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Policy
AbleNet maintains complete, accurate, readily accessible, and systematically organized records for each patient/client. AbleNet has implemented safeguards to prevent loss, tampering, alteration, destruction, and unauthorized use or inadvertent disclosure of information including any protected health information in client/patient records, as well as falsification of data and information.

The organization maintains the confidentiality and integrity of the medical records of all clients. Only designated staff members have access to client medical records. Staff members are oriented and educated about the importance of maintaining the medical records confidentiality and the safeguards employed by the organization. All staff having access to medical records are trained in privacy and confidentiality practices and the collection and use of patient/client Protected Health Information (PHI).

AbleNet maintains adequate electronic storage space on site to accommodate all current and active patient records.




PRO 3 Medical Records Composition
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Policy
AbleNet retains a record of all client services. At a minimum, patient/client records include detailed descriptions of the specific products used; customized designs of appliances and devices in use; pertinent medical history; relevant financial records; services provided (including any follow-up); and evidence of patient/client education and training regarding the durable medical equipment, prosthetics, orthotics, and supplies provided, as well as any other items and services as needed. All records are kept in a uniform manner and maintained in a secure manner with safeguards in place to prevent loss or destruction.

All staff having access to medical records are trained in privacy and confidentiality practices and access to records will be limited to members who have received this training and who are required to access these records due to employment responsibilities (as evidenced by job title). Protected Health Information is used as indicated and required by law and not further released without patient approval. Patients and clients who have personally identifiable health data and information that has been collected or maintained by the organization are informed of what uses and disclosures of the information will be made by the organization. 

Procedures
The patient/client record includes, but is not limited to, the following (when applicable):
· Complete patient/client information (full name, address, telephone number, social security number, third party payer ID number, date of birth)
· Name and title of the person making the referral, and date of the referral/order
· Client diagnosis and pertinent medical history
· Name and telephone number of emergency contact person (family member or significant other)
· Patient/client referral or intake form
· Physician’s prescription and current plan of care or service (i.e., equipment and service orders, including the type and frequency of services to be provided, the supplies and equipment needed, and therapeutic parameters for equipment use)
· Client assessment and/or evaluation on admission to services (when applicable)
· Relevant clinical data, including laboratory data, test results, patient/client history, transfer forms
· Signed document verifying receipt of delivery of equipment/device/service items.
· Signed authorization to treat form
· Signed authorization for payment, assignment of benefits or similar document
· Information about financial responsibility
· Signed HIPAA Notification and confidentiality statement authorizing release of records
· Documentation that the patient/client has received information about his/her rights and responsibilities
· Notations about follow-up care (including date, staff person, and description of the service provided) and all relevant patient communications
· Information on any patient/client allergies to medications 
· Documentation of patient/client education
· Written Certificate of Medical Necessity or other required billing documents
· Physician’s notes
· Equipment/device/service serial/lot number
· Documentation of verification that the equipment/device was functional at the time of the delivery and that the client/caregiver was educated on proper equipment/device use, safety and client’s responsibility for use and maintenance
· Description of any safety measures required to protect the patient from injury
· Notations about the suitability or adaptability of the home for the planned care or service (if applicable)
· Documentation of client/caregiver’s understanding of teaching or need for additional teaching 
· List of the other individuals and organizations involved in the client/patient’s care
· Instructions given to the patient/client if he/she was discharged
· Medication profile (food or drugs) (as needed)
· Advance directives or do not resuscitate orders -- these must be documented and signed by the patient’s/client’s physician in accordance with applicable laws and regulations (as applicable for clinical respiratory patients)
· Verification of receipt by the patient or caregiver of all paperwork, educational materials, payment information, warranties, safety assessments, instructions, privacy policy, etc. that the organization provides to the patient at the start of services 
· Additional miscellaneous items

The organization may keep separate records for purposes of billing and other financial requirements.
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