	


Clinical Medical Record Standards-United Health Care
The services described in Oxford policies are subject to the terms, conditions and limitations of the Member's contract or certificate. Unless otherwise stated, Oxford policies do not apply to Medicare Advantage enrollees. Oxford reserves the right, in its sole discretion, to modify policies as necessary without prior written notice unless otherwise required by Oxford's administrative procedures. The term Oxford includes Oxford Health Plans, LLC and all of its subsidiaries as appropriate for these policies as well as SecureHorizons and Evercare. 

Certain policies may not be applicable to Self-Funded Members and certain insured products. Refer to the Member's plan of benefits or Certificate of Coverage to determine whether coverage is provided or if there are any exclusions or benefit limitations applicable to any of these policies. If there is a difference between any policy and the Member’s plan of benefits or Certificate of Coverage, the plan of benefits or Certificate of Coverage will govern. 



	Medical records are maintained in a current, detailed, organized and comprehensive manner.
Organization should include: 

· *Identifiable order to the chart assembly 

· *Entries are dated 

· *Papers are fastened in the chart 

· *Each patient has a separate medical record 

	Medical record is legible

	All entries signed

	Identifying information is found on each page (name, patient number)

	Biographical/personal data is in the file

	*Past medical and surgical history is documented

	*Current medication list that reflects all prescriptions and over-the-counter medications

	Family and social history found in the chart

	Smoking, ETOH and substance use / abuse history documented, beginning at age 11

	Documentation of BP, height, weight

	*Current problem list in the chart

	*Documentation for each visit: 

· Chief complaint 

· Physical assessment 

· Diagnosis 

· Treatment plan 

	Evidence of preventive screenings

	Continuity and Coordination of Care 

· Progress notes indicate follow-up care, calls or visits 

· Unresolved problems from previous visits reviewed with the patient 

· Lab, x-ray, consultation reports, behavioral health reports, ancillary providers' reports, hospital records and outpatient records show physician review by signature or initials 

· Consultations and abnormal reports have notation and follow-up in record 

	*Immunizations Histories: 

· *Childhood and adolescent immunizations documented 

· *Adult immunizations documented 

	Growth charts for pediatric patients in the chart and plotted

	Developmental assessment for pediatric patients

	Evidence of patient education and counseling

	*Allergies and adverse reactions are noted in a prominent place in the chart

	Clinical decision and safety support tools in place to insure evidence based care.
Examples include: 

· Appropriate lab monitoring for patients on Statins 

· *Flow sheet for chronic diseases (e.g. diabetes, asthma) 

· *Patient Reminder System 

· *Electronic Medical Records 

· *Epocrates (provides Rx and safety warnings) 

· *Eprescribing 

	*Medical Record Policies 

· *Office staff have signed a written policy regarding medical record confidentiality and receive periodic training 

· *Policy and procedure for safeguarding of medical records 

· *Policy and procedure for release of information 

· *Policy for record retention 

	*Policy for availability of the medical record when housed in a different office location

	*Mechanism for monitoring and handling missed appointments
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