report of relevant physical examination, (iv) diagnostic and therapeutic 
orders, (v) evidence of appropriate informed consent ,(vi) Clinical observations at the 
termination of hospitalization or evaluation/treatment, (vii)  instruction provided to patient/family 
and follow-up referrals, (viii) summary of psychosocial needs. 

C. Abbreviations: Generally known medical abbreviations are allowed; Stedman’s 
Abbreviations, Acronyms & Symbols reference manual is the list of medical abbreviations which 
may be used in the Medical Record. Abbreviations are not to be used in final diagnoses listed in 
discharge summaries.  

D. All Medical Records are the property of the Hospital and information from them shall not be 
released without written permission from the patient/legal representative and/or appropriate 
Hospital department consistent with and as required by State and Federal laws. 

The original paper Medical Record shall not be removed from the Hospital premises except by 
the legally recognized custodian of Medical Records (Director of Health Information 
Management or designee) in compliance with a court order, subpoena duces tecum or statute. 

E. Access to patient health records is limited to members of the medical staff, including 
associate professional staff and hospital employees whose duties require such access, and by 
other individuals in accordance with state statute and hospital procedure. 

F. In case of readmission of the patient, all previous Medical Records shall be available for use 
of the attending practitioner(s).  

G. All Medical Record entries will be dated, timed, and signed denoting the professional 
discipline of the responsible author.   
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H. Orders must be legible, complete, dated, timed and authenticated in written or electronic form 
by the person responsible for providing or evaluating the service provided. The requirement for 
dating and timing do not apply to orders or prescriptions that are generated outside of the 
hospital until they are presented to the hospital at the time of service. Once the hospital begins 
processing such an order or prescription, it is responsible for ensuring that the implementation 
of the order or prescription by the hospital is promptly dated and timed in the patient’s medical 
record. 

I. Only physicians and others as authorized in medical staff bylaw or policy or privileged are 
allowed to enter orders for inpatient care. They include Nurse Practitioner, Certified Nurse 
Midwife, Physician Assistant, Residents and Medical Student. Outpatient services may be 
ordered by a practitioner not appointed to the medical staff as long as he or she meets the 
following: Responsible for the care of the patient, Licensed to practice in the state where he or 
she provides care to the patient or in accordance with Veterans Administration and Department 
of Defense licensure requirements and Acting within his or her scope of practice under state 
law. 
J. Associate Professional staff and Resident Physicians, working as part of the healthcare 
provider team may write or enter orders without requiring authentication by a Physician. This 
includes orders for admission or discharge a patient if so requested by the physician. 

K. There must be an order from the practitioner or practitioner(s) responsible for the patients 
care for all drugs, biological, therapeutic diets, restraint, seclusion, radiological and diagnostic 
tests/procedures and physical, occupational, speech and respiratory services. 

L. Medical Staff approved Standing orders designed to protect critical patients from treatment 
delays or gaps in medical care may be initiated without LIP prior approval when applied in a 
very limited and focused manner. Standing orders initiated without prior LIP approval requires 
authentication by the practitioner responsible for care. Inpatient and outpatient staff initiating 
such orders will immediately notify the patient’s LIP. ED standing orders will be authenticated by 
the ED LIP or practitioner responsible for the care of the patient. Exception is standing orders 
for inpatient influenza and pneumococcal vaccines, which are given per screening criteria. 

M. Patients transferring levels of care within the hospital or out of the operating room should 
have their prior orders reviewed or reordered as indicated upon transfer by the transferring 
provider. 

N. The history and physical, emergency department notes, consultations, operative reports and 
discharge summary prepared by Associate Professional staff or Residents must be 
authenticated by the attending or supervising physician.  Consultation notes prepared by Nurse 
Practitioners in Palliative Care and Psychiatry do not require authentication by a physician. The 
responsible medical staff member’s own pertinent observations and significant physical finding 
should be added whenever necessary. 

4.0 History and Physical: 

A. A medical history and physical examination must be completed and documented for each 
patient no more than 30 days before or 1 day after admission or registration, but prior to surgery 
or a procedure requiring anesthesia services, whichever comes first.  The H&P must be 
completed and documented by a physician, oral-maxillofacial surgeon or other qualified licensed 
individual in accordance with state law and medical staff policy. In the event that the medical 
H&P examination is completed within thirty (30) days before admission or registration, an 
updated examination of the patient, including any changes in the patient's condition, shall be 
completed and documented within 24 hours after admission or registration, or prior to surgery or 
a procedure requiring anesthesia, whichever comes first.   
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B.The H&P will be provided in an electronic format (Dictation, or office electronic medical record 
document compatible with and uploaded into inpatient electronic record) or on a Hospital 
Medical Staff approved abbreviated H&P form, if appropriate.  

C. Associate Professional Staff members with privileges to perform patient H&P may do so with 
the attending physician confirming the findings, conclusions, and assessment of risks by 
countersignature.  

D. Dentists are responsible for that part of the patient’s H&P which is related to dentistry.  
Dentists may admit patients to the Hospital in collaboration with a member of the Active Medical 
Staff or Courtesy Medical Staff who shall be responsible for the medical aspects of the patient’s 
care throughout the Hospital stay.  

Podiatrists are responsible for that part of the patient’s H&P which is related to podiatry.  
Podiatrists may admit patients to the Hospital in collaboration with a member of the Active 
Medical Staff or Courtesy Medical Staff who shall be responsible for the medical aspects of the 
patient’s care throughout the Hospital stay.  

Independent Associate Professional Staff may admit, consistent with privileges. 

E. Content of H&P: The content of the H&P is ultimately dictated by the clinical circumstances. 

At a minimum it should include the following information: Chief complaint, history of present 
illness or care needs, relevant past medical history, pertinent test results, relevant inventory by 
body system, physical examination findings, impression and reason for admission and plan.  

Abbreviated H&P for non-inpatient services: For patients undergoing ambulatory surgical or 
invasive procedures receiving minimal or moderate sedation, an abbreviated H&P may be 
completed.  At a minimum, the history should address history of present illness or care needs, 
relevant past medical history, reasons for procedure, examination of the heart, lungs, mental 
status and organ system appropriate to procedure.   

5.0 Operative and Procedural Reports: 

A. An operative or other high risk procedure ( high risk involves moderate or deep sedation) 
report is written or dictated upon completion of the operative or high risk procedure and before 
the patient is transferred to the next level of care.  If the practitioner performing the procedure 
accompanies the patient from the operating room to the next unit or care area, the report can be 
written or dictated in the new unit or area of care. 

B. The operative or procedure report, brief handwritten or complete electronic format, contains 
at least the following elements: (i) name of LIP who performed the procedure and his or her 
assistant(s), if any; (ii) the name of the procedure performed, (iii) a description of the procedure, 
(iv) findings of the procedure; (v) any specimens removed if applicable, (vi) estimated blood loss 
if applicable; and (vii) postoperative diagnosis. 

C. When a full operative or high risk procedure report is to be dictated and is not immediately in 
the patient’s medical record, then a brief handwritten operative or procedure note is to be 
entered immediately in the medical record before the patient is transferred to the next level of 
care. 

D. A complete operative report in an electronic format (dictated or typed) is required for all 
operative and other high risk procedures regardless of whether or not a short handwritten 
postoperative note was written. The practitioner shall dictate the complete operative/procedure 
note within 1 day of the procedure. 
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6.0 Anesthesia evaluations 

A. Pre-sedation assessment: Before operative or other high risk procedures are initiated, or 
before moderate or deep sedation or anesthesia is administered, a pre-sedation or pre-
anesthesia patient assessment, completed by a physician qualified, to administer the 
anesthesia or sedation is required. Documentation includes pertinent information relative to the 
choice of anesthetic agent, anesthetic technique, anticipated surgical or obstetrical procedure, 
and a re-evaluation immediately prior to induction or administration of sedation.  

B. The pre-anesthesia evaluation is completed and documented within 48 hours prior to surgery 
or a procedure requiring anesthesia services. This evaluation should be completed prior to the 
transfer of the patient to the anesthesia and operating area and before pre-operative sedating 
medication has been administered. 

C. Post anesthesia evaluation should be completed by the anesthesiologist on admission to and 
discharge from the post anesthesia recovery area. 

7.0 Inpatient visits and progress notes 

A. In general, an inpatient should be seen at least once per day by the attending team/service. 
This also applies to consulting services involved in the patient care, unless they have signed off 
or otherwise indicated when they will next see the patient. 

B. Minimally a physician member of the team must see, examine and document the patient 
encounter every two days. More often as patient condition warrants or if an associate 
professional staff team member requests the patient be seen. On other days a Physician 
Assistant or Nurse Practitioner may see and examine the patient and review the status and 
plans with the attending service physician. Exception would be for a patient in the Critical Care 
unit or at Intermediate care level bed. For those patients the physician must see and examine 
the patient each day. This can be in addition to or instead of a team PA or NP seeing the patient 

C. Progress Note: Patient progress notes document appropriate clinical data pertaining to the 
patient's illness, testing, treatment and response and serve as a communication tool for the 
healthcare team.  In general each patient visit and examination by an LIP or Associate 
Professional Staff member should be documented in the progress notes, but minimally at least 
once per day. Exception to daily notes is made for patients admitted to the Acute Rehab Unit, 
where progress notes should be made at least three times a week. 

If the physician visits and examines the patient in addition to an APS team member who has 
already written a progress note, the physician may write a second progress note or  attest to the 
content of the APS note and plan of care, including any pertinent examination findings or plans. 

 8.0 Discharge Summary: 

A.  At the time of discharge, a concise discharge summary for all hospitalized patients is to be 
completed.  The attending physician is responsible for preparation of a discharge summary for 
all patients hospitalized over 24 hours and in all deaths regardless of length of stay. This 
includes patients discharged to acute rehab or swing beds within the organization. Other 
physicians covering for the patient’s physician and who are knowledgeable about the patient’s 
condition and patient’s care during the hospitalization and the discharge plans may write the 
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discharge summary. Other qualified individuals such as Associate Professional staff may write 
the discharge summary when delegated to do so by the patient’s physician. 

B. The discharge summary should be completed promptly after discharge. HIM will monitor 
record completion and give notice within 7 days if not complete. The document should be 
completed within 14 days to allow for processing and coding of the record. In any circumstance 
it shall be completed within a period of time that in no event exceeds 30 days following 
discharge  

C. The summary shall contain (i) reason for hospitalization; (ii) procedures performed; (iii) 
outcomes of care, treatment and services provided; (iv) final diagnoses; (v) condition and 
disposition of the patient at discharge; (vi) information provided to the patient and family; (vii) 
provisions for follow-up care.  

D. A final progress note may be substituted for the discharge summary for normal newborns 
with uncomplicated deliveries or uncomplicated patients hospitalized less than 24 hours, 
provided the note contains the outcome of hospitalization, disposition of the case, condition at 
discharge, discharge instructions and provisions for follow up care.  

AMA Discharges:   

For patients leaving against medical advice (“AMA”), the Medical Record shall contain a 
physician order reflecting that the patient left AMA as well as a completed AMA form. 

Completion of Records: 

Inpatient record 

Hospitalized patients - A medical record is considered complete when: (i) History and Physical 
examination is completed within the first 24 hours of admission to the hospital; (ii) Operative and 
or procedure notes are dictated or hand written in the health record immediately following 
surgery; (iii) Discharge summary has been dictated; (iv) all records, including signature, are to 
be completed within a period of time that in no event exceeds 30 days following discharge. 

Outpatient Records: 

For outpatient visits such as emergency department services and office clinic visits, medical 
records should be documented and authenticated as soon as possible after care is provided to 
the patient and in any event it should be no later than 15 days after care is provided. Review of 
diagnostic study results and other documents requiring review and acknowledgement sent to 
provider’s inbox or desktop, should be completed within 15 days of receipt. 

For inpatient and outpatient medical records: Providers shall, whenever possible, notify Health 
Information Management of anticipated vacations or absences and will make reasonable efforts 
to complete medical records prior to such departure. Upon return from absence, providers shall 
make reasonable efforts to complete medical records as soon as possible and within 5 calendar 
days. 

Effective:  10/01/10 

Reviewed: 9/2012, 12/2016 

Revised: 9/22/2014 (Formatting Changes), 8/2017 
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