 SEQ CHAPTER \h \r 1NIMH Performance Improvement Program
Audit Tool for INPATIENT  Medical Record Documentation by Physicians
Unit - Branch
__________________
Subject’s Primary Physician _________________________________

Subject’s hospital number _________________________

INSTRUCTIONS: Please enter the letter Y = present, or OK; N = not present, or inadequate; X = not applicable

	I.
Admission note
	
	III.
Consent Forms:
	

	
A.
Diagnosis
	
	
A.
Present
	

	
B.
Advance Directive documentation in Nurses Notes
	
	
B.
All signatures present
	

	
C.
History/physical exam included:
	
	
C.
Statement that  benefits/risks conveyed  to patient
	

	
1.
Chief complaint/purpose of visit
	
	IV.
Seclusion/Restraint:
	

	
2.
Present illness
	
	
A.
Orders
q 4h for adult daily




q 1h for children
	

	
3.
Assessment of dangerousness to self and others
	
	
B.
Physician progress note within one hour (includes evaluation and plan of care with rationale) with documentation of face to face evaluation by MD
	

	
4.
Past medical history
	
	
C.
Notification of family
	

	
5.
Medication/allergy history
	
	
D.
Order to d/c and documentation of justification and plan of care
	

	
6.
Review of systems
	
	V.
Patient/Parent Education
	

	
7.
Relevant past social and family history
	
	
A.
About their illness
	

	II.
Progress Notes:
	
	
B.
Ancillary tests/procedures
	

	
A.
Multidisciplinary Care Team note signed by all disciplines
	

	
C.
Treatment plan
	

	B.
Frequency 3X per week (Multi.Disc. note may count as one)
	
	VI.
Discharge Plan
	

	
C.
Procedure notes
	
	
A.
Treatment strategy adequate
	

	
D.
Change of status notes
	
	
B.
Follow-up arrangements
	

	
E.
Medical problems follow-up
	
	
C.
Alternate modes of therapy considered
	

	
F.
Consultation follow-up
	
	
	

	
G.
Lax/X-ray abnormality follow-up
	
	
	

	H.
Assessment of dangerousness to self and others
	
	
	


COMMENTS:

CONCLUSION BY REVIEWER:

Reviewer’s Signature:                                                                       Date:_________________________
